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

'JJ UnitedHealthcar€'. cajifornia Baptist University 2020-200405-4

Coverage Period: 07/15/2020 - 07/31/2021
Coverage for: Student/Family | Plan Type: PPO

M 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

T 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.uhcsr.com/calbaptist or
call 1-866-948-8472. For general definitions of common terms, such as allowed amount, balance billing, coinsurance (coins), copayment (copay), deductible
(ded), provider, or other underlined terms see the Glossary. You can view the Glossary at www.cciio.cms.gov or call 1-866-948-8472 to request a copy.

Important Questions Answers ~|Why This Matters:

What is the overall Preferred Providers $250 (Person)
deductible? Out of Network $500 (Person)

Are there services covered Yes. Preventive care, Pediatric Dental,
before you meet your Pediatric Vision and categories that specify
deductible? ded does not apply.

Are there other deductibles Yes. Pediatric Dental $500. There are no other
for specific services? specific deductibles.

What is the out—of—pocket Preferred Providers $5,000 (Person)
limit for this plan? Preferred Providers $5,000 (Family)

What is not included in the |Premiums, balance-billing charges, and health
out—of-pocket limit? care this plan doesn'’t cover.

Will you pay less if you use | Yes. See www.uhcsr.com/calbaptist or call 1-
a network provider? 866-948-8472 for a list of network providers.

Do you need a referral to

L No.
see a specialist?

COL-17-CA (PY20) SBC (200405)

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay.

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

You must pay all of the costs for these services up to the specific deductible amount
before this plan begins to pay for these services.

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

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out—of—network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

You can see the specialist you choose without a referral.
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Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider
(You will pay the

Out-of-Network

Provider (You will pay

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

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an injury or illness

Specialist visit

If you visit a health care
provider’s office or
clinic
Preventive care/screening/immunization

If you have a test Diagnostic test (x-ray, blood work)

Imaging (CT/PET scans, MRIs)

If you need drugs to  Tier 1 - Your Lowest-Cost Option

treat your illness or
condition

Tier 2 - Your Midrange-Cost Option
More information about
prescription drug
coverage is available at
www.uhcsr.com/capdl

Tier 3 - Your Highest-Cost Option

Tier 4 - Additional High-Cost Option

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

COL-17-CA (PY20) SBC (200405) *For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/calbaptist

least)
$15 Copay per visit
ded does not apply

$15 Copay per visit
ded does not apply

No Charge

20% Coins

20% Coins

$15 Copay per
prescription Tier 1
ded does not apply
$25 Copay per
prescription Tier 2
ded does not apply
$45 Copay per
prescription Tier 3
ded does not apply

Not Covered
20% Coins

the most)

40% Coins

40% Coins

Not Covered

Diagnostic X-ray
Services: 40% Coins
Laboratory Procedures:
40% Coins

40% Coins

Not Covered

Not Covered

Not Covered

Not Covered
40% Coins

May not apply when related to surgery or
Physiotherapy.

Includes preventive services specified in
the health care reform law or benefits
provided as mandated by state law.

You may have to pay for services that
aren’t preventive. Ask your provider if the
services needed are preventive. Then
check what your plan will pay for.

none

none

Preferred Providers: up to a 31 day supply
per prescription

Preferred Providers: Mail order
Prescription Drugs through UHCP at 2.5
times the retail Copay up to a 90 day
supply

You may need to obtain certain specialty
drugs from a pharmacy designated by us.

none
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| Common Medical Event

Services You May Need

What You Will Pay

Preferred Provider

(You will pay the

Out-of-Network
Provider (You will pay

Limitations, Exceptions, & Other
Important Information

If you have outpatient
surgery

least)

the most)

Physician/surgeon fees 20% Coins 40% Coins none
May be limited to use of emergency room
and supplies.
, . The Preferred Provider and Out-of-
E 20% Loins . 20% Loins . Network Copay will be waived if admitted
. . mergency room care $150 Copay per visit |$150 Copay per visit .
If you need immediate ded does not apply  |ded does not apply fothe Hospital.
medical attention - - Out: (The Insured’s expense shall not
exceed the amount payable for Preferred
Provider Medical Emergency Expenses)
Emergency medical transportation 20% Coins 20% Coins none
Urgent care 20% Coins 40% Coins May be limited to facility fees.
Hospital Miscellaneous
Expenses: 40% Coins
Room and Board
If you have a hospital  Facility fee (e.g., hospital room) 20% Coins Expense: 40% Coins none
stay $500 Copay per Hospital
Confinement
ded does not apply
Physician/surgeon fees 20% Coins 40% Coins none
Office Visits: $15
: . Copay per visit Office Visits: 40% Coins .
ffyounced mental U P2on Serioes ded does not apply  Other: 40% Coins none
health, behavioral Other: 20% Coins
health, or substance 40% Coins
abuse services Inpatient services 20% Coins 3500.@@( per Hospital none
onfinement
ded does not apply

COL-17-CA (PY20) SBC (200405) *For more information about limitations and exceptions, see plan or policy document at www.uhcsr.com/calbaptist
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need Preferre.d Provider O.ut-of-Netwc?rk Important Information
(You will pay the | Provider (You will pay
least) the most)
Office visits $15 Copay per visit 40% Coins Cos’g sharing does pot apply for preventive
ded does not apply E— services when provided by a preferred

provider. Depending on the type of
services, a copayment, coinsurance, or
Childbirth/delivery professional services 20% Coins 40% Coins deductible may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound).

If
you are pregnant Hospital Miscellaneous

Expenses: 40% Coins
Room and Board

Childbirth/delivery facility services 20% Coins Expense: 40% Coins none
$500 Copay per Hospital
Confinement
ded does not apply
Home health care 20% Coins 40% Coins 100 visits maximum (Per Policy Year)
If you need help Rehabilitation services 20% Coins 40% Coins none
recovering or have Habilitation services 20% Coins 40% Coins none
other special health Skilled nursing care 20% Coins 40% Coins none
needs Durable medical equipment 20% Coins 40% Coins none
Hospice services 20% Coins 20% Coins none:
Children's eye exam §20 Copay per exam; 50% Coins; ded does not |See your m Pediatric* Vision Benefit
ded does not apply  apply Details. Age limits apply.
Lens: $40 Copay;
ded does not apply
If your child needs Children's glasses E_;a;giz.fgzendo 50% Coins; ded does not |See your plan’s Pediatric Vision Benefit

dental or eye care apply Details. Age limits apply.*

charge to 40% based
on retail cost. ded
does not apply

: , No Charge; ded does 50% Coins; ded does not |See your plan’s Pediatric Dental Benefit
Children’s dental check-up not apply apply Details. Age limits apply.*
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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 Bariatric surgery except as specifically providled e Cosmetic surgery e Dental care (Adult) except as specifically
in the policy provided in the policy
e Infertility treatment e |ong-term care e Non-emergency care when traveling outside the
us.
e Routine eye care (Adult) e Weight loss programs

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

e Acupuncture e Chiropractic care e Hearing aids

e Private-duty nursing e Routine foot care
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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: California Department of Insurance at 1-800-927-4357 or visit http://www.insurance.ca.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: California Department of Insurance at 1-800-927-4357 or visit http://www.insurance.ca.gov/.

Additionally, a consumer assistance program can help you file your appeal, contact California Department of Insurance Consumer Communications Bureau at 1-800-
927-4357 or visit http://www.insurance.ca.gov/.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

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.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-260-2723.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-260-2723.
Chinese (47 32): AN R FFE ST AL B, 1BIRFTEXAN 515 1-866-260-2723.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-260-2723.

—To see examples of how this plan might cover costs for a sample medical situation, see the next section.————— —
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending
on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and

coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please
note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow up

hospital delivery)

M The plan’s overall deductible $250
W Specialist copayment $15
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

controlled condition)

M The plan’s overall deductible $250
B Specialist copayment $15
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

care)
M The plan’s overall deductible $250
M Specialist copayment $15
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $12,800 Total Example Cost $7,400 Total Example Cost $1,900
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 $250 | Deductibles $250 = Deductibles $250
Copayments $40 = Copayments $900 = Copayments $50
Coinsurance $2,000 = Coinsurance $200 = Coinsurance $300
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 = Limits or exclusions $60 = Limits or exclusions $0
The total Peg would pay is $2,350  The total Joe would pay is $1,410  The total Mia would pay is $600
COL-17-CA (PY20) SBC (200405) The plan would be responsible for the other costs of these EXAMPLE covered services. 7o0f7



UNITEDHEALTHCARE INSURANCE COMPANY

NON-DISCRIMINATION AND LANGUAGE ASSISTANCE PROGRAM

NON-DISCRIMINATION NOTICE

UnitedHealthcare StudentResources does not discriminate or treat Insureds differently on the basis of race,
color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age, or
disability.

If you think you were treated unfairly for any of these reasons, you can send a complaint to:

Civil Rights Coordinator

United HealthCare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130
UHC_Civil_Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to
you within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again. If you need
help with your complaint, please call the toll-free member phone number listed on your health plan ID card,
Monday through Friday, 8 a.m. to 8 p.m. ET.

If you think you were treated unfairly because of your ancestry, religion, marital status, gender, gender identity,
or sexual orientation, you can also send a complaint to the California Department of Insurance:

California Department of Insurance

Consumer Communications Bureau

300 South Spring Street, South Tower

Los Angeles, CA 90013

Toll-Free Consumer Hotline: 1-800-927-HELP (4357) or 1-213-897-8921
TDD Number: 1-800-482-4TDD (4833)

http://www.insurance.ca.gov

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can
also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.qgov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/officeffile/index.html.

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

Mail: U.S. Dept. of Health and Human Services. 200 Independence
Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

CA NON-DISC NOTICE (02-19)
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LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you communicate with
us, such as, letters in other languages or large print. Or,
you can ask for free language services such as
speaking with an interpreter. To ask for help, please call
toll-free 1-866-260-2723, Monday through Friday,
8am.to8p.m. ET.

English
Language assistance services are available to you free of charge.
Please call 1-866-260-2723.

Albanian
Shérbimet e ndihmés né gjuhén amtare ofrohen falas. Ju lutemi
telefononi né numrin 1-866-260-2723.
Amharic
PLIL ACRF A1ATIATT NIR £75A: ANAP ML 1-866-260-
2723 22 M-fhx
Arabic

.1-866-260-2723 & e Juail Ulaa 45 salll saclusall cladd &l a3
Armenian
Rbq dwwngkh B widdwp (kquljut ogunipjut
Swnwjnipinibtbp: Munpnud Eup quiuquhwply
1-866-260-2723 hwdwpny:
Bantu- Kirundi
Uronswa ku buntu serivisi zifatiye ku rurimi zo kugufasha.
Utegerezwa guhamagara 1-866-260-2723.
Bisayan- Visayan (Cebuano)
Magamit nimo ang mga serbisyo sa tabang sa lengguwahe nga
walay bayad. Palihug tawag sa 1-866-260-2723.

Bengali- Bangala
(N OISOl ARIA WA ey (o
AN MAT PCT 1-866-260-2723-(9 el PP
Burmese
o G OC o

92020 FMIIPS 0§67800C5EDE DOCT 33@09
339‘:5615?13%{5%&3" Ge::i:::-(rgzcl%ze:ﬂa@)ej wsce 1-866-260-2723
eoacoli

L ?
Cambodian- Mon-Khmer
NS SWIAMANIS USRS SIY BISuEUHMNY
o gininisiiue 1-866-260-27234
Cherokee

SOhAOJ O0be05A] COLPET hA RGEOPTc0bLJAAT
hGEGGG°0 D4WT. FGw Dh ObWG6’S 1-866-260-2723.

Chinese

RO R BESESEIRT - 52 E 1-866-260-2723 °
Choctaw

Chahta anumpa ish anumpuli hokmvt tohsholi yvt peh pilla ho
chi apela hinla. I paya 1-866-260-2723.

Cushite- Oromo

Tajaajilliwwan gargaarsa afaanii kanfalttii malee siif jira.
Maaloo karaa lakkoofsa bilbilaa 1-866-260-2723 bilbili.
Dutch

Taalbijstandsdiensten zijn gratis voor u beschikbaar. Gelieve
1-866-260-2723 op te bellen.

SR LAP 64 (6-18)

French

Des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-260-2723.

French Creole- Haitian Creole

Gen sévis ed pou lang ki disponib gratis pou ou. Rele
1-866-260-2723.

German

Sprachliche Hilfsdienstleistungen stehen Ihnen kostenlos zur
Verfiigung. Bitte rufen Sie an unter: 1-866-260-2723.

Greek

Ot vanpecieg yYAwooikng fondeiag cog dtatibevrol dwpedy.
Koléote to 1-866-260-2723.

Guijarati

GHINL A AR dHRLHIR [1:9e5 Gudoy 8. sul 53a
1-866-260-2723 UR S1d 53,

Hawaiian

Kokua manuahi ma kau ‘dlelo i loa‘a ‘ia. E kelepona i ka helu

1-866-260-2723.

Hindi

3T & QW Werdr Jang (e SUas &1 HuAT

1-866-260-2723 W HId B

Hmong

Muaj cov kev pab txhais lus pub dawb rau koj. Thov hu rau

1-866-260-2723.

Ibo

Enyemaka na-ahazi asusu, bu n’efu, diri gi. Kpoo

1-866-260-2723.

llocano

Adda awan bayadna a serbisio para iti language assistance.

Pangngaasim ta tawagam ti 1-866-260-2723.

Indonesian

Layanan bantuan bahasa bebas biaya tersedia untuk Anda.

Harap hubungi 1-866-260-2723.

Italian

Sono disponibili servizi di assistenza linguistica gratuiti.

Chiamare il numero 1-866-260-2723.

Japanese

RO SFEEY — 2% TR W0 T,

1-866-260-2723 £ THEH 7231,

Karen

usdmw>rRpXRt*D>erRM>tDRoh0J vXwvd.[h.tyORb.

(cDvD) M.vDRI

OHo;plRqJ;usd;b. 1-866-260-2723 wuh>|

Korean

A0 X[ MHAE B EE 0|8

1-866-260-2723 HO 2 38 AA| 2.

Kru- Bassa

Bot ba hola ni kobol mahop ngui nsaa wogui wo ba yé ha i nyuu

yor). Sebel i nsinga ini 1-866-260-2723.

Kurdish Sorani

52489 O3 S 08 5% Gy § 5 () )33 Fla ) (e (SlSAe A
.1-866-260-2723 o

H & QgL

Laotian
BO3NIVNIGIVWIFIOCTOOI BICCHNID. NzAVNVMICT 1-866-
260-2723.
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Marathi

ST Hedl AT Sueara famed Iudsy 3Tg.
TNITST 1-866-260-2723 AT HHIBIEAR WUD Bl

Marshallese
Kwomaroii bok jerbal in jipafi in kajin ilo ejjelok wonaan. Jouj
im kallok 1-866-260-2723.
Micronesian- Pohnpeian
Mie sawas en mahsen ong komwi, soh isepe. Melau eker
1-866-260-2723.
Navajo
Saad bee aka'e'eyeed bee aka'nida'wo'igii t'aa jiik'eh bee nich'}'
bee na'ahoot'i'. T'aa shoodi kohjj' 1-866-260-2723 hodiilnih.
Nepali
HINT YEMAT Ydlgs H:Rfed  IUAsy S| Hudl
1-866-260-2723 AT B oI
Nilotic-Dinka
Kak & kuny ajueer é thok at5 tiné yin abac té cin wéu yeke
thiééc. Yin col 1-866-260-2723.
Norwegian
Du kan fa gratis sprakhjelp. Ring 1-866-260-2723.
Pennsylvania Dutch
Schprooch iwwesetze Hilf kannscht du frei hawwe. Ruf
1-866-260-2723.
Persian-Farsi

oled LTl 280 o Led sl 50 g8 sk 4 () el cileas

280 i 1-866-260-2723

Polish

Mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-866-260-2723.

Portuguese

Oferecemos servico gratuito de assisténcia de idioma. Ligue
para 1-866-260-2723.

Punjabi
%%@?ﬂ@?g@?@@%&ﬂ%lﬁwm
1-866-260-2723 3 1B |

Romanian

Vi se pun la dispozitie, in mod gratuit, servicii de traducere. Va
rugdm sa sunati la 1-866-260-2723.

Russian

SI3BIKOBBIE YCITYTH MPEIOCTABIISIOTCS BaM 0ECIIaTHO. 3BOHHUTE
o tenedony 1-866-260-2723.

Samoan- Fa’asamoa

O loo maua fesoasoani mo gagana mo oe ma e 1€ totogia.
Faamolemole telefoni le 1-866-260-2723.

Serbo- Croatian

Mozete besplatno koristiti usluge prevodioca. Molimo nazovite
1-866-260-2723.

Somali

Adeegyada taageerada lugadda oo bilaash ah ayaa la heli karaa.
Fadlan wac 1-866-260-2723.

Spanish

Hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al 1-866-260-2723.

SR LAP 64 (6-18)

Sudanic- Fulfulde
E woodi walliinde dow wolde caahu ngam maada. Noodu
1-866-260-2723.
Swahili
Huduma za msaada wa lugha zinapatikana kwa ajili yako bure.
Tafadhali piga simu 1-866-260-2723.
Syriac- Assyrian

wosbidan, (asall) s i (il R Rihems

.1-866-260-2723 fisxn ML  oia

Tagalog
Ang mga serbisyo ng tulong sa wika ay available para sa iyo ng
walang bayad. Mangyaring tumawag sa 1-866-260-2723.
Telugu
erOn 52 VN0 HE LIV DL SISO
€90CVFENES S OW.

A0 TR 1-866-260-2723 8 525 DONOAB.

Thai
flugnisanuthamdadunme bilaanaa ludasdaald[n
gusiatvla TusaInsdwvidovunaia
1-866-260-2733
Tongan- Fakatonga
‘Oku ‘i ai p€ ‘a e s€vesi ki he lea” ke tokoni kiate koe pea ‘oku
‘atd ia ma’au ‘o ‘ikai ha totongi. Kataki ‘o ta ki he
1-866-260-2723.
Trukese (Chuukese)
En mei tongeni angei aninisin emon chon chiakku, ese kamo.
Kose mochen kopwe kokkori 1-866-260-2723.
Turkish
Dil yardim hizmetleri size licretsiz olarak sunulmaktadir. Liitfen
1-866-260-2723 numaray1 arayiniz.
Ukrainian
[Mocnyru nepeknany HaJarOTHCS BaM 0€3KOLITOBHO. J[3BOHITH 32
Homepom 1-866-260-2723.
Urdu
o Sl ma el Sl et (Higlae w Ms S )
S S 5 1-866-260-2723 (Sh e ol n
Vietnamese .
Dich vy ho trg ngdn ngt, mién phi, danh cho quy vi. Xin vui
long goi 1-866-260-2723.
Yiddish
YUP3 .RYOK NID 1D TR RO YAVYNR WIVT DYD IO 777 TRIDW
.1-866-260-2723 o1
Yoruba
Is¢ iranlowo edé ti 6 jé ofe, wa fan 4. Pe 1-866-260-2723.
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