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ccount Change Form

Grandfathered

. California
Instructions

e There are different types of plan changes and account changes you can make with this form. Please fill out your personal information in Section A
and select the date you'd like your plan or account change to take effect (effective dates are not guaranteed). Then select what changes you'd like to
make in Section B. On grandfathered plans, you may only add a newborn or newly adopted child.

* Only the subscriber or parent/legal guardian of a child-only account can fill out this form.

e Note: If you're entitled to Medicare Part A or enrolled in Medicare Part B, you're not eligible to change Kaiser Permanente for Individuals and Families
(KPIF) plans. If a family member is entitled to Medicare Part A or enrolled in Medicare Part B, they're not eligible to change KPIF plans or be added to
your KPIF plan as a new dependent.

A. Fill out your information

If you're making a change, please update the boxes below with your new information.
First name MI Date of birth (mm/dd/yyyy)

/1

Last name

Medical record number (if any) Gender: Social Security number (if any)
Male Female _ .
Undeclared

Home address (no P.0. boxes, please)

City

State ZIP code Phone (mobile phone if available)

Billing address Check if same as the home address.

City

State ZIP code Requested future effective date (date must be the 1st of the month)

/lo1l/

Email address

B. What change(s) do you want to make?

Subscribers (including the parent or legal guardian of child-only accounts) can make all the changes below for any family members.

I'm ending my coverage on a family plan. | wish to change plans. (Please see the plan change rules on
page 3, then select the plan you want to change to based on

I'm ending my coverage and | wish to keep my child(ren) on a -
those restrictions.)

child-only account.
| wish to add medical coverage for a newborn or newly
adopted child.

| wish to end optional dental coverage.

[ wish to end medical coverage (and dental coverage, if applicable)
for a family member.

I'm ending my and my spouse's/domestic partner's coverage
and | wish to keep my child(ren) on a child-only account. | wish to make the changes shown in Section A. (If you're changing
your name, please include legal documentation of the change.)
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C. Which family members are affected by the change? (piease list below.)
If you have more than 3 dependents with a change, attach a copy of this page and complete the information for those dependents.

Spouse/Domestic partner

End medical coverage

Add dental coverage End dental coverage

Name change
First name M Date of birth (mm/dd/yyyy)
Last name

Gender
Male

Medical record number (if any)

Phone (mobile phone if available)

Female

Social Security number (if any)
Undeclared - ;

Dependent 1 Add medical coverage End medical coverage Add dental coverage End dental coverage
Name change
First name M Date of birth (mm/dd/yyyy)
Last name

Gender
Male

Medical record number (ifany)

Phone (mobile phone if available)

Female

Social Security number (if any)
Undeclared - -

Dependent 2 Add medical coverage End medical coverage Add dental coverage End dental coverage
Name change
First name M Date of birth (mm/dd/yyyy)
Last name

Gender
Male

Medical record number (ifany)

Phone (mobile phone if available)

Female

Social Security number (if any)
Undeclared - ;

Dependent 3 Add medical coverage End medical coverage Add dental coverage End dental coverage
Name change
First name M Date of birth (mm/dd/yyyy)
Last name

Gender
Male

Medical record number (ifany)

Phone (mobile phone if available)
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D. Choose your health plan

If you want to change your coverage to a different grandfathered plan, you can only change to a plan Copayment 25 HMO
that has equal or lesser benefits. According to the list to the right, this means you can only change to a .

. L The D Deductible HMO 20/500
plan listed below your current plan. With this in mind, please check the box next to the plan you'd like to

change to. All active family members on your account will be moved to this plan. Copayment 40 HMO

Note: You won't be able to change back to your previous plan once 30 days have passed from your new Deductible HMO 25/1000

grandfathered plan'’s effective date. Copayment 50 HMO
Deductible HMO 30/1500
Deductible HMO 40/2000

Deductible HMO 0/1500 with HSA
Deductible HMO 0/2700 with HSA
Deductible HMO 30/2700 with HSA

E. Sign the form

e | understand that Kaiser Foundation Health Plan, Inc., will rely on the information | provide in this form, and that if any information is found to be
fraudulent or intentionally misrepresented, Kaiser Foundation Health Plan, Inc., may choose to terminate my coverage back to the coverage effective date.

e | verify that no one listed on this form who is changing plans or being added as a dependent is entitled to Medicare Part A or enrolled in Medicare Part B.

o |f | worked with a broker, | understand they may receive monetary payments or other compensation from Kaiser Permanente in connection with this
coverage. Our standard compensation range is $9-$11 per member per month plus a potential bonus. To learn more, visit kp.org/brokercompensation.

® By providing my email address and mobile phone number, | understand | may receive email and text communications from Kaiser Permanente.
Note: The subscriber must sign the form.

X Date (mm/dd/yyyy)
/ /

Subscriber/new subscriber (parent or legal guardian for subscribers under 18)

Contact information

Mail to: Kaiser Permanente Or fax toll-free to: Questions? Call
P.O. Box 23127 Membership Administration 1-800-464-4000 (TTY 711)
San Diego, CA 92193-9921 1-855-355-5334
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F. Sign the Kaiser Foundation Health Plan, Inc., arbitration agreement

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure
or the ERISA claims procedure regulation, and any other claims that cannot be subject to binding
arbitration under governing law) any dispute between myself, my heirs, relatives, or other associated
parties on the one hand and Kaiser Foundation Health Plan, Inc. (KFHP), any contracted health care
providers, administrators, or other associated parties on the other hand, for alleged violation of any
duty arising out of or related to membership in KFHP, including any claim for medical or hospital
malpractice (a claim that medical services were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered), for premises liability, or relating to the coverage for, or
delivery of, services or items, irrespective of legal theory, must be decided by binding arbitration
under California law and not by lawsuit or resort to court process, except as applicable law provides
for judicial review of arbitration proceedings. | agree to give up our right to a jury trial and accept the
use of binding arbitration. | understand that the full arbitration provision is contained in the Combined
Membership Agreement, Evidence of Coverage, and Disclosure Form.

X Date (mm/dd/yyyy)
/ /

Primary applicant (parent or legal guardian for children under 18)
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Nondiscrimination Notice

Discrimination is against the law. Kaiser Permanente follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently
because of age, race, ethnic group identification, color, national origin, cultural background,
ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status,
physical or mental disability, medical condition, source of payment, genetic information,
citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:

e No-cost aids and services to people with disabilities to help them communicate better with
us, such as:

¢ Qualified sign language interpreters

¢ Written information in other formats (braille, large print, audio, accessible electronic
formats, and other formats)

e No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, call our Member Service Contact Center at 1-800-464-4000 (TTY 711),

24 hours a day, 7 days a week (except closed holidays). If you cannot hear or speak well, please call
711.

Upon request, this document can be made available to you in braille, large print, audiocassette, or
electronic form. To obtain a copy in one of these alternative formats, or another format, call our
Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to
provide these services or unlawfully discriminated in another way. Please refer to your Evidence of
Coverage or Certificate of Insurance for details. You may also speak with a Member Services
representative about the options that apply to you. Please call Member Services if you need help
filing a grievance.

You may submit a discrimination grievance in the following ways:

e By phone: Call Member Services at 1 800-464-4000 (TTY 711) 24 hours a day, 7 days a
week (except closed holidays)

e By mail: Call us at 1 800-464-4000 (TTY 711) and ask to have a form sent to you

e In person: Fill out a Complaint or Benefit Claim/Request form at a member services office
located at a Plan Facility (go to your provider directory at kp.org/facilities for addresses)

e Online: Use the online form on our website at kp.org


http://kp.org
http://kp.org/facilities

You may also contact the Kaiser Permanente Civil Rights Coordinators directly at the addresses
below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil
Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services
Office of Civil Rights in writing, by phone or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
¢ By mail: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language Access.aspx
e Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of
Civil Rights
You can file a discrimination complaint with the U.S. Department of Health and Human Services
Office for Civil Rights. You can file your complaint in writing, by phone, or online:
e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

e By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at:
http:www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
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Aviso de no discriminacion

La discriminacion es ilegal. Kaiser Permanente cumple con las leyes de los derechos civiles
federales y estatales.

Kaiser Permanente no discrimina ilicitamente, excluye ni trata a ninguna persona de forma distinta
por motivos de edad, raza, identificacion de grupo étnico, color, pais de origen, antecedentes
culturales, ascendencia, religion, sexo, género, identidad de género, expresion de género,
orientacion sexual, estado civil, discapacidad fisica o mental, condicion médica, fuente de pago,
informacion genética, ciudadania, lengua materna o estado migratorio.

Kaiser Permanente ofrece los siguientes servicios:

e Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse
mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de sefias,

¢ informacidn escrita en otros formatos (braille, impresion en letra grande, audio, formatos
electronicos accesibles y otros formatos).

e Servicios de idiomas sin costo a las personas cuya lengua materna no es el inglés, como:
¢ intérpretes calificados,

¢ informacion escrita en otros idiomas.

Si necesita nuestros servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros al
1-800-464-4000 (TTY 711) las 24 horas del dia, los 7 dias de la semana (excepto los dias festivos).
Si tiene deficiencias auditivas o del habla, llame al 711.

Este documento estara disponible en braille, letra grande, casete de audio o en formato electronico a
solicitud. Para obtener una copia en uno de estos formatos alternativos o en otro formato, llame a
nuestra Central de Llamadas de Servicio a los Miembros y solicite el formato que necesita.

Como presentar una queja ante Kaiser Permanente

Usted puede presentar una queja por discriminacion ante Kaiser Permanente si siente que no le
hemos ofrecido estos servicios o lo hemos discriminado ilicitamente de otra forma. Consulte su
Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro (Certificate of Insurance)
para obtener mas informacion. También puede hablar con un representante de Servicio a los
Miembros sobre las opciones que se apliquen a su caso. Llame a Servicio a los Miembros si
necesita ayuda para presentar una queja.

Puede presentar una queja por discriminacion de las siguientes maneras:

e Por teléfono: llame a Servicio a los Miembros al 1 800-464-4000 (TTY 711), las 24 horas
del dia, los 7 dias de la semana (excepto los dias festivos).



e Por correo postal: llamenos al 1 800-464-4000 (TTY 711) y pida que se le envie un
formulario.

¢ En persona: llene un formulario de Queja o reclamacion/solicitud de beneficios en una
oficina de Servicio a los Miembros ubicada en un centro del plan (consulte su directorio de
proveedores en kp.org/facilities [cambie el idioma a espafiol] para obtener las direcciones).

e En linea: utilice el formulario en linea en nuestro sitio web en kp.org/espanol.

También puede comunicarse directamente con el coordinador de derechos civiles (Civil Rights
Coordinator) de Kaiser Permanente a la siguiente direccion:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Como presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios
de Atencion Médica de California (Solo para beneficiarios de Medi-Cal)

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles
(Office of Civil Rights) del Departamento de Servicios de Atencion Médica de California
(California Department of Health Care Services) por escrito, por teléfono o por correo electronico:

e Por teléfono: llame a la Oficina de Derechos Civiles del Departamento de Servicios de
Atencion Médica (Department of Health Care Services, DHCS) al 916-440-7370 (TTY 711).

e Por correo postal: llene un formulario de queja o envie una carta a:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Los formularios de queja estan disponibles en:
http://www.dhcs.ca.gov/Pages/Language Access.aspx (en inglé€s).

¢ En linea: envie un correo electronico a CivilRights@dhcs.ca.gov.
Como presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y
Servicios Humanos de los EE. UU.

Puede presentar una queja por discriminacion ante la Oficina de Derechos Civiles del Departamento
de Salud y Servicios Humanos de EE. UU. (U.S. Department of Health and Human Services).
Puede presentar su queja por escrito, por teléfono o en linea:

e Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).

e Por correo postal: llene un formulario de queja o envie una carta a:


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
http://kp.org/facilities
http://kp.org/espanol

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Los formularios de quejas estan disponibles en

http://www.hhs.gov/ocr/office/file/index.html (en inglés).

En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

R AR EEH
R B B ST By o Kaiser Permanente 8~ ) NEURT ELBFEBURHY IRAEE -

Kaiser Permanente N [RAFE#G ~ AFH ~ EEFR[E ~ EE - FEFE - SUbE &=~ HEE - F&80 &
HPER -ttt ~ MEEEIE] - MERRER  MEEUE ~ SR - BRSEORE R ~ R~ ROK
o BEEN - AR - MRS RS TIRARS « FHREGERIBRHERLA -
Kaiser Permanentef2 i N7I[ARFS
o RyEIE N THR Ot e Bl B Bk s DU Bh EL S A st B AT i o A
o GIEFEERIER
o HMEKXAVEREN (F3UR - KFERR ~ 585~ BAHE R MRS )
o FNbRpEEIRsERy AN LRt R EES IR - 1A ¢
¢ GRLOGEE
¢ HAMESHIEER

i

R FAli IS - 55T EE51-800-464-4000 (TTY 711) s ERFSIEAE L, - FIETR
FFR24/ NS (EﬂExEll?%&M WRIEHTE I SGEESNEE - FFTEETIL -

TR K ﬁfﬁﬂ%@%ﬁiﬁﬁiﬁ’] Epdia 7(%#& PR R ECEE AR o WZEAE]
R A A AR - 55T T Eatsa T B ARFSIRAE O R B TR AR =
Ffa] 5] Kaiser PermanenteR:&ff

SRR B R MR AR AR R s E At I ST % » (] flKaiser Permanente
FRABE BT - SR GRIFARIEERIIE) (Evidence of Coverage) 5, (It
(Certificate of Insurance) WEFFEEEIA « 51 L S IRHS 3 R 0 BFF A T ETE - 152
ARSI - T EEe G BN -

A AT IR

o EEEE : FTEERL1 800-464-4000 (TTY 711) k&g RARFSHED - |HETK > FR24/NEF (Hf
EHERIN)

o E[FF : fTEEEE1 800-464-4000 (TTY 711) ELHA LS - EORRHETTREFEE

o MELRH ¢ fElRbaETE] MBI E BRI EER SR HER (5
kp.org/facilitiesfg I PR{ESEZ Aok Al )

o %R : (#Hkp.orgddih FHYLE FFERE


http://kp.org/facilities
http://kp.org

fat v B BrEdK aiser Permanente [ FE 575 17 B I6R4E > BRI -

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

A DR AR RS B AR AN = RS (fE[RMedi-CalZ 23 N
AL ATE R EE 3« AR T B F I R AR E B A = e L R T
o EBEE ¢ FTEERL916-440-7370 (TTY 711) BRE Or{EARESH (DHCS) R ZE

o HF : HERITRNFER

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

AT E4ELS [ http://www.dhces.ca.gov/Pages/Language Access.aspx 5155772
o 4R b Z51LEE T-E {42 CivilRights@dhcs.ca.gov

S0 e S R e R B R R s AR N E T
SR T [ S e B B B R 5 T E R M S AR H B LTy - [ B E T ~ EEei iR EFEifR
i

o EBEE : $TE:51-800-368-1019 (TTY 71151-800-537-7697)

o HF: HERNTERNFER

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

AT 4 F SR
http:www.hhs.gov/ocr/office/file/index.html {557 7%

o b FIMEMERAEITA LGS
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf °


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Théng Bao Khéng Phan Biét Déi Xt

Phan biét ddi xir 13 trai v6i phap luat. Kaiser Permanente tun thu cac ludt dan quyén cia Tiéu Bang
va Lién Bang.

Kaiser Permanente khong phan biét dbi xr trai phap luat, loai trir hay dbi xur khac biét voi nguoi
nao do vily do tudi tic, chung toc, nhan dang nhom sic tdc, mau da, ngudn gdc qudc gia, nén tang
vin hoa, to tién, ton gido, gidi tinh, nhan dang gidi tinh, cach thé hién gioi tinh, khuynh hudng gioi
tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chat hodc tinh than, bénh trang, ngudn thanh
toan, thong tin di truyén, quyén cong dan, ngdn ngir me dé hodc tinh trang nhap cu.

Kaiser Permanente cung cap cac dich vu sau:

e Phuong tién hd tro va dich vu mién phi cho ngudi khuyét tat dé giup ho giao tiép hiéu qua
hon v6i ching t6i, chang han nhu:

¢ Thong dich vién ngon ngit ky hi¢u du trinh do

¢ Thong tin bang van ban theo cac dinh dang khac (chir ndi braille, ban in kho chit 16n, 4m
thanh, dinh dang dién tir d€ truy cap va cac dinh dang khac)

 Dich vu ngoén ngit mién phi cho nhirng ngudi c6 ngdn ngit chinh khong phai 1a tiéng Anh,
chang han nhu:

¢ Thong dich vién du trinh do
¢ Thong tin dugc trinh biy bang cac ngdn ngit khac

Néu quy vi can 1}hfmg dich vu nay, xin goi dén Trung Tam Lién Lac ban Dich Vg Ho6i Vién cua
chung 61 theo s6 1-800-464-4000 (TTY 711), 24 gi¢ trong ngay, 7 ngay trong tuan (dong cira ngay
1€). Néu quy vi khong thé noéi hay nghe rd, vui long goi 711 .

Theo yéu cu, tai lidu nay c6 thé dugc cung cip cho quy vi dudi dang chit ni braille, ban in khd
chir 16n, biang thu 4m hay dang dién tir. D¢ 1iy mot ban sao theo mot trong nhitng dinh dang thay
thé nay hay dinh dang khac, xin goi dén Trung Tam Lién Lac ban Dich Vu Hoi Vién cta ching t6i
va yéu cau dinh dang ma quy vi can.

Cach dé¢ trinh phan nan véi Kaiser Permanente

Quy vi ¢ thé dé trinh phan nan vé phan biét ddi xir véi Kaiser Permanente néu quy vi tin rang
chung t6i da khong cung cdp nhimg dich vu nay hay phan biét dbi xir trai phap luat theo cach khac.
Vui long tham khao Chitng Tir Bio Hiém (Evidence of Coverage) hay Chitng Nhén Bdo Hiém
(Certificate of Insurance) cua quy Vi dé biét thém chi tiét. Quy vi ciing co thé ndi chuyén voi nhan
vién ban Dich Vu Héi Vién vé nhiing lia chon ap dung cho quy vi. Vui long goi dén ban Dich Vu
Hbi Vién néu quy vi can duogc tro gitp dé dé trinh phan nan.

Quy vi c6 thé dé trinh phan nan vé phéan biét dbi xtr bang cac cach sau day:

e Qua dién thoai: Goi dén ban Dich Vu Hoi Vién theo s6 1-800-464-4000 (TTY 711) 24 gio
trong ngay, 7 ngay trong tuan (dong cura ngay 1¢)

e Qua thw tin: Goi chung t6i theo s6 1-800-464-4000 (TTY 711) va yéu cau giri mau don
cho quy vi



e Truec tiép: Hoan tit mdu don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Loi tai
van phong dich vu hoi vién 6 mét Co S6 Thugc Chuong Trinh (truy cap danh muc nha cung
cap cua quy vi tai kp.org/facilities dé biét dia chi)

e Truec tuyén: Str dung mau don truc tuyén trén trang mang ctia chung t6i tai kp.org
Quy vi ciing c6 thé lién hé tryc tiép voi Piéu Phdi Vién Dan Quyén cua Kaiser Permanente theo dia
chi dudi day:
Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001
San Diego CA 92193

Ciéch dé trinh phan nan véi Vin Phong Dan Quyén Ban Dich Vu Y Té California (Ddanh Riéng
Cho Nguoi Thu Huong Medi-Cal)
Quy vi cling c6 thé d¢ trinh than phién vé dan quyén v6i Vin Phong Dan Quyén Ban Dich Vu Y Té
California bang van ban, qua di¢n thoai hay qua email:
e Qua dién thoai: Goi dén Van Phong Déan Quyén Ban Dich Vu Y Té (Department of Health
Care Services, DHCS) theo s6 916-440-7370 (TTY 711)
e Qua thur tin: Dién mau don than phién va hay giri thu dén:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Mau don than phién hién c6 tai: http://www.dhcs.ca.gov/Pages/Language Access.aspx

e Truec tuyén: Gui email dén CivilRights@dhcs.ca.gov

Cich dé trinh phan nan véi Vin Phong Din Quyén ciia B Y Té va Dich Vu Nhén Sinh Hoa Ky.

Quy vi cling ¢6 quyén dé trinh than phién vé phan biét dbi xir v6i Van Phong Déan Quyén cia Bo Y
Té va Dich Vu Nhén Sinh Hoa Ky. Quy vi c6 thé dé trinh than phién bang vin ban, qua dién thoai
hoic truc tuyén:

¢ Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)
e Qua thw tin: Dién miu don than phién va hay giri thu dén:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Mau don than phién hién co tai

http:www.hhs.gov/ocr/office/file/index.html

e Truec tuyén: Truy cip Cong Thong Tin Than Phién ctua Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Language Assistance
Services

English: Language assistance
is available at no cost to you,
24 hours a day, 7 days a week.
You can request interpreter
services, materials translated
into your language, or in
alternative formats. You can
also request auxiliary aids and
devices at our facilities.

Just call us at 1-800-464-4000,
24 hours a day, 7 days a week
(closed holidays). TTY users
call 711.

Wil jlas e \j\;aéle‘)ﬁ}h:u))d\ 4aa il ladd :Arabic
o liall 5 5 dan i 5l A ) sl A il e s S g sansY) ol
Lo i) 5 35 el 5 Al e line il Lo Wiy 5 31 e
delull e e 1-800-464-4000 o2 o Ly Juaill (5 g clle
il Calgl dand exdival (CBUaall Al (3las) £ sau) ALl AdlS
(T11) B0 e JuaiVl (2

Armenian: 2tq Jupnn £ widwp oqunipini
wnpwdwnnpyk) (kqyh hupgnid® onp 24 dwd,
owpwpn 7 op: Inip Jupnny bp wuwhwel)
putwynp pupguuish Swnwynipniuubp, tp
1EqUny pupquuidus Jud wyjptinputipught
Aliuswthny yyuwnpuunyws tympbkp: Inip bwb
Jupnn bp unpk] odwinuly ogunipniuubkp b
uwpplp Ubkp hwunwnn pjniuubpnud:
NMupquutu quiquhwptp Utq 1-800-464-4000
htnwjunuwhwdwpny® onpp 24 dwd, pwpwpn 7 op
(nnt opkinhtt thutly k): TTY-hg oquuynnubipp yykwnp
E quuquhwpku 711:

Chinese: &5 7K, K 24 /NREI OIS e B ol

& e AT DU ES LIRS . BRI R RS sl &

T F & 5 B 2 FAtA% =, 0B mT ATERRAM I35

N RS D T B AR . FRAME 7 R, R 24
/NI 4T T AE 1-800-757-7585 Hi sk 4%k (HifE

HARE) o Bk e ah b AR (TTY) & 555 711,

Osn A 5557 5 sl el 24 50 JL) Gleas :Farsi
ax e ledd (o) o il 8 e Lad ol Ladi JLAAT ja 4l e 33
B leisa b s Led ) 4 Sl den i aled

Cdils 5 il sleSaS 2l 5 (e Oained Lad S Gl 53 )0
el 24 ) CuwdlS A€ Gl g3 )0 3 & Caald) Jae 51y (SaS,
o ladi g Lo b (aand (sl 55y sl 43) 438 55, 7 5 b
soled b (TTY) 15380 OS50 (sl 1-800-464-4000
A8 s 711

Hindi: f597 et RTa % gaTioeT #amd, & & 24 =2,
AT * ATl (a7 ST g1 AT UF AT il Farsi
3 forg, famr Gl e % et v ey o |
HTATE FIATH % (o0, AT FhfoT Tl & (T S
T HEHA g1 AT GHIY ALT-EIAT § HSTIF qTeAT 307
ITHLON % T AT ST FT T 81 99 Had go
1-800-464-4000 9%, {37 % 24 =, THTE ¥ ATAT fa7
(et arer fa 52 w5ar &) Fa F2| TTY ITFETTHar
711 9% FI F

Hmong: Muaj kec pab txhais lus pub dawb rau koj,

24 teev ib hnub twg, 7 hnub ib lim tiam twg. Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua Iwm hom. Koj kuj
thov tau Iwm yam kev pab thiab khoom siv hauv peb tej
tsev hauj Iwm. Tsuas hu rau 1-800-464-4000, 24 teev ib
hnub twg, 7 hnub ib lim tiam twg (cov hnub caiv kaw).
Cov neeg siv TTY hu 711.

Japanese: HFT T, SRR E AT, FHEK
B ZFRAWZITEd, BRY—E X BARZEIC
BEREN-BHR. HDWIEEREROERTHIRE
TEET, M —ERXOYUMERDHESRICDONT
HTHEAWFT £, BRERIC 1-800-464-4000
FCHEELTIV (BEEBREFEREN)
TTY 2—H =L 711 ITBBIEL XL,



Khmer: S §twm e Hg ‘ﬁﬁ‘*“g Bl mgms{jm
24 hagaywiy 7 iy pny WA
ﬁnmmﬁjmmjﬁﬁnﬁ' i’ﬁjnnﬁm:ummsan
mny‘lfnmsﬁmgi gmgihﬁng[EJhﬂ[@jnﬂ
HANHGIG AT 2UAINNSRUTNISSWENAGsh
mtmmsnmm:sisﬁmijm;wtmmuﬁ
{msiagindnunndi Muue 1-800-464-4000
oS 24 :manaamtg 7 IGARG W MUl

Geigunn) gad TTY foritoie 711

Korean: 8.9 5L A bl #Aglo] loj =)<

A 25 F 52 o] &3 F AdF U AstE
&9 AR 2,780 1ol 2 M E AE e oA
POl 255 8T AFYTE T3 A 3
Ao A Bz7)F 9 771 & 8 A8
AFHT & D Az A §Lo]
1-800-464-4000 ¥ ©. =2 A 31514 A S
TTY AF-&APH & 711.

(FFLF).

Laotian: N90g08cGio091wIz Sl osticS e
CCNUI, O1RMOO 24 q0l19, 7 Suheatio. v
F90905992S0LOSNIVVIBWIFY, WiccUcon:
FcnwIznzeguaw, § usucLudy.
VIVTIVIN29UENOVFOCT L (€I BULNOV
01799 {FEIVOSNIV28IWONCSNTWIICCCI N
MIWONCSIH 1-800-464-4000, 1z 0 24 F0209, 7
Svhetio (Boduwncig). ¢lgzme TTY tu
711.

Mien: Mbenc nzoih liouh wang-henh tengx nzie faan
waac bun muangx maiv zugc cuotv zinh nyaanh meih,
yietc hnoi mbenc maaih 24 norm ziangh hoc, yietc
norm liv baaiz mbenc maaih 7 hnoi. Meih se haih tov
heuc tengx lorx faan waac mienh tengx faan waac bun
muangx, dorh nyunge horngh jaa-sic mingh faan benx
meih nyei waac, a'fai liouh ginv longc benx haaix hoc
sou-guv daan yaac duqv. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic
nzie bun yiem njiec zorc goux baengc zingh gorn
zangc. Kungx douc waac mingh lorx taux yie mbuo
yiem njiec naaiv 1-800-464-4000, yietc hnoi mbenc
maaih 24 norm ziangh hoc, yietc norm liv baaiz mbenc
maaih 7 hnoi. (hnoi-gec se guon gorn zangc oc).

TTY nyei mienh nor douc waac lorx 711.

Navajo: Doo bik’¢é asinitaagdo saad bee ata’ hane’ bee
aka e’elyeed nich’j’ ga’at’¢, t’aa atahjj’ jiigo doo
th’ée’go 4adoo tsosts’iji g3’at’é. Ata’ hane’ yidiikil,
naaltsoos t’aa Diné bizaad bee bik’i’ ashchiigo, éi
doodago hane’ bee didiits’iitigii yidiikit. Hane’ bee
bik’i’ di’diitiitigii d66 bee hane’ didiits’iitigii
bina’iditkidgo yidiikit. Kojj hodiilnih 1-800-464-4000,
t’aa atahjj’, jiigo doo th’ée’go 4adoo tsosts’iji aa’at’é.
(Dahodilzingone’ doo nida’anish dago éi da’deelkaal).
TTY chodayool’inigii kojj dahalne’ 711.

Punjabi: 5" farit se3 2, fes 2 24 WS, ge3 =©

7 fes, T3 AT 3973 BY Qumey J) 3A i
WEeE TP &Y, A fan 2 araie Ro yuz
IS B 9631 I AR JI IH AEM Bfeaet &9
& Agfed Argst W3 Gudds’ Bt 9631 Jd AaR I
=H fHIS "G 1-800-464-4000 3, fes € 24 w2, I23
T 7 fos (8 @& fos gt 3T ) @6 a1 TTY
T QU1 596 B 711 ‘3 26 SIS

Russian: MsI 6ecruiatHo obecnieurnBaem Bac ycimyramu
nepeBoja 24 Jaca B CyTKH, 7 THeH B Hezlelto. Bel Moxere
BOCTIOJIB30BAThCS IOMOIIIBIO YCTHOTO MEPEBOTUNKA,
3aMPOCHUTH MIEPEBO]] MAaTEPHAIOB HA CBOH S3BIK HIIH
3aIPOCUTH UX B OJTHOM U3 AJIbTEPHATUBHBIX ()OPMATOB.
MBEI TaKke MO>KEM ITOMOYb BaM C BCIIOMOTaTeIbHBIMU
CpeICTBaMH 1 aJIbTEPHATHBHBIMH (opmaTamu. [Ipocto
no3BoHuTe HaM 110 Tenedony 1-800-464-4000, koTopsrit
JocTyIeH 24 Jaca B CyTKH, 7 THEH B Hezelmo (KpoMe
Tpa3aHUYHEIX gHei). [Tomp3oBaremm manm TTY MoryT
3BOHUTB 110 HoMepy 711.

Spanish: Tenemos disponible asistencia en su idioma
sin ningun costo para usted 24 horas al dia, 7 dias a la
semana. Puede solicitar los servicios de un intérprete,
que los materiales se traduzcan a su idioma o en
formatos alternativos. También puede solicitar recursos
para discapacidades en nuestros centros de atencion.
Solo llame al 1-800-788-0616, 24 horas al dia, 7 dias a
la semana (excepto los dias festivos). Los usuarios de
TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Maaari ka ring
humiling ng mga karagdagang tulong at device sa
aming mga pasilidad. Tawagan lamang kami sa
1-800-464-4000, 24 na oras bawat araw, 7 araw bawat
linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.



Thai: fusnsthomdssunmuminaon 24 g2l

7 fusioday asuanunan waldusmsau
watenansiumunvssna nio lusuuuuduls
AaNINsnvoaUnsaluaznasosdiothumae leiaudusnng
Teanurhowasweus lasnsm 1579 1-800-464-4000
naon 24 Falus 7 Fusioduawf (uariuiungasianis)
1 TTY Twlns 711

Ukrainian: ITociyru nepexnagadya HagatoThCst
0E3KOIITOBHO, 1171000080, 7 AHIB Ha TIDKIAEHDL. B
MOKETE 3pOOUTH 3aITUT Ha MTOCIYTH YCHOTO
nepekiazgaya, OTpUMaHHs MaTepiaiiB y nepexsai
MOBOIO, SIKOIO BOJIOZIi€TE, 00 B aJIbTEPHATHBHUX
¢dopmatax. Takox BE MOXKeTe 3pOOHUTH 3aIiT Ha
OTPUMaHHS IOIOMDKHHUX 3aC00IB 1 MPUCTPOIB y
3aKnaziax Hamoi Mepexi komnanii. [Tpocto
3atenedonyiire Ham 3a Homepom 1-800-464-4000.
Mu npairoeMo 1110100080, 7 AHIB HA THKIIEHD
(xpiM cBsATKOBHX AHIB). HoMep aist kopucTyBadiB
Teneraina: 711.

Vietnamese: Dich vu thong dich dugc cung cap mién
phi cho quy vi 24 gio mdi ngay, 7 ngy trong tuan. Quy
vi ¢6 thé yéu cau dich vu thong dich, tai liéu phién dich
ra ngdn ngit clia quy vi hodc tai liéu bang nhiéu hinh
thirc khac. Quy vi ciing c6 thé yéu cu cac phuong tién
tro gitip va thiét bi bd tro tai cac co sd cua chung t6i.
Quy vi chi can goi cho chiing t6i tai s6 1-800-464-4000,
24 gid mdi ngay, 7 ngay trong tuan (trir cac ngay 18).
Nguoi dung TTY xin goi 711.
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