blue @ of california

Subscriber Change Request
Blue Shield of California and
Blue Shield of California Life & Health Insurance Company

All changes must be received within 31 days of the effective date of change. This form cannot be used for primary care physician (PCP) changes -
subscriber must call the Member Services phone number on the back of their ID card.

Employee identification - this section must be completed.

Subscriber ID number (from ID card) Social Security number Group number (from ID card)
Work telephone Home telephone

Last name First name MI
Home street address — City State ZIP code

Group/employer name (if applicable) E-mail address

Changes

[ Yes [ No Isthis a change/correction of address?

[ Yes [ No Isthe change/correction of address for a dependent? (Note: Dependent’s address will default fo subscriber's address if ‘No' is indicated here.)

If yes, please indicate dependent name and address change:

[] Correct my Social Security number to: (Copy of Social Security card, a photo ID, a letter of verification
from the Social Security office, and a written statfement of why the employee is requesting the change must be attached.)

[] Thisis a change made during open enroliment.

[] Transfer/add my health coverage to: [[] Access+ HMO [] Access+ HMO SaveNet
[ Added Advantage POS
[] Tandem PPO Savings

[ Local Access+ HMO ] Trio HMO
] Full PPO [J Active Choice* [J Full PPO Savings Plus [J Tandem PPO

1 Transfer my ABHP benefits coverage to:

For Access+ HMO: [] HRA [] HIA [] FSA

For Local Access+ HMO: [] HRA [] HIA[] FSA

For Full PPO [] HRA [] HIA [] FSA

For Full PPO HSA: [] HRA [] HIA [] FSA [] HSA [] LFSA
For 51-100 Small Group Transition plans, transfer/add my health coverage to: [[] HMO [] PPO [] PPO for HSA
] Transfer my ABHP benefits coverage to:

For HMO: [] HRA [] HIA [] FSA

For PPO: [] HRA [] HIA [] FSA

For Shield PPO Savings Plus for HSA: [[] HRA [] HIA [] FSA [] LFSA

Transfer my specialty benefits coverage to: [[] DHMO [] DPPO [ DINO
From Group No. to Group No. in my employer group. Note: If tfransferring coverage to HMO, POS, or DHMO, please complete Section A.

[] Change the amount of Basic Group Term Life or Supplemental Life and Supplemental AD&D insurance coverage: (provide prior coverage amount
and new coverage amount)

Prior amount of Basic Group Term Life coverage: $ New amount of coverage: $
Prior amount of Supplemental Life and/or Supplemental AD&D coverage: $ New amount of coverage: $
(If Supplemental AD&D coverage is purchased, it is always in the same amount as the Supplemental Life coverage)

[] Correct/change name to:

[] Correct/change email address to:

[] Correct/change my date of birth from: to:

[ Additional changes/comments:
[] Subscriber cancellation: | decline health plan coverage for myself (and dependents, if any) effective:
[] COBRA participant

] Qualifying event
[] Effective date of above qualifying event:
[ Is this a termination? If yes, list name(s):
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Subscriber Change Request (continued)

Spouse/domestic partner/dependent child(ren) coverage changes

Add spouse/domestic partner/dependent child(ren) - Complete section A — Requested effective date for additions:

[] Date of marriage if adding spouse: [J] Domestic partner — date of domestic partnership if adding

[ If court ordered custody/coverage, enter date and attach copy of legal documents:

[] If adoption, enter date of adoption or date placed for adoption, and attach copy of legal documents:

[] Disabled dependent over the age of 25 (Attach a ‘Declaration of disability for over age dependent child' form (C3674) or confirmation that your
current health carrier is providing coverage for this disabled dependent.)

[1 Change the Supplemental Group Term Life and AD&D insurance coverage amount of the spouse or domestic partner: (provide prior coverage

amount and new coverage amount)  Prior amount of coverage: $ New amount of coverage: $

Cancel dependent(s) - Complete section A — Requested effective date for deletions:

For Cancellation of spouse or domestic partner: (select appropriate cancellation reason and provide date of event)
[] Divorce or termination of domestic partnership: Date:
[] Death Date:

[] Other reason (please specify)

Date:

For cancellation of dependent children: (select appropriate cancellation reason and provide date of event)
[] Death: Date:

[] Other reason (please specify)

Date:

Note: Newborn/adopted children or children placed for adoption require a completed Subscriber Change Request to be submitted within 31 days
from the date of birth/adoption/placement for adoption to be added to your coverage.

Section A

Please be sure to return this form as the third page contains your signature, which is necessary to process these changes.

Complete this section if adding/canceling coverage for yourself or your dependents. Provide Personal Physician/Dental provider information if the change
pertains to HMO/POS/DHMO coverage. Please fill in which benefit the change applies to:

Add Cancel Self
[] Dental [ Dental Last name First name MI Sex
[JMedical []Medical
[ Vision [ Vision Social Security number: Date of birth (mm/dd/yyyy)
[[] Group Life/ [] Group Life/ : e : : . .
AD&D AD&D Job title/classification Annual earnings (not including bonuses, overtime, etc.)
[ supp. Life* [] Supp. Lifet $
[]Supp. Life/ []Supp. Life/ If adding Basic Life and/or Supp. AD&D insurance please indicate amount requested: $
AD&D* AD&D* If adding Supp. Life and/or Supp. AD&D insurance please indicate amount requested: $
HMO/POS Personal Physician name Current patient? Dental HMO only dental provider
Doctor’'s name: Yes Dental provider name:
Provider No. No
IPA/MG No. Dental provider No.
Add Cancel Spouse/domestic partner
[l Dental []Dental Last name First name MI Sex
[JMedical []Medical
[ Vision [ Vision Social Security number: Date of birth (mm/dd/yyyy)
[[] Group Life/ [] Group Life/ : : : e
ADZD ADZD If adding Group Life/AD&D insurance please indicate amount requested: $
[Jsupp. Lifet []Supp. Lifet If adding Supp. Life and/or Supp. AD&D insurance please indicate amount requested: $
Supp. Life Supp. Life/  HMO/POS Personal Physician name Current patient? Dental HMO only dental provider
PP / PP /
AD&D* AD&D* Doctor's name: Yes Dental provider name:
Provider No. No
IPA/MG No. Dental provider No.
Add Cancel Child
[]Dental [] Dental Last name First name Ml Sex
[IMedical []Medical
[ Vision [ Vision Social Security number: Date of birth (mm/dd/yyyy)
[ Life* [ Life : : e e
[]Supp. Lifet []Supp. Life If adding Life and/or Supp. Life insurance please indicate amount: $___ ($5.000 or $10,000)
’ ’ (Note: all children will be covered for the same amount for Basic Life, Supplemental Life and Supplemental AD&D coverage.)
HMO/POS Personal Physician name Current patient? Dental HMO only dental provider
Doctor’s name: Yes Dental provider name:
Provider No. [ No
IPA/MG No. Dental provider No.
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Subscriber Change Request (continued)

Add Cancel Child
[] Dental [] Dental Last name First name MI Sex
[] Medical [] Medical
[ Vision [ Vision Social Security number: Date of birth (mm/dd/yyyy)
HMO/POS Personal Physician name Current patient? Dental HMO only dental provider
Doctor’'s name: ] Yes Dental provider name:
Provider No. 1 No
IPA/MG No. Dental provider No.
Add Cancel Child
] Dental [] Dental Last name First name MI Sex
[ Medical [] Medical
[] vision [ vision

Social Security number:

Date of birth (mm/dd/yyyy)

HMO/POS Personal Physician name
Doctor’'s name:

Provider No.

IPA/MG No.

Current patient?
3 Yes
[ No

Dental HMO only dental provider
Dental provider name:

Dental provider No.

All information | have provided on this form is accurate and complete. | understand that this form, along with any prior enroliment form, the Evidence of
Coverage/Certificate of Insurance and Health Service Agreement/policy, and any endorsements and attachments thereto, collectively constitutes the
entire agreement for coverage.

Employee signature

Date

If faxing this form, keep this document for your files.

Blue Shield of California/Blue Shield Life protects the confidentiality and privacy of your personal information. Personal and health information which may
individually identifiable information, such as your name, address, telephone number, Social Security number, and health information. We will not disclose
this information, except as permitted by law.

Please be sure to return this form as the second page contains your signature, which is necessary to process these changes.

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1 Evidence of Insurability form may be required.
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blue @ of california

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability or sex. Blue Shield of
California does not exclude people or treat them differently because of race, color, national
origin, age, disability or sex.

Blue Shield of California:

e Provides aids and services aft no cost to people with disabilities o communicate effectively
with us such as:

- Quadlified sign language interpreters

- Written information in other formats (including large print, audio, accessible electronic
formats and other formats)

* Provides language services at no cost to people whose primary language is not English such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California 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:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (916) 350-7405
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

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

Blue Shield of California
50 Beale Street, San Francisco, CA 94105

blueshieldca.com

A20275-REV (10/16)

Blue Shield of California is an independent member of the Blue Shield Association



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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

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

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

ETEY ; CEEEEHEIE ? MERE:  RATUBARLEE - S80I BCAENESER
- MBGEEE) - BT B FIE/EABIue Shield IDESE FH B88/2 FRIEMUEE - siBERIT
E:E (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc la thw nay khdng? Néu khong, chung téi co thé nhé ngudi gidp quy
vi doc thw. Quy vi cling c6 thé nhan la thw nay dwoc viét bang ngdn ngir cia quy vi. D& duoc hé tro
mién phi, vui 1dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sé & mét sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Vietnamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
0 (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinilta’go biinighah? Doo biinighahg6 éi, naaltsoos nich’{’
yiidoottahigii ta’ nihee hol¢. Dii naaltsoos atdd’ t’a4 Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowol ninizing6 nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)
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YULBINC . Yupnnqubnid & 'p Jupnuy wyu bwdwlp: Bpb ny, wyw dkip Joqubip dkq: dnip whwnp k
twl jupnnutiup vnwbtu) wyu twdwlp dkp (Eqyny: Ownwynipjniut w&wp b vunpnud Gup
wblhpwybu quuquhwpt) Zwdwpnppubph vyuwuwpuwb puduh hkpwhimuwhwdwpny, npp tpdws k
&tn Blue Shield ID pupwnp kunitih dwuntd, Jud (866) 346-7198 hwudwpny: (Armenian)

BAXHO: He moxeTe npoyecTb gaHHOE NMCbMO? Mbl NOMOXKEM BaM, eC/in HeobXoANMO. Bbl TakKe moxKeTe
NO/IlY4MTb 3TO MMCbMO HaMMCaHHOE Ha Ballem POAHOM f3blke. [103BoHMTe B CAyKBY KAMEHTCKOW/Y1eHCKOoM
noAAepKKM NpAMo ceiyac no tenedoHy, ykasaHHOMY c3aamM MaeHTUdMKaLMoHHOM KapTbl Blue Shield, naum no
TenedpoHy (866) 346-7198, n Bam nomoryT coBeplieHHo 6ecnaaTHo. (Russian)

HE . BRI, COTFREROIENTEETN? b Lt 2 ENTERWEEA, B, B
75:"%1‘ I\ffék%%iﬁab\tbiﬁ“ Flo. BEBRONERE CEIN-FREBEVTHZ LA
S, RO AR — N EHREIN DA, Blue Shield IDF — ROEFICFHIH SN TWDIRE/BE
%ﬁ*t ADEEE T, FT21X. (866)346-7198IZ K ERE BT <&V, (Japanese)
mﬁf@; ?MJ\)soum\ﬁmm_&sd\f\Ju_useu\y‘f‘_u\g_muuuu)swm)u\Juuw\my@u 1aga
Jaﬁwshajm@)kj\;ﬁ}u)su}mw‘UIS\_‘\)J\.AS;&LUJ@\} € il 5 U A by A ) ael ) g3 4l
28 el (5 jiie/liac | Ciladd 1 (866) 346-7198 (ilie jlad (3askh ) L 5 sl sad & 53 (i Blue Shield (oulid & )\S
(Persian)

HI3YIS: ot 3T A U39 § ug Ao I? A adl 3 oA & ugs feg Hee S8 il fan fanast e ysa a9
Ao | 3T fag U39 winust 3 feg Bfmir Ifen € Uz 59 AR J1 Y3 9 Hee U3 596 88 3973
Blue Shield ID g3 & g &3 Hug/arcHa Agfer 2Hies &89 3, 7 (866) 346-7198 3 'S aJ| (Punjabi)

UM 2 1S SINGIHESIS: SIRIUIS? 1I0ESHGIS IDRMGEIANWHASRAMIINSH
EMIS HRAMTGSSUNSUSMSIMMANIUNIHARETR iU SWIENUS S S &g
UEIWTIgINMUISIM SIS grigiun e S/A/HE SN ST U SISTUTS RO IEN Blue Shield
TUNIHM UFMBIW:1ue (866) 346-7198% (Khmer)

\Mécd};a;.“é\bgu\ct\;ﬁdﬁ M;\Jﬂ@dmwuumjha;\h.\sau$Mc\)ﬂ¢£§uﬂﬁju\e&_ﬁw\ \.JA b;\)ﬁc.\l:ﬂuﬁ& e@.d‘
sl e o saall sliae 9T aaf/sSlaall axd Cila ) e oY1 JLad¥) o S o g saebual) o J geanll @lial i 5ia cilladl)

(Arabic).(866) 346-7198 & e i Blue Shield 4 sel) 48y (pe Al

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib
tug neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau
kev pab txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau
sab nraum nrob gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198.
(Hmong)

o e LT RN M o . ve Ma oo o
dran: audwaninpatuilaniali minlald Tusevaanuivangamld aueraldivaaminatviidummasnm

windaamannatioinialanlifienldte lsedaderhousnagnd/aungnmavesinsdwiiludaslszéda Blue Shield vasgm wialns

(866) 346-7198 (Thaii)

HETYUT: FAT AT $H TF 1 IG Thl 62 ATE 6T, Al 6 38 UG 3 HTIHI HAGE & [l T cafard &1 yaer
T Tl & | 31T T T T 3TTiY HTST H 38 IToe T Tl & | - 2ok FHerg gred et o foIT 379 Blue Shield
ID T8 & NI T I AsR/FeeaR afdy Tlpia A«), a1

(866) 346-7198 TX dhicT Y| (Hindli)

blue @ of california blueshieldca.com



Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-866-346-7198. For more help call the CA Dept. of Insurance
at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le envien algunos en espanol.
Para obtener ayuda, lldmenos al nUmero que figura en su tarjeta de identificacion o al 1-866-346-7198. Para obtener mds ayuda,
llame al Departamento de Seguros de CA al 1-800-927-4357. Spanish

REESRG - LTS IEREIRSS o TSSO R s - A ‘ﬁbﬁ{iﬁﬂlﬁiﬂ’]ﬁﬂi A DS AR a 1T - SIS » SRR
RS RATYIAYEEEIRNS - SCHEFT 1-866-346-7198 BLEkMli4s - AAUSHAM7E) - 52 1-800-927-4357 BN Crbaalinss - Chlﬂese

Cac Dich Vu Tre Gitip Ngén Ngir Mién Phi. Quy vi cé thé dwoc nhan dich vu théng dich. Quy vi cé thé dwoc ngudi khac doc gidp cac tai
liéu va nhan mot sb tai liéu bang tiéng Viét. Dé dwoc gidp d&, hay goi cho ching t6i tai sé dién thoai ghi trén thé hoi vién cta quy vi hodc
1-866-346-7198. D& dwoc tro gitp thém, xin goi S& Bao Hiém California tai s6 1-800-927-4357. Vietnamese

F8 FS A2 AT o] ol AU E WO 9o ol R AFE A FEANAE WA e gl BT 22
Azt ID 7F=el Yool OHH 73} 1-866-346-7198H ©. 7 -0l 3l| FAIA] 2. Bt} ZpA| 8 ALe-S o ok &2 A XY o) = B3, k| A3}
1-800-927-43571 © .= letsl) 41 4] 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga
dokumento. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa
karagdagang tulong, fawagan ang CA Dept. of Insurance sa 1-800-927-4357. Tagalog

Unjdwp LEquiljub Swnwympmbtbkp: dnip Jupnn bp pupquub dknp phpky b thwunwpnphpp pipkpgl) inw) dkq hwdwp hwgkpki 1kqyny:
Oqunipjut hwdwn Ukq quiquhwptp dkp huptimpjub (ID) winduh Jpu bpdws fud 1-866-346-7198 hwdwpny: Lpugnighy oglintpjul
hwdwp 1-800-927-4357 hwdwpny quiquhwptp Ywhdnpthugh Uywhnjugpnipjul fudwidniip: Armenian

BecnnatHble ycnyru nepeBoga. Bbl MoxeTe BOCNONb30BaTLCS YCIyramu NepeBoaUvka, U BalLy [OKYMEHTbI NMPOYTYT ANs Bac Ha PYCCKOM sibKe.
Ecnn Bam TpebyeTcs noMoLLb, 3BOHUTE HaM MO HOMEPY, YKazaHHOMY Ha Ballel UaeHTUUKaLMOHHOM kapTe, unu 1-866-346-7198. Ecnv Bam
TpebyeTcs JOMoNHMTENbHAs MOMOLLb, 3BOHUTE B [lenapTameHT cTpaxoBaHus wraTta Kanudophus (Department of Insurance), no tenedoHy
1-800-927-4357. Russian

EHOEREY—ER BRECRRZCREL . BHZEHH LET. T —EREZSHFLEDAIE. | DH—FERHDESEIE1-866-346-7198 F
TEBWEDLELREVL. BLEEMUVEDEIL 7]')77}')|/__”)||1%f5ﬁf"\ 1-800-927-4357 & CTEAE LT E LY, Japanese

S (5,48 alie jlad 33y ) Le LSS cdly jo 51, m}“m\ﬁuul);su)udbjméjlmu}iqj i ol ald ax jie o Sledd ) m\}mthMhyﬁuahauth
1-800-927-4357 »_ladi 4 (i allS 4an 5 ))21) CA Dept. of INsurance 4 « sids <SS il ;3 51, 2,580 (ilai 1-866-346-7198 o ke 0al b 5 ol 225 8 Lak  Alliss
Persian. s cali

He3 I AT IH T St AT IHS 99 Ao I W3 SRS § UAsl RY BT AR JI g% TH3RH 399 Ul fY 3R 7 AR
I35 Hee B8 ZI3 WS (ID) I93 '3 3 399 '3 7 1-866-346-7198 '3 ' HS 26 IJ| TUS HeT Y IPeIamr faudedic wie
fesidH & 1-800-927-4357 '3 25 31 Punjabi

SNAEMANRARRIY T HAMBE g UM SHATAMan famshnanigsgat manig 1 winotgw

yugisgunningmuuesliumsummitTan I mUgsiusyn yine 1-866-346-7198 1 intitigtuuiguig)n
9 1 "o o o "

R gIRTN TR m SNt meiu)iam mute 1-800-927-4357 Khmer

J5anll 1-866-346-7198 &1 o ey punc iy e Ganal 5l e Uy doal aclosall e sanll 2 jad) 2200 @l 355 50561 8 5 pn e o J goanll oliSey ABICH ) gy dan, i lladd
Arabic .1-800-927-4357 & e L 5 sl S 43 5) a3 b Joil el sbaall (0 333 e

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv ua
lus Hmoob. Yog xav fau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los sis 1-866-346-7198. Yog xav tau kev
pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm nfawm 1-800-927-4357 Hmong

usna1snIvAEad1vbitdaanladlng aadinisasuuiaisannain udslitinuwidaruansstinqaue
wiadutanasuvdrulunmmizavaaliniaalea vindasarisanuiainida nsanTnsdwrianuvunaaassuatftundvlinslssandivasan
w3a Aivunaa 1-866-346-7198 windiavnisanuhramdatiuidiu TdsaTnsuni asunisusedudanvisuasguadnasifiiaivunaay
1-800-927-4357 Thai

ﬁraﬁmm|mua§awﬁmaﬁr@mwwm%|mmﬁﬁﬁm%wmﬁmmﬁmﬁwﬁmaﬁ@m
Thd &1 BT & U, 319 ID 18 WX RU 9T A« WX, AT 1-866-346-7198 T &3 WA Y| 31T Tgraar & v Sepiferar e Femer
(CA Dept. of Insurance) & 1-800-927-4357 X Wil @] Hindli

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi holoodoo ninizingo éi biighah. Naaltsoos naanindhdjechigi shich’i’ yiidooltah éi doodago ta’
shich’{” adoolniit ninizingo biighah. Shika a’doowot ninizingo nihich’{” béésh bee hodiilnih d66 namboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’
bikaa’ éi doodago &i (866) 346-7198ji” hodiilnih. Hozho shika anaa’doowot ninizingo &f dii Akééhashifh Béeso Ach’aah Naa’nil bit haz’gaji’ 1-800-927-4357;i’
hodiilnih. Navajo
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