Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024
BlueCross BlueShield of Texas . B)0 Advantage Plus GoldSM 203 Coverage for: Individual/Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

n share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

: This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
www.bcbstx.com/bb/ind/bb_go3h30bavitxp_tx 2024.pdf or by calling 1-888-697-0683. For general definitions of common terms, such as allowed amount, balance billing,
coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-
756-4448 to request a copy.

Important Questions m Why This Matters:

What is the overall $0 at Indian Health Care Provider or | Generally, you must pay all of the costs from providers up to the deductible amount before this plan
deductible? with IHCP referral at non-IHCP; or begins to pay. If you have other family members on the plan, each family member must meet their own
Network: $850 Individual/$1,700 individual deductible until the total amount of deductible expenses paid by all family members meets

Family Out-of-Network: $15,000 the overall family deductible.
Individual/$45,000 Family
Are there services covered |Yes. Services from Indian Health Care | This plan covers some items and services even if you haven't yet met the deductible amount. But a

before you meet your Providers, In-Network Preventive copayment or coinsurance may apply. For example, this plan covers certain preventive services
deductible? Health Care services, certain services | without cost-sharing and before you meet your deductible. See a list of covered preventive services at
with a copayment, and certain www.healthcare.gov/coverage/preventive-care-benefits/.

prescription drugs are covered before
you meet your deductible.

Are there other deductibles |No. You don't have to meet deductibles for specific services.

for specific services?

What is the out-of-pocket | Network: $9,450 Individual/$18,900 | The out-of-pocket limit is the most you could pay in a year for covered services. If you have other family

limit for this plan? Family members in this plan, they have to meet their own out-of-pocket limits until the overall family out-of-
Out-of-Network: Unlimited pocket limit has been met.

Individual/Unlimited Family
What is not included in the |Premiums, balance-billing charges, | Even though you pay these expenses, they don't count toward the out-of-pocket limit.

out-of-pocket limit? and health care this plan doesn't
cover.
Will you pay less if you use |Yes. See www.bcbstx.com/go/bahmo |You pay the least if you use a provider in IHCP Network. You pay more if you use a provider in Non-
a network provider? or call 1-888-697-0683 for a list of IHCP Network. You will pay the most if you use an out-of-network provider, and you might receive a bill
Participating providers. from a provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some services (such
as lab work). Check with your provider before you get services.
Do you need areferralto | Yes. This plan will pay some or all of the costs to see a specialist for covered services but only if you have a
see a specialist? referral before you see the specialist.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Indian Health Care | Non-IHCP In-Network

Provider (IHCP)
(You will pay the

Provider
(You will pay more)

Non-IHCP Out-of-
Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Common Services You May
Medical Event Need
Primary care visit to
treat an injury or
iliness

Specialist visit
If you visit a health care

provider’s office or clinic

Preventive

care/screening/
immunization

Diagnostic test (x-
ray, blood work)

If you have a test
youRaveates Imaging (CT/PET

scans, MRIs)

Generic drugs

If you need drugs to treat  (Preferred)

your iliness or condition

More information about
prescription drug coverage

*For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/bb/ind/bb_go3h30bavitxp tx_2024.pdf.

$20/visit; deductible does 50% coinsurance

$45/visit; deductible does |50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

Retail - $10/prescription;

Virtual Visits are available. See your benefit
booklet* (Your PCP) for details.

Referral required. Cost sharing waived at
non-IHCP with IHCP referral.

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what
your plan will pay for.

Referral may be required. Preauthorization
may also be required; see your benefit
booklet* (Outpatient Lab and X-Ray services)
for details. Cost sharing waived at non-IHCP
with IHCP referral.

Referral may be required. Preauthorization
may also be required; see your benefit
booklet* (Outpatient Lab and X-Ray services)
for details. Cost sharing waived at non-IHCP
with IHCP referral.

Limited to a 30-day supply at retail (or a 90-

Participating - No Charge |deductible does not apply | day supply at a network of select retail

least)

No Charge
not apply

No Charge
not apply

No Charge No Charge; deductible
does not apply

No Charge Freestanding Facility:
20% coinsurance
Hospital: 30%
coinsurance

No Charge Freestanding Facility:
20% coinsurance
Hospital: 30%
coinsurance

No Charge Retail - Preferred
Participating -
$10/prescription

Mail - No Charge;

deductible does not apply

plus 50% additional
charge

pharmacies). Up to a 90-day supply at mail
order. Specialty drugs limited to a 30-day
supply except for certain FDA-designated
dosing regimens. Payment of the difference
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Common

Medical Event

Services You May
Need

Indian Health Care | Non-IHCP In-Network
Provider (IHCP) Provider
(You will pay the | (You will pay more)
least)

What You Will Pay

Non-IHCP Out-of-
Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

is available at
www.bcbstx.com/rx24/6T

If you have outpatient
surgery

*For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/bb/ind/bb_go3h30bavitxp tx_2024.pdf.

Generic drugs (Non-
preferred)

Brand drugs
(Preferred)

Brand drugs (Non-
preferred)

Specialty drugs
(Preferred)

Specialty drugs
(Non-preferred)

Facility fee (e.g.,
ambulatory surgery
center)

Physician/surgeon
fees

Retail - Preferred
Participating -
$10/prescription
Participating-
$20/prescription

Mail -$30/prescription;
deductible does not apply

Retail - Preferred
Participating-
$50/prescription
Participating -
$60/prescription

Mail - $150/prescription;
deductible does not apply

No Charge

No Charge

No Charge Preferred Participating -
35% coinsurance
Participating - 40%
coinsurance

Mail - 35% coinsurance

No Charge 45% coinsurance

No Charge 50% coinsurance

No Charge Freestanding Facility:
20% coinsurance
Hospital: 30%

coinsurance

No Charge 30% coinsurance

Retail - $20/prescription;
deductible does not
apply; plus 50%
additional charge

Retail - $60/prescription;
deductible does not
apply; plus 50%
additional charge

Retail - 40% coinsurance
plus 50% additional
charge

45% coinsurance plus
50% additional charge

50% coinsurance plus
50% additional charge

$2,000/visit plus 50%
coinsurance

50% coinsurance

between the cost of a brand name drug and a
generic may also be required if a generic
drug is available. Additional Out-of-Network
charge will not apply to any deductible or out-
of-pocket amounts. Certain drugs require
approval before they will be covered. Cost
sharing for insulin included in the drug list will
not exceed $25 per prescription for a 30-day
supply, regardless of the amount or type of
insulin needed to fill the prescription.

Referral required. Preauthorization may also

be required. For Outpatient Infusion Therapy,
see your benefit booklet* (Outpatient Facility

Services) for details. Cost sharing waived at

non-IHCP with IHCP referral.
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What You Will Pay

Indian Health Care| Non-IHCP In-Network

Non-IHCP Out-of-
Provider Network Provider

(You will pay more)

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Common Services You May :
Medical Event Need Provider (IHCP)
(You will pay the
least)
Emergency room No Charge
care
Emergency medical | No Charge
If you need immediate 2 S0
medical attention
Urgent care No Charge
Facility fee (e.g., No Charge
hospital room)
If you have a hospital sta
J > d Physician/surgeon | No Charge
fees
Outpatient services  |No Charge
If you need mental health,
behavioral health, or ; ;
substance abuse services | [npatient services No Charge

*For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/bb/ind/bb_go3h30bavitxp tx_2024.pdf.

$950/visit plus 30%
coinsurance

$950Mvisit plus 30%
coinsurance

30% coinsurance 30% coinsurance

$45/visit; deductible does |50% coinsurance
not apply

$850/visit plus 30%
coinsurance

$2,000/visit plus 50%
coinsurance

30% coinsurance 50% coinsurance

$20/office visit; deductible |50% coinsurance

does not apply

20% coinsurance for

other outpatient services

$850/visit plus 30% $2,000/visit plus 50%
coinsurance coinsurance

Copayment waived if admitted. Cost sharing
waived at non-IHCP with IHCP referral.

Preauthorization may be required for non-
emergency transportation; see your benefit
booklet* (Ambulance Services) for details.
Cost sharing waived at non-IHCP with IHCP
referral.

Cost sharing waived at non-IHCP with IHCP
referral.

Referral required. Preauthorization may also
be required; see your benefit booklet*
(Inpatient Hospital Services) for details. Cost
sharing waived at non-IHCP with IHCP
referral.

Referral required. Preauthorization may also
be required; see your benefit booklet*
(Inpatient Professional Services) for details.
Cost sharing waived at non-IHCP with IHCP
referral.

Preauthorization may be required; see your
benefit booklet* (Behavioral Health Services)
for details. Cost sharing waived at non-IHCP
with IHCP referral.

Referral required. Preauthorization may also
be required; see your benefit booklet*
(Behavioral Health Services) for details. Cost
sharing waived at non-IHCP with IHCP
referral.
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What You Will Pay

Common Services You May | Indian Health Care | Non-IHCP In-Network Non-IHCP Out-of- Limitations, Exceptions, & Other
Medical Event Need Provider (IHCP) Provider Network Provider Important Information
(You will pay the | (You will pay more) | (You will pay the most)
least)

Office visits No Charge Primary Care: $20/initial |50% coinsurance Copayment applies to first prenatal visit (per
visit; deductible does not pregnancy). Cost sharing does not apply for
apply preventive services. Depending on the type
Specialist: $45/initial visit; of services, copayment, coinsurance, or
deductible does not apply deductible may apply. Maternity care may

If you are pregnant include tests and services described

Childbirth/delivery ~ |No Charge 30% coinsurance 50% coinsurance elsewhere in the SBC (.., ultrasound). Cost

professional services sharing waived at non-IHCP with IHCP

ferral.

Childbirth/delivery | No Charge $850visitplus 30%  |$2,0000visit plus 50% | et

facility services coinsurance coinsurance

Home health care | No Charge 30% coinsurance 50% coinsurance 60 visits/year. Referral required.

Preauthorization may also be required; see
your benefit booklet* (Extended Care
Services) for details. Cost sharing waived at
non-IHCP with IHCP referral.

Rehabilitation No Charge 30% coinsurance 50% coinsurance Separate 35-visit maximum per benefit period
services for Habilitation and Rehabilitation services,
Habilitation services |No Charge 30% coinsurance 50% coinsurance including chiropractic care. Referral required.
Preauthorization may also be required; See
your benefit booklet* (Rehabilitation Services
If you need help recovering and Habilitation Services) for details. Cost
or have other specia| health Sharing waived at non-IHCP with IHCP
needs referral.

Skilled nursing care | No Charge 30% coinsurance 50% coinsurance 25 days/year. Referral required.
Preauthorization may also be required; see
your benefit booklet* (Extended Care
Services) for details. Cost sharing waived at
non-IHCP with IHCP referral.

Durable medical No Charge 30% coinsurance 50% coinsurance Referral required. Preauthorization may also

equipment be required; see your benefit booklet*
(Durable Medical Equipment) for details. Cost
sharing waived at non-IHCP with IHCP
referral.

*For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/bb/ind/bb_go3h30bavitxp tx_2024.pdf. Page 5 of 8
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What You Will Pay

Indian Health Care| Non-IHCP In-Network

Non-IHCP Out-of-

Common Services You Ma Limitations, Exceptions, & Other
Medical Event Need y Provider (IHCP) Provider Network Provider Important In?ormation
(You will pay the | (You will pay more) | (You will pay the most)
least)
Hospice services No Charge 30% coinsurance 50% coinsurance Referral required. Preauthorization may also
be required; see your benefit booklet*
(Extended Care Services) for details. Cost
sharing waived at non-IHCP with IHCP
referral.
Children’s eye exam |No Charge No Charge; deductible  |Up to a $30 One visit per year. Out-of-Network
does not apply reimbursement is reimbursement will not exceed the retail cost.
available; deductible does See your benefit booklet* (Pediatric Vision
not apply Care Benefits) for details.
Children’s glasses  |No Charge No Charge; deductible  |Up to a $75 One pair of glasses per year. Reimbursement
If your child needs dental or does not apply reimbursement is for frames, lenses, and lens options
eye care available; deductible does | purchased Out-of-Network is available (not to
not apply exceed the retail cost). See your benefit
booklet* (Pediatric Vision Care Benefits) for
details.
Children’s dental Not Covered Not Covered Not Covered None
check-up

*For more information about limitations and exceptions, see the plan or policy document at www.bcbstx.com/bb/ind/bb_go3h30bavitxp tx_2024.pdf.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Abortion (Except for a pregnancy that, as certified e  Dental care (Adult and child) e Private-duty nursing (Unless medically necessary)
by a physician, places the woman in danger of o Infertility treatment (Diagnosis and treatment e Routine eye care (Adult)
death or a serious risk of substantial impairment of covered; in vitro not covered) e Routine foot care (Except when medically
a major bodily function unless an abortion is e Long-term care necessary)
performed) ¢ Non-emergency care when traveling outside the e Weight loss programs
Acupuncture U.S.
Bariatric surgery

Cosmetic surgery (Except for the correction of
congenital deformities or for conditions resulting
from accidental injuries, scars, tumors, or diseases
when medically necessary)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care (35 visits/year combined with e Hearing aids (Limited to 1 hearing aid per ear every
habilitation and rehabilitation services) 36 months)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: the
plan at Blue Cross and Blue Shield of Texas at 1-888-697-0683 or visit www.bcbstx.com. You may also contact your state insurance department at 1-800-252-3439 or
Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other coverage options may be available to
you, too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or
call 1-800-318-2596 OR state Health Insurance Marketplace or SHOP.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact: Texas
Department of Insurance at 1-800-578-4677 or visit https://tdi.texas.gov.

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Not Applicable.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-888-697-0683.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-697-0683.
Chinese (1 32): an R FFZEH SCAYHERD, 1B FTX 515 1-888-697-0683.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-697-0683.

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

X different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing

amounts (deductibles, copayments, and coinsurance) and excluded services under the plan. Use this information to compare the portion
of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Mia’s Simple Fracture
(in-network emergency room visit and follow

Peg is Having a Baby
(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

hospital delivery) controlled condition) up care)
M The plan’s overall deductible $0  m The plan’s overall deductible $0  m The plan’s overall deductible $0
M Specialist copayment $0  m Specialist copayment $0  m Specialist copayment $0
M Hospital (facility) copayment $0  m Hospital (facility) copayment $0  m Hospital (facility) copayment $0
M Other copayment $0  m Other copayment $0  m Other copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $60

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $20

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to
reduce your costs. For more information about the wellness program, please contact: 1-866-236-1702.
Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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@ @ BlueCross BlueShield of Texas

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, sexual orientation, health status 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: ah5-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD:  855-661-6965
35th Floor Fax: 855-661-6960

Chicago, lllinois 60601
You may file a civil ights complaint with the U 5. Department of Health and Human Services, Office

for Civil Rights, at:

U.S. Dept. of Health & Human Services  Phone: a00-365-1019
200 Independence Avenue SW TTY/TDD: al0-537-7697
Room 505F, HHH Building 1019 Complaint Portal: https:/focrportal.hhs.gov/ocr/portal/lobby jsf
Washington, DC 20201 Complaint Forms: hitp://www_hhs gov/ocr/officeffilefindex_html

bcbstx.com



BlueCross BlueShield of Texas

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.

Espaiiol Si usted o dguien a quien usted estd ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame
Spanish al 855-710-6984.
4y jall \ e . . e . -

Arabicm)ﬂ 855-710-6984 21 als sl ¢g 3 58 am s po Caamill A3 Ayl (350 e ialy &y 5 giall il glaall y 8o Linall 2l (J pemall 8 (3] haalis (A0l soc Lt (s ool ol eyl (IS )

it y = &5 Al = 4 = AT s =y — < s o
C;]f'rfejzx R, SIEEREIATE SR, HEEERE SRS EBUENEEESEDINR. B (uBEZEa, HIEEE SRS 855-7106984,
Frangais Si vous, ou quelgu'un que vous étes en train d'aider, avez des questions, vous avez |e droit d'obtenir de l'aide et I'information dans votre langue a aucun colt. Pour parler & un
French interpréte, appelez 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie halfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dol metscher zu
German sprechen, rufen Sie bitte die Nummer 855-710-6984 an.
IosAcdl | %l dHel waall dH HEE 53 Rall slat Al sl elloy callsaal Aol slabH elleld ysl elal, dl dHel (deotl WRAR, H3L HisHL HEE el
Gujarati Hiledl Anaalel 55 8. gl WL cllcl 520l M1 L oiel? 8557106984 UR SIcd 53,
fgdr g 31maeh, AT 3T FSTEehT WeTAA Y & & 38h, WA &, o 3HIh 30eA AT 7 fAR[ch FEMAA 3 PN 9o Flel FT HTHRE |
Hindi Rl 31AdTgsh | a1 A & AT 855-710-6984 T hieT hyl.
Itdiano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parare con un interprete, puoi chiamare il
Italian numero 855-710-6984.
ehr=0 orel 25 L= AGHI 5= AFEO 270 UL 2oles 22 Jddet S50 825 Aotel 9102 25 = A= A2l ASLICH S AT
Korean L GHAI D 855-710-6984 = Malol&l AL,
Diné T’aa ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’1” t*aa niik’e nika a’doolwol dod bina’iditkidigii bee nit h odoonih.
Navajo Ata’dahalne’igii bich’]” hodiilnih kwe’é 855-710-6984.

ol o obad Ly ¢ Blandi pm e S Ly B Ciga sl il o e Bl 5 G G e 4p e Jas 4048 ol 1l B cnBl 4By Mg e eSS gl Lad a8 S Lol R
Persian 855-710-6984 xuled Judla sy
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezplatnej informacji i pomocy we wdasnym jezyku. Aby porozmawiat z
Polish tlumaczem, zadzwon pod numer 855-710-6984.

Pycckuii Ecnu y Bac unu yenoeeka, KOTOPOMY Bbl NOMOTaeTe, BOSHUKIM BONPOCHI, Y BaC €CTh NPaBO Ha GecnnaTHyo NOMOLLbL U MHDOpMaLMIo, NpeLoCTaBNEHHYIO HA BalEM A3blke.
Russian YTobbl CBA3ATLCH ¢ NEpPeBOAYMKOM, NO3BOHWUTE NO TenedoHy 855-710-6984.
Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang
Tagalog makipag-usap sa isang tagasalin-wika, tumawag sa 855-710-6984.
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Urdu 50 oS JS 5 855-710-6984 cogl £ & £ 08 U o p oz oo B B 208 dualy Clasha 5l axatiia e o) (M 58 Glst 2o g disoe JeS o 2008 3% ol o Dap 082l S LS Gl
Tiéng Viét | N&u quy vi, hodc ngudi ma quy vi gip d&, ¢o cau hai, thi quy vi ¢d quydn duge gilp d& va nhan thong tin bing ngdn ngdr ciia minh mi&n phi. D& néi chuyén véi mat théng
Vietnamese | dich vién, goi 855-710-6984.




