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

The Village at Morrison's Cove: PPO Blue 90/70 w/Rx

Coverage Period: 07/01/2026 - 06/30/2027
Coverage for: Individual/Family | Plan Type: PPO

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, visit www.myhighmark.com or call
800-241-5704. 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 www.healthcare.gov/sbc-glossary or call 800-241-5704 to request a copy.

Important Questions M Why This Matters:

What is the overall deductible?

$4,000 individual/$8,000 family network.
$8,000 individual/$16,000 family
out-of-network.

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. The Medical
Expense Reimbursement Program (MERP) administered by Leavitt NE will reimburse for in-
network deductible expenses. No out of network deductible will be reimbursed. There is a
general deductible where the employee is responsible to pay the first $2,000 for individual
and $4,000 for family. Participants will be reimbursed 90% of any in network deductible after
they have satisfied the above requirements. Participants must submit all explanation of
benefits for reimbursement. If you would like more details about the MERP, please contact
Leavitt NE (Webber Advisors)at 1-800-326-9850 or reference your MERP plan document.

Are there services covered
before you meet your
deductible?

Yes. Office visits, preventive care services,
emergency room care, urgent care,
outpatient mental health, outpatient
substance abuse, rehabilitation services
and prescription drug benefits are covered
before you meet your network deductible.

Copayments and coinsurance amounts
don't count toward the network 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/.

Are there other deductibles for
specific services?

No.

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

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

$1,700 individual/$3,400 family network
out-of-pocket limit. Up to a total maximum
out-of-pocket of $10,150 individual/$20,300
family.

$3,400 individual/$6,800 family
out-of-network.

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.

An example of a benefit book can be found at https://shop.highmark.com/sales/#!/sbc-agreements

01740681,0516780.
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Important Questions Answers | WhyThis Maters:

What is not included in the Network: Premiums, balance-billed Even though you pay these expenses, they don't count toward the out-of-pocket limit.
out-of-pocket limit? charges, and health care this plan doesn't

cover do not apply to your total maximum
out-of-pocket.

Out-of-network: Copayments, deductibles,
premiums, balance-billed charges,
prescription drug expenses, and health
care this plan doesn't cover.

Will you pay less if you use a Yes. See www.myhighmark.com or call This plan uses a provider network. You will pay less if you use a provider in the plan's
network provider? 800-241-5704 for a list of network network. You will pay the most if you use an out-of-network provider, and you might
providers. 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.

Do you need areferraltoseea | No. You can see the specialist you choose without a referral.
specialist?

“ All copayment and coinsurance cost shown in this chart are after your overall deductible has been met, if a deductible applies.

What You Will Pay

. . { Limitations, Exceptions, &
Common Medical Event Services You May Need Network Provider (You will pay | Out-of-Network Provider Otlhelr Inl1portan); ImPo:mation
the least) (You will pay the most)

WW $25 copay/visit 30% coinsurance You may have to pay for
provider's office or clinic injury or illness Deductible does not apply. services that aren't preventive.
Specialist visit $40 copay/visit 30% coinsurance Ask your provider if Ithe services
Deductible does not apply. needed are preventive. Then
Preventive care/screening/ No charge No coverage for preventive ?;eCK wnat your pian wiil pay
immunization Deductible does not apply. care visits '
0 i R
ggrf. g:;nsurance VeI ST Please refer to your preventive
O T schedule for additional
immunizations information.
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Common Medical Event

Services You May Need

What You Will Pay

' Network Provider (You will pay

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

If you have a test

Diagnostic test (x-ray, blood
work)

the least)
10% coinsurance

(You will pay the most)

30% coinsurance

Imaging (CT/PET scans, MRIs)

10% coinsurance

30% coinsurance

Copayments, if any, do not
apply to Diagnostic Services

prescribed for the treatment of
Mental Health or Substance
Abuse.

Precertification may be required.

If you need drugs to treat your
iliness or condition.

More information about
prescription drug coverage is
available at
www.myhighmark.com

Generic drugs

$15/$30/$45 copay/prescription
(retail)

$30 copay/prescription

(mail order)

Deductible does not apply.

Not covered

Formulary Brand drugs

$35/$70/$105 copay/prescription
(retail)

$70 copay/prescription

(mail order)

Deductible does not apply.

Not covered

Non-Formulary Brand drugs

$60/$120/$180
copay/prescription

(retail)

$120 copay/prescription
(mail order)

Deductible does not apply.

Not covered

Up to 31/60/90-day supply
retail pharmacy.

Up to 90-day supply
maintenance prescription drugs
through mail order.

If you have outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

10% coinsurance

30% coinsurance

Precertification may be required.

Physician/surgeon fees

10% coinsurance

30% coinsurance

Precertification may be required.

If you need immediate
medical attention

Emergency room care

$150 copay/visit
Deductible does not apply.

$150 copay/visit

Deductible does not apply.

Copay waived if admitted as an
inpatient.

Emergency medical
transportation

10% coinsurance

10% coinsurance

Out-of-network: Subject to
network deductible.
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Common Medical Event

Services You May Need

What You Will Pay

' Network Provider (You will pay Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Urgent care

the least)

$40 copay/visit

Deductible does not apply.

(You will pay the most)

30% coinsurance

The Copayment, if any, does
not apply to Urgent Care
Services prescribed for the
treatment of Mental Health or
Substance Abuse.

If you have a hospital stay

Facility fees (e.g., hospital room)

10% coinsurance

30% coinsurance

Precertification may be required.

Physician/surgeon fees

10% coinsurance

30% coinsurance

Precertification may be required.

If you need mental health, Outpatient services $40 copay/visit 30% coinsurance Precertification may be required.
behavioral health, or Deductible does not apply.

substance abuse services Inpatient services 10% coinsurance 30% coinsurance Precertification may be required.
If you are pregnant Office visits 10% coinsurance 30% coinsurance Cost sharing does not apply for

Childbirth/delivery professional
services

10% coinsurance

30% coinsurance

Childbirth/delivery facility
services

10% coinsurance

30% coinsurance

preventive services.

Depending on the type of
services, a copayment,
coinsurance, or deductible may
apply.

Maternity care may include tests
and services described
elsewhere in the SBC (i.e.
ultrasound.)

Network: The first visit to
determine pregnancy is covered
at no charge. Please refer to the
Women's Health Preventive
Schedule for additional
information.

Precertification may be required.

If you need help recovering or
have other special health
needs

Home health care

10% coinsurance

30% coinsurance

Precertification may be required.
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Common Medical Event

Services You May Need

What You Will Pay

' Network Provider (You will pay Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Rehabilitation services

the least)

$40 copay/visit

Deductible does not apply.

(You will pay the most)

30% coinsurance

Combined network and
out-of-network: 20 physical
medicine visits, 20 speech
therapy visits and 20
occupational therapy visits per
benefit period.

Limit does not apply to Therapy
Services prescribed for the
treatment of Mental Health or
Substance Abuse.
Copayments, if any, do not
apply to Therapy Services
prescribed for the treatment of
Mental Health or Substance
abuse Disorder.
Precertification may be required.

Habilitation services

Not covered

Not covered

None

Skilled nursing care

10% coinsurance

30% coinsurance

Out-of-network: 100 days
maximum per benefit period.
Precertification may be required.

Durable medical equipment

10% coinsurance

30% coinsurance

Precertification may be required.

Hospice services

10% coinsurance

30% coinsurance

Precertification may be required.

If your child needs dental or
eye care

Children's eye exam Not covered Not covered None
Children's glasses Not covered Not covered None
Children's dental check-up Not covered Not covered None
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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 Acupuncture Hearing aids e Routine foot care

e Cosmetic surgery Habilitation services e Weight loss programs
e Dental care (Adult) Long-term care

Routine eye care (Adult)

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

e Bariatric surgery e Infertility treatment e Private-duty nursing
e Chiropractic care e Non-emergency care when traveling outside the
U.S. See www.bcbsglobalcore.com

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:
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform, or 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. The Pennsylvania Department of Consumer Services
at 1-877-881-6388. 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 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:

e Your plan administrator/employer.

e The Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

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 the 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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https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace

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

Mia's Simple Fracture

(in-network emergency room visit and follow up

hospital delivery) well-controlled condition) care)
M The plan’s overall deductible $4,000 B The plan’s overall deductible $4,000 B The plan’s overall deductible $4,000
B Specialist copayment $40 B Specialist copayment $40 B Specialist copayment $40
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
B Other coinsurance 10% B Other coinsurance 10% B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
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 $4,000 Deductibles $900 Deductibles $1,300
Copayments $10 Copayments $900 Copayments $400
Coinsurance $900 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 $4,970 The total Joe would pay is $1,820 The total Mia would pay is $1,700

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:

The plan would be responsible for the other costs of these EXAMPLE covered services.
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https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan

Insurance or benefit administration may be provided by Highmark Blue Cross Blue Shield and Highmark Choice Company which are independent licensees of the Blue Cross
and Blue Shield Association. Health care plans are subject to terms of the benefit agreement.

To find more information about Highmark’s benefits and operating procedures, such as accessing the drug formulary or using network providers, please go to
DiscoverHighmark.com; or for a paper copy, call 1-800-241-5704.
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Discrimination is Against the Law

The Claims Administrator/Insurer complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex, including sex stereotypes and gender identity. The Claims
Administrator/Insurer does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex assigned at birth, gender identity or recorded gender. Furthermore, the Claims Administrator/Insurer
will not deny or limit coverage to any health service based on the fact that an individual's sex assigned at birth, gender
identity, or recorded gender is different from the one to which such health service is ordinarily available]. The Claims
Administrator/Insurer will not deny or limit coverage for a specific health service related to gender transition if such
denial or limitation results in discriminating against a transgender individual). The Claims Administrator/Insurer(]

< Provides free aids and services to people with disabilities to communicate effectively with us, such as(i

— Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible electronic formats, other formats)

< Provides free language services to people whose primary language is not English, such aslI

— Qualified interpreters
— Information written in other languages

If you need these services, contact the Civil Rights Coordinator .

If you believe that the Claims Administrator/Insurer
has failed to provide these services or discriminated in
another way on the basis of race, color, national origin,
age, disability, or sex, including sex stereotypes and
gender identity, you can file a grievance with (]

Civil Rights Coordinator

P.O. Box 22492

Pittsburgh, PA 15222

Phonell: 1-866-286-8295 (TTY: 711), Fax(1:412-544-2475
Email(): CivilRightsCoordinator@highmarkhealth(1.org

You can file a grievance in person or by mail, fax,
oremaill. If you need help filing a grievance, the Civil
Rights Coordinator is available to help you(]

You can also file a civil rights complaint with the
U.ST.Department of Health and Human Services,
Office for Civil Rights electronically through the
Office of Civil Rights Complaint Portal, available
at ocrportal.hhs . gov/ocr/portal/lobby jsf, or by mail
or phone at[J

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

Room 509F, HHH Building

Washington, D.C. 20201

Phone(l: 1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
hhs(J. gov/ocr/office/file/index.Hm

ATTENTIONL: If you speak English, free language translation and interpretation services are available to you(]
Appropriate auxiliary aids and services (such as large print, audio, and Braille) to provide information in accessible
formats are also available free of charge(]. Call the number on the back of your ID card (TTY: 711) for help.

ATENCIONLC: Sihabla espafiol, tiene a su disposicion servicios gratuitos de traduccién e interpretacion de idiomas( .
También hay disponibles ayudas y servicios auxiliares adecuados (como letra grande, audio y Braille) para
proporcionar informacion en formatos accesibles sin cargo. Llame al numero que figura al dorso de su tarjeta de

identificacion (TTY: 711) si necesita ayudal

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Ubersetzungs- und Dolmetscherdienste zur Verfligungl
. AulRerdem sind kostenlos entsprechende Hilfsmittel und Dienstleistungen (wie Gro3druck, Audio und Blindenschrift) zur

Bereitstellung von Informationen in barrierefreien Formaten erhaltlich(J. Wahlen Sie hierfur bitte &Nummer auf der

Ruckseite Ihrer Ausweiskarte (TTY: 711)0)

ATANSYONC: Siw pale Kreyol Ayisyen, gen sévis tradiksyon ak entépretasyon aladispozisyon w gratis nan lang ou pale al.
Ed ak sévis siplemanté apwopriye (télke gwo lét, odyo, Braille) pou bay enfobmasyon nan fdma aksesib yo disponib
gratis toul]. Rele nimewo ki sou do Kat ID w lan (TTY: 711) pou jwenn ed(]
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BHAMAHWE[: Ecnn Bl roBopuTe Ha pycckom sidblke, Bam gocTynHbl 6ecnnaTHble yCnyru nepesoja Ha ApYromn sk,
Takke npegoctaBnseTca AononHUTeNnbHasa 6ecnnartHas NoMoLLb 1 ycnyru oTobpaxeHus nHopmaumm B 4OCTYMHbIX
dopmaTax (Hanpumep, KpyrnHbIM WpudTom, Wpndtom bpanna unu B Buge ayanosanucu)l. [Ang nonyyeHnsi nOMoLLm
NO3BOHUTE MO HOMEpPY, YkadaHHOMY Ha 06paTHOM CTOPOHe Ballen naeHTudukaymoHHom kaptbl (TTY: 711)0

ATTENZIONEL: se parla italiano, sono disponibili servizi gratuiti di traduzione e interpretariato. Sono inoltre disponibili
gratuitamente adeguati supporti e servizi ausiliari (ad esempio caratteri grandi, audio e Braille) per fornire
informazioni in formati accessibilill. Per assistenza, chiami il numero riportato sul retro della Sua tessera di
identificazione (TTY: 7110

ATTENTION : si vous parlez francgais, des services de traduction et d’interprétation gratuits sont a votre dispositionJ. Vous
pouvez aussi bénéficier gratuitement de 'accés a des outils et services auxiliaires appropriés (affichage en gros
caracteres, audio et le braille) dans des formats accessibles(]. Veuillez appeler le numéro qui se trouve au verso de votre
carte d’identification (TTY :711) pour obtenir de l'aide(]

AKIYESI[: Tiobanso édé Yoruba, awon i e itumo ati dgbufo &édé wa ni arowoté lo” fe*éfin 0. Awon i e ito’ ju ati iranlo” wo* t6
ye (bii titewé nla, gbigbo ohun, ati iwé afo”ju) lati pésé iwifunni ni awon ona iraaye si wa pelu lo” fe'é Pe nomba t6 wa
lehin kaadi idanimo re (TTY: 711) fun iranlowo.

Iy( Kos(-yany-ya.(R¥sK[is"™soyoInyoa YyK(R [IX2Xy&ly Xyx1Is JykiIk Aax ayl, X yaax R2u >
IS"SIyKIIR IX X Yy RIyly& | RKAIRS y> (0yAIX [RY¥RKIRSIK Yy X IX((y2 XX Ix,lIn yo 72 11 &) oyo Inyo |Ix
Y= s (TTY:711) ( ax! y ay xwy'RIs "&yly Xy Xykndy s (R¥sK

TC54:29 AS'V?9 £)) Ad~3029 T=8"~J29 5'F1E £I~GH P 50 CEG22 LI  ASCGM?9 AJLC279G ASC5C<279 AJLC279 ;I H? CEG22-E ASACB?9 A@79 >=<22 ;: 98! 6432
{GW<2? (TTYC: 711) H25Gh A 'V4 Cla ™S [G' =029 ¢ C?927S tWd AM?:2 ] [G= [J 57 tGWG?9 [:1; 'X5~324 3 JGBJH e5=X27 (50! AXSCVG A52GW?9 1Q'~G29G
T=8-079 7S

}: OO0 -=0xaguUuUluuUYPRaaraa*flae’OO0OcUUxgeeUeééiiaaa(ivia
0666a6Pb Y suduadypbyAUaAiaane’'gCecOUID- (101, IC(eyVeCIDC: 711),
SJle 81gh: 6hgU" H,Ggh Th gl tht, gh gURI UI3" Je:l G5 ijldl JK TIE e~ 9(3Ji3'ge 5 T11 L1™L 9. Tj
KIhU~3UI" Ulttgh M.n 11171 UI3" Jh3J 5!1U5 5lLe5IUOR fe™ 5 TI1 (OU § Unsn JiL3, Bithje~ C 97) 16 Jeil CS
17L 9. Ut UI3" gURI 891 $i0eh 119u &1°71 R (TTY: 711) 1R 5K” K.

CHU Y: Néu quy vh nai tiéng Viét, ching téi cé dhch vu bién dhch va phién dhch ngdn ngt» mién phi danh cho quy vh.
Chuing t6i cling cung cap mién phi cac dhch vu va hé tro bd sung thich hop (nhu chir in Ién, tép am thanh va chir ndi)

dé cung cép thong tin & cac dhnh dang dé tiép can(1.Vui ldng goi sb dién thoai trén mat sau cua thé nhan dang cua quy
vh (TTY: 711) dé duoc tro gitipL

RFY$ fas BIT, Ha tFYt $FYik aolis 8,00 08, tFYeiyU fey W GYWY Y8 9Ya Y QGYT TYY8Z 7F02V US[F8 2F-Tor BYZYBZBY
BYSWYVk ba&Ys b ¢ O7F Ct TEYAW bfgfv Y TyY8Z (bataglcl ioud, YFicl ¥ ¢'t) s fé:y W 7762V US| BEGtWoT GYfo tFY8WAT ID
WYFOW-T FUYIFW-T $hua¥YBY Wi bs OBIT (TTY: 711)0 '

WY RFYS & IQ + feRak QYWY aclat EUtcT AW fan B.6t GYWY Y$9YE mY ciYQlFY TAGAVT T'9YnA 7FG2v 81 nCT'T WY’ Folbr
PpEO Bk TEY 7F02ZV WYYS' W fin 7% Ct T8YAW TYB2I mY T'yYnA (B "5 A8, SfFicl mY &'a) ul fs:y W 7762V &

| TRYitY W fin YF$' T8Ivs WYF OV AU fay sA&Y (TTY: 711) TY Wpa WYKI

DN OO0 = Zg+ "’ “Ae -7 OO OO0 =°2g2 Y @¢k. ¥ 1§11 "g°E - —

® °xY =23 —"Yp~ 00O .7, 9»9, q)K* AE°Z34Y p¢k. Kg° AigflA ID AA
FEAC +— AE EEgeflo(TTY:711)0)

U65 None M _1Col_10pt blk_1c 2025



