Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Coverage Period: 1/1/2021 – 12/31/2021
POS HDHP Bronze 6000
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, visit aspirushealthplan.com or call 866-6314611. 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 866-631-4611 to request a copy.
Important Questions

Answers

Why This Matters:

What is the overall
deductible?

For participating providers: $6,000 /
Covered Person or $12,000 / Family;
For non-participating providers:
$12,000 / Covered Person or $24,000
/ Family.

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.

Are there services
covered before you meet
your deductible?

Yes. Preventive care services are
covered before you meet your
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?

For participating providers: $6,950 /
Covered Person or $13,900 / Family;
For non-participating providers:
$22,000 / Covered Person or $44,000
/ Family.

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.

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

Premiums, balance-billing charges,
and health care this plan doesn’t
cover.

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

Will you pay less if you
use a network provider?

Yes. See
https://p1.aspirushealthplan.com/finda-doctor/
or call 866-631-4611 for a list of
network providers.

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.
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Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

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

If you have a test

If you need drugs to
treat your illness or
condition
More information about
prescription drug
coverage is available at
https://www.aspirushealt
hplan.com/groupindividual/Aspirus_Drug_
Formulary/AspirusDrugF
ormulary2021.pdf

Services You May Need

What You Will Pay
Non-Participating
Participating Provider
Provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat an
injury or illness

30% coinsurance

50% coinsurance

None

Specialist visit

30% coinsurance

50% coinsurance

None
You may have to pay for services that aren’t
preventive. Ask your provider if the services
you need are preventive. Then check what
your plan will pay for. You also have no charge
for immunizations provided by a nonparticipating provider.

Preventive care/screening/
Immunization

No charge

Not covered

Diagnostic test (x-ray, blood
work)

30% coinsurance

50% coinsurance

Imaging (CT/PET scans,
MRIs)

30% coinsurance

50% coinsurance

Certain genetic tests and high-technology
imaging may require prior authorization.
Benefits may not be payable if you do not
obtain prior authorization.
Covers up to a 90-day supply.

Tier 1 drugs

30% coinsurance

Not covered

Tier 2 drugs

30% coinsurance

Not covered

Tier 3 drugs

30% coinsurance

Not covered

Specialty drugs

30% coinsurance

Not covered

Specialty drugs are always limited to a 30-day
supply.
If brand is dispensed when a generic is
available, you are responsible for the cost
difference between brand and generic which
does not count toward your out-of-pocket limit.
Specialty drugs and drugs provided by an
entity other than a pharmacy require prior
authorization. Benefits may not be payable if
you do not obtain prior authorization.
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Common
Medical Event

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

Services You May Need

What You Will Pay
Non-Participating
Participating Provider
Provider
(You will pay the least)
(You will pay the most)

Limitations, Exceptions, & Other Important
Information

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

30% coinsurance

50% coinsurance

None

Physician/surgeon fees

30% coinsurance

50% coinsurance

None

Emergency room care
Emergency medical
transportation
Urgent care

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

Facility fee (e.g., hospital
room)

30% coinsurance

50% coinsurance

Physician/surgeon fees

30% coinsurance

50% coinsurance

Outpatient services

30% coinsurance

50% coinsurance

Inpatient services

30% coinsurance

50% coinsurance

Office visits

30% coinsurance

50% coinsurance

Childbirth/delivery professional 30% coinsurance
services

50% coinsurance

Childbirth/delivery facility
services

50% coinsurance

30% coinsurance

None
Non-emergent inpatient hospital stays require
prior authorization. Benefits may not be
payable if you do not to obtain prior
authorization.
Non-emergent inpatient hospital stays require
prior authorization. Benefits may not be
payable if you do not obtain prior authorization.
Non-emergent inpatient hospital stays require
prior authorization. Benefits may not be
payable if you do not obtain prior authorization.
Cost sharing does not apply to certain
preventive services. Depending on the type of
services, coinsurance may apply. Maternity
care may include tests and services described
elsewhere in the SBC (i.e. ultrasound). Nonemergent inpatient hospital stays require prior
authorization. Benefits may not be payable if
you do not obtain prior authorization.
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Common
Medical Event

Services You May Need

Home health care

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

What You Will Pay
Non-Participating
Participating Provider
Provider
(You will pay the least)
(You will pay the most)
30% coinsurance

50% coinsurance

Limitations, Exceptions, & Other Important
Information

Coverage is limited to 60 visits/year
Rehabilitation services:
Coverage is limited to 20 visits/year for
physical therapy; 20 visits/year for
occupational therapy; and 20 visits/year for
speech therapy.
Habilitation services:
Coverage is limited to 20 visits/year for
physical therapy; 20 visits/year for
occupational therapy; and 20 visits/year for
speech therapy.
Coverage is limited to 30 days per confinement
in a skilled nursing facility. Non-emergent
admissions require prior authorization. Benefits
may not be payable if you do not obtain prior
authorization.
Coverage is limited to a single purchase of a
type of durable medical equipment every three
years.
Prior authorization required for:
• All CPAP purchases and rentals
• Purchases over $1,000
• All other rentals as stated on our website
Benefits may not be payable if you do not
obtain prior authorization.
Hospice services require prior authorization.
Benefits may not be payable if you do not
obtain prior authorization.

Rehabilitation services

30% coinsurance

50% coinsurance

Habilitation services

30% coinsurance

50% coinsurance

Skilled nursing care

30% coinsurance

50% coinsurance

Durable medical equipment

30% coinsurance

50% coinsurance

Hospice services

30% coinsurance

50% coinsurance

Children’s eye exam

No charge

Not covered

Coverage limited to one exam/year.

Children’s glasses

30% coinsurance

Not covered

Coverage limited to one pair of glasses/year.
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Common
Medical Event

Services You May Need
Children’s dental check-up

What You Will Pay
Non-Participating
Participating Provider
Provider
(You will pay the least)
(You will pay the most)
Not covered
Not covered

Limitations, Exceptions, & Other Important
Information
No coverage for dental check-ups.

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.)
 Abortion (except in cases of rape, incest, or when  Dental Care
 Private Duty Nursing
the life of the mother is endangered)
 Infertility Treatment
 Routine eye care (Adult)
 Acupuncture
 Long Term Care
 Routine Foot Care
 Bariatric Surgery
 Non-emergency care when traveling outside the
 Weight Loss Programs
 Cosmetic Surgery
U.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
 Chiropractic Care
 Hearing Aids
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 the Wisconsin Office of the Commissioner of Insurance at 1-800-236-8517; or the Department of Health and Human Services at 1-877-267-2323 x
61565 or www.cciio.cms.gov. 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: Aspirus at 866-631-4611. You may also contact your state insurance department at 1-800-236-8517.
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? Not Applicable.
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.
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Language Access Services:
Spanish (Español): Para obtener asistencia en Español, llame al 866-631-4611.
Hmong (Hmoob): Kev pab nyob rau hauv Hmoob hu 866-631-4611.
Traditional Chinese (傳統中文): 有關中文協助,請致電 866-631-4611.
German (Deutsch): Für Hilfe in deutscher Sprache rufen 866-631-4611.
––––––––––––––––––––––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.

Managing Joe’s type 2 Diabetes

Peg is Having a Baby

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

$6,000
30%
30%
30%

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)
Total Example Cost
In this example, Peg would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Peg would pay is

Mia’s Simple Fracture

(a year of routine in-network care of a
well-controlled condition)

(9 months of in-network pre-natal care
and a hospital delivery)

$12,700

$6,000
$0
$950
$30
$6,980

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

(in-network emergency room visit and
follow up care)
$6,000
30%
30%
30%

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)
Total Example Cost
In this example, Joe would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Joe would pay is

$5,600

$5,440
$0
$0
$0
$5,440

 The plan’s overall deductible
 Specialist coinsurance
 Hospital (facility) coinsurance
 Other coinsurance

$6,000
30%
30%
30%

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
In this example, Mia would pay:
Cost Sharing
Deductibles
Copayments
Coinsurance
What isn’t covered
Limits or exclusions
The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

$2,800

$2,800
$0
$0
$0
$2,800
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You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsf;
by mail at U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building,
Washington, DC 20201; or by phone at 1–800–368–1019, TTY: 1–800–537–7697. Complaint forms are available at hhs.
gov/ocr/office/file/index.html.

You can file a grievance in person, by mail, or by email. If you need help filing a grievance, the Nondiscrimination
Grievance Coordinator is available to help you.

Aspirus Health Plan
Attn: Nondiscrimination Grievance Coordinator
PO Box 1062
Minneapolis, MN 55440
Emails: G&A@AspirusHealthPlan.com

If you believe that Aspirus Health Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

If you need these services, call us at the phone number on the attached correspondence, your ID card, or the number
listed on AspirusHealthPlan.com.

Provides free language services to people whose primary language is not English, such as:
• Qualified interpreters
• Information written in other languages

Aspirus Health Plan:
Provides free aids and services to people with disabilities to communicate effectively with us, such as:
• Qualified sign language interpreters
• Written information in other formats (large print, audio, accessible electronic formats, other formats)

Aspirus Health Plan, Inc. (Aspirus Health Plan) complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Aspirus Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

Non-Discrimination and Language Access Policy
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ƊƞƋƗƞƒƞƇƫƊ
Ǚǒ ƕƜƌ
Ǚ ǀƞƆƩƕƀƓ
Ǚ ǙǒƊƈ
ƘƞƐƖƀƩƚ
Ǖ ƭƖ
ǔ ǘ ǀƞƆƩƕƀƊ
ǚ ƬƋ
Ǚǖ ƩƊ
Ǒ ƃƄ
Ǒ Ƈƈ
Ǒ ƇƂǐƇƒƞƇ
ǚ ƞƋƿ
ǚ ƞƌǐƇƍƜƄ
Ǟ ƞƈ
Ǚ ƞƋƘ
Ǘ ƇǀƞƆƈ
Ǘ ƖƁƙƃƊ
Ǘ ƞƭƇ
Ǚǒ ƊƕƜǕƌƭ
Ǚǒ ǚ ǒ Ɗ
Ǚǒ Ɗ
ǙǞ Ǟ ƈ
ǚƖƬƋ
ƘƞƐƖƀƩǗƚƞƭǚƇ
ƊǀƞƆƩƕƀǙǖ ƓƩǑƊƃǗƄƇǀƞƆ Ǒ ƈƇ
Ǟƞ ƈ
Ǘ ƖƁƙƃ
Ɗ
Ǚ ƞƋ ǔ ǘ ƘǀƞƆƩƕƀ
Ǒ ƈƇǐƂƇƒƞ ǚƇƞƋƿǚ
ƞǐƌƇƍ ƜƄ

Lao Ɨ
ǞƗƞǐƕƌ Ɗ
Ǚ ƞƋ Ǚǒ Ǚ ƊǗƋƬƄǚƉƞǙƊƞƋƩǗ ǚ ǚƖƞƐƞƗƞƕƞƖ ǒƒ
ǚƇƞƋƐƞƗƞƫƇƆ Ǚ ǙǞ ǑƌƂƇǙƂƞƬ ǚƅ ǙƄƞƆ ǞƗƞǐƕƌ Ɗ
Ǚ ƞƋ Ǚ
Ǟ ǑƌƕƀƞƋǙƅƖƆƩǔǘƘƙ
Lao
Ǟ ƞƕǐƌƊ
Ǚ ƞƋƊ
ǒ Ɨ
ǚ ƞƊ
Ǚ ƞƋƩƖ
ǒ ǞƌǑ ƕƀƞƋƅ
Ǚ ƖƆƩƘ
ǔ ǘ ƙƇ
ǚ ƞƋƐƞƗƞƫƇƆƌ
Ǟ ǑƂƇƂ
Ǚ ƞƬƅ
ǚ Ƅ
Ǚ ƞƆƗ
Ǟ ƞƕǐƌƊ
Ǚ ƞƋƊ
Ǚ ƞƋƗƞƒƞƇƫƊ
Ǘ ƋƬƄƉ
Ǘ ƞƐƞƗƞƕƞƖƒ
Ɨ

Pennsylvania Dutch GEB ACHT: Wann du Deitsch schwetzscht, du kannscht Schprooch Services griege, mitaus Koschd.
Ruf uns mit der Nummer uff die attached correspondence, die vonne Seide vun dei ID Kaarde odder die Nummer uff
ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ(TTY: 711).

Vietnamese CHÚ Ý: NӃu quý vӏ nói tiӃng ViӋt, chúng tôi có các dӏch vө hӛ trӧ ngôn ngӳ miӉn phí dành cho quý
vӏ. Hãy gӑi cho chúng tôi theo sӕ ÿLӋn thoҥLFyWUrQWKѭWӯ ÿtQKNèm, mһWWUѭӟc thҿ id cӫa quý vӏ hoһc sӕ ÿLӋn
thoҥLÿѭӧc niêm yӃt trên ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (TTY: 711).

Traditional Chinese 㲐シ烉⤪㝄ぐἧ䓐䷩橼ᷕ㔯炻ぐ⎗ẍ峡䌚⼿婆妨㎜≑㚵⊁ˤ婳㑍ㇻ晐旬ᷳ忂妲ᶲˣID ⌉㬋
朊ㆾẍᶳ䵚⛨烉ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ ↿↢䘬暣娙嘇䡤冯ㆹᾹ倗䴉 (TTY: 711)ଟ

Tagalog BIGYANG-PANSIN: Kung Tagalog ang ginagamit mong wika, may mga serbisyong tulong sa wika na makukuha
mo nang walang babayaran. Tawagan kami sa numero ng telepono na nasa nakalakip na sulat, nasa harapang bahagi
ng iyong id card o nakalistang numero sa ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (TTY: 711).

Spanish ATENCIÓN: Si habla español, los servicios de asistencia de idioma están disponibles para usted, sin ningún
costo para usted. Llámenos al número de teléfono que se encuentra en la correspondencia adjunta, en la parte de
adelante de su tarjeta de identificación o en el número indicado en ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (TTY: 711).

Russian ʦʻʰʺʤʻʰʫ͊ʫ̛̭̣ʦ̨̨̨̛̼̬̯̖̪̐̏-̡̛̬̱̭̭͕ʦ̸̨̨̨̨̨̨̡̛̛̼̥̙̖̯̖̖̭̪̣̯̦̭̪̣̯̭̱̭̣̱̥̪̖̬̖̍̌̏̽̏̌̽́̐̌̏̔̌̚͘
ʿ̶̨̨̨̨̨̡̨̡̨̨̨̨̛̛̛̛̦̯̖̪̣̥̱̦̥̖̬̱͕̱̦̦̥̱̪̬̬̖̪̣̖̦̦̥̪̭̥̖͕̦̣̖̜̭̯̬̦̖̏̀̍̌̌͗̏̽̌̏̚̚ʦ̹̖̜̌
̴̶̡̨̨̡̛̛̛̛̖̦̯̦̦̜̬̯̼̔̌̌ ̵̛̛̣̦̭̜̯̌̌̌ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ ;̯̖̣̖̯̜̪̌͗ϳϭϭͿ͘

UWAGA: ũĞƑůŝ mówisz po polsku, ŵŽǏĞƐǌ ƐŬŽƌǌǇƐƚĂđ z ďĞǌƉųĂƚŶĞũ pomocy ũħǌǇŬŽǁĞũ͘ ĂĚǌǁŽŷ pod numer podany
Polish ht'͗ũĞƑůŝŵſǁŝƐǌƉŽƉŽůƐŬƵ͕ŵŽǏĞƐǌƐŬŽƌǌǇƐƚĂđǌďĞǌƉųĂƚŶĞũƉŽŵŽĐǇũħǌǇŬŽǁĞũ͘ĂĚǌǁŽŷƉŽĚŶƵŵĞƌƉŽĚĂŶǇ
Polish
w
ǌĂųČĐǌŽŶĞũ korespondencji, z przodu karty ŝĚĞŶƚǇĮŬĂĐǇũŶĞũ lub
ǁǌĂųČĐǌŽŶĞũŬŽƌĞƐƉŽŶĚĞŶĐũŝ͕ǌƉƌǌŽĚƵŬĂƌƚǇŝĚĞŶƚǇĨŝŬĂĐǇũŶĞũ
lub numer
numer podany
podany na
na stronie
stronie www.aspirushealthplan.com
ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ
(TTY:
(TTY: 711).
711).

ID 렩麑꼓ꐩ鿅鱉 www.aspirushealthplan.com꾅驍꿵넽鱉놹쀉뿭ꈑ꾥ꄲ뼩늱겢겑꿙
ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ꾅驍꿵넽鱉놹쀉뿭ꈑ꾥ꄲ뼩늱겢겑꿙 TTY:
TTY: 711).
711).
겕 ID

Korean 늱ꑞ뼩늱ꫭ끉뼑霢꽩ꌱꩡ끞뼍겑鱉陲끥꽭꽩덵낅ꟹ걙ꌱꓩꊁꈑ넩끞뼍겙ꯍ넽걪鱽鲙뙝ꜵ鷑
Korean

]ȯ¡ ȡ  (]_Ȣ ȡ[) ȯ ȡȯ ȯ
Ǚ   Ǒf f ¹Ȫ Ȳ ȡ ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ  Ǒf f Ȳ 
ȨɅ (TTY: 711)@
Hmong TSHWJ XEEB: Yog hais tias koj hais lus Hmoob, peb muaj cov kev pab cuam hais ua koj hom lus pub rau koj yam
tsis xam tus nqi hlo li. Hu rau peb tus nab npawb xov tooj nyob rau ntawm daim ntawv, sab hauv ntej ntawm koj daim
id lossis nab npawb xov tooj nyob rau hauv ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (TTY: 711).

Hindi ȡ Ʌ : \ ] ¡Ǒȣ Ȫȯ ¡Ȳ Ȫ ]ȯͧf ȡȡ ¡ ȡȡ ȯȡfȱ Ǔ 
Ǖ  ` ¡@Ȳ ¡Ʌ Ȳ ȡ ȡ ȡ,

German HINWEIS: Wenn Sie Deutsch sprechen, stehen für Sie kostenlos Sprachassistenzdienste zur Verfügung. Rufen
Sie uns an. Sie finden die Telefonnummer auf dem beigefügten Schreiben, auf der Vorderseite Ihrer ID-Karte oder
unter ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (TTY: 711).

French À NOTER : Si vous parlez le français, des services d'assistance linguistique gratuits sont à votre disposition.
Appelez-nous au numéro de téléphone indiqué sur le courrier joint, au recto de votre carte d'identité ou au numéro
indiqué sur le site Internet ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ (ATS : 711).

Albanian VINI RE: Nëse flisni shqip, ju ofrohen shërbime ndihme gjuhësore falas. Na telefononi në numrin e telefonit që
gjendet në korrespondencën e bashkëngjitur, në pjesën e përparme të kartës suaj ID ose në numrin e renditur në
adresën www.aspiruƐŚĞĂůƚŚƉůĂŶ.com (TTY: 711).
ΔϬΠϟΎΑϭΔϘϓήϤϟΔϟΎγήϟΎΑΩϮΟϮϤϟϒΗΎϬϟϢϗέϰϠϋΎϨΑϞμΗΎϧ˱ ΎΠϣϚϟΔΣΎΘϣΔϳϮϐϠϟΓΪϋΎδϤϟΕΎϣΪΧϥΈϓˬΔϴΑήόϟΔϐϠϟΙΪΤΘΗΖϨϛΫ·ϪϴΒϨΗ Arabic
 711ϲμϨϟϒΗΎϬϟ ǁǁǁ͘ĂƐƉŝƌƵƐŚĞĂůƚŚƉůĂŶ͘ĐŽŵ ΔϴϟΎΘϟΔϴϧϭήΘϜϟϹϊϗϮϤϟΎΑΝέΪϤϟϢϗήϟϰϠϋϭϚΑΔλΎΨϟΔϳϮϬϟϒϳήόΗΔϗΎτΒϟΔϴϣΎϣϷ

