
Dependent eligibility
Enrolled students may also insure their eligible dependents at the time the student is first able to enroll in the plan (within 
14 days of the start of the semester). Eligible dependents are the student’s legal spouse and dependent children under 26 
years of age. Students who enroll for a qualifying life event do not have the option to enroll dependents until the following 
academic year. Current students also have the option of enrolling their newborn or adopted child as a qualifying life event 
if enrollment is within thirty-one (31) days of the date of birth or adoption. Enrollment must be for the same coverage 
period as that of the enrolled student. 

Class of 2029 
MD/MPH

Class of 2029 
MD and All 

Others
Class of 2028 

All
Class of 2027 

All
Class of 2026 

All
Semi Annual 

Fall
Semi Annual 

Spring

Coverage dates 6/20/25 - 
6/19/26

7/1/25 - 
6/19/26

6/20/25 - 
6/19/29

6/20/25 - 
6/19/26

6/20/25 - 
6/19/26

6/20/25 - 
12/31/25

1/1/26 - 
6/19/26

Student $4,230 $4,129 $4,230 $4,230 $4,230 $2,354 $2,354

Spouse $4,230 $4,129 $4,230 $4,230 $4,230 $2,354 $2,354

One Child $4,230 $4,129 $4,230 $4,230 $4,230 $2,354 $2,354

Two or More Children $8,434 $8,232 $8,434 $8,434 $8,434 $4,682 $4,682

Spouse and Two or 
More Children

$12,638 $12,335 $12,638 $12,638 $12,638 $7,010 $7,010

Policy No. 2025-203591-1
1-833-931-0533
customerservice@uhcsr.com

Plan resources at your fingertips

View benefits, 
submit a claim and 
download your 
ID card via My 
Account

uhcsr.com/myaccount

Find an in-network 
provider Choice Plus

Find a prescription 
drug provider Optum Rx

Find a prescription 
drug provider uhcsr.com/myaccount

Coverage periods and plan cost

2025-2026                                                                                                                             
Student Health Insurance Plan:                                                       
University of Miami - Medical Students

Rates are subject to approval and may change                                                                                                                                                                                                                                                                                                 
NOTE:UnitedHealthcare reserves the right to adjust the terms of the policy (i) in the event of any changes in federal, state or other applicable legislation or 
regulation; (ii) in the event of any changes in Plan design required by the applicable state regulatory authority; and (iii) as otherwise permitted in our policy. 
25COL5234

Who can enroll?
All Medical students will full-time enrollment status will be 
charged the annual student health insurance unless proof of 
comparable coverage to waive this insurance requirement is 
submitted through the waiver portal. All International students, 
regardless of credit hours, are required to be enrolled in the 
Student Health Insurance Plan unless Embassy sponsored.

Students must actively attend classes for at least the first 31 
days for at least the first 31 days (unless an official medical 
withdrawal has been approved by the Student Health Service) 
after the date for which coverage is purchased. 

Voluntary enrollment eligibility
Medical students turning 26 years of age during the academic 
year must request reinstatement through UHCSR. Students 
must call within thirty-one (31) days of loss of current coverage. 
Medical students on approved Leave of Absence (LOA) who 
would like to purchase the health insurance plan, must enroll 
directly through UHCSR within the first fourteen (14) days of the 
policy start date. 
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Benefits Select Provider Benefits Preferred Provider 
Benefits

Out-of-Network Provider 
Benefits

Overall Plan Maximum There is no Overall Maximum Dollar Limit (Per Insured Person, Per Policy Year) 

Plan Deductible $300 (Per Insured Person, Per Policy Year) $750 (Per Insured Person, 
Per Policy Year)

Out-of-Pocket Maximum
After the Out-of-Pocket Maximum 
has been satisfied, Covered Medical 
Expenses will be paid at 100% for 
the remainder of the Policy Year 
subject to any applicable benefit 
maximums. Refer to the plan 
certificate for details about how the 
Out-of-Pocket Maximum applies.

$5,500 (Per Insured Person, Per Policy Year) 
$11,000 (For all Insureds in a Family, Per Policy Year)

$6,000 (Per Insured 
Person, Per Policy Year) 

Coinsurance
All benefits are subject to 
satisfaction of the Deductible, 
specific benefit limitations, 
maximums and Copays as described 
in the plan certificate.

90% of Allowed Amount 
except as noted below

Student pays: 10% 
Company pays: 90%

70% of Allowed Amount 
except as noted below

Student pays: 30% 
Company pays: 70% 

60% of Allowed Amount 
except as noted below

Student pays: 40% 
Company pays: 60% 

Prescription Drugs
See UnitedHealthcare Pharmacy 
(UHCP) Prescription Drug Benefit 
Rider for additional information, 
found in the Certificate available on 
uhcsr.com/miami.

$10 Copay per prescription 
Tier 1
$35 Copay per prescription 
Tier 2
$70 Copay per prescription 
Tier 3
Up to a 30-day supply per 
prescription
not subject to Deductible

UnitedHealthcare 
Pharmacy (UHCP), Retail 
Network Pharmacy
$20 Copay per prescription 
Tier 1
$45 Copay per prescription 
Tier 2
$85 Copay per prescription 
Tier 3
$150 Copay per 
prescription for Specialty 
drugs 
Up to a 30-day supply per 
prescription
Not subject to Deductible
When Specialty 
Prescription Drugs are 
dispensed at a Non-
Preferred Specialty 
Network Pharmacy, the 
Insured is required to pay 2 
times the retail Copay (up 
to 50% of the Prescription 
Drug Charge).
UHCP Mail Order Network 
Pharmacy or Preferred 
90 Day Retail Network 
Pharmacy at 2 times the 
retail Copay up to a 90-day 
supply.

$45 Copay per prescription 
generic drug
$85 Copay per prescription 
brand-name drug 
100% of billed charge 
Up to a 30-day supply per 
prescription
not subject to Deductible

Plan highlights
• Student Health Center Benefits: The Deductible and Copays will be waived and benefits will be paid at 100% for 

Covered Medical Expenses incurred when treatment is rendered at the Student Health Center.
• The Select Providers for this plan are: University of Miami Hospital, Anne Bates Leach Eye Hospital, University of Miami 

Hospital & Clinics, Sylvester Comprehensive Cancer Center, Dr. Lloyd Schneider and Lennar Walgreens.
• The Preferred Provider for this plan is UnitedHealthcare Choice Plus.
• Exclusions and limitations apply.

Metallic Level: Platinum with actuarial value of 89.830%

NOTE:UnitedHealthcare reserves the right to adjust the terms of the policy (i) in the event of any changes in federal, state or other applicable legislation or 
regulation; (ii) in the event of any changes in Plan design required by the applicable state regulatory authority; and (iii) as otherwise permitted in our policy.
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Benefits Select Provider Benefits Preferred Provider 
Benefits

Out-of-Network Provider 
Benefits

Preventive Care Services
No Deductible, Copays, or 
Coinsurance will be applied when 
the services are received from a 
Preferred Provider.

 Please visit healthcare.gov/
preventive-care-benefits/ for a 
complete list of services provided 
for specific age and risk groups.

100% of Allowed Amount 100% of Allowed Amount 60% of Allowed Amount 
after Deductible

The following services have per service copays
This list is not all inclusive. Please read the plan certificate for a complete listing of copays. 

Physician’s Visits 100% of Allowed Amount
not subject to Deductible

$40 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount 
after Deductible

Laboratory Procedures $50 Copay per visit
100% of Allowed Amount
not subject to Deductible

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount 
after Deductible

Diagnostic X-ray Services $50 Copay per visit
100% of Allowed Amount
not subject to Deductible

$50 Copay per visit
100% of Allowed Amount
not subject to Deductible

60% of Allowed Amount 
after Deductible

Urgent Care Center $50 Copay per visit
100% of Allowed Amount 
after Deductible

$50 Copay per visit
100% of Allowed Amount
after Deductible

60% of Allowed Amount 
after Deductible

Medical Emergency Expenses $200 Copay per visit
100% of Allowed Amount 
after Deductible
The Copay will be waived if 
admitted to the Hospital

$200 Copay per visit
100% of Allowed Amount 
after Deductible
The Copay will be waived if 
admitted to the Hospital

$200 Copay per visit
100% of Allowed Amount 
after Deductible
The Copay will be waived if 
admitted to the Hospital

Mental Illness Treatment Inpatient:
90% of Allowed Amount 
after Deductible

Outpatient office visits: 
100% of Allowed Amount
Not subject to Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
100% of Allowed Amount
Not subject to Deductible

Inpatient:
70% of Allowed Amount 
after Deductible

Outpatient office visits: 
$20 Copay per visit
100% of Allowed Amount 
after Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
100% of Allowed Amount
Not subject to Deductible

Inpatient:
60% of Allowed Amount 
after Deductible

Outpatient office visits: 
60% of Allowed Amount 
after Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
60% of Allowed Amount 
after Deductible

Physiotherapy                                   
Review of Medical Necessity will be 
performed after 12 visits per Injury 
or Sickness.

Outpatient office visits: 
$20 Copay per visit;      100% 
of Allowed Amount after 
Deductible

Outpatient office visits: 
$20 Copay per visit;      
100% of Allowed Amount 
after Deductible

Outpatient office visits: 
60% of Allowed Amount 
after Deductible

Room and Board Expense Inpatient: 
90% of Allowed Amount 
after Deductible

Inpatient: 
70% of Allowed Amount 
after Deductible

Inpatient: 
60% of Allowed Amount 
after Deductible

NOTE:UnitedHealthcare reserves the right to adjust the terms of the policy (i) in the event of any changes in federal, state or other applicable legislation or 
regulation; (ii) in the event of any changes in Plan design required by the applicable state regulatory authority; and (iii) as otherwise permitted in our policy.
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© 2025 United HealthCare Services, Inc. All Rights Reserved. The written materials contained in this document are a confidential property of 
UnitedHealth Group. Do not distribute or reproduce any materials without the express written consent of UnitedHealth Group. This plan is underwritten 
by UnitedHealthcare Insurance Company and is based on policy 2025-203591-1. For further details of the coverage including costs, benefits, exclusions, 
any reductions or limitations and the terms under which the coverage may be continued in force, please refer to uhcsr.com. NOTE: The information 
contained herein is a summary of certain benefits which are offered under a student health insurance Policy issued by UnitedHealthcare. This document 
is a summary only and does not contain a full or complete recitation of the benefits and restrictions/exclusions associated with the relevant Policy of 
insurance. This document is not an insurance Policy document and your receipt of this document does not constitute the issuance or delivery of a Policy 
of insurance. Neither you nor UnitedHealthcare has any rights or responsibilities associated with your receipt of this document. Changes in federal, state 
or other applicable legislation or regulation or changes in Plan design required by the applicable state regulatory authority may result in differences 
between this summary and the actual Policy of insurance. Benefits and rates described herein are subject to regulatory approval and may change.  
NOTE:UnitedHealthcare reserves the right to adjust the terms of the policy (i) in the event of any changes in federal, state or other applicable legislation or 
regulation; (ii) in the event of any changes in Plan design required by the applicable state regulatory authority; and (iii) as otherwise permitted in our policy.

Benefits Select Provider Benefits Preferred Provider 
Benefits

Out-of-Network Provider 
Benefits

Hospital Miscellaneous Expenses Inpatient: 
90% of Allowed Amount 
after Deductible

Inpatient: 
70% of Allowed Amount 
after Deductible

Inpatient: 
60% of Allowed Amount 
after Deductible

Surgery
If two or more procedures 
are performed through the 
same incision or in immediate 
succession at the same operative 
session, the maximum amount 
paid will not exceed 50% of the 
second procedure and 50% of all 
subsequent procedures. 

Inpatient:
90% of Allowed Amount 
after Deductible

Outpatient: 
90% of Allowed Amount 
after Deductible

Inpatient:
70% of Allowed Amount 
after Deductible

Outpatient: 
70% of Allowed Amount 
after Deductible

Inpatient:
60% of Allowed Amount 
after Deductible

Outpatient: 
60% of Allowed Amount 
after Deductible

Substance Use Disorder Treatment Inpatient:
90% of Allowed Amount 
after Deductible

Outpatient office visits: 
100% of Allowed Amount
Not subject to Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
100% of Allowed Amount
Not subject to Deductible

Inpatient:
70% of Allowed Amount 
after Deductible

Outpatient office visits: 
$20 Copay per visit 
100% of Allowed Amount
after Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
100% of Allowed Amount
Not subject to Deductible

Inpatient:
60% of Allowed Amount 
after Deductible

Outpatient office visits: 
60% of Allowed Amount 
after  Deductible

All other outpatient 
services, except Medical 
Emergency Services and 
Prescription Drugs: 
60% of Allowed Amount
after Deductible

Adult Vision Care
Limited to covered persons age 
19 and over. Benefits limited to 
1 routine vision exam (including 
refraction) per Policy Year. Eye 
Examinations covered only at 
Student Health Service-designated 
facility for one visit annually at $20 
Copayment.

$20 Copay per visit
100% of Allowed Amount
Not subject to Deductible

No benefits No benefits
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE SERVICES AND ALTERNATE FORMATS 

ATTENTION: You can get an interpreter to talk to your doctor at the time of your appointment or with 
us.  If you speak English, free language assistance services and free communications in other formats, 
such as large print, are available to you. Call 1-866-260-2723 for Medical Plans, 1-800-638-3120 for 
Vision Plans, 1-877-816-3596 for Dental Plans, or call the toll-free phone number listed on your ID card. 
(TTY: 711).  

              (Amharic)  
                   1-

866-260-2723     1-800-638-3120     1-877-816-3596     
       (TTY: 711)

 :                 .       
(Arabic)                .   

1-866-260-2723    
1-800-638-3120      1-877-816-3596           

   .(TTY: 711)  

  (Bengali) 

 1-866-260-2723
1-800-638-3120 1-877-816-3596

-  (TTY: 711) 

  
 (Cambodian Mon-Khmer) 

 
1-866-260-2723 1-800-638-3120  1-

877-816-3596  
 (TTY  711)

ATENSHUN Gare kapetal 
Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane bwe me sew format, ta tipel lane, bwe bwale 
tepangiyom. Kali 1-866-260-2723 para ughul Lalap ni ughul tipiye, 1-800-638-3120 para ughul Lalap ni tipiye nu 
mata, 1-877-816-3596 para ughul Lalap ni tipiye nu apapa, o kali ewe kali rerekkepal ni Nuumur ni telepon yeeg 
listed me ni Kaaret ni meybur ID-mu. (TTY: 711).  

ATENSYON: Siña hao humosga un intérprete para kumuentos yan i doktermu gi ora di i konsulta-mu pat yan 
hame. Yanggen fifino’ hao CHamoru (Chamorro), guaha setbisio siha para hågu ni’ mandibåtdi, i setbision fino’ 
pat lengguåhi yan fina’uma’espiha gi otro na manera siha, taiguihi i para mana’dångkolo i inemprenta. Kålle 1-
866-260-2723 para Planån Mediku, 1-800-638-3120 para Planån Visión, 1-877-816-3596 para Planån Dental, pat
kålle i númeru gratut na teleponu na esta på’go gi kåtta ID para miembro -mu. (TTY: 711).
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(Chinese) 1-

866-260-2723 1-800-638-3120  1-877-816-3596

(TTY 711) 

 :                 .   (Farsi)
                    
.  

1-866-260-2723  1-800-638-3120 1-877-816-3596
(TTY: 711).            

ATTENTION : Vous pouvez demander à un(e) interprète de parler à votre médecin au moment de votre rendez-
vous ou avec nous. Si vous parlez français (French), des services d’assistance linguistique et des communications 
dans d’autres formats, notamment en gros caractères, sont mis à votre disposition gratuitement. Appelez le 1-
866-260-2723 pour les régimes médicaux, le 1-800-638-3120 pour les régimes de soins de la vue, le
1-877-816-3596 pour les régimes de soins dentaires, ou appelez le numéro de téléphone gratuit indiqué sur
votre carte de membre. (TTY : 711).

ACHTUNG: Sie können für Gespräche mit Ihrem Arzt bei Ihrem Termin oder mit uns einen Dolmetscher 
anfordern. Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und 
kostenlose Kommunikation in anderen Formaten, wie zum Beispiel große Schrift, zur Verfügung. Rufen Sie 1-
866-260-2723 für Krankenversicherungen, 1-800-638-3120 für Augenversicherungen, 1-877-816-3596 für
Zahnversicherungen oder die gebührenfreie Telefonnummer auf Ihrer Mitgliedskarte an. (TTY: 711).

: 
 (Greek)

 1-866-260-2723 1-800-638-3120 
 1-877-816-3596 

(TTY: 711).  

 :               
  .    (Gujarati),  ,         

 ,    ,    .    1-866-260-2723,   
 1-800-638-3120,    1-877-816-3596          

 -      . (TTY: 711).  

ATANSYON: Ou ka jwenn yon entèprèt pou pale ak doktè ou a nan moman randevou w la oswa avèk nou. Si w 
pale Kreyòl Ayisyen (Haitian Creole), sèvis asistans lang gratis ak kominikasyon gratis nan lòt fòma, tankou gwo 
lèt, disponib pou ou. Rele 1-866-260-2723 pou Plan Medikal, 1-800-638-3120 pou Plan Vizyon, 1-877-816-3596 
pou Plan Dantè, oswa rele nimewo telefòn gratis ki endike sou kat ID manm ou a. (TTY: 711).  
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:                   
      (Hindi)  ,            

            1-866-260-2723   ,  
   1-800-638-3120 ,     1-877-816-3596   ,     

   -       (TTY: 711) 

CEEB TOOM: Koj tuaj yeem tau txais ib tug neeg txhais lus tham nrog koj tus kws kho mob thaum lub sijhawm 
kev teem caij los sis thaum tham nrog peb. Yog tias koj hais Lus Hmoob (Hmong), yuav muaj cov kev pab cuam 
txhais lus pub dawb thiab kev sib txuas lus ua lwm hom qauv, xws li luam ua tus ntawv loj rau koj. Hu rau 1-866-
260-2723 rau Cov Phiaj Xwm Kho Mob, 1-800-638-3120 rau Cov Phiaj Xwm Kho Qhov Muag, 1-877-816-3596 rau 
Cov Phiaj Xwm Kho Hniav, los yog hu rau tus xov tooj hu dawb uas teev rau hauv koj daim npav ID. (TTY: 711).  

ATENSION: Makaalaka iti interpreter a makisarita kadakami wenno iti doktormo iti oras ti appointment-mo. No 
makasaoka iti Ilocano (Ilocano), makaalaka iti libre a tulong iti lengguahe ken libre a pannakikomunikar iti sabali 
a format, kas iti dadakkel a letra. Tawagam ti 1-866-260-2723 para kadagiti Plan a Medikal, 1-800-638-3120 para 
kadagiti Plan para iti Panagkita, 1-877-816-3596 para kadagiti Plan para iti Ngipen, wenno tawagam ti libre a 
numero ti telepono a nailista iti ID card-mo kas miembro. (TTY: 711).  

ATTENZIONE: il giorno del Suo appuntamento, può richiedere i servizi di un interprete per parlare con il Suo 
medico o con noi. Se parla italiano (Italian), sono disponibili gratuitamente servizi di assistenza linguistica e 
comunicazioni in altri formati, come la stampa a caratteri grandi. Chiami il numero 1-866-260-2723 per i piani 
sanitari, il numero 1-800-638-3120 per i piani oculistici e il numero 1-877-816-3596 per i piani dentistici, oppure 
chiami il numero verde riportato sul Suo tesserino identificativo. (TTY: 711).  

 (Japanese) 

 1-866-260-

2723  1-800-638-3120  1-877-816-3596 

 ID (TTY: 711)  

(Korean)

1-866-260-2723

1-800-638-3120 1-877-816-3596

(TTY: 711)

: 
(Lao), 

1-866-260-2723  1-800-638-
3120 1-877-816-3596 

(TTY: 711)  
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SHOOH
(Navajo) 

1-866-
260-2723  
1-800-638-3120 1-877-816-3596 

ID 
(TTY: 711).  

:
 (Nepali) 

 1-866-260-2723 
1-800-638-3120  1-877-816-3596 

- (TTY: 711) 

WICHDICH: Du darfscht en Interpreter griege fer schwetze mit dei Dokter an dei Appointment odder mit uns. 
Wann du Deitsch (Pennsylvania Dutch) schwetzscht un brauchscht Hilf fer communicat-e, kenne mer dich helfe 
unni as es dich ennich eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer nix. Call  
1-866-260-2723 fer Plans as zu duh hen mit Dokteres, 1-800-638-3120 fer Plans as zu duh hen mit Sehne, 1-877-
816-3596 fer Plans as zu duh hen mit Zaeh, odder call die Toll-Free Phone Number as uff dei ID Card is. (TTY: 
711).  

UWAGA
polskim (Polish)

1-866-260-
2723 1-800-638-3120 
1-877-816-3596 

(TTY: 711).  

ATENÇÃO: Você pode ter um intérprete para falar com o médico no momento da consulta ou conosco. Se você 
fala português (Portuguese), há serviços gratuitos de assistência linguística e comunicações gratuitas em outros 
formatos, como letras grandes, disponíveis para você. Ligue para 1-866-260-2723 para planos médicos, 1-800-
638-3120 para planos oftalmológicos, 1-877-816-3596 para planos odontológicos ou ligue para o número de 
telefone gratuito listado no seu cartão de ID de membro. (TTY: 711).  

:
 (Punjabi) 

  1-866-260-2723 1-
800-638-3120 1-877-816-3596 -

 (TTY: 711) 

 



5 
NOA-LAP SR 4/2025 

! 
(Russian)

1-866-260-2723
1-800-638-3120 1-877-816-3596

( TTY: 711)

Faa- (Samoan)

 Vala'  1-866-260-2723   Fa' 'i, 1-800-638-3120   Va'ai, 1-
877-816-3596   ,  '  le   e leai  totogi o lo'o  i  o 

  ID tagata. (TTY: 711).  

FIIRO GAAR AH: Waxaad heli kartaa turjumaan si aad ula hadasho dhakhtarkaaga wakhtiga ballanta ama 
annaga. Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda bilaashka ah iyo isgaarsiino 
bilaash ah oo qaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Wac 1-866-260-2723 wixii ah Qorshayaasha 
Caafimaadka, 1-800-638-3120 Qorshooyinka Aragtida, 1-877-816-3596 wixii ah Qorshooyinka Ilkaha, ama wac 
lambarka telefoonka bilaashka ah ee ku qoran kaarka aqoonsiga xubinta. (TTY: 711).  

ATENCIÓN: Puede conseguir un intérprete para hablar con nosotros o con su médico durante su cita. Si usted 
habla español (Spanish), tiene a su disposición servicios gratuitos de asistencia en otros idiomas y 
comunicaciones gratuitas en otros formatos, como letra grande. Llame al 1-866-260-2723 para los planes 
médicos, al 1-800-638-3120 para los planes de la vista y al 1-877-816-3596 para los planes dentales, o llame al 
número de teléfono gratuito que aparece en su tarjeta de identificación de membresía. (TTY: 711). 
 
PAUNAWA: Maaari kang makakuha ng interpreter upang makausap ang iyong doktor sa panahon ng iyong 
appointment o sa pakikipag-usap sa amin. Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga 
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format, tulad ng malalaking print. 
Tumawag sa 1-866-260-2723 para sa Mga Planong Medikal, 1-800-638-3120 para sa Mga Plano para sa Paningin, 
1-877-816-3596 para sa Mga Plano para sa Ngipin, o tumawag nang libre sa numero ng telepono na nakalista sa 
iyong ID card ng miyembro. (TTY: 711).  

:   (Thai) 
    1-866-260-2723 

 1-800-638-3120  1-877-816-3596  
 (TTY: 711)  
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!
(Ukrainian)

-
 1-866-260-2723 1-800-638-3120

1-877-
816-3596

( TTY: 711)

:    
(Urdu)  

866-260-27231-1-800-638-3120 1-877-816-3596
TTY: 711)    

:    i h n 
 N  nói Ti ng Vi   

 h   ngôn ng  
 ng h  l n. i 1-866-260-

, 1-800-638-3120 1-877-816-3596 
 n tho  ID h  

 

 

 

 

 

 

 

 

 

  


