
California 

APPLICATION FOR DENTAL INSURANCE 
UNITEDHEALTHCARE INSURANCE COMPANY 

HARTFORD, CONNECTICUT 06103-0450 

Street (Include Apt.) City State ZIP Code 

Street (Include Apt.) City State ZIP Code 

Applicant(s) Information 

Gender Name (Last, First, M.I.) 
 Male 
 Female Primary (You) 
 Male 
 Female 

Spouse/Registered
Domestic Partner 

Birth Date 

____/____/_______ 

Permanent Home Address (PO Box/PMB is not allowed) 

Mailing Address (if different from permanent home address) 

 Contact Information 
Phone Number Optional Email 

(  ) 

Initial Payment 

 

Estimated Monthly Premium $ 

  ____/____/_______ 

Plan Selection 
Plan Start Date
Your Plan will start on the first day of the month following receipt and approval of this Application Form and receipt of your first month’s payment. 
If you would like your Plan to start on a later date (the first day of a future month), please indicate the date: 01 ____/____/_____
Plans 
(Choose One)   DVH 500   DVH 1000   DVH 2000   DVH 3000 

  DVH 500 PLUS   DVH 1000 PLUS   DVH 2000 PLUS   DVH 3000 PLUS
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CALIFORNIA LAW PROHIBITS AN HIV TEST FROM BEING REQUIRED OR USED BY HEALTH INSURANCE COMPANIES AS A CONDITION OF 
OBTAINING HEALTH INSURANCE COVERAGE.



 
Statement of Understanding 

I have read this application and represent that the information shown on it is true and complete to the best of my knowledge and belief.
I understand and agree that: 

(1) No insurance will become effective unless my application is approved and the appropriate premium is actually received by UnitedHealthcare
Insurance Company (UHIC) with this application.

(2) The primary applicant must be age 64 and 11 months or older on the plan effective date to be eligible for coverage.
(3) The information provided in this application may result in claim denial or voidance of coverage if it constitutes fraud or intentional

misrepresentation of material fact. However, there may be no cancellation, limitation of policy provisions, or premium increases due to
inaccuracies in the application form, whether willful or not, after 24 months following issuance of the policy.

(4) The information provided in this application, and any supplement or amendments to it, will be made a part of any policy or policies that may
be issued.

(5) If an application is approved, insurance will be effective:
(a) The first day of the month following receipt and approval of this application and receipt of your first month’s payment; or
(b) The first day of a future month requested by you.

(6) The agent is only authorized to submit the application and initial premium and may not change or waive any right or requirement.
(7) If UHIC rejects this application, under no circumstances will any benefits be payable.  Receipt of payment by UHIC does not constitute

approval of my application or create UHIC coverage.
(8) I have received a Notice of Privacy Practices and a Conditional Receipt or Conditions Prior to Coverage.
(9) I acknowledge that applicant has access to/has received a Guide to Health Insurance for People with Medicare. The Guide to Health

Insurance for People with Medicare is available at: https://stage.uhone.com/api/supplysystem/?Filename=Medicare-Medigap-guide.pdf
(10) THIS IS NOT A MEDICARE SUPPLEMENT POLICY.

 
Signature Information 

Signature Date Signed 
Primary Applicant 
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CALIFORNIA LAW PROHIBITS AN HIV TEST FROM BEING REQUIRED OR USED BY HEALTH INSURANCE COMPANIES AS A CONDITION OF 
OBTAINING HEALTH INSURANCE COVERAGE.

CALIFORNIA ATTESTATION FORM 

X  ________________________________________________________________       X ___________________________________________ 
Signature of Agent/Broker (required) Date 

Type or Print Agent/Broker Name Individual Producer Number 

1. To the best of my knowledge, the information on the application is complete and accurate.
2. I have explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and

attest that the applicant understood the explanation.
3. I understand that if I willfully state as true any material fact I know to be false, in addition to any applicable penalties or remedies

available under current law, I may be subject to a civil penalty of up to $10,000.

X  ________________________________________________________________       X ___________________________________________ 
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For your protection, California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent 
information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject 
to fines and confinement in state prison. 



45574-X-0918 

IMPORTANT NOTICE TO PERSONS ON MEDICARE 
THIS INSURANCE DUPLICATES SOME MEDICARE BENEFITS 

This is not Medicare Supplement Insurance 

This insurance provides limited benefits, if you meet the policy conditions, for expenses relating to the 
specific services listed in the policy.  It does not pay your Medicare deductibles or coinsurance and is not 
a substitute for Medicare Supplement insurance. 

This insurance duplicates Medicare benefits when: 

• Any of the services covered by the policy are also covered by Medicare

Medicare pays extensive benefits for medically necessary services regardless of the reason you 
need them.  These include: 

• Hospitalization
• Physician services
• Outpatient prescription drugs if you are enrolled in Medicare Part D
• Other approved items and services

Before You Buy This Insurance 

√ Check the coverage in all health insurance policies you already have.
√ For more information about Medicare and Medicare Supplement insurance, review the Guide to

Health Insurance for People with Medicare, available from the insurance company.
√ For help in understanding your health insurance, contact your state insurance department or state

health insurance assistance program (SHIP).
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 EFT – Complete EFT Authorization below 
 Credit Card – Complete Credit Card Authorization below 

Electronic Funds Transfer (EFT) and Credit Card payments will be collected at the time of application. Premium will be verified and may be adjusted 
up or down during the processing of your application. 

 ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION – ONLY IF PAYING BY EFT: 
I (we) hereby authorize UnitedHealthcare Insurance Company to initiate debit entries to the 
account indicated below. I also authorize the named financial institution to debit the same to 
such account. 
I agree this authorization will remain in effect until you actually receive written notification of 
its termination from me. 
Type of Account:  Checking    Savings 

Account No. Nine-digit Routing No. 

Financial Institution’s Name 

Address 

City, State, ZIP     

Draft On    
Day Date Signed 

Only select a draft date between the 1st and 28th of the month. 

In Tennessee and Texas, drafts may only be scheduled on 1) the premium due date; or 2) up to 10 days after the due date. 

X    
Authorized Account Signature

 CREDIT CARD AUTHORIZATION – ONLY IF PAYING BY CREDIT CARD: 
I authorize UnitedHealthcare Insurance Company to bill my MasterCard/Visa/American Express/Discover account. 

Type of Card: MasterCard     Visa  American Express  Discover Exp Date 
Month Year 

Billing ZIP Code: Card Number: 

X Charge On 
Signature of Authorized User Day 

Only select a charge date between the 1st and 28th of the month. 

NOTE: Some card issuers/financial institutions charge cash advance fees on insurance payments. 

Payment Method - Select one below. 
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ELECTRONIC DELIVERY TERMS AND CONDITIONS 

You will receive your Required Plan Communications electronically instead of receiving paper copies through 
the U.S. Mail. We will send you an email when a document is ready to view online. 

Not all communications require permission before sending electronically. This Notice only applies when 
permission is required. Communications are based on the Plan(s) you have. You will get new types of 
communications as they become electronic. If there is not an electronic version, we will send by 
mail.  Occasionally, in addition to electronic delivery, you may also receive a hard copy document. 

You can request a free paper copy of documents that we are required to provide you by calling the phone 
number on your insurance ID card. 

Your consent remains in effect until you withdraw it.  You may withdraw your consent at any time and choose 
to begin receiving paper mailings by changing your delivery preferences on the member website or by calling 
the phone number on your insurance ID card.  Changes may take up to seven business days to process. 

It is your responsibility to notify us of any changes to your email address and your failure to do so may cause 
delayed communications. If attempts are made to deliver information to any email address you provide and the 
message is returned as undeliverable after several attempts and that email address is not updated by you, we 
will assume that you have withdrawn consent for electronic delivery and will begin sending the information to 
you in paper format. To ensure that you continue to receive emails from us, add the email “from” address to 
your email address book or safe list. To update your email address, go to your member website or you can call 
the phone number on your insurance ID card. 

If you change plans or add a benefit, program, product or service, we will use the same contact information, 
when possible, to electronically deliver Required Plan Communications related to those services. 

Requirements to access and retain information – in order to receive and retain electronic communications, you 
must have access to a computer or other device that is capable of mobile or internet access and complete your 
registration for the member website.  This page contains documents in PDF format. PDF (Portable Document 
Format) files can be viewed with Adobe® Reader®.  If you don’t already have this viewer on your computer, 
download it free from the Adobe website (http://get.adobe.com/reader/). 

 I hereby consent to receive Communications and Transaction Documents electronically, as per the  
aforementioned conditions. All of the Communications between the time you submit your consent and   
withdraw your consent will remain valid and binding on both you and us notwithstanding your 
withdrawal. 

 I hereby DO NOT consent to receive Communications and Transaction Documents electronically, as per 
the aforementioned conditions. If you do not consent, we will conduct all future business with you in 
paper form. 

X _________________________________________
 Primary Applicant (You) 

     X _________________________________________ 
      Parent/Guardian (if you are a minor)      Relationship 

X _________________________________________
 Primary Applicant’s (Your) Email Address 

     X _________________________________________ 
      Parent/Guardian’s (if you are a minor) Email Address 

X _________________________________________     X _________________________________________ 
 Date  Policy Number 
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NOTICE OF NONDISCRIMINATION  
and  

NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS 

UnitedHealthcare complies with applicable civil rights laws and does not discriminate on the basis of race, 
color, national origin, ancestry, religion, age, disability, sex (including pregnancy, sexual orientation, gender, 
and gender identity), or marital status. UnitedHealthcare does not exclude, deny Covered Health Care 
Benefits to, or otherwise discriminate against any Member for participation in, or receipt of the Covered Health 
Care Services under, any of its health plans, whether carried out by UnitedHealthcare directly or through a 
Network provider or any other entity with which UnitedHealthcare arranges to carry out Covered Health Care 
Services under any of its health plans. We do not exclude people or treat them less favorably because of race, 
color, national origin, ancestry, religion, age, disability, sex or marital status. 

We provide free auxiliary aids and services to help you communicate with us or your doctor. You can ask for 
interpreters and/or for communications in other languages or formats such as large print. We also provide 
reasonable modifications for persons with disabilities. 

If you need these services, call the toll-free number 1-800-657-8205. (TTY 711). 

If you believe that we failed to provide these services or discriminated in another way on the basis of race, 
color, national origin, age, disability, or sex, you can send a complaint to the Civil Rights Coordinator:

Civil Rights Coordinator 
UnitedHealthcare Civil Rights 
Grievance P.O. Box 30608 
Salt Lake City, UTAH 84130 
UHC_Civil_Rights@uhc.com 

If you need help filing a complaint, call the toll-free number 1-800-657-8205. (TTY 711). 

If your complaint is not resolved, you can file a grievance with the Department of Managed Health Care 
("DMHC"). Contact the DMHC Help Center at the toll-free telephone number (1-888-466-2219) or submit an 
inquiry in writing to the DMHC, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725 
or through the website: 
http://www.dmhc.ca.gov. The hearing and speech impaired may use the California Relay Service's toll-free 
telephone number 1-877-688-9891 (TTY). 

If your complaint is not resolved, you can file a grievance with the California Department of Insurance (“CDI”).  
Contact the CDI at the toll-free telephone number 1-800-927-HELP (1-800-927-4357) or submit an inquiry in 
writing to the California Department of Insurance, Consumer Communications Bureau, 300 South Spring 
Street, South Tower,  
Los Angeles, CA 90013 or through the website: www.insurance.ca.gov. The hearing and speech impaired 
may use the toll-free telephone number 1-800-482-4833 (TTY). 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights: 

Online:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Phone:  1-800-368-1019, 800-537-7697 (TDD) 
Mail:    U.S. Department of Health and Human Services

  200 Independence Avenue, SW
  Room 509F, HHH Building
  Washington, D.C. 20201 
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Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  

This notice is available at: https://www.uhc.com/legal/required-state-notices/california/nondiscrimination-
notice. 

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with us. If 
you speak English, free language assistance services and free communications in other formats, such as 
large print, are available to you. Call 1-800-657-8205. (TTY: 711). If you need more help, call DMHC Help 
Line at 1-888-466-2219 or call the Department of Insurance Hotline at 1-800-927-4357. 
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ENGLISH 

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or 
with us. If you speak English. free language assistance services and free communications in other 
formats, such as large print, are available to you. Cal l  1-800-657-8205. (TTY: 711). If you need more 
help,call DMHC Help Line at 1-888-466-2219 or call the Department of Insurance Hotline atl -800-
927-4357.

AMHARIC 

-rh-l-r:- n+mCJP ti\ Olf,1" 1\1,f X ILll'l- hmh.f"JP X (l"").'1(: M·l'C;,<"l. "'l"f'f·r f;)<\{I•" h"'ICf l""!<;if- hll'll l'1 V,tll\' 
f:� h1A"lfl-'-Y.:f >,<; )1 "Tli·H-1' >.,.r. ·rA+ 11-r<"'r �ti· M<-1' +c�·Y.:f MC�JP f..7f{I•,: m.r.1-800-657-8205 f,SJD-<l·='
(TTY: 711):a ·hJ:l."'I(. l,C,9,;)' h,LJ\7-, tlDMHC r>.C-'l;J' ""�""C n 1-888-466-2219 .l'..Y.OM• 0)1!,1" tin. 'li'>t-'lll ""'f'(.f

Mh 1-800-927-4357 �f..UOM•='

ARABIC 

.c..;S I.'>! .u= 91 ��I J� .!l.,..,b � .!>-"'LIi .,;) <!b�L...,,J 9J� F-_,.;:.o ...,4 J�I � :oL .. ii:!I v-? >-!

..:,In __ ·n •,-i\eu, JL..:ul Jjl..,9 ...,l! 09l.i,�� .<i..;le,.a.JI <,�I o�b,JI .;:,lo.» .:,.o o,t.iL.J::U � .<.,_,,.JI .!>-"".LJ 

h>./ ._J..o:;I .o�b,JI.:,,, ».J,>J 1-800-657-8205. (TTY:711).1"9.>ll u,1L ._J..o:;I .,._JI o.,..S �l;h)I J1.o ,<5p-l 

oJb� &WI .:,>WI .b;J� 9i 1-888-466-2219 t>9.>ll ...,4 (DMHC) •Jlilll 4,...,,1I <,�_,JI •Jb� &WI O.>.Lb,JI

.1-800-927-43571"9.,Jl ..,.k .:,.,,,WI 

ARMENIAN 

n�l:;U'lrn��3n�t,. 'ln,11 4wpnq b11 oquu.[bt pwtn.u4np f'>Wpquwti2r 6wnw1mia1mtitibrg, 
npLJ.Jbuqr funub11 llbp pcJi4r �bUl llbp dwuw'lrmia1wtJ lJ.fW�rtJ 4wu ubq �bU1: Ci>b fununul b11 

�wJbpbtJ, llbq �wuwtJbiJ, bt, wtJ46wp 1bq4w4wtJ w2w4gmia1wtJ ownwJnLJ'>JmtJtJbp LL wtJ46wp 
�wqnp'lw4gmia1mtJtJbp WJI auw2wlfibpn4, oprtiwllj' ubowU1wnn4: �wtJqw�wpb11 1-800-657-
8205 �bnwfunuw�wuwpn4: (TTY: 711): Ciab 1pwgmgr2 oqtJmiaJwtJ 4wpr11 mtib11, qwtJqw�wpbJl 

DMHC-r oqtJmia1wtJ qro' 1-88 8 -466-2219 �bnwfunuw�wuwpn4 4wu ULJ.Jw�n4wqpmia1wtJ 
pwcfor iabd qro• 1-800-927-4357 �bnwfunuw�wuUJpn4: 

CAMBODIAN-MON-KHMER 

52106-U-0425 CA



CAROLINIAN 

POLO: Na'ishte na· kayot tekyo chon wahu a chota / kota kisyon wo wahu chon. Si you lekon 
Senkirei, atu·ung assistensia lengua, si at u'ung komunikasion i difere' formates, hao large print, 
ma'loyo hao. Kama· 1-800-657-8205. (TTY: 711). Si nu' inao' ayuda. kama· DMHC Help Line 1-888-
46 6 -2219 o kama' Department of Insurance Hot line 1 -800-927-4357. 

CHAMORRO 

ATFNSTON: Sin::. h::i 11n konnA' t�ot::in f)�f::i 11 intAtf)iti i finn' i rlokt11 !)i tiAmpo m11 y::in h::imi !')M 
duranten i machek mu. Kumu un tungo fumino' CHamoru. guaha dibatde na setbision 
asistementon lengguahi,yan dibatde na otru siha na fotmat konunikasion, tatkumo dangkulo na 
letra. Agang 1-800-657-8205. (TTY: 711). Yanggen un nisisita mas ayudu, agang i DMHC Telefon 
Ayudu gi 1-888-466-2219 pat agang i Depattamenton i Siguridat telefon gi 1-800-927-4357. 

CHINESE (TRADITIONAL) 
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HMONG 

CEEB TOOM: Koj tuaj yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum 
lub sijhawm kev teemcaij los sis thaum tham nroq peb. Yoq tias koj hais lus Hmoob. muaj cov kev 
pab cuam txhais lus pub dawb thiab kev pab cuam luam ua lwm horn qauv ntawv, xws Ii luam ua tus 
ntawv loj rau koj siv. Hu rau 1-800-657-8205. (TTY: 711). Yog tias koj xav tau kev pab ntxiv. hu rau 
DMHC Tus XovTooj Pab Cuam ntawm 1 -888-466-2219 los sis hu rau Lub Tuam Tsev Saib Xyuas Kev 
Tuav Pov Hwm Tus XovTooj ntawm 1-800-927-4357. 

ILOCANO 

A TENSION: Makaalaka iti interpreter a makisarita kadakami wenno it i doktormo iti oras ti 
appointment-mo. No makasaoka iti Ilocano, makaalaka iti libre a tu long iti lengguahe ken libre a 
pannakikomunikar iti sabali a format. kas iti dadakkel a letra. Tawagan ti 1-800-657-8205. (TTY: 
711). No kasapulam iti ad-adu pay a tulong, tawagam ti DMHC Help Line iti 1-888-466-'2219 wen no 
tawagam ti Department of Insurance Hotline iti 1 -8 0 0 -927-4357. 

JAPANESE 
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NAVAJO 

SHOOH: Dine ata' hahe'i ne'azee' iil'ini bil yah aninaah bee nahoo' a' gone' doodago nihi 
nihich'i' yalti'go biighah. Bilagaana bizaad bee yanilti'to, t'aa jiik'eh saad bee aka'e'eyeed bee 
aka'anida'ow'i d66 t'aa jiik'eh naana lahgo at'eego bee hada'dilyaaigii bee ahil hane', dii 
nitsaago bik'e' ashchini, na dah6IQ. 1-800-657-8205 bee hodiilnih. (TTY: 711). Aka'e'eyeed la' 
naanindzingo, DMHC Aka'e'eyeed Bee Hane'i kohjj' 1-888-466-2'219 hodiilnih doodago Beeso 
Ach' ��h Naa'nil Bil Haz'aniT'aa Jiik'ah Bee Hane'i kohjj' 1-800-927-4357 bee hodiilnih. 
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PENNSYLVANIA DUTCH 

WICHDICH: Du kannscht en Interpreter griege fer schwetze mit dei Dockter an dei Appointment 
odder mit uns. Wann du Deitsch schwetzscht un brauchscht Hilf fer communicat-e kenne mer dich 
helfe unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf 
beigriege aa fer nix. Ruf 1-800-657-8205 uff. (TTY: 711). Wann du meh Hilf brauchscht, ruf fi DMHC 
Help Line uff an 1-888-466-2219 odder ruf die Department of Insurance Hotline an 1-800-927-
4357. 

PUNJABI 

RUSSIAN 

BHIIIMAHIIIE. Bbl MO)l(eTe BOCnOJ1b30BaTbCR yc11yraM11 yCTHoro nepeBOAYl1KaA/1R o6u;eHl1ff C BaWl1M 
BpaYOM BO BpeMR np11eMa 111111 Yepe3 Haw11 ycnyr11. Ecn11 Bbl r0Bop11re no-pyccK11, BaM 
npe,a.oCTaBl1RIOTCR ycnyr11 ff3blKOSOI< nOMOU,1111 coo6111eH11R B ,a.pyr11x ¢,OpMaTax 6ecn11aTHO, 
Hanp11Mep, c 11cno11b30BaH11eM Kp)mHoro wp11¢>ra. no3BOH11Te no HOMepy 1-800-657-8205. (J111H11R 
TTY: 711). 3a ,a.ono11H 11TeJ1bHOH noMOlllblO 06pa111a1<recb B cnpaBOYHYIO CJ1Y*6Y DMHC no re11e¢,0Hy 
1-888-466-2219 111111 Ha ropRYyio J111H1110 AenapraMeHra crpaxoBaH11R 110 rene¢,oHy 1-800-927-4357. 

SAMOAN 

FAASILASILAGA: E mafai ona e nnaua se faamatala'upu e talanoa i lau foma'i poo matou i le taimi 
o lau siaki faatulagaina. Afai e te tautala i le gagana Samoa, o loo avanoa mo oe 'au' aunaga
fesoasoani mo gagana, e pei o lomiga lapopo'a ma fesoota'iga e leai se totogi i isi faiga. Vala'au
le 1-800-657-8205 . (TTY: 711). Afai e te mana'omia atili se fesoasoani, valaau le Laina Fesoasoani
a le DMHC i le 1-888-466-2219 pe valaau le Laina a le Matagaluega o lnisiua (Department of
Insurance Hotline) i le 1-800-927-4357. 

SPANISH 

ATENCION: Puede conseguir un interprete para hablar con su medico en el momenta de la cita o 
con nosotros. Si habla espanol, usted dispone de servicios gratuitos de asistencia en otros idiomas 
y comunicaciones gratuitas en otros formates. come tetra grande. Llame al 1-800-657-8205. (TTY: 
711). Si necesita mas ayuda. llame a la lfnea de ayuda del Departamento de Atenci6n Medica 
Administrada (DMHC) all-888-466-2219 o llame a la linea directa del Departamento de Seguros al 
1-800-927-4357.
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TAGALOG 

PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang iyong doktor sa panahon 
ng iyong appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog. maaari kang 
makakuha ng libreng mga serbsyo sa tu long sa wika at libreng pakikipag-ugnayan sa ibang mga 
anyo o pamamaraan, tulad ng nalalaking titik. Tumawag sa 1-800-657-8205. (TTY: 711). Kung 
kailangan mo ng karagdagan pang tulong. tawagan ang DMHC Help Line sa 1-888-466-2219 o 
tawagan ang Hotline ng Departamento ng Insurance sa 1-800-927-4357. 

THAI 

K U10 IK (1 : fll\J a, UlS n U ua 1 U U1\Y 0 � 0 null W n OUul) fl f\J I c.'ilu oa, fi fl f\J uo K Ul UK Su nu IS1 K 1 ftFJ ru-:1 om lfl In 0 
1s1oucilJ\usmsti)otKauci1um1,nwsua,n1sau,nsws1u�uuuu.Su� 1tiu c'l)�nt:1suu10IKl\i Ins l-!!UU-o::./-
8205. (TTY: 7ll). KlnFJruC1u1Jf\1SA)1u1bmKau1wu1au ltJsoaodua1ocbu DMHC fiKU101au 1-888-466-
2219 KS<> fnsltJfia1ocbunsumstJs,nuiiofiKu1mau 1-800-927-4357. 

UKRAINIAN 

3BEPH!Tb YBArY! niA Yac npHHOMY y 11iKap11 a6o po3M0BH a HaM11 BH Ma€Te 3Mory cKopHcraTHC!I 
nocnyraMH ycHoro nepeK11a,a.a'!a. 51�0 BH p03M0B/1!1€Te yKpa.,.HCbK0IO, SH M0)l(eTe 6eaonnaTH0 
CK0PHCTaTHC!I noc11yraMH MOSHO.,. niATPHMKH, a TaK0)I( 6eaon11aTH0 0TPHMyBaTH iH¢,OpM31.\iMHi 
Marepian11 B iHWHX c)>opMaTax, !IK-0T Ha6paHi Be/1HKl1M wpHc)>T0M. Te11e(j)0Hyi<re Ha H0Mep 1-800-
657-8205. (11iHill TTY: 711). HK® 83M norpi6Ha A0n0M0ra, 3are11e(j)0Hyi<re Ha rap�yy lliHilO
AenapraMeHry KeposaHoro MeAHYHoro o6cnyrosysaHH!I (DMHC) aa H0MepoM 1-888-466-2219 a6o
Ha rap11Yy 11iHi10 AenapraMeHry crpaxysaHH!I (Department of Insurance) aa H0MepoM 1 -800-927-
4357.

VIETNAMESE 

LlfU Y: Quy vi c6 the c6 mot thonq dich vien miin phi de n6i chuyen vm bac sithcri diem hen 
kham cua minh hoac n6i chuyen voi chtlng toi. Neu quy vi n6i tieng Vi�t. cac dich VL,J h6 tre1 ngon 
ngfrmiin phiva thong tin lien lac mi�n phi &cac dinh d�ng khac, chang h�n nhU'ban in co chfr 
16'n, se dU'c;tc cung cap cho quyvi. Goi 1-800-657-8205. (TTY: 711 ). Neu QUY V! can trc;tgitlp them, 
hay 99i cho ElU'ong day tra gitlp DMHC theo so 1-888-466-2219 ho�c goi cho ElU'crng day n6ng cua 
So Bao hiem theo so 1-800-927-4357. 
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