Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

@ a‘etn - BURGESS & NIPLE, INC. : Aetna Choice® POS |

Coverage Period: 01/01/2026-12/31/2026

Coverage for: Individual + Family | Plan Type: POS

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 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, www.HealthReformPlanSBC.com or by calling 1-
888-982-3862. 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 https://www.healthcare.gov/sbc-glossary/ or call 1-888-982-3862 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use a
network provider?

Do you need a referral to see
a specialist?

In-Network: Individual $1,000 / Family $2,000.
Out-of-Network: Individual $3,000 / Family
$6,000.

Yes. Emergency care; plus in-network office
visits, prescription drugs & preventive care are
covered before you meet your deductible.

No.

In-Network: Individual $3,400 / Family $6,800.
Out-of-Network: Individual $6,000 / Family
$12,000.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to
obtain pre-authorization for services.

Yes. See www.aetna.com/docfind or call 1-888-
982-3862 for a list of in-network providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

You don't have to meet deductibles for specific services.

The out-of—pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out—of-pocket
limits until the overall family out—of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill 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.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

If you visit a health
care provider’s
office or clinic

Services You May Need

Primary care visit to treat an injury or illness

Specialist visit

Preventive care /screening /immunization

What You Will Pay

In-Network
Provider
(You will pay the
least)

$30 copay/visit,
deductible doesn't
apply
$45 copay/visit,
deductible doesn't
apply

No charge

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

40% coinsurance

40% coinsurance

Not covered

Limitations, Exceptions, & Other Important
Information

None

None

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.

If you have a test

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

20% coinsurance
20% coinsurance

40% coinsurance
40% coinsurance

None
None

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

www.aetnapharmac
y.com/standard

Generic drugs

Preferred brand drugs

20% coinsurance
with minimum (min)
& maximum
(max)/prescription,
deductible doesn't
apply: $10 min &
$20 max (retail),
$20 min & $40 max
(mail order)

30% coinsurance
with min &
max/prescription,
deductible doesn't
apply: $45 min &
$60 max (retail),
$90 min & $120
max (mail order)

20% coinsurance
with minimum (min)
& maximum
(max)/prescription,
deductible doesn't
apply: $10 min &
$20 max (retail)

30% coinsurance
with min &
max/prescription,
deductible doesn't
apply: $45 min &
$60 max (retail)

Covers 30 day supply (retail), 31-90 day supply
(mail order). Includes contraceptive drugs &
devices obtainable from a pharmacy. No charge
for preferred generic FDA-approved women's
contraceptives in-network. Review your formulary
for prescriptions requiring step therapy for
coverage. Your cost will be higher for choosing
Brand over Generics. Maintenance drugs- after
two retail fills, you are required to fill a 90-day
supply at a participating mail service pharmacy or
at selected participating retail providers.
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Common Medical
Event

Services You May Need

Non-preferred brand drugs

What You Will Pay

In-Network
Provider
(You will pay the

45% coinsurance
with min &
max/prescription,
deductible doesn't
apply: $90 min &
$120 max (retail),
$180 min & $240
max (mail order)

Applicable cost as
noted above for

Out-of-Network
Provider
(You will pay the

45% coinsurance
with min &
max/prescription,
deductible doesn't
apply: $90 min &
$120 max (retail)

Limitations, Exceptions, & Other Important
Information

All prescriptions must be filled through the Aetna

Specialty drugs generic or brand Not covered ?pemitl'tf)'/ P?rforman.cedeharmacy Network.
drugs recertification required for coverage.
If you have Facility fee (e.g., ambulatory surgery center) 20% coinsurance 40% coinsurance None
outpatient surgery | Physician/surgeon fees 20% coinsurance 40% coinsurance None
$150 @piy/wsn,' $150 M/V'S't’. Out-of-network emergency use paid the same as
Emergency room care deductible doesn't | deductible doesn't | .
in-network. No coverage for non-emergency use.
apply apply
If you need Out-of-network emergency use paid the same as
immediate medical | Emergency medical transportation No charge No charge in-network. Non-emergency transport: not
attention covered, except if pre-authorized.
$50 copay/visit, $50 copay/visit,
Urgent care deductible doesn't | deductible doesn't | No coverage for non-urgent use.
apply apply

Penalty of $400 for failure to obtain pre-

I': g:r:jitgla\s/:a; Facility fee (e.g., hospital room) 20% coinsurance 40% coinsurance authorization for out-of-network care.
Physician/surgeon fees 20% coinsurance 40% coinsurance None
Office & other
If you need mental outpatient services: | Office & other
health, behavioral | Outpatient services $45 copay/visit, outpatient services: | None
health, or deductible doesn't | 40% coinsurance
substance abuse apply
services Inpatient services 20% coinsurance 40% coinsurance Penalty of $400 for failure to obtain pre-

authorization for out-of-network care.
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Common Medical
Event

If you are pregnant

Services You May Need

Office visits

Childbirth/delivery professional services

Childbirth/delivery facility services

What You Will Pay
In-Network Out-of-Network
Provider Provider
(You will pay the (You will pay the
least) most)
No charge 40% coinsurance

20% coinsurance 40% coinsurance

Limitations, Exceptions, & Other Important
Information

Cost sharing does not apply for preventive
services. Maternity care may include tests and
services described elsewhere in the SBC (i.e.,
ultrasound). Penalty of $400 for failure to obtain
pre-authorization for out-of-network care may

apply.

20% coinsurance 40% coinsurance

If you need help
recovering or have
other special
health needs

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

120 visits/calendar year. Penalty of $400 for

No charge 40% coinsurance failure to obtain pre-authorization for out-of-
network care.

$45 copay/visit, 60 visits/calendar year for Physical, Occupational

deductible doesn't | 40% coinsurance & Speech Therapy combined, including

apply outpatient hospital services.

None

120 days/calendar year. Penalty of $400 for
failure to obtain pre-authorization for out-of-
network care.

Limited to 1 durable medical equipment for
same/similar purpose. Excludes repairs for
misuse/abuse.

Penalty of $400 for failure to obtain pre-

20% coinsurance 40% coinsurance

20% coinsurance 40% coinsurance

20% coinsurance 40% coinsurance

Hospice services No charge 40% coinsurance S
authorization for out-of-network care.
. Children's eye exam No charge Not covered 1 routine eye exam/12 months.
If your child needs : \
Children's glasses Not covered Not covered Not covered.
dental or eye care ,
Children's dental check-up Not covered Not covered Not covered.

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.)

Bariatric surgery
Cosmetic surgery

Glasses (Child)

Dental care (Adult & Child)

Hearing aids ¢ Non-emergency care when traveling outside the U.S.
Long-term care e Transplants or Dialysis performed by out-of-network
Routine foot care provider or facility

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

e Acupuncture - 10 visits/calendar year for o Infertility treatment - Limited to the diagnosis e  Routine eye care (Adult) - 1 routine eye exam/12 months
disease, injury & chronic pain. & treatment of underlying medical condition. for in-network only.

e Chiropractic care - 12 visits/ calendar year for e  Private-duty nursing - 70- visits/calendar year.
in-network only.

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:

+  For more information on your rights to continue coverage, contact the plan at 1-888-982-3862.

+  If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or http://www.dol/gov/ebsa/healthreform

+ For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

* If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

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.

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:
+ If your group health coverage is subject to ERISA, you may contact Aetna directly by calling the toll-free number on your Medical ID Card, or by calling our general number
at 1-888-982-3862. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol/gov/ebsa/healthreform

+  For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

+ Additionally, a consumer assistance program can help you file your appeal. Contact information is at:
http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.

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 Minimum Value Standards? Yes.
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.

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
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.

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-

Mia’s Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) controlled condition) care)
B The plan's overall deductible $1,000 M The plan's overall deductible $1,000 M The plan's overall deductible $1,000
W Specialist copayment $45 M Specialist copayment $45 M Specialist copayment $45
M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
B Other coinsurance 20% B Other coinsurance 20% M Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care provider office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Diabetic supplies (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost - $12,700 Total Example Cost  $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,000 Deductibles $100 Deductibles $0
Copayments $10 Copayments $1,300 Copayments $400
Coinsurance $2,100 Coinsurance $0 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,170 The total Joe would pay is $1,420 The total Mia would pay is $400

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: 1-888-982-3862.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

’aetna: BURGESS & NIPLE, INC. : Aetna Choice® POS Il - HSA

Coverage Period: 01/01/2026-12/31/2026

Coverage for: EE Only; EE+ Family | Plan Type: POS

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 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, www.HealthReformPlanSBC.com or by calling 1-
888-982-3862. 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 https://www.healthcare.gov/sbc-glossary/ or call 1-888-982-3862 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use a
network provider?

Do you need a referral to see
a specialist?

In-Network: EE Only $2,500; EE+ Family
$5,000. Out-of-Network: EE Only $5,000; EE+
Family $10,000.

Yes. In-network preventive care is covered
before you meet your deductible.

No.

In-Network: EE Only $5,000; EE+ Family
$10,000. Out-of-Network: EE Only $10,000;
EE+ Family $20,000.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to
obtain pre-authorization for services.

Yes. See www.aetna.com/docfind or call 1-888-
982-3862 for a list of in-network providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the policy, the
overall family deductible must be met before the plan begins to pay.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

You don’t have to meet deductibles for specific services.

The out-of—pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, the overall family out—of-pocket limit must be
met.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill 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.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

If you visit a health
care provider’s
office or clinic

Services You May Need

Primary care visit to treat an injury or illness
Specialist visit

Preventive care /screening /immunization

What You Will Pay

In-Network
Provider
(You will pay the
least)
20% coinsurance
20% coinsurance

No charge

Out-of-Network
Provider
(You will pay the
most)
40% coinsurance
40% coinsurance

Not covered

Limitations, Exceptions, & Other Important
Information

None

None

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.

If you have a test

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

20% coinsurance
20% coinsurance

40% coinsurance
40% coinsurance

None
None

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

www.aetnapharmac
y.com/standard

Generic drugs

Preferred brand drugs

20% coinsurance
with minimum (min)
& maximum
(max)/prescription:
$10 min & $20 max
(retail), $20 min &
$40 max (mail
order)

30% coinsurance
with min &
max/prescription:
$45 min & $60 max
(retail), $90 min &
$120 max (mail
order)

20% coinsurance
with min &
max/prescription:
$10 min & $20 max
(retail)

30% coinsurance
with min &
max/prescription:
$45 min & $60 max
(retail)

Covers 30 day supply (retail), 31-90 day supply
(mail order). Includes contraceptive drugs &
devices obtainable from a pharmacy. No charge
for preferred generic FDA-approved women's
contraceptives in-network. Review your formulary
for prescriptions requiring step therapy for
coverage. Your cost will be higher for choosing
Brand over Generics. Maintenance drugs- after
two retail fills, you are required to fill a 90-day
supply at a participating mail service pharmacy or
at selected participating retail providers.
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Common Medical
Event

Services You May Need

What You Will Pay

In-Network
Provider
(You will pay the

45% coinsurance

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

with min & 45% coinsurance
max/prescription: with min &
Non-preferred brand drugs $90 min & $120 max/prescription:
max (retail), $180 $90 min & $120
min & $240 max max (retail)
(mail order)
NS Eeec All prescriptions must be filled through the Aetna
. noted above for .
Specialty drugs eneric or brand Not covered Specialty Performance Pharmacy Network.
grugs Precertification required for coverage.
If you have Facility fee (e.g., ambulatory surgery center) 20% coinsurance 40% coinsurance None
outpatient surgery | Physician/surgeon fees 20% coinsurance 40% coinsurance None
Emergency room care 20% coinsurance 20% coinsurance Out-of-network emergency use paid the same as
If you need in-network. No coverage for non-emergency use.

immediate medical
attention

Emergency medical transportation

Urgent care

20% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

Out-of-network emergency use paid the same as
in-network. Non-emergency transport: not
covered, except if pre-authorized.

No coverage for non-urgent use.

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Penalty of $400 for failure to obtain pre-
authorization for out-of-network care.

Physician/surgeon fees 20% coinsurance 40% coinsurance None

If you need mental Office & other Office & other

health, behavioral | Outpatient services outpatient services: | outpatient services: | None

health, or 20% coinsurance 40% coinsurance

Senvces | Inptient sences 20% comsuance | 40t coinswance | FEPE 5 e
Office visits No charge 40% coinsurance Cost sharing does not apply for preventive

If you are pregnant

Childbirth/delivery professional services

Childbirth/delivery facility services

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

services. Maternity care may include tests and
services described elsewhere in the SBC (i.e.,
ultrasound). Penalty of $400 for failure to obtain
pre-authorization for out-of-network care may
apply.
893878-720744-117065
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What You Will Pay
In-Network Out-of-Network
Services You May Need Provider Provider
(You will pay the (You will pay the

Common Medical

Limitations, Exceptions, & Other Important

Event Information

least) most)
120 visits/calendar year. Penalty of $400 for
Home health care 20% coinsurance 40% coinsurance failure to obtain pre-authorization for out-of-
network care.
60 visits/calendar year for Physical, Occupational
Rehabilitation services 20% coinsurance 40% coinsurance & Speech Therapy combined, including
outpatient hospital services.
Irgg:enr?:d ::L';ve Habilitation services 20% coinsurance 40% coinsurance None
9 120 days/calendar year. Penalty of $400 for
other special . . . . , . "
Skilled nursing care 20% coinsurance 40% coinsurance failure to obtain pre-authorization for out-of-
health needs
network care.
Limited to 1 durable medical equipment for
Durable medical equipment 20% coinsurance 40% coinsurance same/similar purpose. Excludes repairs for
misuse/abuse.
Hospice services 20% coinsurance 40% coinsurance Penalty Of. $400 for failure to obtain pre-
authorization for out-of-network care.
. Children's eye exam No charge Not covered 1 routine eye exam/12 months.
If your child needs . \
Children's glasses Not covered Not covered Not covered.
dental or eye care e
Children's dental check-up Not covered Not covered Not covered.

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 Bariatric surgery o Glasses (Child) ¢ Non-emergency care when traveling outside the U.S.
e Cosmetic surgery e Hearing aids ¢ Routine foot care
e Dental care (Adult & Child) e Long-term care o Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
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e Acupuncture - 10 visits/calendar year for o Infertility treatment - Limited to the diagnosis e  Routine eye care (Adult) - 1 routine eye exam/12 months
disease, injury & chronic pain. & treatment of underlying medical condition. for in-network only.

o Chiropractic care - 12 visits/calendar year for e  Private-duty nursing - 70 visits/calendar year.
in-network only.

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:

+  For more information on your rights to continue coverage, contact the plan at 1-888-982-3862.

+  If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or http://www.dol/gov/ebsa/healthreform

+ For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

*+ If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should
contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

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.

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:
+ If your group health coverage is subject to ERISA, you may contact Aetna directly by calling the toll-free number on your Medical ID Card, or by calling our general number
at 1-888-982-3862. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol/gov/ebsa/healthreform

+  For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

+ Additionally, a consumer assistance program can help you file your appeal. Contact information is at:
http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.

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 Minimum Value Standards? Yes.
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.

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
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.

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-

Mia’s Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) controlled condition) care)
B The plan's overall deductible $2,500 M The plan's overall deductible $2,500 M The plan's overall deductible $2,500
W Specialist coinsurance 20% M Specialist coinsurance 20% M Specialist coinsurance 20%
M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20% M Hospital (facility) coinsurance 20%
B Other coinsurance 20% M Other coinsurance 20% M Other coinsurance 20%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care provider office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Diabetic supplies (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost - $12,700 Total Example Cost  $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,500 Deductibles $2,500 Deductibles $2,500
Copayments $10 Copayments $600 Copayments $0
Coinsurance $1,800 Coinsurance $80 Coinsurance $60
What isn't covered What isn't covered What isn't covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,370 The total Joe would pay is $3,200 The total Mia would pay is $2,560

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-888-982-3862.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.




TTY: 711

English -
Amharic -
Arabic -
Armenian -

Carolinian
(Kapasal Falawasch) -

Chamorro -
Chinese Traditional -

Cushitic-Oromo
French -

French Creole (Haitian)-

German -

Greek -

Guijarati -
Hindi -
Hmong -

Italian -
Japanese -

Karen -

Korean -

Laotian -

Mon-Khmer,
Cambodian -

To access language services at no cost to you, call 1-888-982-3862.
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Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-888-982-3862.
WBKERREESIRS, 2= 1-888-982-3862.
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-888-982-3862.

Afin d'accéder aux services langagiers sans frais, composez le 1-888-982-3862.

Pou jwenn sevis lang gratis, rele 1-888-982-3862.

Um auf fiir Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-888-982-3862 an.
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Xav tau kev pab txhais lus tsis muaj nqgi them rau koj, hu 1-888-982-3862.

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-888-982-3862.
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Navajo -

Pennsylvania Dutch -

Persian-Farsi -
Polish -
Portuguese -
Punjabi -
Russian -
Samoan -
Serbo-Croatian -
Spanish -
Syriac-Assyrian -
Tagalog -

Thai -

Ukrainian -

Vietnamese -

T'aa ni nizaad k'ehji bee nika a’doowot doo baah ilinigdd kojj’ holne’ 1-888-982-3862.
Um Schprooch Services zu griege mitaus Koscht, ruff 1-888-982-3862.
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Aby uzyska¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-888-982-3862.
Para acessar os servicos de idiomas sem custo para vocé, ligue para 1-888-982-3862.
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Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’'au le 1-888-982-3862.
Za besplatne prevodilacke usluge pozovite 1-888-982-3862.

Para acceder a los servicios de idiomas sin costo, llame al 1-888-982-3862.
'~ Sl ‘}uuﬂ;ea «<ul: t<¥\i.§qbn t<}\>al_u L \c\}\_, <o < 1-888-982-3862.
Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-888-982-3862.
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

Passive PPO
With PPOII and ExtendSM Networks

Annual Deductible*

Individual $25

Family $50
Preventive Services 100%
Basic Services 80%
Major Services 50%
Annual Benefit Maximum $1500
Office Visit Copay N/A
Orthodontic Services** 50%
Orthodontic Deductible None
Orthodontic Lifetime Maximum $1000

*The deductible applies to: Basic & Major services only

**Orthodontia is covered only for children (appliance must be placed prior to age 20).

Partial List of Services Passive PPO
With PPOII and ExtendSM Networks

Preventive

Oral examinations (a) 100%
Cleanings (a) Adult/Child 100%
Fluoride (a) 100%
Sealants (permanent molars only) (a) 100%
Bitewing Images (a) 100%
Full mouth series Images (a) 100%
Space Maintainers 100%
Basic

Denture repairs 80%

Root canal therapy

Anterior teeth / Bicuspid teeth 80%
Root canal therapy, molar teeth 80%
Scaling and root planing (a) 80%
Gingivectomy (a)* 80%
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

Amalgam (silver) fillings 80%
Composite fillings (anterior teeth only) 80%
Stainless steel crowns 80%
Incision and drainage of abscess* 80%
Uncomplicated extractions 80%
Surgical removal of erupted tooth* 80%
Surgical removal of impacted tooth (soft tissue)* 80%
Osseous surgery (a)* 80%
Surgical removal of impacted tooth (partial bony/ full bony)* 80%
General anesthesia/intravenous sedation* 80%
Major

Inlays 50%
Onlays 50%
Crowns 50%

Full & partial dentures 50%
Pontics 50%
Crown Build-Ups 50%
*Certain services may be covered under the Medical Plan. Contact Member Services for more details.
(a) Frequency and/or age limitations may apply to these services. These limits are described in the booklet/certificate.

Other Important Information

This Aetna Dental® Preferred Provider Organization (PPO) benefits summary is provided by Aetna Life Insurance
Company for some of the more frequently performed dental procedures.

Under the Dental Preferred Provider Organization (PPO) plan, you may choose at the time of service either a PPO
participating dentist or any nonparticipating dentist. With the PPO plan, savings are possible because the participating
dentists have agreed to provide care for covered services at negotiated rates. Non-participating benefits are subject to
recognized charge limits.

Out-of-Network plan payments are based on the 80th percentile of prevailing charges for the geographic area.
Emergency Dental Care

If you need emergency dental care for the palliative treatment (pain relieving, stabilizing) of a dental emergency, you are
covered 24 hours a day, 7 days a week.
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

When emergency services are provided by a participating PPO dentist, your co-payment/coinsurance amount will be based
on a negotiated fee schedule. When emergency services are provided by a non-participating dentist, you will be
responsible for the difference between the plan payment and the dentist's usual charge. Refer to your plan documents for
details. Subject to state requirements. Out-of-area emergency dental care may be reviewed by our dental consultants to
verify appropriateness of treatment.

Partial List of Exclusions and Limitations* - Coverage is not provided for the following:

1.Services or supplies that are covered in whole or in part:
(a) under any other part of this Dental Care Plan; or
(b) under any other plan of group benefits provided by or through your employer.

2. Services and supplies to diagnose or treat a disease or injury that is not:
(a) a non-occupational disease; or
(b) a non-occupational injury.

3. Services not listed in the Dental Care Schedule that applies, unless otherwise specified in the Booklet-Certificate.

4. Those for replacement of a lost, missing or stolen appliance, and those for replacement of appliances that have been
damaged due to abuse, misuse or neglect.

5. Those for plastic, reconstructive or cosmetic surgery, or other dental services or supplies, that are primarily intended to
improve, alter or enhance appearance. This applies whether or not the services and supplies are for psychological or
emotional reasons. Facings on molar crowns and pontics will always be considered cosmetic.

6. Those for or in connection with services, procedures, drugs or other supplies that are determined by Aetna to be
experimental or still under clinical investigation by health professionals.

7. Those for dentures, crowns, inlays, onlays, bridgework, or other appliances or services used for the purpose of
splinting, to alter vertical dimension, to restore occlusion, or to correct attrition, abrasion or erosion.

8. Services that Aetna defines as not necessary for the diagnosis, care or treatment of the condition involved. This applies
even if they are prescribed, recommended or approved by the attending physician or dentist.

9. Those for services intended for treatment of any jaw joint disorder, unless otherwise specified in the Booklet-Certificate.

10. Those for space maintainers, except when needed to preserve space resulting from the premature loss of deciduous
teeth.

11. Those for orthodontic treatment, unless otherwise specified in the Booklet-Certificate.

12. Those for general anesthesia and intravenous sedation, unless specifically covered. For plans that cover these
services, they will not be eligible for benefits unless done in conjunction with another necessary covered service.

13. Those for treatment by other than a dentist, except that scaling or cleaning of teeth and topical application of fluoride
may be done by a licensed dental hygienist. In this case, the treatment must be given under the supervision and guidance
of a dentist.
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

14. Those in connection with a service given to a person age 5 or older if that person becomes a covered person other
than:
(a) during the first 31 days the person is eligible for this coverage, or
(b) as prescribed for any period of open enrollment agreed to by the employer and Aetna. This does not apply to
charges incurred:
(1) after the end of the 12-month period starting on the date the person became a covered person; or
(ii) as a result of accidental injuries sustained while the person was a covered person; or
(ii1) for a primary care service in the Dental Care Schedule that applies as shown under the headings
Visits and Exams, and X-rays and Pathology.

15. Services given by a nonparticipating dental provider to the extent that the charges exceed the amount payable for the
services shown in the Dental Care Schedule that applies.

16. Those for a crown, cast or processed restoration unless:
(a) it is treatment for decay or traumatic injury, and teeth cannot be restored with a filling material; or
(b) the tooth is an abutment to a covered partial denture or fixed bridge.

17. Those for pontics, crowns, cast or processed restorations made with high-noble metals, unless otherwise specified in
the Booklet-Certificate.

18. Those for surgical removal of impacted wisdom teeth only for orthodontic reasons, unless otherwise specified in the
Booklet-Certificate.

19. Services needed solely in connection with non-covered services.
20. Services done where there is no evidence of pathology, dysfunction or disease other than covered preventive services.

Any exclusion above will not apply to the extent that coverage of the charges is required under any law that applies to the
coverage.

*This is a partial list of exclusions and limitations, others may apply. Please check your plan booklet for details.
Your Dental Care Plan Coverage Is Subject to the Following Rules:

Replacement Rule

The replacement of; addition to; or modification of: existing dentures; crowns; casts or processed restorations; removable
denture; fixed bridgework; or other prosthetic services is covered only if one of the following terms is met:

The replacement or addition of teeth is required to replace one or more teeth extracted after the existing denture or
bridgework was installed. This coverage must have been in force for the covered person when the extraction took place.

The existing denture, crown; cast or processed restoration, removable denture, bridgework, or other prosthetic service
cannot be made serviceable, and was installed at least 8 years before its replacement.

The existing denture is an immediate temporary one to replace one or more natural teeth extracted while the person is
covered, and cannot be made permanent, and replacement by a permanent denture is required. The replacement must take
place within 12 months from the date of initial installation of the immediate temporary denture.
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

The extraction of a third molar does not qualify. Any such appliance or fixed bridge must include the replacement of an
extracted tooth or teeth.

Tooth Missing But Not Replaced Rule

Coverage for the first installation of removable dentures; fixed bridgework and other prosthetic services is subject to the
requirements that such removable dentures; fixed bridgework and other prosthetic services are (i) needed to replace one or
more natural teeth that were removed while this policy was in force for the covered person; and (ii) are not abutments to a
partial denture; removable bridge; or fixed bridge installed during the prior 8 years.

Alternate Treatment Rule: If more than one service can be used to treat a covered person’s dental condition, Aetna may
decide to authorize coverage only for a less costly covered service provided that all of the following terms are met:

(a) the service must be listed on the Dental Care Schedule;

(b) the service selected must be deemed by the dental profession to be an appropriate method of treatment; and

(c) the service selected must meet broadly accepted national standards of dental practice.

If treatment is being given by a participating dental provider and the covered person asks for a more costly covered service
than that for which coverage is approved, the specific copayment for such service will consist of:

(a) the copayment for the approved less costly service; plus
(b) the difference in cost between the approved less costly service and the more costly covered service.

Finding Participating Providers

Consult Aetna Dentals online provider search for the most current provider listings. Participating providers are
independent contractors in private practice and are neither employees nor agents of Aetna Dental or its affiliates. The
availability of any particular provider cannot be guaranteed, and provider network composition is subject to change
without notice. For the most current information, please contact the selected provider or Aetna Member Services at the
toll-free number on your online ID card, or use our Internet-based provider search available at www.aetna.com.

Specific products may not be available on both a self-funded and insured basis. The information in this document is
subject to change without notice. In case of a conflict between your plan documents and this information, the plan
documents will govern.

In the event of a problem with coverage, members should contact Member Services at the toll-free number on their online
ID cards for information on how to utilize the grievance procedure when appropriate.

All member care and related decisions are the sole responsibility of participating providers. Aetna Dental does not provide
health care services and, therefore, cannot guarantee any results or outcomes.

Dental plans are provided or administered by Aetna Life Insurance Company, Aetna Dental Inc., Aetna Dental of
California Inc. and/or Aetna Health Inc.
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BURGESS & NIPLE, INC.

aetna

Effective Date: 01-01-2026

Dental Benefits Summary

Telehealth Services: the plan will reimburse the treating or consulting provider for the diagnosis, consultation, or treatment
of an enrollee via telehealth on the same basis and to the same extent that the plan would reimburse the same covered
in-person service.

In Texas, the Dental Preferred Provider Organization (PPO) is known as the Participating Dental Network (PDN), and is
administered by Aetna Life Insurance Company.

This material is for informational purposes only and is neither an offer of coverage nor dental advice. It contains only a
partial, general description of plan or program benefits and does not constitute a contract. The availability of a plan or
program may vary by geographic service area. Certain dental plans are available only for groups of a certain size in
accordance with underwriting guidelines. Some benefits are subject to limitations or exclusions. Consult the plan
documents (Schedule of Benefits, Certificate/Evidence of Coverage, Booklet, Booklet-Certificate, Group Agreement,
Group Policy) to determine governing contractual provisions, including procedures, exclusions and limitations relating to
your plan.

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat people differently
based on their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call 877-238-6200.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above,
you can also file a grievance with the Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705),

CRCoordinator(@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, or at 1-800-368-1019,
800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary
companies, including Aetna Life Insurance Company, Coventry Health Care plans and their affiliates (Aetna).

Page 6



BURGESS & NIPLE, INC.
885498
Effective Date: 01-01-2026

aetna

Dental Benefits Summary

TTY:711
English .
To access language services at no cost to you, call the number on your ID card.
Albanian Per sher.bm?e pérkthimi falas pér ju, telefononi né numrin gé gjendet né kartén tuaj
té identitetit.
Ambharic PELTE hTATNETT PANGEL ATHIT R (10 OEL PH AL PADT RPC LLDA:
Arabic _nﬂS|J1:u'| Zﬁl.h Lf"; Jﬁ}a.“ ‘ABJ.“ L.f“" st 91;)1'! e L__Si 092 Et.uaﬂ'l Silaadldy L.fh" d}m;.u
Qip twpaptinpud (hqyny wydéwp ppnphppuounynipynit vtinwonne hwdwp
Armenian quitquhwiptp dkip pdojujutt wmyuihnduigpni pjuitt pupnh Jpu tipdud

hipuwpunuwhwidwpnyg

Bantu-Kirundi

Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu
kawe

Bengali SIS KA oAt AR (e 20eT Skl Afsaeicg (rew a9 (G T
ooCmes[et 2ocloxes veod omomeomin§cameun: gdStes 2o¢ ID
N eHlgl mosirpey veo $oanbaap: agipap 008
nodedl 0pE§ieam ¢hidoodam: edladdh
Per accedir a serveis linglistics sense cap cost per a voste, telefoni al nimero
Catalan ernd . e
indicat a la seva targeta d’identificacio.
Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang
Cebuano .
numero nga anaa sa imong kard sa ID.
Chamorro Para u.n hag.o. i St.atb|5|on lengguahi ni dibatde para hagu, agang i numiru gi iyo-mu
kard aidentifikasion.
Eherpions GYood SOhAcJ TOWOLENJ C Alood JCEGWANJ RY, ORABWGE’b ©ovY Jdovd

HSALIN OPOT ID ThRcod CVIT.

Chinese Traditional

IR e B A S IR, SRS IR AR R Drbl R R S B EE SRR

Choctaw

Anumpa tosholi i toksvli ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini
holhtena takanli ma i payah

Chuukese

Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe
nampa mei mak won noum ena katen |D

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraacgaa
eenyummaa (ID} kee irraa jiruun bilbili.

Dutch

Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro
indigué sur votre carte d'assurance santé.

French Creole

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon

(Haitian) asirans sante ou.

Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German

Nummer auf [hrer ID-Karte an.

Mo mpoofach OTLC UMNPECIEC YAWOO g YWwple XpEwan, KAAESTE Tov aplBuod otny
Greek ; i

kapta achaAlong oag.
i AHIR 518 UL st clotl W] [dotl elet ActzAl Aorerall HI2, dMiL US| 518 uR

ujarati

3¢ ol 612 UR ST 3¢l
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2 No ka wala‘au ‘ana me ka lawelawe ‘Glelo e kahea aku i ka helu kelepona ma kau
Hawaiian _ g e = .
kaleka ID. Kaki ‘ole ‘ia kéia kokua nei.
. =T forelY A & AT TaT3tt 1 U I & AT, 3= 3RS FE W BT A97
indi L .
T HIe HY
Yuav kom tau kev pab txhais lus tsis muaj ngi them rau koj, hu tus naj npawb ntawm
Hmong e
koj daim npav ID.
Tigho Inweta enyemaka asusu na akwughi ugwo obula, kpoo nomba no na kaadi njirimara
g
Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti
Tlocano .
numero nga adda ayan ti 1D kardmo.
; Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor
Indonesian . )
telepon di kartu asuransi Anda.
Teilia Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla
tessera identificativa.
Japanese BHOEREY—ERIL, DA—FIZHLBSICTBERECLZEL,
COWO’)%(D@L%SO’?I%U}S@I@H@O)%(B‘;0)%@10’)(95
Karen 01003858180 gr0015mM D05 B1385,08: 505 B N8 8T cnee B854 (ID) wcdigdonayi.
FELO=0 MH[AS 0|80t EH D FIE =52 Ho = Hals|
Korean
FRIAR,
. n.yuu.kosna mahola.nl language services ngui nsaa wogui wo, sebel i nsinga i ye
ntilga i kat yong matibla
Kurdish (ID)sd U A (5o _Jla 3 40 45 (520 5oy « 5 3 999D oo (e 6 9 3550408 4 (R8RS i &
- ' R e
Lao cwoc2rc)IMuwIZIHucgue, lWitumchlvnegluiourarciogegumw.
_ TTUTHT HIVTCHTET AeehT AT HATHT HaTIAd NERIVITATS!, HTTeT (D HIEEde
Marathi ; 2
ShTehTaY thleT &1,
Nan bok jipan kon kajin ilo an ejjelok wonean fan kwe, kwon kallok nomba eo ilo
Marshallese :
kaat in ID eo am.
Micronesian- Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw
Ponapean doaropwe en ID.
Mon-Khmer, 18U]S U SINN AU IR US S A MG U SL S
Cambodian AU SINDISTMSIusiR e SiSTIUU M e U S SIURTLAN ALY
T'&é ni nizaad k'ehijl bee nikd a'doowot doo baah ilinigdd naaltsoos
Navajo bee atah niljjgo nanitinig bee nédho’'dodlzinigll béésh bee hane’
bikatall 4ail” hdélne’.
Neoali HTTHFHT TATEERATTY Tol: oeh q§u T HTFAT ShISHT Tgeh! TFaTHT Shel
epali
alﬁoglﬂl
NiloticDinka Té& koor yin ran de wEér de thokic ke ¢in wéu kar keek t&nan yin. Ke yin col ran ye koc
) kuany né namba de abac t5 né ID kard du3n de tiit de nyin de panakim k3u.
Norwegian For tilgang til kostnadsfri spraktjenester, ring nummeret pa |ID-kortet ditt.
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Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.

Persian Farsi

b il sl il &S g el ade el b (Bl sk ) el 4 an Jid

Aby uzyskac dostep do bezptatnych ustug jezykowych, nalezy zadzwonic¢ pod numer

Polish o 2 : e
podany na karcie identyfikacyjne].
Pty iudis Para aceder aos servigos linguisticos gratuitamente, ligue para o nimero indicado
ugu B 5 ip &
£ no seu cartdo de identificagdo.
IT2 B st iR SHE TE Uarst At € 593 996 B9, v Wi 93
Punjabi .
CACER S ERC o]
Romanian Pentru a accesa gratuit serviciile de limb4, apelati numérul de pe cardul de membru.
Russian Ana Toro utobbl HecnAaTHO NOAYYUTL NOMOLLL NEPEBOAYUKA, MO3BOHUTE NO
u o o
TenedoHy, NpUBEAEHHOMY Ha Ballel MAEHTUOUKALUOHHOMN KapTe.
Samoan Mo le mauaina 0 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i

luga o lau pepa ID.

Serbo-Croatian

Za besplatne prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj
kartici.

Para acceder a los servicios linglisticos sin costo alguno, llame al nimero que figura

Spanish en su tarjeta de identificacion.

Sudanic Fulfulde H(laeb.a a naasta nder ekkitol jaangirde woldeji walla yobugo, ewnu lamba je don
windi ha do derowol maada.

Swahili Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya

kitambulisho.

Syriac-Assyrian

Rashic hhe 1 lirn L axin Aurdinh oiEls Rlma Eoaly ML ods ham (¢

e fnass
Tacalo Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang
pig numero sa iyong |1D card.
2R RSy o B8y T80 WethBadetinBy, S 06 AR Gy Setrtudy TS
Telugu
g 30ebs.
Thai wnvugasn e snsuSnnasnun e la el A lgan e M‘a@Immﬂmamﬁm’@aag’wu”mm:fﬁ’]ﬁ’maaﬁm
Tonean Kapau ‘cku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotea,
& telefoni ki he fika ‘oku ha atu ‘i ho’o 1D kaati.
Turkish Dil hizmetlerine licretsiz clarak erismek igin kimlik kartinizdaki numarayi arayin.
5 06 6e3KOLITOBH] OTPUMATKH MOBHI NOCAYTK, 3343BOHITE 38 HOMEPOM, BKa3aHWUM Ha
Ukrainian H o ERVSTR . ST .
BaWWiM igeHTUdIKANHIN KapTLj.
i JIS 0 i 205 1 3,8 ID S o il cemd =S (sl wain S wiloas sulad
25
. Pé sir dung cac dich vu ngdn ngi¥ mién phi, vui ldng goi s6 dién thoai ghi trén thé ID
Vietnamese : 1Ung Ich VU ngon ng phtl, g 8¢ - Al g
cua quy vi.
Yiddish .‘71’3'1?(\? [D 25K "IN 91 YT UM ,‘78358 1D 77D QEOIMYD TRODY J¥1PR 1X
Yoruba Lati rayési awon isé &dé fun ¢ 16féé, pe némba to wa lori kaadi idanimd re.
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