MBA Health Trust Common Enroliment Plans underwritten by Regence BlueShield, Kaiser Foundation Health Plan of Washington, Kaiser Foundation

Health Plan of Washington Options, Inc., Delta Dental of Washington and LifeMap Assurance Company. Voluntary Enrollment Plans
Employee / Subscriber Application Select | underwritten by LifeMap Assurance Company and Delta Dental of Washington. (If an employer offers common enrollment dental and/or
vision benefits, employees & dependents will automatically be enrolled in those benefits if they enroll in medical benefits.)

Please complete all sections (front & back) in black ink Plan
U Market/Market“Plus"Plan ____ O Foundation/Foundation“Plus” Plan____ [ Traditional Plan __
L HSAPlan O KaiserPlan
FMPLOYEE SECTION: . 3 A Reason Must be Checked for Application:
First Name: Middle Initial: ____ Last Name: Add Employee Q New Group O Change of Life Beneficiary
Address: O New Employee O Change of Address
(ity: State: Tin: O Open Enrollment Q1 Name Change
v ' b O Loss of Eligibility on Another Coverage 1 Change Medical Plan
Phone #: Email:
Marital Status: U Married U Single  Date of Marriage: Add Dependent g g”th ;IPMarrlage (3 Adoption Note: Medical Plan election
omestic Fartner changes are allowed only
Contractual Effective Date and Eligibility: Applications for new employees must be received by the MBA Trust within 10 days of the Contractual 01 COBRA coverage exhausted during the Open Enrollment
Effective Date. The Contractual Effective Date is based on the employee’s date of hire and your company’s established probationary period. Applications O Open enrp“mﬁnt Period each year or with a
received after the Contractual Effective Date may delay an employee’s eligibility date to the next MBA Trust Open Enroliment period. New MBA 01 Loss of eligibility on another cov?rage HIPAA qualifying event.
application forms are required to add dependents, including newborns and/or a new spouse (see Plan Booklets for details). (must attach proper documentation)
Select Plan
: — Relationship* Last Name First Name M.l Social Security Number or Birth Date Gender
Medical | Dental | Vision -,
Individual tax payer ID number (ITIN) (mm/dd/yyyy) M/F

g 8|d Employee / /

O | O | O | Seouse/DomesticPartner / /

O || d Child / /

O/ 0| o Child / /

o gl d Child / /

Note: Only plans being offered by the employer may be selected for enroliment. Dependents may only enroll in benefits in which the employee is also enrolled.
*Washington State Registered Domestic Partners are treated the same as a spouse. Dependent children are eligible for coverage until the age of 26.

LIFE INSURANCE BENEFICIARY: This section must be completed for all new employee enrollments. If no beneficiary is designated, benefits will be paid under the terms of the group insurance contract. Please contact EPK & Associates for
an additional form if you would like to designate a Contingent Beneficiary. Coverage Underwritten by LifeMap Assurance Company 200 SW Market Street, Portland, OR 97201

Primary Beneficiary’s Name: Relationship: Beneficiary’s Birthdate: Percentage of Benefit:
Primary Beneficiary’s Address: City/State/Zip: Phone Number:

EMPLOYEE RELEASE AND AUTHORIZATION: | hereby verify that all of the information specified above is accurate and complete and acknowledge that | have read and understand all information on the second page of this application.
By signing below, I have authorized the release of information, for myself and my dependents listed on this application, to Regence BlueShield, Kaiser Foundation Health Plan of Washington Options, Inc., Kaiser Foundation Health Plan of
Washington, Delta Dental of Washington and/or LifeMap Assurance Company. EMPLOYEE’S SIGNATURE: DATE:

EMPLOYER SECTION: The Employer section must be completed & signed by the Group’s Contact Person as listed on the Employer Participation Agreement. If not fully completed, this form will be returned unprocessed.

Group Name: Group Number: Division Number: Group Phone Number: Intended Effective Date: / /
Employee Class: UlClass1 WClass2  UWClass3 WClass4  Date of Hire: [/ Date of Rehire: /___/___ Date Changed from Part-time to Full-time: /___/___ Average Hours Per Week:

Was employee subject to an Orientation Period as selected on the Employer Participation Agreement? (Yes LINo  Was employee subject to a Measurement Period as selected on the Employer Participation Agreement? i @Yes i@No
If yes, date employee satisfied eligibility requirements: / /

SIGNATURE OF GROUP’S PRIMARY CONTACT PERSON: Date:
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If any dependent child(ren) being added is/are covered under another plan and the natural parents are divorced or separated, Washington State regulations require that we ask the following:

Name of parent with custody (if parents have dual custody, indicate):

If divorced, did the court establish financial responsibility for the child(ren)’s health care? T Yes T No (Please provide a copy of the divorce decree maintenance agreement outlining coverage specifications.)

IfYES, please specify the name and address of the parent with responsibility:

Do you or any of your dependents applying for coverage have coverage with any health care plan? U Yes U1 No

Will coverage remain in effect? Q Yes @ No

IMPORTANT: If you or any of your dependents applying for coverage have coverage with any health care plan, you MUST complete the information below.

OTHER CURRENT OR PRIOR INSURANCE COVERAGE:
Other Insurance Company Name:

Other Insurance Company Phone #:

Other Insurance Company Full Address:

Policyholder’s Name:
Group Name & Policy #:

Effective Date of Coverage: /
Persons covered by prior insurance (list names and date of birth for each):

Policyholder’s Birth Date: /
/ Intended Termination Date of Coverage: / /

/ (mm/dd/yyyy) Policy Holder’s Member ID# or Social Security #:

Reason for Termination:

Type of Coverage: U Medical U Pharmacy U Dental QVision Ul Medicare

If employee or dependents have Medicare, what was the begin date for Part A: PartB:

Type of Policy: UGroup U Individual U Medicaid U Medicare PartA L1 Medicare Part B 1 Other:

Medicare HIC# with Alpha Suffix:

Name of Person covered by Medicare

Reason: U Disability U1 Over Age 65 U End Stage Renal Disease

Application Agreement: | have provided these answers as part of the application procedure required by
Regence BlueShield, Kaiser Foundation Health Plan of Washington Options, Inc., Kaiser Foundation Health Plan of
Washington, Delta Dental of Washington and/or LifeMap Assurance Company to enroll in coverage and | certify
that all information completed on this form is true, correct and complete. I understand that Regence BlueShield,
Kaiser Foundation Health Plan of Washington Options, Inc., Kaiser Foundation Health Plan of Washington, Delta
Dental of Washington and/or LifeMap Assurance Company will rely on each answer in making coverage and rating
determinations. It is a crime to knowingly provide false, incomplete, or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of
insurance benefits.

HIPAA Special Enrollment Provisions: If | have waived enrollment and completed a “Waiver of Insurance Form”
for myself or any of my dependents (including my spouse) because of other health insurance or group health plan
coverage, | may in the future be able to enroll the waived individuals in this plan, provided | request enrollment
within 30 days after the other coverage of the individual(s) ends due to loss of eligibility or an employer’s ceasing to
contribute toward that other coverage. In addition, if | have a new dependent as a result of marriage, birth, adoption,
or placement for adoption, | may be able to enroll myself and my dependents, provided that | request enroliment
within 30 days after the marriage, or within 60 days after the birth, adoption, or placement.

Release of Information: | acknowledge and understand my health plan may request or disclose health
information about me or my dependents (persons who are eligible for benefits coverage and are listed on the
enroliment form) for the purpose of facilitating health care treatment, payment or for the purpose of business
operations necessary to administer health care benefits; or as required by law*. Health information requested
or disclosed may be related to treatment or services performed by: a physician, dentist, pharmacist or other
physical or behavioral health care practitioner; a clinic, hospital, long term care or other medical facility; any
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other institution providing care, treatment, consultation, pharmaceuticals or supplies; or an insurance carrier or
group health plan. Health information requested or disclosed may include, but is not limited to: claims records,
correspondence, medical records, billing statements, diagnostic imaging reports, laboratory reports, dental
records, or hospital records (including nursing records and progress notes). This acknowledgement does not apply
to obtaining information regarding psychotherapy notes. A separate authorization will be used for psychotherapy
notes.

* For more information about such uses and disclosures, including uses and disclosures required by law, please

refer to the Notice of Privacy Practices. A copy is available from our website at www.epkbenefits.com or by phone

at (800) 545-7011 or (425) 641-7762.

Coverage underwritten by: Regence BlueShield

1800 Ninth Avenue -- Seattle, WA 98101

Kaiser Foundation Health Plan of Washington Options, Inc. and Kaiser

Foundation Health Plan of Washington

601 Union St, Suite 3100, Seattle, WA 98101

P.0. Box 34750, Seattle, WA 98124-9745

Delta Dental of Washington

400 Fairview Ave N., Suite 800, Seattle, WA 98109

LifeMap Assurance Company

200 SW Market Street, Portland, OR 97201

First Choice Employee Assistance Program

600 University St, Suite 1400, Seattle, WA 98101
Mail or Fax to:

EPK & Associates, Inc. - 15375 SE 30th Place #380 - Bellevue, WA 98007
Phone: 800-545-7011 - Fax 425-641-8114




MBA Health Trust

Employee / Subscriber Application

Please use this page, if necessary, to enroll additional dependents.

EMPLOYEE SECTION:

Employee Social Security Number:

First Name:

Middle Initial: Last Name:

Addtional Dependents Continued from First Page

. Select Plan § Relationship® Eactiame First Name ML Social Security Number or Birth Date Gender
Medical | Dental | Vision Individual tax payer ID number (ITIN) (mm/dd/yyyy) M/F
a o | o Child / /
a a|a Child / /
o Q|0 Child / /
a Q| a Child / /
O o |0 Child / /
a a|a Child / /
O Q|0 Child / /
a oo Child / /
Q|0 Child / /
a oo Child / /
O o |0 Child / /
a o | o Child / /
o o0 Child / /
[ O R | Child / /
O o |0 Child / /
a a0 Child / /
a a0 Child / /
a a0 Child / /
a o0 Child / /

Note: Only plans being offered by the employer may be selected for enrollment. Dependents may only enroll in benefits in which the employee is also enrolled.
*Washington State Registered Domestic Partners are treated the same as a spouse. Dependent children are eligible for coverage until the age of 26.
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DISCRIMINATION IS AGAINST THE LAW

Regence complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. Regence does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

Regence:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact us at 888-344-6347.

If you believe that Regence has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with our civil rights coordinator
at M/S CS B32B, P.O. Box 1271, Portland, OR 97207-1271, phone: 888-344-6347, TTY: 711,

email: CS@regence.com. Please indicate you wish to file a civil rights grievance. You can file a grievance in
person or by malil, fax, or email. If you need help filing a grievance our Civil Rights Coordinator is available to
help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-
1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

HELP IN OTHER LANGUAGES

The following translations help people who do not read English understand their rights and responsibilities
and who to call for help. Including these translations is a federal requirement for all health plans sold on the
state or federal marketplaces.

Spanish: Este aviso tiene informacion importante. Regence cumple con las leyes de derechos civiles
federales aplicables y no discrimina sobre la base de raza, color, nacionalidad, edad, discapacidad o sexo.
Este aviso tiene informacién importante sobre su solicitud o cobertura. Busque las fechas importantes en
este aviso. Es posible que tenga que tomar alguna accién en un determinado plazo para mantener su
cobertura de salud o ayuda con los costos. Usted tiene derecho a obtener esta informacién y otra
informacion sobre su solicitud o cobertura, en su propio idioma y sin costo. Llame al 888-344-6347. (TTY:
711)

Chinese Traditional: ZBHEHEE &M, Regence BrEAZHABMTRE:R FTEEEK. SR, J?&é.‘

HARE., 6. FOERIAMINTRMPUENFE, AENSHERCHESETRENEZEEN, #
DEABMANEEAL, FEPRHERTE, UEREREHEREESBWIMNER, GEERIERE

EEERBMEEEN LREMEGHBESRRNEBEN., HI8IT 888-344-6347 REL, (BEFEHLR : 711)

Vietnamese: Thong bao nay cé Thong tin Quan trong. Regence tuan tha luat phap Lién bang vé quyen
coéng dan hién hanh va khéng phan biét dbi xt theo chiing tdc, mau da, nguén gbc quoc gla do tudi, khuyét
tat hodc gidi tinh. Théng béo nay cé théng tin quan trong vé don dang ky hodc bao hiém cta quy vi. Tim
nhi*ng ngay chinh trong théng bao nay. Quy vi c6 thé can hanh dong truéc mot sb thdi han dé duy tri bao
hiém strc khde ctia minh hodc dwoc gitp d& c6 tinh phi. Quy vi cé quyén l4y théng tin nay va théng tin khac
vé don dang ky ho&c bao hiém, bang ngdn ngi¥ ctia minh mién phi. Goi sb 888-344-6347. (TTY: 711)

Korean: Ol Xl At&0l= 2 32J S0 USLICH Regence= oY A DIAY S E406tH 1F, UIFM,
S 20 A, 0N, E= 480 et ISR ESLICH Ol SK A=Y AEM £ HE HRI0
2tet S st X“Z'DF USLICH Ol SX AL S =2 EME R0t EHA Y AL 282 Q=2

o)
Il

SASALIHISS N godH EF Ié A ZXIE FotAHOF &ELICH Hote 2=202 &4E 2 2L
e BN E= t'ﬂ H|Ofl CHEH DBt REE 2B 22 £ Qs A0t USLICH 888-344-63472
oI5l AR, (TTY: 711)
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Russian: B gaHHOM YBegoMIeHuMM coaepXuTcs BaxkHaa nHdopmauma. Regence HeceT oba3atenbcTBa
no cobnoaeHnio NPUMEHNMBIX HOPM dedeparnbHOro 3akoOHOAATENbCTBA O FpaXkAaHCKMX NpaBax U He
JonyckaeT AMCKPUMMHALUK MO NPU3HaKY packl, LBETa KOXW, HaLMOHaNbHOro NPOUCXOXAEHNS], BO3pacTa,
cTaTyca MHBanuaHocT! unu nona. B faHHOM yBeJOMIEHUM COAEPXKUTCS BakHas MHAOpPMaLmMs O Ballem
3asiBNIEHUM UM CTPAXOBOM MOKPbITUK. OBGpaTMTe BHUMAHWE Ha KINtoYEBbIE AaThbl, yKasaHHble B JAHHOM
yBegomneHnn. Bo3aMoXXHO, BaM HY>KHO NPeANpUHSITL HEKOTOpble AEUCTBUSI K OnpeaerneHHOMY CPOKY, YTO6
COXPaHWUTb CTPaxOBOE MOKPLITUE UMK NOMYYMTb NOMOLLb C pacxodamu. Bbl MMeeTe npaBo Nony4nTb OaHHYHO,
a Takke NPoYy MHPOPMAaLMIO O BaLLEM 3asiBIIEHUN MU CTPAXOBOM MOKPLITUM Ha POAHOM Si3bIKe
6ecnnatHo. NMo3BoHUTE No Homepy 888-344-6347. (TTY: 711)

Tagalog: Ang Abiso na ito ay may Mahalagang Impormasyon. Ang Regence ay sumusunod sa mga
naaangkop na Pederal na batas sa mga karapatang sibil at hindi nagdidiskrimina batay sa lahi, kulay,
bansang pinagmulan, edad, kapansanan, o kasarian. Ang abiso na ito ay may mahalagang impormasyon
tungkol sa iyong aplikasyon o coverage. Hanapin ang mga importanteng petsa sa abiso na ito. Maaaring
kailangan mong gumawa ng hakbang hanggang sa mga partikular na takdang araw upang mapanatili mo
ang iyong coverage sa kalusugan o tulong sa mga gastusin. May karapatan kang makuha ang
impormasyong ito, at iba pang impormasyon tungkol sa iyong aplikasyon o coverage, sa iyong sariling wika
nang walang bayad. Tumawag sa 888-344-6347. (TTY: 711)

Ukrainian: Lle noBigoMmneHHAa MicTUTb BaXnuBy iHopmauit. Regence JOTPUMYETHCHA 3aCTOCOBHOTO
denepanbHOro 3aKkoOHOAaBCTBa NPO rPOMaAAHCHKI MpaBa Ta He NPOBOAUTL NOMITUKY AUCKPUMIHALT 3a
PacoBOI0 NMPUHANEXHICTIO, KONBOPOM LUKIPU, MOXOKEHHAM, BIKOM, iHBanigHICTIO Ta cTaTeBo 03Hakoto. Lle
NOBIAOMITEHHS MICTUTb BaXkNmBy iHbOpMaLLito NPO NOB’A3aHy 3 BamMu Nporpamy abo cTpaxose NOKPUTTS.
3BepHiTb yBary Ha Kno4oBi 4aTtu B LbOMY nosigoMneHHi. LLlo6 36epertu 3a coboto nnaH MegnyHoro
cTpaxyBaHHs abo NpaBo OTpMMYyBaTK rPOLLIOBY AOMOMOrY, MOXITMBO, BaM NOTPIOHO Byae BXWTU BignoBigHi
3axo4u, Anst IKMX YCTaHOBMEHO NeBHi YacoBi 0BMexeHHs. Bu maeTe npaBo Ha 6e3KOLITOBHE OTPMMAHHS
pigHOK MOBOIO SK Li€i iHdbopmauii, Tak i Oyab-AKoi iHWOI, MOB’A3aHOT 3 NPOrpamoo Y CTPaxoBUM NMOKPUTTSIM.
TenedoHywTe 3a Takum HomepoMm: 888-344-6347 (tenetavin: 711).

Mon-Khmer, Cambodian: tG&ESsaitSiSrismSasns 9 Regence
Hmmatgﬂmafgﬂummmmmsmmmgmmzu WIWESEHSMITIARGUMOR S Naiug)
UENHIRY MW AN QINSI[w 1 G HgSEainiSionSrismsan Sy Hameyw
gﬁnmsmummemmumﬁﬁ 1 UIMGUAMUUTIGS IS IEHGE ISSins: 4
HﬁmGLﬁimﬁ?ﬁ‘lSﬁﬁ@Jm SEUMUUTIGSMaNs mqﬁﬁgmssimjmsmummemm
UonSSgumMIWIsmAISamuigissinsmniungs ¢ grosd§ssucsddumsis:
sSnfdmssis HAMAN yrmIim SINUIRSMMIUIHS SManiRugsio
IENWESCNGURCNAISW 1 WIHBSMIUS 888-344-6347 4 (HAEOTSNU gyichASuntwisuys TTY
UEIUTIE™IUS ¢ 711)

Japanese: COBHLEICIRKEEELFRNIEINTOET . Regence (E. BHINDEMN RIEEEFEFL, A
B.OA0E. HEE. £8. BARES. HAICLZENELEEA. COBMLBICRRIROBPFESERICETIEERE
WASFENTNET, COBMLEICREE SN TVIEERAMICTIFEES), BRRREAPEREXIEF51EHKE
ZIBREHICEHBETICFHRELITOBLENHNET . HBEICE OB EH LUBRELRIZEACETZ 20O
BIRICOVWVT, |BENOBEZETHRIEFNHNET , CH0FTHEEEIZEL: 888-344-6347, (TTY: 711)

Amharic: 2v 100 M1, ol EHA:: Regence (711040 P44 (LA a(PF Yt OHCE APAIE Nevar-0rt -ABCE
AL PANA 18T MRI° P avlfe AR.LLAIP:: TANLLD- AN TIPANFPFS (147 MPoL. avlB AAD-:: (LY TIAALEL AL AT
PGTT LN (O PPl PG PG Tid'r AL MLI° PO T £9G ATEPTA AR avd-(& PHAAIA:: BUTY avlE
AP8.U-9° NTIANFP T OLI° (141 AL AT avlBPTF NP7 LI PAIPTII° &P 0997 T a1t hiet:: 888-344-6347
2L (thPe:- 711)

Cushite/Oromo: Beeksisni kun odeeffannoo barbaachisaa gabatee jira. Regence Ulaagaa seera mirga
Siivilii Federaalaa kan guutuu fi sanyii, bifa, lammummaa, umrii, miidhama gaamaa ykn saala irratti
hundaa’ee addaan hinqoodne dha. Beeksisni kun iyyannoo ykn haguuggii kara keessan irratti odeeffannoo
barbaachisaa gabatee jira. Guyyoota furtuu beeksisa kana keessa jiran ilaalaa. Haguuggii fayyaa ykn
gargaarsa keessan eeggachuuf hanga dhuma yeroo ta’eetti tarkanfii ta’e gatii bastanii fudhachuu gabdu.
Odeeffannoo kana fi waa’ee iyyannoo ykn haguuggii keessanii kaffaltii tokko malee afaan keessaniin
argachuuf mirga gabdu. Bilbilaa 888-344-6347. (TTY: 711)
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Arabic:

Sl Gl (e el Gelad Y5 L J genall 41l i) 3 siall 0l 68 ) Regence Jiici Aage Glaglaa o jUadY) 138 g giay
Gl oo ) el dalall Adasil) o Callall (e dage Clasles o HUaaY) 13 (g sing  puiadl S A8 Sl ) sl e sl JuaYT 050
U sady Baeline Al ol Aalall Lnall ddasil] o Jaliall 4ledll s gall (iany I8 Lo o) ya) 331 ) Zliad 288 UadY) 138 8 Gt )
Al Juail Ulas elialy ol dualal) dardll of callally dalaial) (5 AY) e slaal) 5 Cila sbeall 038 e J seanll 8 Gall clal Caylil

(711 speall 22} ce 3SY) 888-344-6347
Punjabi: for &fer f9 Hd3=yas Aeardl 31 Regence &Y 2338 &I witiard! @ 566 © wiggy I w3
w3, Ja1, IS ¥S, §HI, murfar3T, HF 891 € worg 3 ST &t dav| foA Sfer 9o 3973 Sast-d3a w3
HIftmi I3 HIZTYIS Areardt J| for Sfer Rg Hy it 29| 378 393t Ha3 gaftmr Jue & 843" &%
HET J96 B 53 i /e T radedl 396 & 837 I Aa<! I 3¢ fog Areardt, w3 Wiy 9531 U3d

A BSftmr T3 I9 Freardl wruEl 3 99 oo foR 8913 3 YU3 396 T wiftiard J1 888-344-6347 '3 I A |
(TTY: 711)

German: Diese Mitteilung enthalt wichtige Informationen. Regence halt die Grundrechte der USA ein
und es finden keine Diskriminierungen aufgrund von Rasse, Hautfarbe, nationaler Herkunft, Alter,
Behinderung oder Geschlecht statt. Diese Mitteilung enthalt wichtige Informationen tber Ihren Antrag oder
die entsprechende Versicherungsdeckung. Beachten Sie wichtige Fristen in dieser Mitteilung. Sie missen
unter Umstanden MalRnahmen innerhalb bestimmter Fristen ergreifen, um lhren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Sie haben das Recht,
diese Informationen und andere Informationen Gber Ihren Antrag oder lhren Versicherungsschutz kostenlos
in Ihrer Sprache zu erhalten. Rufen Sie folgende Nummer an 888-344-6347. (Fernschreiber: 711)

v .
Laotian: ccé’gmvsuduﬁ Dayviisen. Regence : zeoéejﬁuﬁomw 09008
somwno"cuegaegsnmvmg mmoeag ot DHNIMVIICLN (R0, 5@O, ‘;]‘)O'J)‘)CDO £98),
©090cUVHVENIL § CWO. ccagmvsvuuv .uem)mm@umonumvm?qeagmw ) mva.uaeg
aanmvovmmsmn?vccagmnsmon VDI magmDmCDDmD‘Zvaeucaocom‘Zotmg @
?msuC')Zosumnauaagsavmoaagmm ) mwaoecmemgmvguwmw uHS0cdrzyud waz

21)1)81) 77503’)03’)‘)1)5001)3’) U‘) D’)‘?DE)J.)E)8328311')‘)1) U)CUDln)‘)ﬁ‘?QSf)U)‘)DZOG)UCﬁE)E)‘)(ZQ’a‘)G) C)OC") 888-
344-6347. (TTY: 711)
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