Health Care 15 PrimeWest
Directives

Dear PrimeWest Health Member:

If a time comes when someone close to you has to make health care decisions
on your behalf, would they know what you want?

One way to make your wishes known is through a Health Care Directive.
A Health Care Directive is a document you create as a way to plan for
decisions about your health care that need to be made if you become
severely ill and lose your ability to make these decisions. Inside are

questions and answers about Health Care Directives.

One of your basic rights is the right to make decisions about your health
care. This includes the right to accept or refuse care after you are told
about the options available. State law requires that PrimeWest Health tell
you these rights when you enroll.

PrimeWest Health has written policies and procedures that make sure your rights regarding Health Care
Directives are protected. Specifically, PrimeWest Health cannot condition or refuse treatment or otherwise
discriminate against you based on whether or not you have a Health Care Directive. PrimeWest Health expects
providers to comply with your wishes to the fullest extent possible within reasonable medical practice.

Filling out a Health Care Directive form formalizes your advance health care decisions. A form that meets State
of Minnesota requirements is included in this folder. Call PrimeWest Health Member Services at 1-866-431-0801
if you need additional forms. TTY users call 1-800-627-3529 or 711. These calls are free.

If you have questions, be sure to discuss them with your health care provider.
Sincerely,

PrimeWest Health

Questions & Answers about

Health Care Directives
Minnesota law allows you to inform others of your health
care wishes. You have the right to state your wishes and
appoint an agent in writing so others know what you
want if you can’t tell them because of illness or injury.
The information in this document is about Health Care
Directives and how to prepare them. It does not give
every detail of the law.
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How to Get More Information

If you want more information about Health Care
Directives, please contact your health care provider,
your attorney, or the Minnesota Board on Aging’s
Senior LinkAge® Line at 1-800-333-2433. The call is
free. You can use the Minnesota Health Care Directive
Planning Toolkit to help you create your Health
Care Directive. You can find it online at https://
extension.umn.edu/health-care/minnesota-
health-care-directive-planning-toolkit. A Health
Care Directive form is also included in this folder.
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What is a Health Care Directive?

A Health Care Directive is a written document that
informs others of your wishes about your health care.
It allows you to name a person (“agent”) to decide
for you if you are unable to decide. It also allows you
to name an agent if you want someone else to decide
for you. You must be at least 18 years old to make a
Health Care Directive.

Why have a Health Care Directive?

A Health Care Directive becomes important if
your attending physician determines you can't
communicate your health care choices (because of
physical or mental incapacity). It is also important if
you wish to have someone else make your health care
decisions. In some circumstances, your directive may
state that you want someone other than an attending
physician to decide when you cannot make your own
decisions.

Do | have to have a Health Care Directive?
What happens if | don’t have one?

You don’t have to have a Health Care Directive.
But, writing one helps to make sure your wishes are
followed.

You will still get medical treatment if you don’t have
a written Directive. Health care providers will listen
to what people close to you say about your treatment
preferences, but the best way to be sure your wishes
are followed is to have a Health Care Directive.

How do | make a Health Care Directive?
There are forms for Health Care Directives. You can
get them from your health care provider or attorney.
You can use the Minnesota Health Care Directive
Planning Toolkit to help you create your Health Care
Directive. You can find it online at https://extension.
umn.edu/health-care/minnesota-health-care-
directive-planning-toolkit. A Health Care Directive
form is also included in this folder. You don’t have to
use a form, but your Health Care Directive must meet
the following requirements to be legal:
* Be in writing and dated
¢ State your name
* Be signed by you or someone you authorize
to sign for you, when you can understand and
communicate your health care wishes

* Have your signature verified by a notary public
or two witnesses

¢ Include the appointment of an agent to make
health care decisions for you and/or instructions
about the health care choices you wish to make

Before you prepare or revise your Directive, you
should discuss your health care wishes with your
doctor or other health care provider.

What if I’ve already prepared a Health
Care Directive? Is it still good?

Before August 1, 1998, Minnesota law provided for
several other types of directives, including living
wills, durable powers of attorney for health care, and
mental health declarations. The law changed so people
can use one form for all their health care instructions.

Forms created before August 1, 1998, are still legal if
they followed the law in effect when written. They are
also legal if they meet the requirements of the new
law (described above). You may want to review any
existing documents to make sure they say what you
want and meet all requirements.

| prepared my Directive in another state.
Is it still good?

Health Care Directives prepared in other states are
legal if they meet the requirements of the other state’s
laws or the Minnesota requirements. But requests for
assisted suicide will not be followed in Minnesota.

What can | put in a Health Care Directive?
You have many choices of what to put in your Health
Care Directive. For example, you may include the
following:
¢ The person you trust as your agent to make
health care decisions for you. You can name
alternate agents in case the first agent is
unavailable, or joint agents.
* Your goals, values, and preferences about health
care
¢ The types of medical treatment you would want
(or not want)
* How you want your agent or agents to decide
¢ Where you want to receive care
¢ Instructions about artificial nutrition and hydration
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¢ Instructions about mental health treatments
that use electroshock therapy or neuroleptic
medications

¢ Instructions if you are pregnant

¢ Instructions about donation of organs, tissues,
and eyes

* Funeral arrangements, including your preference
for burial or cremation

¢ Who you would like as your guardian or
conservator if there is a court action

You may be as specific or as general as you wish. You
can choose which issues or treatments to deal with in
your Health Care Directive.

Are there limits to what | can put in my
Health Care Directive?
There are some limits about what you can put in your
Health Care Directive. These are some examples:
* Your agent must be at least 18 years of age
* Your agent cannot be your health care provider,
unless the health care provider is a family
member or you give reasons for the naming of
the agent in your Directive
* You cannot request health care treatment that is
outside of reasonable medical practice
* You cannot request assisted suicide

How long does a Health Care Directive
last? Can | change it?
Your Health Care Directive lasts until you change or
cancel it. As long as the changes meet the Health Care
Directive requirements listed above, you may cancel
your Directive by doing any of the following:

e Writing a statement saying you want to cancel it

¢ Destroying it

* Telling at least two other people you want to

cancel it
e Writing a new Health Care Directive

What should | do with my Health Care
Directive after | have signed it?

You should inform others of your Health Care
Directive and give people copies of it. You may wish
to inform family members, your health care agent or

agents, and your health care providers that you have
a Health Care Directive. You should give them a copy.
It's a good idea to review and update your Directive
as your needs change. Keep it in a safe place where it
is easily found.

What if my health care provider refuses
to follow my Health Care Directive?

Your health care provider generally will follow your
Health Care Directive, or any instructions from your
agent, as long as the health care follows reasonable
medical practice. But, you or your agent cannot
request treatment that will not help you or which
the provider cannot provide. If the provider cannot
follow your agent’s directions about life-sustaining
treatment, the provider must inform the agent. The
provider must also document the notice in your
medical record. The provider must allow the agent to
arrange to transfer you to another provider who will
follow the agent’s directions.

What if | believe a health care provider
has not followed Health Care Directive
requirements?

Complaints of this type can be filed with the Office of
Health Facility Complaints at 1-800-369-7994 (this call
is free) or 1-651-201-4200 (Metro area).

What if | believe a health plan has

not followed Health Care Directive
requirements?

Complaints of this type can be filed with Managed
Care at 1-800-657-3793 (this call is free) or 1-651-201-
5178 (Metro area).

_
—

—
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Source: Minnesota Department of Health, “Questions and Answers about Health \€afe Directives,” October 4,

2022, www.health.state.mn.us/facilities/regulation/infobulletins/advdir.html. ‘
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Minnesota Health Care Directive

Purpose of Part 1. NAME AN AGENT

Form Allows you to appoint another person (an agent) to make health care decisions if a doctor
decides you are unable.

Part 2. GIVE HEALTH CARE INSTRUCTIONS

Allows you to give written instructions about your wishes.

Part 3. MAKE THIS DOCUMENT LEGAL

Requires you and others to sign and date to make this legal.

This form revokes all past living wills, Durable Powers of Attorney for Health Care, and other written advance
health care directives you have signed.

My Personal | My name:
Information | A 44ress:

Preferred phone: | ( ) Alternate phone: | ( )

Date of birth:

Part 1. NAME AN AGENT

Agent Duties | My health care agent can:

* Make health care decisions for me if I am unable to make and communicate decisions for
myself

* Make decisions based on my instructions in Part 2 of this document or in other
documents

* Make decisions based on what they know about my wishes

¢ Actin my best interests if instructions are not available

Agent Roles | When naming my health care agent, I must choose one of the following.
Initial the line in front of the statement you prefer.

Act alone

__ T'appoint one person to serve as my primary health care agent to make decisions for
me if I am unable to make or communicate these decisions for myself. My primary agent
may act alone. If my primary agent is not able, willing, or available, each alternate agent I
name may act alone, in the order listed.

Act together

__ Tappoint two or more people to act together as my health care agent. My primary
agent and alternate agents must act together and be in agreement when making decisions.
If they are not all readily available, or if they disagree, a majority of the agents who are
readily available may make decisions for me.
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Minnesota Health Care Directive

AGENT CONTACT INFORMATION

My Primary | | appoint:
Health Care [, ,
gent’s name:

Agent

Address:

Preferred phone: | ( ) Alternate phone: | ( )
My First | appoint:
Alternate e TS
Health Care :
Agent Address:

Preferred phone: | ( ) Alternate phone: | ( )
My Second | | appoint:
Alternate Agent’s name:
Health Care & :
Agent Address:

Preferred phone: | ( ) Alternate phone: | ( )

Reasons for

I have named as my agent a health care provider, or employee of a health care provider, who

Naming a is currently (or may be in the future) providing direct care to me when decisions are needed.
Health Care | Choose the option that applies:
Provider That person is related to me by blood, marriage, registered domestic partnership,
or adoption
My reasons for wanting to appoint that person as my agent are:
Powers of If I am unable to decide or speak for myself, my agent has the power to:
My Agent * Consent to, refuse, or withdraw any health care, treatment, service, or procedure

¢ Stop or not start health care that is keeping or might keep me alive

¢ Choose my health care providers

Choose where I live when I need health care and what personal security measures are
needed to keep me safe

Obtain copies of my medical records and allow others to see them
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Minnesota Health Care Directive

Additional
Powers of
My Agent

If  WANT my agent to have any of the following powers, I must initial the line in front of
the statement.

I also authorize my agent to:

Make health care decisions for me even if I am able to decide or speak for myself
Carry out my wishes regarding a funeral, burial, or what will happen to my
body when I die

Make decisions about mental health treatment including electroconvulsive
therapy and antipsychotic medication, including neuroleptics

In the event I am pregnant, determine whether to attempt to continue my
pregnancy to delivery based upon my agent’s understanding of my values,
preferences, or instructions

Continue as my health care agent even if a dissolution, annulment, or
termination of our marriage or domestic partnership is in the process or has
been completed

Limiting the
Powers of
My Agent

I wish to limit the powers of my health care agent in the following way(s):
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Minnesota Health Care Directive

Part 2. GIVE HEALTH CARE INSTRUCTIONS (Please refer to https://extension.umn.edu/health-care/
minnesota-health-care-directive-planning-toolkit for more information)

I give the following instructions about my health care (my values and beliefs, what I do and do not want,
and/or views about medical treatments, concerns, fears, etc.):

I am attaching additional instructions concerning my health care values and preferences.

=>»Initial one line: Yes No

I authorize donation of my organs, tissue, or other body parts after my death.

=>Initial one line: Yes No

Page 4 of 9



Minnesota Health Care Directive

Part 3. MAKE THIS DOCUMENT LEGAL

My Signature/ | I agree with everything in this document and have made this document willingly.
Mark and My signature:
Date
Date:
Notary Notary Public
Public OR
Witnesses =>» NOTE: Must not be named as agent or alternate agent

STATE OF MINNESOTA

County of

This document was signed or acknowledged before me

this of , by the above-named principal.
(day) (month) (year)

Signature of Notary Public

Two Witnesses

=>» NOTE: Only one witness can be a direct care provider or employee of a provider on the
day this is signed.

This document was signed or acknowledged in my presence. I am not an agent or alternate
agent in this document.

Witness 1 signature:

Address:

Date (month/day/year):

Witness 2 signature:

Address:

Date (month/day/year):
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Minnesota Health Care Directive
Health Care Instructions Worksheet

MY HEALTH CARE GOALS

Having a sense of what is important to you can help your decision-makers make health care decisions under
different and complex circumstances. Read each statement below and on a scale of “0” to “4,” rate and select
how important each of the health care goals are to you. In this case, “4” means “Extremely Important" and
“0” means “Not Important at All.” Remember reasonable medical care should always include maintaining a
person’s comfort, hygiene, and human dignity.

Important
Somewhat
Important
Extremely
Important

Not

Health Care Goals

o
—_
N
w
o

How Important Is Pain Control?

* Being as comfortable and free from pain as possible

¢ Having pain controlled, even if my ability to think clearly is reduced

¢ Having pain controlled, even if it shortens my life

How Important Is the Use of Life-Prolonging Treatment When:

* T have a reasonable chance of recovering both physically and
mentally (50/50+)

* T have some physical limitations but can socially relate to those I
care about

* Icanlive a longer life no matter what my physical or mental health

¢ T have little or no chance of doing everyday activities I enjoy

¢ [ am not able to socially relate to those I care about

* Thave a terminal illness and treatment will only prolong when I die

* Thave severe and permanent brain injury and there is little chance of
regaining consciousness

¢ I have severe dementia or confusion and my condition will only get
worse

How Important Are Finances and Health Care?

¢ Having my wishes followed regardless of whether or not my
finances are exhausted

* Not being a financial burden to those around me

¢ Not having my health care costs affect the financial situations of
those I care about
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Minnesota Health Care Directive — Health Care Instructions Worksheet

My Medical Treatment Preferences
It is helpful for others to know if and why you have strong feelings about certain medical treatments. Some
of the more difficult medical decisions are about treatments used to prolong life, such as those listed below.
Most medical treatments can be tried for a while and then stopped if they do not help. Discuss these medical
treatments with a health care professional to make sure you understand what they might mean for you given
your current as well as future health conditions.

Medical Procedure

When This Is Used

My Feelings about This Procedure

Intubation

A Do Not Intubate (DNI)
order is put on your
medical record when you
do not want this procedure

You are intubated when you
cannot breathe on your own. A
breathing tube is placed in your
mouth—to your lungs—and is
attached to a ventilator.

You cannot talk or eat by mouth
if you are intubated. For long-
term needs, a tracheostomy (a
breathing tube placed in your
neck) may be needed.

Nutrition support and
hydration

If you cannot eat or drink by
mouth, feeding solutions can
provide enough nutrition to
support life indefinitely.

Feeding solutions can be put
through a tube in your stomach,
nose, intestine, or veins.

Cardiopulmonary
Resuscitation (CPR)

A Do Not Resuscitate
(DNR) order is put on
your medical record when
you do not want this
procedure.

CPR is used if your heart and
lungs stop working. CPR can
include chest compressions,
defibrillation (electric shock),
medications, and/or a tube in
your throat.

Dialysis

If your kidneys are not working,
a dialysis machine can be used to
clean your blood. You may need
to be hooked up to this machine
several hours a day.
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Minnesota Health Care Directive — Health Care Instructions Worksheet

My Religious and Spiritual Beliefs
Religious or spiritual beliefs and traditions influence how people feel about certain medical treatments, what
quality of life means to them, and how they wish to be treated when they are dying or when they have died.

My decision makers should know the following about how my religious/spiritual beliefs should affect my
health care:

My religion/spirituality is:

My congregation/spiritual community (name, city, state):

I wish to have my (priest/pastor/rabbi/shaman/spiritual leader) consulted. Yes No

Contact Information (name/phone number):

My Feelings about Quality and Length of Life

I have the following beliefs about whether life should be preserved as long as possible:

The following kinds of mental or physical conditions would make me think that medical treatment should
no longer be used to keep me alive:

My Preferences for Care When Dying

If a choice is possible and reasonable when I am dying, I would prefer to receive care:

O | Athome

O | Atahospital. Which one?

O | Atanursing home. Which one?

O | Through hospice services/care. Which one?

O | From other health care providers. Which ones?

Other wishes I have about my care if I am dying:
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Minnesota Health Care Directive — Health Care Instructions Worksheet

My Wishes about Donating Organs, Tissues, or Other Body Parts
Initial the lines that apply to you:

I DO wish to donate organs, tissue, or other body parts when I die

Any needed organs, tissue, or other body parts

Only the following listed organs, tissue, or body parts

Limitations or special wishes I have include:

I DO NOT wish to donate organs, tissue, or other body parts when I die

My Additional Health Care Goals and Instructions

My decision-makers should also know these things about me to help them make decisions about my health care:

I am concerned about...

I have a fear of...

I hope that my end of life care will...

My Signature

| agree that these are my health care instructions and have completed this willingly.

My signature:

Date completed (month/day/year):

This worksheet is an attachment to my Health Care Directive:

=>Initial one line: Yes No
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Member Services
1-866-431-0801

Monday — Friday, 8 a.m. — 8 p.m.

TTY
1-800-627-3529 or 711
These calls are free.

Website
PrimeWest.org

Address

PrimeWest Health
3905 Dakota St
Alexandria, MN 56308



1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711

Attention. If you need free help interpreting this document, call the above
number.
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CB5 (MCOs) (10-2021)

Civil Rights Notice

Discrimination is against the law. PrimeWest Health does not discriminate on the basis of any of the
following:

® race e age e political beliefs

e color e disability (including e medical condition

e national origin physical or mental e health status

e creed impairment) e receipt of health care

e religion e sex (including sex services

e sexual orientation stereotypes and e claims experience

e public assistance gender identity) e medical history
status e marital status e genetic information

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by PrimeWest Health. You can file a complaint and ask for help filing a complaint in person or by
mail, phone, fax, or email at:

Civil Rights Coordinator

PrimeWest Health

3905 Dakota St

Alexandria, MN 56308

Toll Free: 1-866-431-0801

TTY: 1-800-627-3529 or 711

Fax: 1-320-762-8750

Email: compliance@primewest.org

Auxiliary Aids and Services: PrimeWest Health provides auxiliary aids and
services, like qualified interpreters or information in accessible formats, free of charge
and in a timely manner to ensure an equal opportunity to participate in our health
care programs. Contact PrimeWest Health at memberservices@primewest.org,
or call Member Services at 1-866-431-0801 or TTY 1-800-627-3529 or 711. The
call is free.

Language Assistance Services: PrimeWest Health provides translated
documents and spoken language interpreting, free of charge and in a timely
manner, when language assistance services are necessary to ensure limited
English speakers have meaningful access to our information and services.
Contact PrimeWest Health at memberservices@primewest.org, or call
Member Services at 1-866-431-0801 or TTY 1-800-627-3529 or 711. The call is
free.

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by PrimeWest Health. You may also contact any of the following agencies directly to file a
discrimination complaint.
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CB5 (MCOs) (10-2021)

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federal agency, if you believe you have been
discriminated against because of any of the following:

® race e age e religion (in some
e color e disability cases)
e national origin ® sex

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240
Chicago, IL 60601
Customer Response Center: Toll-free: 800-368-1019
TDD Toll-free: 800-537-7697
Email: ocrmail@hhs.gov

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated
against because of any of the following:

e race e creed e public assistance
e color ® sex status

e national origin e sexual orientation e disability

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104
651-539-1100 (voice)

800-657-3704 (toll-free)

711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in
our health care programs because of any of the following:

® race e disability (including physical or mental
e color impairment)

e national origin e sex (including sex stereotypes and

e religion (in some cases) gender identity

e age

PW_10-22_320/DHS_Accepted_10/12/2022
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CB5 (MCOs) (10-2021)

Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination
you are complaining about. We will review it and notify you in writing about whether we have
authority to investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you
disagree with the decision. To appeal, you must send a written request to have DHS review the
investigation outcome. Be brief and state why you disagree with the decision. Include additional
information you think is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This means they cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice) or use your preferred relay service

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We
will not require prior approval or impose any conditions for you to get services at these clinics. For
elders age 65 years and older this includes Elderly Waiver (EW) services accessed through the
tribe. If a doctor or other provider in a tribal or IHS clinic refers you to a provider in our network,
we will not require you to see your primary care provider prior to the referral.
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1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711

ATTENTION: If you speak English, free language assistance services are available to you free of
charge and without unnecessary delay. Additionally, appropriate auxiliary aids and services to
provide information in accessible formats are available free of charge and in a timely manner.
Please call the number above or speak to your provider. English
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ATTENTION : Si vous parlez Francais, des services d’assistance linguistique gratuits sont a votre
disposition gratuitement et sans délai inutile. En outre, des aides et services auxiliaires appropri€s
permettant de fournir des informations dans des formats accessibles sont disponibles gratuitement
et en temps opportun. Veuillez appeler le numéro ci-dessus ou parler a votre prestataire. French

CEEB TOOM: Yog tias koj hais lus Hmoob, muaj cov kev pab cuam lus pab dawb rau koj xwb
thiab tsis muaj ghov geeb li. Dhau no lawm, tseem muaj ntaub ntawv ghia txog cov cuab yeej pab
hnov lus thiab cov kev pab cuam ua hom qauv ntawv uas mus siv tau dawb yam tsis sau nqi thiab
raws sij hawm. Thov hu rau tus xov tooj saum toj no los sis tham nrog koj tus kws kho mob. Hmong
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1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711

GG UNSITERSUNWMANTE NS IS S S GG SN
WP SHEN) NSEINSUNUESSTTIC THRS: 80 SauhF LR UURIUS
i SEHSpEHSUHGIUTTNS FoIPTISIENSSASIE SHeSnUEL
tuu Srutnsiius e kil ySununsimn SERRiiuniusissY Khmer

=O|: St2HE AMECIANE ER, 22RE XA S0l 222 A X2 AHAS 2o Al
2 QASLICH o, E2 Jitsst EAI02 HEE H2060] == HEst 22X &%
MHIASE 222 HAI0] O|=20ta == USLICH #e HESE &SIotAI HLE 8Y 2 &
HIZ XA =20 =& Al 2. Korean

Soop &1l fa v ton 290, NIPO3NIWNI oecde Gruwrzace HLBT G v
Eoeuc:f@ & CCpv 00N §NnFH0$7 (U, DeNMBL, NV o8 e ot
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HUBADHAA: Afaan Oromoo dubbattu yoo ta'e, tajaajilootni deeggarsa afaanii barfannaa hin
barbaachisne malee bilisaan isiniif kennamu. Dabalataanis, odeeffannoo bifa argamuun danda'uun
dhiyeessuf tajaajilliwwaniifi deeggarsiwwan dabalataa bilisaafi yeroosaa eeggate jira. Maaloo
lakkkoofsa armaan olii irratti bilbilaa yookiin ogeessa fayyaa keessan haasofsiisaa. Oromo

BHUMAHME: Ecnu Bbl rOBOpPHTE MO-PYCCKH, BaM JOCTYTHbI OECMIaTHbIE YCIYTH S3bIKOBOH
MOMOLIM, KOTOPBIE OKA3bIBAKOTCH OE3BO3ME3IHO U CBOEBPEMEHHO. Kpome Toro, OecruiatHo 1
CBOCBPEMCHHO MPEAOCTABIAIOTCA COOTBETCTBYIOIIHE BCIIOMOTaTEIIbHBIC CPEACTBA U YCITYTH 110
NPEAOCTABICHUIO HHPOPMALUK B JOCTYNHBIX (popmarax. [To3BOHMTE N0 yKa3aHHOMY BBILLC
HOMEPY MM 00PATuTeCh K CBOEMY MOCTABILMKY yCiayrn Russian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, adeegyada kaalmada luqadda bilaashka ah
ayaa laguugu heli karaa adiga lacag la'aan oo aan lahayn daahid aan lama huraan ahayn. Intaa
waxaa dheer, caawimooyinka iyo adeegyada ku habboon si loogu bixiyo macluumaadka gaabab la
heli karo ayaa lagu heli karaa lacag la'aan 1yo waqti ku habboon. Fadlan wac lambarka kore ama
la hadal adeeg bixiyahaaga. Somali

ATENCION: Si habla espaiiol, los servicios gratuitos de asistencia en otros idiomas estan disponibles
para usted de forma gratuita y sin demoras innecesarias. Ademas, se dispone de ayuda y servicios
auxiliares apropiados para proporcionar informacion en formatos accesibles de forma gratuita y
oportuna. Llame al numero mencionado anteriormente o hable con su proveedor. Spanish

LUU Y: Néu quy vi néi Tiéng Viét, dich vu hd trg ngén ngir mién phi ¢ sn cho quy vi, hoan
toan mién phi va khong bi cham tré khong can thiét. Ngoai ra, cac thiét bi va dich vu hd trg phu
hop dé cung cap thong tin & cac dinh dang dé tiép can ciing dugc cung cip mién phi va kip thoi,
Vui 1ong goi s6 & trén hodc ndi chuyén véi nha cung cap clia quy vi. Vietnamese
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