GROUP # SECTION # SOC. SEC. # ACCOUNT # CATEGORY

SECTION 1 — ENROLLMENT EVENTS PLEASE CHECK ALL THAT APPLY - IF YOU ARE DECLINING COVERAGE, COMPLETE SECTIONS 2, 8 AND 9 ONLY

(] NEW ENROLLEE [ ADD DEPENDENT [] OPEN ENROLLMENT [ OTHER CHANGES ] CANCEL ENROLLEE [] CANCEL DEPENDENT
ARE YOU APPLYING AS A RESULT OF A SPECIAL ENROLLMENT EVENT? [ NO [ YES, EVENT DATE: CANCEL COVERAGE: [[] HEALTH [] DENTAL
EVENT: [] NEW HIRE [J MARRIAGE* (] BIRTH ] TERM LIFE [] DEPENDENT LIFE
(1 ADOPTION, PLACEMENT FOR ADOPTION OR SUIT FOR ADOPTION (PROVIDE LEGAL DOCUMENTS) ] SHORT-TERM DISABILITY ] LONG-TERM DISABILITY
] COURT ORDER (PROVIDE COURT ORDER OR DECREE) LIST NAMES OF THOSE CANCELING IN SECTION 4 BELOW
[ LOSS OF OTHER COVERAGE EVENT: ] DIVORCE** [ DEATH
(] OTHER (EXPLAIN): (] TERMINATED EMPLOYMENT [ OTHER
EFFECTIVE DATE OF BENEFITS: "] COMPLETION OF OTHER ELIGIBILITY REQUIREMENTS | INDICATE EVENT DATE:
SECTION 2 — PLEASE TELL US ABOUT YOURSELF COMPLETE EVEN IF DECLINING COVERAGE
LAST NAME FIRST NAME MI(0PT) SUFFIX BIRTH DATE (MM/DD/WYY) | SOCIAL SECURITY #
MAILING ADDRESS - STREET - APT # an STATE 2IP CODE
EMAIL ADDRESS HOME/CELL PHONE #
[J MALE [J FEMALE
NAME OF EMPLOYER JOBTITLE BUSINESS PHONE # EMPLOYMENT DATE (MM/DD/YY) ONAVERAGE, HOW
Mo
ELIGIBILITY STATUS: [ ACTIVE EMPLOYEE ] RETIRED EMPLOYEE - DATE OF RETIREMENT: (] COBRA COVERAGE START DATE PROJECTED END DATE

(1 ILLINOIS CONTINUATION (INSURED PLANS ONLY) START DATE PROJECTED END DATE

SECTION 3 — SELECT YOUR COVERAGE ‘ PLEASE CHECK ALL THAT APPLY

SMALL GROUP PLANS (1-50 EMPLOYEES)

AFFORDABLE CARE ACT PLANS GRANDFATHERED AND GRANDMOTHERED/TRANSITIONAL PLANS
1 pPO CJOTHER (] BLUE ADVANTAGE ENTREPRENEUR PPOSV (] BLUE ADVANTAGE HMO™
(] BLUE CHOICE PREFERRED PPOS [ BLUE CHOICE SELECT PPOS™ (] BLUE ADVANTAGE HMO VALUE CHOICE™"
(] BLUE OPTIONS™ ] BLUEEDGE SELECT HSA (] COMMUNITY PARTICIPATION ORGANIZATION (CPO)
(] BLUE PRECISION HMO™ ] BLUEEDGE HSA™ (] CPO VALUE CHOICE
(] BLUECARE DIRECT™" (] BLUE EDGE HCA DIRECT™ CIOTHER
PLAN # (REQUIRED) [1PPO VALUE CHOICE PLAN # (REQUIRED)
MID-MARKET AND LARGE GROUP STANDARD PLANS (51+ EMPLOYEES) PREVIOUS BCBSIL OR HMIO MEMBERSHIP
MID-MARKET & LARGE GROUP STANDARD PLANS 51+ GROUP #:
C1ppO (1 BLUE CHOICE OPTIONS™ CIBLUEEDGE SELECTHSA™ |
(] BLUE ADVANTAGE HMO™ (1 BLUE CHOICE SELECT PPOS™ [ PLAN # (REQUIRED) '
(] BLUE ADVANTAGE HMO VALUE CHOICE™ (] BLUEEDGE HSA™ [ OTHER IDENTIFICATION #:
LARGE GROUP CUSTOM PLANS (151+ EMPLOYEES)
] TRADITIONAL (] BLUE ADVANTAGE HMO™ W/HCA [ BLUEEDGE SELECT HSA
C1pPO 1 BLUE CHOICE OPTIONS™ [ BLUEEDGE SELECT HCA DIRECT™
CIcpo 1 BLUE CHOICE SELECT PO CIVISION
(] CPO VALUE CHOICE ] BLUEEDGE HCA I HEARING
[T HMO ILLINOIS® ] BLUEEDGE HSA™ [ MEDICARE SUPPLEMENT
1 HMO ILLINOIS® W/HCA ] BLUE EDGE HCA DIRECT" CJOTHER
(] BLUE ADVANTAGE HMO®™ [ BLUE EDGE SELECT HCA™
DENTAL
] BLUECARE DENTAL PO [ BLUECARE DENTAL HMO® [ EMPLOYEE AND PARTY TO A CIVIL 1 INDIVIDUAL/EMPLOYEE ] EMPLOYEE/SPOUSE
] DENTAL GROUP # UNION OR DOMESTIC PARTNER (] EMPLOYEE/CHILDREN LI FAMILY
(IF DIFFERENT THAN MEDICAL GROUP POLICY #) D MALE D FEMALF
PRIMARY LANGUAGE

GROUP TERM LIFE, ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) AND DISABILITY INSURANCE

(LI I AM NOT APPLYING FOR GROUP TERM LIFE, AD&D OR DISABILITY INSURANCE COVERAGE

EMPLOYEE OCCUPATION/JOB TITLE: WAGE RATE $ PER [JHOUR [JWEEK [CJMONTH ] YEAR
GROUP BASICTERM LIFEAND AD&D ~ [C11DO NOT APPLY CIIDOAPPLY  AMOUNT$

GROUP DEPENDENTS' LIFE [11DO NOT APPLY [11DO APPLY

GROUP SUPPLEMENTAL LIFE [J1DO NOT APPLY [11DO APPLY EMPLOYEE ELECTION: $ SPOUSE ELECTION: $ CHILD ELECTION: $

SHORT-TERM DISABILITY [11DO NOT APPLY (11 DO APPLY LONG-TERM DISABILITY [J1DO NOT APPLY (1100 APPLY

PRIMARY FIRST NAME INITIAL ~ LAST NAME RELATIONSHIP BIRTH DATE (MM/DD/WYY)  SOCIAL SECURITY #

BENEFICIARY

CONTINGENT  FIRSTMAME INITIAL * LAST NAME RELATIONSHIP BIRTH DATE (MM/DD/WVYY) — SOCIAL SECURITY #

BENEFICIARY
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LAST NAME

SOC. SEC. #

GROUP #

SECTION 4 — COVERAGE OPTIONS

PLEASE COMPLETE ALL AREAS THAT APPLY

(IFYOU ARE ADDING AN ELIGIBLE MILITARY PERSONNEL DEPENDENT WHO IS OVER THE AGE LIMIT OF YOUR EMPLOYER'S PLAN,

COMPLETION OF A DEFENSE DEPARTMENT FORM 214 (DD 214) 1S REQUIRED IN ADDITION TO THIS APPLICATION.)

EMPLOYEE/ PCP NAME IPA NAME
ENROLLEE'S
NAME PCP# IPA#
WPHCP NEW PATIENT? HMO OB/GYN NAME (OPTIONAL) HMO OB/GYN #
NAME
PP CIvEs CINo
DEPENDENT'S NAME DEPENDENT'S PCP NAME PP # NEW PATIENT?
CTHUSBAND [IWIFE ] DOMESTIC PARTNER [ PARTY TO A CIVIL UNION [LJ¥es LINO
1PANAME WPHCP HMO 0B/GYN
NAME NAME (OPTIONAL)
IPA# WPHCP # HMO OB/GYN #
DEPENDENT'S BIRTH DATE (MM/DD/YYYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE
SOCIAL
SECURITY #
DEPENDENT'S NAME DEPENDENT'S PCP NAME pCP# NEW PATIENT?
CJSON  [JDAUGHTER [ OTHER ELIGIBLE DEPENDENT [ves CINO

BIRTH DATE (MM/DD/1YYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE IS THIS DEPENDENT A NATURAL CHILD, STEPCHILD, | IF NOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FOSTER CHILD,
FOSTER CHILD, ADOPTED CHILD OR A CHILD IN SUIT | ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR
FORADOPTION? [ ¥ES [ NO SPOUSE) RESPONSIBLE FORTHIS DEPENDENT? L1 YES [ NO

DEPENDENTS IPANAME HMO OB/GYN

SOCAL NAME (OPTIONAL)

SECURITY # IPA# HMO OB/GYN #

DEPENDENT'S NAME DEPENDENT'S PCP NAME PCP# NEW PATIENT?

[JSON [JDAUGHTER ] OTHER ELIGIBLE DEPENDENT L1ves LINO

BIRTH DATE (MM/DD/YYYY)

HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE

1S THIS DEPENDENT A NATURAL CHILD, STEPCHILD,
FOSTER CHILD, ADOPTED CHILD OR A CHILD IN SUIT

IFNOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FOSTER CHILD,
ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR

FORADOPTION? [JYES [INO SPOUSE) RESPONSIBLE FOR THIS DEPENDENT? ves CIno
DEPENDENT'S |PANAME HMO OB/GYN
SOCAL NAME (OPTIONAL)
SECURITY # PA#
HMO OB/GYN #
DEPENDENT'S NAME DEPENDENT'S PCP NAME PCP# NEW PATIENT?
[JSON  [CIDAUGHTER  [CJOTHER ELIGIBLE DEPENDENT CIves CINO

BIRTH DATE (MM/DD/WYY) HOME ADDRESS (IF DIFFERENT) STREET/CITY/STATE/ZIP CODE 1S THIS DEPENDENT A NATURAL CHILD, IF NOT YOUR ELIGIBLE NATURAL CHILD, STEPCHILD, FOSTER CHILD,
STEPCHILD, FOSTER CHILD, ADOPTED CHILD ADOPTED CHILD OR CHILD IN SUIT FOR ADOPTION, ARE YOU (OR YOUR
ORACHILD IN SUIT FOR ADOPTION? [J ¥ES 1 NO | SPOUSE) RESPONSIBLE FOR THIS DEPENDENT? Oves OIno

DEPENDENTS IPA NAME HMO OB/GYN

SOCIAL NAME (OPTIONAL)

SECURITY # IPA# HMO OB/GYN #

SECTION 5 — DISABLED DEPENDENT

PLEASE COMPLETE IF APPLICABLE

NAME OF DISABLED NATURE OF
DEPENDENT DISABILITY
NAME OF DISABLED NATURE OF
DEPENDENT DISABILITY

IF DISABLED CHILD IS OVER THE DEPENDENT AGE LIMIT OF YOUR EMPLOYER'S PLAN, PLEASE ATTACH A COMPLETED DISABLED DEPENDENT CERTIFICATION AND THE DISABLED DEPENDENT PHYSICIAN CERTIFICATION DOCUMENT.

PLEASE COMPLETE IF APPLICABLE

SECTION 6 — OTHER COVERAGE INFORMATION

COMPLETE THIS SECTION ONLY IF YOU OR ANY OF YOUR DEPENDENTS HAVE OTHER HEALTH AND/OR DENTAL COVERAGE THAT WILL NOT BE CANCELED WHEN THE COVERAGE UNDER THIS APPLICATION
BECOMES EFFECTIVE. LIST NAMES OF EACH INDIVIDUAL COVERED:

GROUP COVERAGE INDIVIDUAL COVERAGE NAME AND ADDRESS OF OTHER INSURANCE CARRIER EFFECTIVE DATE (MM/DD/YYYY) TYPE OF POLICY
CTEMPLOYEE ONLY [ EMPLOYEE/SPOUSE
DIves LINo - |LIYEs LINO CEMPLOYEE/CHILD(REN) L] FAMILY
NAME OF POLICYHOLDER BIRTH DATE (MM/DD/YYYY) RELATIONSHIP TO APPLICANT
CIMALE DI FEMALE | [ 5g1F [ SpOUSE ] DEPENDENT
EMPLOYER'S NAME EMPLOYMENT DATE (MM/DD/YYYY) HEALTH GROUP # HEALTH ID # DENTAL GROUP # DENTALID #

PLEASE COMPLETE IF APPLICABLE

SECTION 7 — MEDICARE COVERAGE INFORMATION

NAME OF PERSON COVERED: MEDICARE A (HOSP”AL) EFFECTIVE DATE: END DATE: MEDICARE HIC # (FROM MEDICARE CARD)
MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) EFFECTIVE DATE: END DATE:

MEDICARE D (DRUG) CARRIER:

PLEASE INDICATE REASON FOR MEDICARE ELIGIBILITY:

[T entmiep aGe [T ENTITLED DISABILITY  [] END-STAGE RENAL DISEASE [ DISABILITY AND CURRENT RENAL DISEASE

NAME OF PERSON COVERED: MEDICARE A (HOSP”AU EFFECTIVE DATE: END DATE: MEDICARE HIC # (FROM MEDICARE CARD)
MEDICARE B (MEDICAL) EFFECTIVE DATE: END DATE:
MEDICARE D (DRUG) EFFECTIVE DATE: END DATE:

MEDICARE D (DRUG) CARRIER:

PLEASE INDICATE REASON FOR MEDICARE ELIGIBILITY: - [_JENTITLED AGE [T ENTITLED DISABILITY (] END-STAGE RENAL DISEASE (] DISABILITY AND CURRENT RENAL DISEASE

232320.0919
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LAST NAME SOC. SEC. # GROUP #

SECTION 8 — DECLINATION OF COVERAGE PLEASE COMPLETE IF YOU ARE DECLINING COVERAGE

THIS IS TO CERTIFY THE AVAILABLE COVERAGE HAS BEEN EXPLAINED TO ME. I HAVE BEEN GIVEN THE OPPORTUNITY TO APPLY FOR THE COVERAGE OFFERED TO ME AND MY ELIGIBLE
DEPENDENTS AND HAVE VOLUNTARILY ELECTED TO DECLINE THE COVERAGE AS INDICATED BELOW. IF | DESIRE TO APPLY FOR COVERAGE AT A LATER DATE, | UNDERSTAND THERE MAY BE
A DELAY IN THE EFFECTIVE DATE OF THE COVERAGE.

NAME [T EMPLOYEE | REASON FOR DECLINING HEALTH: [ OTHER GROUP HEALTH COVERAGE — CARRIER: [CIMEDICARE I MEDICAID

[T OTHER INDIVIDUAL HEALTH COVERAGE — CARRIER: [T OTHER (EXPLAIN)

[J 1AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME [CTEMPLOYEE | REASON FOR DECLINING DENTAL: (] OTHER GROUP DENTAL COVERAGE [ MEDICAID [J INDIVIDUAL DENTAL COVERAGE

T OTHER (EXPLAIN) [ZT1AM NOT ENROLLED IN ANY DENTAL INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME [T SPOUSE | REASON FOR DECLINING: [J OTHER GROUP HEALTH COVERAGE L] MEDICAID [T INDIVIDUAL HEALTH COVERAGE

[T OTHER (EXPLAIN) [CT1AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME [T DEPENDENT | REASON FOR DECLINING: [J OTHER GROUP HEALTH COVERAGE L] MEDICAID [T INDIVIDUAL HEALTH COVERAGE

[T OTHER (EXPLAIN) [T AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE
NAME CIDEPENDENT | REASON FOR DECLINING: [ OTHER GROUP HEALTH COVERAGE 1 MEDICAID T INDIVIDUAL HEALTH COVERAGE

[T OTHER (EXPLAIN) (11 AM NOT ENROLLED IN ANY HEALTH INSURANCE PLAN, BUT DO NOT WANT THIS COVERAGE

SECTION 9 — COVERAGE CONDITIONS

+1am an employee or a retiree of the employer named in this enrollment application. | am eligible to participate in the coverage(s) afforded by my employer’s plan, which is either underwritten or
administered by Blue Cross and Blue Shield of lllinois or Dearborn Life Insurance Company. On behalf of myself and any dependents listed on this enrollment application, | apply for those coverage(s) for
which I'am eligible. I state that the information given on this enroliment application is true and correct. | understand and agree that any intentional misrepresentation of a material fact made by me will

invalidate my coverage(s).
» Only those coverage(s) and amounts for which | am eligible will be available to me. | understand that if this enrollment application is accepted, the coverage(s) will become effective in accordance with the

provisions of the Contract(s)/Plan(s).
+ | agree that my employer acts as my agent. | authorize necessary payroll deduction by my employer, if any, to cover the cost of my coverage(s).
* | understand that my participation in the coverage(s) is subject to any future amendment. I also understand that all notices given to my employer are applicable to me.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to
civil fines and criminal penalties.

APPLICANT'S SIGNATURE DATE

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

Life, Disability, Critical lliness, Accident, and Vision products are issued by Dearborn Life Insurance Company, 701 E. 22nd St. Suite 300, Lombard, IL 60148. Blue Cross and Blue Shield of lllinois is the trade name of Dearborn Life Insurance Company, an independent licensee of the Blue
Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.

Medical, Pharmacy, and Dental products are offered by Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association.

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Fax: 855-661-6960
Washington, DC 20201 Complaint Portal:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

;\_\J_)aj1 UJJwM:\JJ‘j}A‘uh}u‘JSLw‘&:J}Aﬂ‘ J;M\_b.ﬂﬂcﬂ\liﬂ‘b.lcmc_)mtg.ﬂ 5|JJJIU1.SLJ|
Arabic .855-710- 6984 Al e Juail c(g 55 an Jie ae Caall AaKT Ay
FEEEPIC | MR, SIIEEIRAIRET R, FItF R, SAEN B IENEEESEINAI.
Chinese Ss—(IBISEE, FHI5 B SEFS 855-710-6984.

Frangais Si vous, ou quelgu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de
French I'aide et l'information dans votre langue a aucun codt. Pour parler a un interpréte, appelez 855-710-6984.
Dalitech Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und
Gafriea Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.
EMnvikd Edv £ogic f{ kamolog Trou fonBare ExXeTe EPWTATEIS, EXETE TO dIKaiwpa va AaBeTe BoriBeia kai TANpogopieg
Greek o yMuooa cag xwpic xpéwan. Na va JIAfceTe o Evav diepunvéa, kaAeaTe 855-710-6984.
2Ll %l cHol Al cdH HEE 53 @&l sl vldl slg ol callsael WY oll.AH. sladsH
GLu'arati ouma Usll gl ol el (Aot W drZl el HEE al HLP: Aqccllel 655 B.
) §G-LL Al %{Lé Cild scll HIZ Vil oledR 855-710-6984 UR slcl 3.
: Te, AT, IT 31T Toieh! TEIIAT HL I8 & 3H%h, T g, Il ATl 391 91 H Tl :3Teh
Eﬂi HETI A %To‘llrlqvlil oo et T PR & | Wadqqun T 9T e & T 855°710-6984
9 Tl
ltaliano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua
Italian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.
simoy | B EE A SE AR Z20| AT AT 222 DB CS U BEE
k_or;an ?{Iétgl} 9|10|1§ HE 5 %lt eIt A*LI EP SSAE PLSH\I D1 855-710-6984 =2
&atol & Al L2,
P T’aa ni, ¢éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’i’ t’aa niik’e
Navajo nika a’doolwot d6é bina’iditkidigii bee nit h odoonih. Ata’dahalne’igii bich’1’ hodiilnih kwe’é
855-710-6984.
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania
Polish bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawia¢ z ttumaczem, zadzwon pod
numer 855-710-6984.
By Ecnu y Bac unn Yenoseka, KOTOPOMY Bbl NOMOTAETE, BOSHUKIA BOMPOCHI, Y BAC ECTb NPABO Ha becnnatHyo
Rtljssian NOMOLLb M MHOpMAL, MPEROCTABNEHHYIO HA BaLUEM si3blke. YTODbI CBA3ATLECA C NEPEBOAUMKOM,
no3soHuTE No TenedoHy 855-710-6984.
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.
Tendlo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
9a.0g tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalod | yymawag sa 855-710-5984
30| e e gLy A Sl s ol Jlae S8 con s Sl (S S0l S L Sl B
Urdu uJJSJ\Sy855 710-6984 « =l S S8 Al —wipa jla . o 3218 S S Juals Glaglea gl 2aa
Tiéng Viét | Néu quy vi, hoac ngudi ma quy vi gilp d&, c6 cu hai, thi quy vi co quyen dwgce giup d& va nhan thong tin
Vietnamese | bang ngdn ngir cia minh mién phi. D& néi chuyén véi mét théng dich vién, goi 855-710-6984.
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