Blue m Palmetto

Individual Application Form

Complete and sign the application.

Individual benefits are provided in network only. No benefits are provided for services received out of network unless the service is
due to an emergency medical condition and the services are provided in an urgent care center or hospital emergency room.

SECTION A — APPLICANT INFORMATION

|:| Male |:| Female Social Security Number: DDD-D D-DDDD Date of Birth: / /

Last Name: First Name: M.1.:
Telephone Numbers: Home: ( ) Cell: ( ) Work: ( )
Street Address: City:

County: State: ZIP Code: Email Address:

Billing Address for Premium Notices (complete only if different from above):

Street Address:

City: State: ZIP Code:

How would you like us to communicate with you? |:| Email |:| Postal Mail

If email, an email address is required:

Your coverage effective date will be automatically assigned. Coverage will always be effective on the first of the month,
except for birth or adoption. Coverage cannot be issued until the first month’s premium has been received.

Are you a United States citizen? |:| Yes |:| No

If no, please provide the following: Document Type: ID Number:

Check which enrollment option applies:
|:| Open Enrollment D Special Enrollment

If special enroliment, provide the qualifying event: Date of Event:

SECTION B — FAMILY INFORMATION — If Optional Family Coverage Is Selected

Coverage is available for dependent children through age 25. List dependents to be insured.
Last Name First Name M.1.| Social Security Number | Sex | Birthdate | Height | Weight

Spouse

Dependent

Dependent

Dependent

Dependent

Dependent

|:| Check here if others are to be insured. List all pertinent information on another sheet.

BlueChoice HealthPlan is an independent licensee of the Blue Cross Blue Shield Association.
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SECTION C — BILLING INFORMATION

Initial Bill Payment (one time only):
[] Credit/Debit Card — Authorization form must be completed. T uture Payments:

[ ] Bank Draft — Authorization form must be completed. [ ] Bank Draft — Authorization form must be completed.
[]Check (] Paper Bill
[ ] Paper Bill

SECTION D — OTHER INFORMATION

1. Do you have Medicare, Medicaid, Medicare Advantage or any other health insurance coverage? |:| Yes |:| No
If you answered “Yes” to 1:
A. Company Name:
Policy Number:

B. Will this policy replace that health insurance? |:| Yes |:] No
C. Other Coverage Effective Date: ___ Other Coverage Termination Date:
2. In the last six months, have you or anyone to be insured, if age 21 or older, used tobacco four [ ] Yes [ ] No

or more times a week? (Applicants under 21 do not need to answer this question.)

SECTION E — BENEFIT INFORMATION

Plan Name Coinsurance Deductible Out-of-Pocket Deductible | Out-of-Pocket
Individual |Maximum Individual Family Maximum Family
|:| Blue Option Gold 1500 35% $1,500 $6,000 $3,000 $12,000
|:| Blue Option Gold 4000 HD 0% $4,000 $4,000 $8,000 $8,000
|:| Blue Option Silver 2250 50% $2,250 $7,500 $4,500 $15,000
|:| Blue Option Silver 3200 50% $3,200 $8,400 $6,400 $16,800
|:| Blue Option Silver 4500 50% $4,500 $8,900 $9,000 $17,800
|:| Blue Option Silver 5700 HD 0% $5,700 $5,700 $11,400 $11,400
|:| Blue Option Silver 5550 35% $5,550 $7,400 $11,100 $14,800
|:| Blue Option Silver 6450 25% $6,450 $8,800 $12,900 $17,600
|:| Blue Option Silver 7350 50% $7,350 $10,600 $14,700 $21,200
|:| Blue Option Silver 8700 0% $8,700 $8,700 $17,400 $17,400
|:| Blue Option Bronze 6500 30% $6,500 $9,800 $13,000 $19,600
|:| Blue Option Bronze 7200 HD 0% $7,200 $7,200 $14,400 $14,400
[] Palmetto Option Gold 1 40% $0 $10,150 $0 $20,300
[] Paimetto Option Silver 1 35% $750 $9,850 $1,500 $19,700
|:| Palmetto Option Silver 6100 HD 0% $6,100 $6,100 $12,200 $12,200
[] Palmetto Option Bronze 7600 50% $7,600 $10,600 $15,200 $21,200

If you are working with an agent to purchase this policy, the agent’'s commission is $23 for a single policy and $51 for a
family policy to be paid monthly, including upon renewal. Additional compensation may be provided for meeting new
sales and renewal quotas. This commission does not add to your monthly premium.
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SECTION F — AUTHORIZATION AND AGREEMENTS — READ CAREFULLY BEFORE SIGNING

The undersigned authorize(s) release to BlueChoice HealthPlan of South Carolina (BlueChoice®) or its representatives
of all past and future medical records and other information deemed necessary by BlueChoice to review, process or
investigate claims. This authorization for release of my past, present and future information includes Medicare Part A
and Part B claims.

It is fully understood and agreed that no insurance coverage shall be in force until BlueChoice receives the application
and the first month’s premium payment and assigns the date on which coverage shall become effective. If this policy is
canceled due to nonpayment and | apply for new coverage at any time thereafter, | understand that BlueChoice and/or
its affiliated companies will require the payment of all past-due premiums before new coverage will take effect.

The undersigned hereby expressly acknowledges understanding this policy constitutes a policy solely with BlueChoice,

which is an independent corporation operating under a license from the Blue Cross Blue Shield Association, an association of
independent Blue Cross and Blue Shield plans. The Association permits BlueChoice to use the Blue Cross and Blue Shield
service marks in the state of South Carolina, and BlueChoice is not contracting as an agent of the Association. The undersigned
further acknowledges and agrees to have not entered into this policy based on representations by any person other than
BlueChoice. No person, entity or organization other than BlueChoice shall be held accountable or liable to the undersigned for
any of BlueChoice’s obligations created under this policy. This paragraph shall not create any additional obligations whatsoever
on the part of BlueChoice, other than those obligations created under other provisions of this agreement.

SECTION G — SIGNATURE(S)

| have read and | fully understand every part of this application for insurance.

X
Applicant’s Signature Date Signed
X
Spouse’s Signature (only required if applying for coverage) Date Signed
|:| Check here if dependent over age 18. Signatures are required.
X
Dependent’s Signature Date Signed
X
Agent’s Signature Date Signed Agent's Code

FOR OFFICE USE ONLY

|:| Credit/Debit Card (initial payment only) |:| Check No.: D Bank Draft

Reference No.:

Processed by: Employee ID No.:

BlueChoice has free language interpretation services available. We can also give you information in
languages other than English or other alternate formats.
For additional applications or answers to any questions, please call toll free:

855-433-2132
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AUTHORIZATION AGREEMENT FOR PREARRANGED PAYMENTS

[ ] Bank Draft

Bank Name: Bank Routing Number:

City: State: ZIP Code:
Account No.: Name on Account:

|:| Initial Payment Only |:| Recurring Payments
Company Name: BlueChoice HealthPlan of South Carolina

| authorize BlueChoice HealthPlan of South Carolina to initiate debit entries to my checking account below and the bank
named to debit my account. The authority is to remain in force until the bank/company has received written notification
from me of its termination in such time and such manner as to afford the bank a reasonable opportunity to act on it. A
customer has the right to stop payment of a debit entry by notifying the bank prior to charging the account. If BlueChoice
HealthPlan of South Carolina initiates an erroneous debit entry to a customer’s account, the customer shall have the right
to have the amount of the entry credited to his or her account by the bank if, within 15 calendar days following the date
on which the bank sent to the customer a statement of account or written notice pertaining to the entry or 46 days after
posting, whichever occurs first, the customer shall have sent to the bank a written notice identifying the entry, stating that
the entry was in error and requesting the bank/company to credit the amount to his or her account.

Bank Account Holder’s Signature:

Print Bank Account Holder’'s Name:

Date:

AUTHORIZATION AGREEMENT FOR PREARRANGED CREDIT/DEBIT CARD PAYMENTS (INITIAL PAYMENT ONLY)

D Credit Card
|:| Visa |:| MasterCard |:| Discover

My Account No.: Name on Account:

|:| Initial Payment Only Expiration Date (mm/yy):

Company Name: BlueChoice HealthPlan of South Carolina

| authorize BlueChoice HealthPlan of South Carolina to initiate a charge entry to my credit card below and the company
named to charge my account.

Applicant’s Signature:

Print Account Holder’s Name:

Date:




AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

| authorize any entity covered by the HIPAA Privacy Rule as a covered entity or business associate to disclose to
BlueChoice or its authorized representative my protected health information, prescription information, care or treatment
provided to me, including without limitation information relating to autoimmune deficiency syndrome (AIDS), human
immunodeficiency virus (HIV), or the use of drugs or alcohol.

| understand this authorization is voluntary and that such information will only be used by BlueChoice for the purpose of
determining whether | qualify to be enrolled in a disease management, case management or wellness program.

This authorization is valid for one year from the date signed below unless earlier revoked. | understand that | may revoke
this authorization at any time by sending written notice of my revocation to BlueChoice. | understand that revocation of this
authorization will not affect any action taken by BlueChoice before my written notice of revocation was received.

| am making this authorization voluntarily and have had full opportunity to read and consider the contents of this authorization.
| understand that BlueChoice will not condition the approval of this application or my eligibility for benefits upon my signing this
authorization. | further understand that information disclosed pursuant to this authorization may be subject to re-disclosure by
the recipient and may no longer be protected by federal or state privacy laws. Disclosure of my protected health information
pursuant to this authorization may result in remuneration to the entity releasing the data. | understand that | may receive a
copy of this authorization upon my request.

This only applies to applicants 18 and older.

Applicant’s Signature: Date Signed:
Applicant’s Signature: Date Signed:
Applicant’s Signature: Date Signed:




Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak English, 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 1-800-832-9686 (TTY: 711) or speak to your provider.

Espafiol: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. También estdn disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion en formatos accesibles. Llame al 1-844-396-0183 (TTY: 711) o hable con su proveedor. (Spanish)

WS R T AREERIP S o RATI DU ER  ERE S TRMIRTS, t T A B R B B i) R ERT o DUEREHE R LA o SR 1-844-396-0188
(TTY : 711) SCEEAYEEHEE ST < (Chinese)

Tiéng Viét: LUU Y: Néu quy vi nai tiéng Viét, chung t6i cung cap mién phi cac dich vu hé tro' ngén ngtr. Cac hé tro' va dich vu bé sung phu hop dé cung cép

théng tin theo cac dinh dang dé tiép cén cling dwoc cung cap mién phi. Vui long goi 1-844-389-4838 (TTY: 711) hodc trao doi v&i nha cung cap dich vu cta

quy Vi. (Vietnamese)

PYCCKWI: BHUMAHWE! Eciv Bbl rOBOPUTE Ha PYCCKOM A3blKe, BaM A0CTYMHbI BecriaTHble YCayr A3bIKOBOM NoaaepKu. COOTBETCTBYIOLME BCNOMOraTe IbHble CpeAcTBa U
yCayru no npepocTasieHnto MHbopmaumm B AOCTYNHbIX dopmaTax TakKe npegocTasaatoTcsa 6ecnnatHo. NMossoHuTe no TenedoHy 1-844-389-4840 (TTY: 711) unm
obpaTutechb K cBoemy nocTasLumky ycayr. (Russian)

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, available ang mga libreng serbisyo ng tulong sa wika para sa iyo. Available rin nang walang bayad ang mga
naaangkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-844-389-4839 (TTY: 711) o makipag-usap sa
iyong provider. (Tagalog)

Portugués do Brasil: ATENCAO: Se vocé fala portugués, ha servigos gratuitos de assisténcia linguistica disponiveis para vocé. Assisténcia e servigos auxiliares proprios para
fornecer informagdes em formatos acessiveis também estéo disponiveis gratuitamente. Ligue para 1-844-396-0182 (TTY: 711) ou fale com seu provedor. (Portuguese)

Francais : NOTE : Si vous parlez frangais, des services gratuits d'assistance linguistique sont a votre disposition. Des aides et des services auxiliaires appropriés pouvant
fournir des informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-844-396-0190 (TTY : 711) ou adressez-vous a votre prestataire.
(French)

posudl: et wQ): %) i JJesUll oletdl Sl dl Hsd HINISIA UslUdl Al dHIRL U2 Guaey B, AU w56l Held wa WsARod stdeni Hilédl
Y3l ulsdl Hizeil Adi) ugl (Aol Y& Guast 8. 1-844-641-2898 (TTY: 711) UR 516 52\ wadl dHRL Ueldl AL dld 521 (Gujarati)

Deutsch: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie unter 1-844-396-0191 (TTY: 711) an oder sprechen Sie mit Threm
Anbieter. (German)

ot 0: FOf: 2R 015 AF8SHA = 22 £ & A0 X[ MH|AE 0|85 4= ASLICL 0|8 7tsTt A o2 HEE X3t
D222 N3E LT} 1-844-396-0187(TTY: 711)H S 2 H 38 7L MH|A K|S H M O 22|8HY Al 2. (Korean)

1-844-396-0189 2 )il e Josil Ulaa Ll a5l Sy sty il ghaall il dpuio clond g baclise oy 3585 LS Ailanal) Ay sall) sac Lol ilod ol 3 5iid ey jall Zalll Canas i€ 13) it Ay el
(Arabic) el axie ) it ol (711 :slall Cilgll daxd)

rir

HMES A 7|7 UMHAE

YKpaiHcbKka moBa: YBAIA! AKLLO BM pO3MOB/AETE YKPATHCHKOO MOBOO, BaM AOCTYMHi 6€3KOWTOBHI MOBHI moc/ayru. BianosiaHi 4onomixkHi 3acobu i nocnyrm Ans HagaHHA
iHpopMmaLii B LOCTYNHMX hopMaTax TakoXK A0CTyNHi 6e3KkowTosHO. 3aTenedoHyinTe 3a Homepom 1- 844-641-2897 (TTY: 711) abo 3BepHITbCA 0 CBOTO NOCTa4YaNbHMKA.
(Ukrainian)

BARE: I BREEFETHEA. BHOSEXBY—EREZHAVEETET . 7oL I N GETHRATESLSEESN) B A TEREIRET 5600
BB TIE O —ERLERTIRRAWEETET, 1-844-396-0185(TTY : 711) ETHBEF S, X, CHRAOEEEICBHLEHELESLY,
(Japanese)

ny: Tusemsu: wnaamenms ve isfiusmsenudhsmdasuulansng uenanni dufiedesfiouazusnseomaaie MdeyaTusuuuuiithald las liiduan Tomne

TusaInsinsior 1-844-641-2896 (TTY: 711) M%aﬂ%ﬂm&ﬂﬁu?mimamm (Thai)

290: cqUIL: mw‘mcovw‘)a‘) 290, 9:303NIgoscIwIZaccLLLIBEY i, Scdsggon war
MVOSMVECLLLCTBIRCTVIE 3ucwe‘lm2,\)n7nsuccuUmsﬂmoce‘)cnjlo Tmacs 1-844-641-2895 (TTY: 711) & 3uHVEHOSNMWasKIL. (Lao)

fedt: oM & afe oo & S € @ emuds forw MArges T WeTEaT A IUAH B §1 AW U § SHBRI UeH a1 & U Iuged gerd
e SR Jarg off e IuA §1 1-844-641-2894 (TTY: 711) R Hid B T U UeTdl ¥ &G B (Hindi)

Diné SHOOH: Diné bee y1ni[ti’gogo, saad bee anl’awo’ bee 1ka’an7da’awo’7t’11 jiik’eh nl hOl=. Bee ahi[ hane’go bee nida’anish7 t’11 lkodaat’4h7g77 d00 bee
lka’an7da’wo’7 lko bee baa hane’7 bee hadadilyaa bich’8’ ahoot’i’7g77 47 t’11 jiik’eh hOl=. Koh;8’ 1-844-516-6328 (TTY: 711) hod7ilnih doodago nika’anllwo’7 bich’8’
hanidziih. (Navajo)

Kiswahili MAKINIKA: lkiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili
kutoa taarifa katika mifumo inayofikiwa pia inapatikana bila malipo. Piga simu 1-844-465-1726 (TTY: 711) au zungumza na mtoa huduma wako. (Swabhili)

ATICE MAANL- ATICT PMTI4 NPT PRI B8 A1AIT N19 RPCNAPFA: AOLET N+HLLA PCAT ATPLAN TN, PUF +eTE ATHPT AT K14 FF
A8 N19 £75 A= NNAR ®DC 1-844-465-1592 (TTY: 711) LMK MEI® ATAAT ARCNPT PT4%: (Amharic)

Soomaali FIIRO GAAR AH: Haddaad ku hadasho Soomaali, adeegyo kaalmada luugadda ah oo bilaash ah ayaad heli kartaa. Qalab caawinaad iyo adeegyo oo habboon si
loogu bixiyo macluumaadka gaabab la adeegsan karo ayaa sidoo kale bilaa lacag heli karaa. Wac 1-844-465-1724 (TTY: 711) ama la hadal bixiyahaaga. (Somali)

ILOCANO PANANGIKASO: No agsasaoka iti llocano, magun-odmo dagiti libre a serbisio ti tulong iti pagsasao. Libre met laeng a magun-odan dagiti maitutop a katulongan
ken serbisio a mangipaay iti impormasion kadagiti ma-akses a pormat. Awagan ti 1-800-832-9686 (TTY: 711) wenno makisarita iti mangipapaay kenka. (llocano)

TRt HraH: U qUIEAUTER HTNT Siedg s HAdUISE] alfe 3. Yo HIGHD HeTad] JdTew SUais B | Ug Il GIaTeeHl S R] T FH3uged Hgrdi T
HATEE UG GH:R[ed JUdTs B1 1-844-465-1722 (TTY: 711) AT B JHeRaT 3T fITIHY & X1 TTEI (Nepali)

ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'1-844-396-0184 (TTY: 711) o parla con il tuo fornitore. (Italian)
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GGl
NCATCAST e T SR 18 A OTRCeT AN Gs [[RATYCET O T2l AT SHNeTdh ICCR | ICHACII5T FIMICO OF AAAL G SNTS
STETHF STECAreT (1 ARTIAMS RN SoNeTeh IR 1-844-465-1713 (TTY: 711) NI e BN LA FHNF ARNHIAF ALY FA IIN | (Bengali)

Kreyol Ayisyen ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanteé apwopriye pou bay enfomasyon nan
foma aksesib yo disponib gratis tou. Rele nan 1-844-465-1715 (TTY: 711) oswa pale avek founise w la. (Haitian Creole)

POLSKI UWAGA: Osoby méwiace po polsku moga skorzystac z bezptatnej pomocy jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach
sg réwniez dostepne bezptatnie. Zadzwon pod numer 1-844-396-0186 (TTY: 711) lub porozmawiaj ze swoim dostawca. (Polish)

Seth

D HETS0: DK BENH SFETES, EO GBS aFP DIPON DN 0NN GOEPow. ASFEID TOWN® FTEOS’ JSFTo),
OBOVTIE A HIFOHE DIFASTEN DOAN WSEN ST SISO 0CNLTEN &OEToN. 1-800-832-9686 (TTY: 711)8 5 TANOS ST N
R SES SrErcod. (Telugu)

Lus Hmoob

LUS CEEV TSHWJ XEEB: 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 ghia paub ua cov hom ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej tseem muaj pab dawb tsis xam tus ngi dab
tsi ib yam nkaus. Hu rau 1-844-465-1717 (TTY: 711) los sis sib tham nrog koj tus kws muab kev saib xyuas kho mob. (Hmong)

s

T fe6: 7 3l e 9= 3, 31 303 B HE3 I HOfesT Aerel Quasgy Jen I | Udendl g feg AredTdl Yors 996 St o< Yad Aafed Ars
3 A & Ue3 fed QumTu It I5 1 1-844-465-1723 (TTY: 711) '3 1% od 1 MU YTT37 818 I1& FJ | (Punjabi)

ManigiyuwASasmen M UASISHASUNW MAnig/ i PAgSSWMABSARISADISHENUHAY S8W SHMihAgisummMIgwSudiy]
SHAMIBUMSESMYSEIIRUMGTUIGDAITS SMGIRTSIENWNSARIGRNTRY Wigiunis] 1-844-465-1721 (TTY: 711)
YSununsimSgMZUTINIUaIE ™Y (Khmer)
=
L2l e 3 s e O sy ¢ i i slaclld 5o cile SUal 43l ) (g s Gl il cladds 5 LacSaS ppimad 051y )8 Ladi G i 3 0l Sy A8 ) cledds i€ e G aj8 K14 5
(Farsi) .25 Cusa 3 g sl ) L b 2 580 Gulad (711 :qubiali) 1-844-398-6233 o et
)
1-844-465-1725 -0 Hiasd i (g3 Tadd gl 3la) () slra ain ol S 3 S sl i e slen (ae el sy QB - el i S e ) Al it 8 S 5o s 0yl Gl Rlign s
(Urdu) -cp S &b i€ al 3 b SIS 1 (TTY: 711)
wTR
TIR TVIVT TURAIRD YOOV IVIX PR VIRAIRDIR (2YLWIRIX DVO NIV IR 277 *12TPIR YIORD . TOR IRD 22U9UNR JWIVT OV YO A2°7 TRIDW YOO TR, WX DTV TR IR 10N
(Yiddish) .79 71879 29K 0 7Y WIR 1-833-584-1829 (TTY: 711) 1917 .9RXDR 119 ™9 7292°MK

Deitsch

WICHDICH: Wann du Deitsch schwetzscht, kenne mer dich Schprooch-Hilf griege. Mir kenne dich aa differnti Sadde Hilf griege, wasewwer as brauchscht fer Information
griege, unni as es dich ennich eppes koschde zellt. Call 1-833-584-1829 (TTY: 711) uff odder schwetz mit dei Provider. (Pennsylvania Dutch)

EAANVKA

MPOZOXH: Edv phdte EAANVIKA, uTtdpxouv SLaBéotueg Swpedv UTNPECLEG UTTOOTAPLENG OTN CUYKEKPLUEVN YAwooa. AlatiBevial Swpedv katdAAnAa BonBrpata Kot
UTnpecieg yla rapoyr mAnpodopLwv os TpooBaocteg Hopdéc. KaAéote to 1-844-465-1714 (TTY: 711) f ancuBuvbeite otov ndpoxo oac. (Greek)

Oromoo

Afaan Oromoo HUBACHIISA: Yoo Afaan Oromoo dubbattan ta’e, tajaajilloota gargaarsa afaanii bilisaan isiniif ni kennama. Gargaarsoonni fi tajaajilloonni sirrii ta’an
namoota dhagahuufi arguun isaan rakkisuuf odeeffannoo dhangii dhaggabamaa ta’een kennuunis bilisaan niargamu. Gara 1-800-832-9686 (TTY: 711) tti bilbilaa yookiin
gopheessaa keessan haasofsiisaa. (Oromo)

Gagana Samoa
FAAALIGA: Afai e te tautala i le Gagana Samoa, o loo maua fua auaunaga lagolago mo gagana. O le a maua fua fo’i mea faalogo, isi faiga tau fesoasoani ma auaunaga
talafeagai e tuuina mai ai faamatalaga i auala faigofie ona maua. Vili le 1-800-832-9686 (TTY: 711) pe talanoa i lau fai auaunaga. (Samoan)
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