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2018 Employee Enrollment/Change Confirm Sent

for Medical Only Groups

 Type or print clearly in black ink. Inaccurate, incomplete, or illegible information may delay coverage.

* List eligible family members you wish to cover or remove from coverage. This form replaces all Employee Enroliment/
Change forms previously submitted.

Subscriber’s last name First name Middle initial | Social Security number

Are you making changes to an existing account?
() Yes If yes, what changes? (Check all that apply in the sections below.)
(A No ({Ifno, go to Section 1.)

Changes you can make anytime
(1 Name change () Address change Give date of event/change

(1 Remove dependent(s) from coverage due to loss of eligibility (divorce, dissolution of state-registered domestic partnership or
legat union, death, or other loss of eligibility for PEBB benefits). Your personnel, payroll, or benefits office must receive this
form no later than 60 days after the event. If applicable, provide former dependent’s new address:

Additional changes you can make during the PEBB Program’s annual open enroliment
(November 1-30)

All changes become effective January 1 of the following year.

Check the box{es) next to the change requested.

{1 Add dependent(s) (1 Change medical plan {1 Remove dependent(s) U Enroll after waiving medical coverage
(1 Waive medical due to enrollment in another employer-based group medical, TRICARE, or Medicare.

Additional changes you can make if an event creates a special open enrollment

The PEBB Program only allows changes outside of annual open enrollment when an event creates a special open enrollment. The
change must be allowable under the Internal Revenue Code and Treasury regulations and correspond to and be consistent with a
special open enrollment event for the employee, employee’s dependent, or both. You are required to provide proof of the event.
Your personnel, payroll, or benefits office must receive this form and proof of the event no later than 60 days after the
event. However, if adding a newborn or newly adopted child increases your premium, you must submit this form no later than 12
months after the birth or adoption.

Check the box next to the change you are requesting and the corresponding event on the following page.

In most cases, the enroliment or change will be effective the first day of the month after the event date or the date this form is
received, whichever is later.

[ Add dependent(s)

[ Enroll after waiving medical coverage

(J Change medical plan

(L) Remove dependent(s)

(1 Waive medical coverage due to enrollment in other employer-based group medical, TRICARE, or Medicare

HCA is committed to providing equal access to our services. If you need an accommodation,
or require documents in another format or language, please call 1-800-200-1004 (TRS: 711).

Agency name Agency/subagency Insurance effective date Hire date
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2018 Employee Enroliment/Change for Medical Only Groups

Subscriber’s last name First name Middle initial | Social Security number

The following events atlow an employee to add dependent(s), enroll after waving medical, remove dependent(s), change
medical plan, and waive medical coverage due to enrollment in other employer-based group medical, TRICARE, or
Medicare.

[ Marriage, registering a domestic partner, as defined by Washington Administrative Code 182-12-260(2), birth, adoption,
or assuming a legal obligation for total or partial support in anticipation of adoption. Also complete a Declaration of Tax
Status form if adding o non-qualified tax dependent.

{J Employee has a change in employment status that affects the employee’s eligibility for his or her employer contribution
toward his or her employer-based group health plan.

{1 Employee’s dependent has a change in his or her own employment status that affects his or her eligibility for the
employer contribution under his or her employer-based group health plan.

[ Employee or a dependent becomes entitled to or loses eligibility for Medicaid or a state Children’s Health Insurance
Program (CHIP).
The following events allow an employee to add dependent(s), enroll after waiving medical, and change medical plan.

[ Child becomes eligible as an extended dependent through legal custody or legal guardianship. Also complete an Extended
Dependent Certification form.

(1 Employee or dependent loses other coverage under a group health plan or through health insurance coverage, as defined
by the Health Insurance Portability and Accountability Act.

(1 Employee or dependent becomes eligible for a state premium assistance subsidy for PEBB health coverage from Medicaid or
a state CHIP.

The following events allow an employee to add dependent(s), enroll after waving medical, remove dependent(s), and
waive medical coverage due to enrollment in other employer-based group medical, TRICARE, or Medicare.

(1 Employee or dependent has a change in enrollment under another employer-based group health plan during its annual open
enrollment that does not align with the PEBB Program’s annual open enrollment.

(] Employee’s dependent moves from outside the United States to live within the United States or moves from inside the
United States to live outside the United States.

The following events allow an employee to add dependent(s), enroll after waiving medical, remove dependent(s) and

change medical plan.

1 A court order or National Medical Support Notice requires the employee or any other individual to provide a health plan for
an eligible child of the employee.

The following events allow an employee to change medical plan.

() Employee or dependent has a change in residence that affects health pian availability.

(] Employee or dependent becomes entitled to or loses eligibility for Medicare, or enrolls in or terminates enrollment in a
Medicare Part D plan.

(J Employee’s or dependent’s current health plan becomes unavailable because the employee or dependent is no longer eligible
for a health savings account.

(1 Employee or dependent experiences a disruption of care that could function as a reduction in benefits for the employee or
his or her dependent for a specific condition or ongoing course of treatment (requires approval by the PEBB Program).

The following events allow an employee to enroll after waiving medical, and waive medical coverage due to enrollment
in other employer-based group medical, TRICARE, or Medicare.

{1 Employee or dependent becomes eligible and enrolls in TRICARE, or loses eligibility for TRICARE.

(1 Employee becomes eligible and enrolls in Medicare, or loses eligibility for Medicare.




2018 Employee Enrollment/Change for Medical Only Groups

Section 1: Subscriber Information

Social Security number Last name First name Middle initial | Sex
am OF
Street address Apt./unit number | City State ZIP Code
Mailing address (if different from above) Apt./unit number | City State ZIP Code
County of residence Date of birth (mm/dd/yyyy) Work phone number Home phone number
( ) ( )

Are you or any eligible dependents already enrolled in PEBB insurance coverage under another account? (] Yes [ No
If yes, please contact your personnel, payroll, or benefits office for assistance.

Medical coverage [} Cover [ Waive: effective date
If waiving, see Section 6. Note: If you waive coverage, you must be enrolled in other employer-
based group medical, TRICARE, or Medicare. You cannot enroll your eligible dependents in
medical.

Tobacco Use Premium Surcharge

The PEBB Program requires a monthly $25-per-account surcharge in addition to your premium if you or a family member (age
13 or older) enrolled on your PEBB medical uses a tobacco product. Tobacco use is defined as any use of tobacco products
within the past two months except for religious or ceremonial use. If you check YES or leave the check boxes blank, you will
pay the monthly $25 premium surcharge. See the 2018 Premium Surcharge Help Sheet available at www.hca.wa.gov/pebb for
instructions on how to respond.

Does the tobacco use premium surcharge apply to you? Check one:
) YES, | am subject to the $25 premium surcharge. | have used tobacco products in the past two months. If this is a change
to a previous attestation, indicate the start date your tobacco use changed

[ NO, | am not subject to the $25 premium surcharge. | have not used tobacco products in the past two months, or | have
used the tobacco cessation resources noted in the 2018 Premium Surcharge Help Sheet.

Section 2: Spouse or State-Registered Domestic Partner Information
¢ Skip this section if you are not enrolling a spouse or state-registered domestic partner.

* List an eligible spouse or state-registered domestic partner, as defined by Washington Administrative Code 182-12-260(2),
you wish to cover or remove from coverage.

¢ Family members cannot be enrolled in two PEBB medical accounts at the same time.

* If adding a spouse or state-registered domestic partner, you must provide proof of eligibility within the PEBB Program’s
enrotiment timelines or the spouse or state-registered domestic partner will not be enrolled.

* Forms and a list of documents we will accept to verify eligibitity are available at www.hca.wa.gov/pebb.

Relationship to subscriber (If adding a non-qualified tax dependent, please attach a completed Declaration of Tax Status form.)

[ Spouse: date of marriage (3 State-registered domestic partner: date registered
Social Security number Last name First name Middle initial | Sex

Oam dr
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

Date of birth (mm/dd/yyyy)

Medical coverage (A Cover
(A Remove from medical Reason

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to your spouse or state-registered domestic partner? Check one:

( YES, | am subject to the $25 premium surcharge. My spouse or state-registered domestic partner has used tobacco
products in the past two months. If this is a change to a previous attestation, indicate the start date their tobacco use
changed

O NO, | am not subject to the $25 premium surcharge. My spouse or state-registered domestic partner has not used
tobacco products in the past two months, or he or she has used the tobacco cessation resources noted in the 2018 Premium

Surcharge Help Sheet.

(continued)
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2018 Employee Enrollment/Change for Medical Only Groups

Subscriber’s last name First name Middle initial | Social Security number

Section 2: Spouse or State-Registered Domestic Partner Information (continued from previous page)

Spouse or State-Registered Domestic Partner Coverage Premium Surcharge

The PEBB Program requires a monthly $50 surcharge in addition to your premium if you are enrolling your spouse or state-
registered domestic partner in PEBB medical and your spouse or state-registered domestic partner has elected not to enroll in
employer-based group medical that is comparable to Uniform Medical Plan Classic. See the 2018 Premium Surcharge Help Sheet
for instructions on how to respond. If you check YES below or leave this section blank, you will pay the monthly surcharge.

Does the spouse or state-registered domestic partner coverage surcharge apply to you? Check one:

[] YES, | am subject to the $50 premium surcharge. | used the 2018 Premium Surcharge Help Sheet and completed the 2018
Spousal Plan Calculator online.

(1 NO, | am not subject to the $50 premium surcharge. | used the 2018 Premium Surcharge Help Sheet and, if needed,
completed the 2018 Spousal Plan Calculator online.
Which questions, if any, on the 2078 Premium Surcharge Help Sheet did you check NO? Check all that apply.
Question 1is not applicable. ([ Question 2 [ Question3 [} Question4 [} Question 5 [ Question 6

(L Employer to determine if premium surcharge applies. | used the 2018 Premium Surcharge Help Sheet and am completing
and submitting a printed 2018 Spousal Plan Calculator. My employer will determine whether my spouse’s or state-registered
domestic partner’s employer-based group medical is comparable to UMP Classic.

The 2018 Premium Surcharge Help Sheet and the 2018 Spousal Calculator are available at www.hca.wa.gov/pebb. To change your
attestation, use the 2018 Premium Surcharge Change Form.

Section 3: Family Member Information (such as a child) Use additional forms for more members.

o Skip this section if you are not enrolling additional family members.

¢ List eligible family members you wish to cover or remove from coverage.

» Family members cannot be enrolled in two PEBB medical accounts at the same time.

« If adding a family member, you must provide proof of eligibility for each family member within PEBB’s enroliment timelines or
the family member will not be enrolled.

* If adding a non-qualified tax dependent, also attach a Declaration of Tax Status form.

¢ |f enrolling an extended dependent attach an Extended Dependent Certification form.

« |f enrolling a dependent with a disability age 26 or older, submit a completed Certification of Dependent With a Disability form
and return as instructed on the form. Refer to the 2018 Employee Enrollment Guide for eligibility information.

» Forms and a list of documents we will accept to verify eligibility are available at www.hca.wa.gov/pebb.

A Relationship to subscriber | Disabled? Check only if age | Extended dependent validated | Social Security number

26 orolder [} Yes [ No |by courtorder? (dyes [ No
Last name First name Middle initial | Sex Date of birth (mm/dd/yyyy)
am Qar
Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

Medical coverage A Cover
[ Remove from medical Reason

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to this family member? (Response required for family members ages 13
and older.) Check one:

[ YES, | am subject to the $25 premium surcharge. This family member has used tobacco products in the past two months.
If this is a change to a previous attestation, indicate the start date their tobacco use changed

[ NO, I am not subject to the $25 premium surcharge. This family member has not used tobacco products in the past two
months, or he or she used the tobacco cessation resources noted in the 2018 Premium Surcharge Help Sheet.

(continued)



2018 Employee Enroliment/Change for Medical Only Groups

Subscriber’s last name First name Middle initial | Social Security number

B Relationship to subscriber | Disabled? Check only if age | Extended dependent validated | Social Security number
26 orolder QYes [ No |bycourtorder? [Jves (JNo

Last name First name Middle initial | Sex Date of birth (mm/dd/yyyy)
am QF

Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

Medical coverage  [] Cover
(O Remove from medical Reason

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to this family member? (Response required for family members ages 13

and older.) Check one:

[ YES, | am subject to the $25 premium surcharge. This family member has used tobacco products in the past two months.
If this is a change to a previous attestation, indicate the start date their tobacco use changed

1 NO, | am not subject to the $25 premium surcharge. This family member has not used tobacco products in the past two
months, or he or she used the tobacco cessation resources noted in the 2018 Premium Surcharge Help Sheet.

C Relationship to subscriber | Disabled? Check only if age | Extended dependent validated | Social Security number
26 orolder JYes [ No |bycourtorder? (dves (dNo

Last name First name Middle initial | Sex Date of birth (mm/dd/yyyy)
aM QF

Street address (only if different from subscriber) Apt./unit number | City State ZIP Code

Medical coverage (4 Cover
(3 Remove from medical Reason

Tobacco Use Premium Surcharge

Does the tobacco use premium surcharge apply to this family member? (Response required for family members ages 13

and older.) Check one:

O YES, | am subject to the $25 premium surcharge. This family member has used tobacco products in the past two months.
If this is a change to a previous attestation, indicate the start date their tobacco use changed

[ NO, | am not subject to the $25 premium surcharge. This family member has not used tobacco products in the past two
months, or he or she used the tobacco cessation resources noted in the 2018 Premium Surcharge Help Sheet.

Section 4: Medical Plan Selection Check only one.

Contact the plans for benefits information; their contact information is at the end of this form.

Kaiser Foundation Health Plan of Washington
(formerly Group Health Cooperative)'
{1 Kaiser Permanente (formerly Group Health) WA Classic

(1 Kaiser Permanente WA (formerly Group Health) Value

Uniform Medical Plan, administered by
Regence BlueShield

[ UMP Classic

] UMP Consumer-Directed Health Plan

" These plans have a specific service area. If you move out of the service area, you may need to change your plan. You must
report your new address to your personnel, payroll, or benefits office no later than 60 days after you move. If your chosen
plan has a change in contracted service area, you may need to change your plan. You must select a new plan within 60 days of
the plan becoming unavailable.

2 Kaiser Foundation Health Plan of the Northwest, with plans offered in Clark and Cowlitz counties in WA, and the Portland, OR, area.

Please sign and date the next page.

(continued)
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2018 Employee Enrollment/Change for Medical Only Groups

Subscriber’s last name First name Middle initial | Social Security number

Section 6: Signature Required

By signing this form, | declare that the information | have provided is true, complete, and correct. If it isn’t, or if | do not update
this information within the timelines in PEBB Program rules, to the extent permitted by federal and state laws, | must repay any
claims paid by my health plan(s) or premiums paid on my behalf. My family members and | may also lose PEBB benefits as of the
last day of the month we were eligible. To the extent permitted by law, the PEBB Program or my employer may retroactively
terminate coverage for me and my dependents if | intentionally misrepresent eligibility or do not pay premiums when due.

In addition, | understand that knowingly providing false, incomplete, or misleading information to an insurance company for the
purpose of defrauding the company is a crime, and can result in imprisonment, fines, denial of PEBB benefits, and loss of my job.

If adding a state-registered domestic partner to my account, | declare that my domestic partner and | have registered through
the Washington Secretary of State’s Office or another state.

Enrollment is not complete until verification of the family member’s eligibility is successful. | understand that if I'm applying to
add a dependent to my PEBB insurance, | must provide copies of documents that verify the dependent’s eligibility within the
PEBB Program’s enrollment timelines, or the dependent will not be enrolled.

Employees may waive PEBB medical if they are enrolled in other employer-based group medical, TRICARE, or Medicare. If |
waive medical, | understand ! can enroll during the annual open enrollment period or no later than 60 days after a special open
enroliment event as defined in PEBB Program rules. If | waive medical for myself, | cannot enroll my eligible family members in
medical.

| allow my employer to deduct money from my earnings to pay for insurance coverage and any applicable premium surcharges.

If | am enrolling in a consumer-directed health plan with a health savings account (HSA), | must meet HSA eligibility conditions.
| understand that my employer will contribute to an HSA on my behalf based on the information | have provided, and that there
are limits to these contributions and my HSA contributions (if any) under federal tax law.

| understand that my enrollment and my dependents’ enrollment are subject to my adherence to all applicable deadlines and
PEBB rules and policies. Failure to comply with applicable deadlines and PEBB rules and policies may result in my benefits
selection being rejected or defaulted.

This form replaces all Employee Enroliment/Change forms previously submitted.

HCA'’s Privacy Notice: We will keep your information private as allowed by law.
To see our Privacy Notice, go to www.hca.wa.gov/pebb.

Subscriber’s signature Date

Please sign and date.
Return completed form and documentation to your personnel, payroll, or benefits office.

2018 PEBB Program Medical Contractors

Kaiser Foundation Health Plan of the Northwest
500 NE Multnomah St., Suite 100, Portland, OR 97232-2099
1-800-813-2000 or TTY: 711

Kaiser Foundation Health Plan of Washington (formerly Group Health Cooperative)
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233
1-888-901-4636 or TTY 1-800-833-6388

Kaiser Foundation Health Plan of Washington Options, Inc. (formerly Group Health Options, Inc.)
320 Westlake Ave. N, Suite 100, Seattle, WA 98109-5233
1-888-901-4636 or TTY: 1-800-833-6388

Uniform Medical Plan, administered by Regence BlueShield
1800 Ninth Avenue, Suite 235, Seattle, WA 98101
1-888-849-3681 or TTY: 711



Washington State A(‘-)
Health Care AGthority

————————

PEBB Program Nondiscrimination Notice and Language Access Services

The PEBB Program and its contracted health plans comply with applicable federal civil rights laws and do not
discriminate (exclude people or treat them differently) on the basis of race, color, national origin, age, disability, or sex.

The PEBB Program also complies with applicable state civil rights laws and does not discriminate on the basis of creed,
gender, gender expression or identity, sexual orientation, marital status, religion, honorably discharged veteran or
military status, or the use of a trained dog guide or service animal by a person with a disability.

The PEBB Program provides free aids and services to people with disabilities to communicate effectively with us, such as:

e Qualified sign language interpreters.

e Written information in other formats (large print, audio, accessible electronic formats, other formats).
e Free language services to people whose primary language is not English, such as qualified interpreters and

information written in other languages.

If you believe this organization has failed to

provide language access services or

discriminated in another way...

PEBB Program

You can file a grievance in person or by mail, fax,
or email. If you need help filing a grievance, the
HCA Compliance Officer is available to help you.

You can file a grievance with:

Health Care Authority

Division of Legal Services, Attn: HCA Compliance Officer
PO Box 42704

Olympia, WA 98504-2704

1-855-682-0787 (TRS: 711) | Fax 360-586-9551
compliance@hca.wa.gov

PEBB MEDICAL PLANS

Kaiser Foundation Health Plan of the Northwest

Kaiser Foundation Health Plan of the Northwest

Attn: Member Relations — Kaiser Civil Rights Coordinator
500 NE Multnomah, Suite 100

Portland, OR 97232

1-800-813-2000 or 503-813-2000 (TTY: 711)

Kaiser Foundation Health Plan of Washington
(formerly Group Health Cooperative)

Kaiser Foundation Health Plan of Washington
Options, Inc.
(formerly Group Health Options, Inc.)

Kaiser Foundation Health Plan of Washington

Civil Rights Coordinator

Quality GNE-D1E-07

PO Box 9812

Renton, WA 98057

1-888-901-4636 or 206-630-4636 (TTY: 711) | Fax 206-901-6205
csforms@ghc.org

Washington State Rx Services
(for discrimination concerns about prescription-
drug benefits for Uniform Medical Plan [UMP])

Washington State Rx Services

Attn: Appeals Unit

PO Box 40168

Portland, OR 97204-0168

1-888-361-1611 (TDD/TTY: 711) | Fax 1-866-923-0412
compliance@modahealth.com

Premera Blue Cross

(for discrimination concerns about Medicare
Supplement Plan F and the Center of Excellence
Program for UMP Classic and UMP CDHP
members)

Premera Blue Cross

Attn: Civil Rights Coordinator - Complaints and Appeals

PO Box 91102

Seattle, WA 98111

1-855-332-4535 (TTY: 1-800-842-5357) | Fax 425-918-5592
AppealsDepartmentinquiries@Premera.com

HCA §7-401 (9/17)

(continued)



Washington State m
Health Care AGthority
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[English] Language assistance services, including interpreters
and translation of printed materials, are available free of
charge. Employees: Contact your employer’s personnel,
payroll, or benefits office directly. Retirees, COBRA, and
Continuation Coverage members only: Contact PEB Division
Benefits Services at 1-800-200-1004. (TRS: 711).

[Amharic] #£7$ A A1ATATFE AOFCATL RS PATATT FCT°
MIPC M2 RITA:: FPMAPT: 0PMEPTY 1TE PL°H DLI°
TPI-TPI &L X/ NPTH L1995 mrdd POMT COBRA
AS ¢MEYF PAD- 147 AOAT (1F: © PEB 009249 TPI-THI®
K100+ 1-800-200-1004. (TRS: 711) £1.74::

Otosdll sen yiall Sl 8 Lay ecitadll “’J pac Lol Ciland [Arab]c]

s iSay Juail Q.uf‘,au L:l;an)s_,.u e gabnall of gall daa iy

copaetiiall 5 ale G gl il el CiSa o) RS L alalall
Cileady Joail 1dadd 5 pabiuall dghaaill ;L.ac‘_, COBRA ;Laac‘
.(TRS: 711) .1-800-200-1004 ¢}l (e PEB aud Cildliadiul

[Burmese] :D’J:Do@$ qp..;,E 0905@$om 2005
ongrbononbigp: :ma:o
$Gaooﬁgqp 3] mousﬁ&é\wél

:rn:mommcomcﬁm
= c’i oSee sa com o
w% a@&cp rﬂ.a‘l’) ::orﬁ:xg i oSoEoio?qp 1 COBRA $&
%0 snorjo€ongd sagolaproonogt- PEP gg

mofdongbofecotyqp: a‘§ 1-800-200 1004. (TRS: gn) Ho§adl B

[Cambodian] swhégwman jnseingruaipginus &
AUUATIARANTIMENY RNGINMSIHwA ARG sngidigieting 1-800-562-
3022 (TRS: 711)% Brundn 1 NETREIATIN WU RIS RUATLR
AW URim A mxunmwuanmnissmmmm xmgmstﬁs COBRA,
gaaswils Continuation Coverage §igM: ¢ AUSIRERINONRIILNGE
issuna1s PEB mutnsa 1-800-200- 1004. (TRS: 711}

[Chinese] sa % IRHLIE S THBIARS, HLF5 D J FOENHI Bk
. BR. HERZEBREIMA. THRRERIAE.
NB&@M\J\m, COBRA FIFFEE/R PR AL : BXZ PEB #I14R
FIARSS AL, H11EA 1-800-200-1004 (TRS: 711)
[Korean] &% ’\1 H] 29} 14 1}3 He

AL ME & 3301%?#"‘ A’“HD}
"%T°l °W 204 Ee %‘2 T sh= *P—‘?—i*ﬂ] AR

9] 3}4] A 2. § 2 2}, COBRA Z Continuation Coverage

51 < gt 3] % 1-800-200-1004, TRS 711 & PEB Division
Benefits Services | &2 34 A] Q.

[Laotian} muusmumuma'\ aqumgmuccdma'\ ras  nay
dcong UL, ﬁ‘l.o'r‘.md"tnuunnm u.,un[_]w mnm
RIARTE gt u,suuaeg;lmuqn we cg}muuecgucngu A
fisgnugzfodnutountan. {eencysyuau, COBRA, xas
muaunummcuum‘LUagauaumencmuu Andmawe
wungednanay PEB Lhncan 1-800-200-1004 (TRS: 711).

[Oromo] Tajajilwwan gargaarsa afaanii, turjumaanaafii
waantota maxxanfaman kan hiikan bilisaan jiru. Hojjetoota:
Kallattiidhaan peeroolii personeelii ykn waajira
faayidaawwanii hojjechiisaa kee qunnami. COBRA
fimiseensota Haguuggii Itti fufinsaa qofa: Tajaajilawwan
Faayidaawwan Hirmaannaa PEB 1-800-200-1004. (TRS: 711}
irratti gqunnamuu dandeessu.
galil das 5 g oalid ?;_).\AA.\A; H b SKaeS CiledA [Persian]
da i A8 Aa.u.\h|_,>4.||)|u\§q|_)u_)‘,.a.| s@\;(d\.\am)d [E9%
nuJ‘jn)|J|hsu}I=L_de_,;‘5\AJ!)l5 _)JUA;JL' q‘ J‘S
CJL G‘Jb 4< ‘::Lacl K] ‘COBRA 18] JL) AJ‘).S\.! LylLAJ Lﬂ.\iluu
aJLu.uLl PEB\J‘_)AJLJL&A;L)AJ\J.LHM M.uum_,.lh‘.\‘
i85 (lai 1-800-200-1004 (TRS: 711)

[Punjabi] 37 Agfegr Aeet—gzie w3 fije st I8 et @
YaTE ARS—HES GUBET I8! HEWH: WIUE JHaldersT € BN,
s, WWE%@BWWWM|WWW
COBRA (J=37), w3 fige dAfG08HE a3 HHa: 1-800-200-1004.
(TRS: 711) €3 PEB (Vite=h) T3 Aeel &8 AU J96!
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[Romanian] Serviciile de asistenta lingvisticd, inclusiv cele de
interpretariat si de traducere a materialelor imprimate, sunt
disponibile gratuit. Angajati: Contactati biroul pentru
personal, salarii sau beneficii al angajatorului dvs. in mod
direct. Numai pentru pensionari, membri COBRA sau
Continuation Coverage: Contactati Serviciile de beneficii de la
Divizia PEB la 1-800-200-1004. (TRS: 711).

[Russian] AsbikoBas noanepkKa, B TOM YUCAE YAy
nepeBoaYvKOB M NepeBoa, nevaTHbIX maTepuancos, AOCTyNHa
BecnnatHo. HaemHble paboTHUKK: obpaTuTech
HenocpeaCcTBEHHO B OTAEN Kaapos, Byxrantepuio unm
coumancHbI oTaen saiwero pabotogarens. TonbKo
neHcuoHepbl, nonb3osatenu COBRA nnm nporpamm
NPOANEHHOrO CTPaxoBOro NOKPLITUA: 0BpaTUTECH B OTAEN NIIOT
M CTPaxoBaHUA 41 rOCYyAapPCTBEHHBIX caykalmx (PEB Division
Benefits Services) no Tenegony 1-800-200-1004. (TRS: 711).

[Somali] Adeego caawimaad luugada ah, ay ku jirto
turjubaano afka ah iyo turjumid lagu sameeyo waraagaha la
daabaco, ayaa lagu helayaa lacag la’aan. Shaqaalaha: La xiriir
shaqgaalaha qofka aad u shaqaysid, liiska mushaarka
shaqaalaha, ama si toos ah xafiiska dheefaha. Dadka
hawlgabka ah, COBRA, iyo kaliya xubnaha Sii wadista
Ceymiska: Kala xiriir Qaybta Adeegaha Dheefaha ee PEB
lambarkan 1-800-200-1004. {TRS: 711).

[Spanish] Hay servicios de asistencia con idiomas, incluyendo
intérpretes y traduccion de materiales impresos, disponibles
sin costo. Empleados: Comuniquense directamente con la
oficina de personal, némina o beneficios de su empleador.
Solo para jubilados y miembros de Cobra y cobertura
continua: Comuniquese con la Division de Servicios y
Beneficios de PEB al 1-800-200-1004. (TRS: 711).

[Swahili) Huduma za msaada wa lugha, ikiwa ni pamoja na
wakalimani na tafsiri ya nyaraka zilizochapishwa, zinapatikana
bure bila ya malipo. Wafanyakazi: wasiliana moja kwa moja na
ofisi ya utumishi ya mwajiri wako, ofisi ya malipo, au ya
mafao. Wastaafu, wanachama wa COBRA na wenye bima ya
kuendelea tu: Wasiliana na Huduma za Mafao za kitengo cha
PEB kwa nambari 1-800-200-1004. (TRS: 711).

[Tagalog] Mga serbisyong tulong sa wika, kabilang ang mga
tagapagsalin at pagsasalin ng nakalimbag na mga kagamitan, ay
magagamit ng walang bayad. Mga empleyado: Makipag-ugnay nang
direkta sa mga tauhan, payroll, o tanggapan ng mga benepisyo ng
iyong employer. Mga Pensyonado, COBRA, at mga kasapi ng
Continuation Coverage lamang: Makipag-ugnay sa mga Serbisyo ng
Benepisyo sa Sangay ng PEB sa 1-800-200-1004. (TRS: 711).

[Tigrigna] +CI9°F7 62 Htdchd- 9HCOAT FCTH°T AP G2 &
ATH CIAINHE NHE 9°39° heAF 2Chi:: AdehtTat: 1L
a\Ch R AP HCHC LI°H @L, (L Kb TP 1F T
CTi:: mdA5 3 COBRAT hOAT ooFad I~ Tid? Té-ch: 152 PEB
hé4-0 TEHF 0T 11-800-200-1004 CTi0 (TRS: 7n) =

[Ukrainian] MosHa niatpumka, y Tomy Yucni nocayru
nepexNaAaYis Ta nepexnas ApyKosaHUX maTtepianis, oCTynHa
6eskowTosHo. HalimaHi pobiTHuKK: 38epHiTbca Ge3nocepeaHbo 40
BipAiNy Kagpis, byxrantepii abo coujancHoro sigainy saworo
poboTogaeus. /e neHcioHepw, Kopuctysadi COBRA abo nporpam
NPOAOBKEHOTO CTPAXOBOTO NOKPUTTA: 3BEPHITLCA A0 BigAiny niabri
CTpaxyBaHHA 4/1A AepwasHux caybosuis (PEB Division Benefits
Services) 3a TenedoHom 1-800-200-1004. (TRS: 711).

[Vletnamese] Céac dich vu trg giup ngon ngit, bao gbm thong
dich vién va ban d|ch tai liéu in, hién cé mién phl Ngudi lao
dong: Lién hé tryc ti€p véi phong nhan sy, tign luong, hodic
phuc lgi ctia s& 1am quy vi. Chi nhitng ngudi hdi huu, cac
thanh vién COBRA, va thanh vién churong trinh Bao Hiém Tiép
Tuc: Lién hé vdi bd phan Dich Vu Phic Lgi ciia Phong PEB theo
s6 1-800-200-1004. (TRS: 711).



