
 

 
IMPORTANT:   PLEASE READ THE FOLLOWING BEFORE COMPLETING THIS FORM.  PLEASE PRINT IN INK. 
Please submit one claim form per patient.  All questions must be answered for prompt processing.  Attach itemized bills from your 
provider. Note: See your Plan documents for applicable claims filing requirements. 

 
SEND THIS COMPLETED CLAIM FORM TO:  KAISER PERMANENTE INSURANCE COMPANY (KPIC) 
      SELF-FUNDED CLAIMS ADMINISTRATOR 
      P.O. BOX 30547 
      SALT LAKE CITY, UT 84130-0547  
CUSTOMER SERVICE NUMBER:  1-866-213-3062 

 
Note: This form only needs to be completed if the provider is not submitting a claim on your behalf or you are requesting 
reimbursement for out of pocket expenses. 

PARTICIPANT DATA 

NAME OF PLAN PLAN ID WORK PHONE 
( ) 

HOME PHONE 
( ) 

PARTICIPANT NAME LAST FIRST MIDDLE SOCIAL SECURITY NUMBER MEDICAL RECORD # 

HOME ADDRESS STREET CITY STATE ZIP-CODE 

MARITAL STATUS 
Single Married Divorced Widowed          Separated 

OTHER COVERAGE? 
Yes No If Yes, complete section below 

PATIENT DATA 

PATIENT NAME LAST FIRST MIDDLE SEX Male 
 Female 

PHONE NUMBER 

DATE OF BIRTH AGE DISABLED DEPENDENT      Yes No 
 
RELATIONSHIP TO EMPLOYEE   Spouse       Domestic Partner Son Daughter Other (Describe)   

 
If this patient is a dependent child, is he/she a full time student?              Yes             No If yes, name of school:   

Were these charges incurred as a result of an on-the-job illness or injury? Yes No Other accident Yes No 
If the claim is the result of any kind of accident or injury, complete the following information: Date: Time:   
Description of what happened:     

OTHER COVERAGE DATA – PLEASE READ INSTRUCTIONS ON BACK 

IS THIS PATIENT EMPLOYED? 
     Yes No 

IF YES, GIVE NAME AND ADDRESS OF EMPLOYER 

IS THIS PATIENT OR ANY OTHER FAMILY MEMBER COVERED BY OTHER HEALTHCOVERAGE OR PLAN?      Yes     No Complete Section 

Name of Insured or Participant Name/Address of Insurance Company or Plan ID Number Group Number 

    
    

IS THE PATIENT COVERED BY MEDICARE? Yes No 

AUTHORIZATION SIGNATURE FOR INFORMATION RELEASE: I hereby authorize KPIC, its third party administrators, my Plan, and 
any health care provider that provided services in connection with this claim to disclose to KPIC, its third party administrators, and any 
other source of coverage for those services, medical records and information pertaining to the services and patient identified in this 
claim, for the purpose of adjudication and payment of the claim. I understand that treatment, payment, enrollment, eligibility for benefits 
may not be conditioned on my providing or refusing to provide this authorization.  This authorization is effective immediately and shall 
remain in effect for one year, unless a different date is specified here _. This authorization may be revoked by the patient at 
any time, effective upon receipt, except to the extent that a disclosing party or others have acted in reliance upon this authorization.  I 
understand that the recipient of information may not lawfully further use or disclose the health information unless another authorization is 
obtained from me or unless such use or disclosure is specifically required or permitted by law.  A copy of this authorization is as valid  
as the original. The patient has a right to a copy of this authorization. 
PATIENT/PARTICIPANT SIGNATURE: (Parent or guardian, if minor) DATE: 

Medical Claim Form 
Self-Funded Plan 



 
 

PROVIDER INFORMATION (OPTIONAL) 

HAS UTILIZATION MANAGEMENT BEEN CONTACTED FOR PRECERTIFICATION? Yes No   If yes, Authorization Number:   

DIAGNOSIS OR NATURE OF ILLNESS OR INJURY: RELATE ITEMS 1, 2, 3 OR 4 TO THE DIAGNOSIS CODE BELOW BY ENTERING THE ITEM NUMBER FOR EACH SERVICE 
1. 2. 3. 4. _ 

DATE(S) OF SERVICE  

PLACE OF 
SERVICE 

PROCEDURES, 
SERVICES OR 

SUPPLIES 
CPT/HCPCS/ 

MODIFIER 

 

DIAGNOSIS 
CODE 

 

FULL DESCRIPTION OF 
PROCEDURE/SERVICE 

 

DAYS/ 
UNITS 

 

CHARGE 
AMOUNT FROM THROUGH 

MO | DY | YR MO | DY | YR 

| | | |       
| | | |       
| | | |       

PROVIDER FEDERAL TAX I.D. NUMBER 
     SSN     EIN 

PATIENT’S ACCT NUMBER TOTAL CHARGES 
$ 

AMT PAID 
$ 

BALANCE DUE 
$ 

NAME, SIGNATURE, CREDENTIALS OF TREATING PHYSICIAN/SUPPLIER 

PRINTED NAME: CREDENTIALS   

SIGNED:_ DATE:   

PROVIDER BILLING NAME, ADDRESS, ZIP CODE AND PHONE# 

 
HOW TO FILE YOUR CLAIM 

ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY MISPRESENTATION OR ANY FALSE, 
INCOMPLETE OR MISLEADING INFORMATION, OR OMITTING A MATERIAL FACT, MAY BE SUBJECT TO CIVIL OR CRIMINAL 
PROSECUTION AND PENALTIES. 

 
This form is designed to help you file a claim for health care services received by you or an enrolled family member. If a doctor, hospital 
or other healthcare provider has already filed a claim directly with KPIC on your behalf, please do not submit a Member Medical Claim 
Form for the same services. Please see your Plan documents for applicable claim filing requirements. 

 
1. Complete the Participant Data and Patient Data sections of the claim form. 
2. See instructions below regarding the Other Coverage Data section. 
3. Complete and sign the Authorization section. 
4. Either have the provider complete the Provider Information section, or attach itemized bills provided by the provider. 

Each bill/receipt must include: 
• The name of the patient 
• Date expenses were incurred 
• Nature of encounter (i.e. office visit, x-ray, etc.) 
• Any other information your Plan requires. 

 
5. For reimbursement of any out-of-pocket expenses you incurred, you must include a copy of a receipt from the provider, and 

evidence of your payment to the provider, such as a credit card receipt. 
6. Send the completed claim form, itemized bills and attachments to: 

KAISER PERMANENTE INSURANCE COMPANY (KPIC) 
SELF-FUNDED CLAIMS ADMINISTRATOR 
P.O. BOX 30547 
SALT LAKE CITY, UT 84130-0547 

 
Note: Please be aware that if the provider holds a contract to provide services for your Plan, payment of a claim will always be made to the 
provider, even if you paid the provider directly. In that circumstance, you will need to seek reimbursement from the provider. 

INSTRUCTIONS FOR OTHER COVERAGE 
 

If the patient has coverage under any other plan, in addition to the Plan administered by KPIC, you may be able to receive benefits 
under both plans. This may happen if both spouses or domestic partners (where applicable) work and both carry family coverage 
through their respective employers or have other coverage. If you filed a claim with the other coverage, you will need to submit the 
explanation of benefits or other communication from the other coverage showing their adjudication of the claim, in addition to this Claim 
Form and copies of itemized bills and receipts. 
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NOTICE OF NONDISCRIMINATION 
 

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil rights law and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. KPIC does not exclude people or 
treat them differently because of race, color, national origin, age, disability or sex. We also: 

 
• Provide no cost aids and services to people with disabilities to communicate effectively with us, such as: 

o Qualified sign language interpreters 
o Written information in other formats, such as large print, audio, and accessible electronic formats 

 
• Provide no cost language services to people whose primary language is not English, such as: 

o Qualified interpreters 
o Information written in other languages 

 
If you need these services, call: 1-866-213-3062   for   TTY 711 
 
If you believe that KPIC 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 the KPIC Civil Rights Coordinator, 
3701 Boardman-Canfield Rd, Canfield OH 44406 telephone number 1-866-213-3062.  You can file a grievance 
by mail or phone. If you need help filing a grievance, the KPIC Civil Rights Coordinator is able to help you. 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, 1-800-368-1019,   
1-800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

 
 



Help in your Language
English: You have the right to get help in your language at no cost. If you have questions about your 
benefits, or you are required to take action by a specific date, call the number provided for your state  
or region to talk to an interpreter. 

Your health benefits are self-insured by your employer, union, or Plan sponsor. Kaiser Permanente Insurance Company provides certain administrative services  
for the Plan and is not an insurer of the Plan or financially liable for health care benefits under the Plan. • Kaiser Permanente Insurance Company (KPIC),  
Ordway Building, One Kaiser Plaza, Oakland, CA 94612

አማርኛ (Amharic): ያለምንም ክፍያ በቋንቋዎ እርዳታ የማግኘት 
መብት አለዎ። ስለ ጥቅማጥቅሞችዎ ጥያቄዎች ካሉዎት፣ ወይም 
በተወሰነ ቀን እንዲያከናውኑ የሚጠበቅዎ ድርጊት ካለ፣ ስቴትዎ ወይም 
ክልልዎ ከተርጓሚ ጋር እንዲነጋገር በተሰጠዎ ስልክ ቁጥር ይደውሉ።

العربية (Arabic): لك الحق في الحصول على المساعدة بلغتك دون 
تحمل أي تكاليف. إذا كانت لديك استفسارات بشأن المزايا الخاصة بك 

أو قد طُلب منك اتخاذ إجراء خلال تاريخ محدد، يُرجى الاتصال بالرقم 
المخصص لولايتك أو منطقتك للتحدث إلى مترجم فوري.

Հայերեն (Armenian): Դուք ունեք Ձեր լեզվով 
անվճար օգնություն ստանալու իրավունք:  
Եթե Դուք հարցեր ունեք Ձեր նպաստների, 
կամ Դուք պարտադրված եք գործողություններ 
ձեռնարկել մինչև որոշակի ամսաթիվ, ապա 
զանգահարե՛ք Ձեր նահանգի կամ շրջանի 
համար տրամադրված հեռախոսահամարով` 
թարգմանչի հետ խոսելու համար:

Ɓǎsɔ́ɔ̀ - wùɖù (Bassa): Ɔ mɔ̀ nì kpé ɓɛ́ m̀ ké gbo-
kpá-kpá dyé ɖé m̀ mìɔùn nììn ɓiɖ́i-́wùɖù mú pídyi. 
Ɔ jǔ ké m̀ dyi dyi-diè-ɖɛ̀ ɓě ɓéɖé ɓá kpáná ɓě m̀ 
kɔ̀̃ m̀ ké dyéɛ jè dyí, mɔɔ ɔ jǔ ké wa dyi níin m̀ mɛ 
nyu ɖɛ ɖíɛ́ ɓě ɓó wé jɛ̀ɛ́ ɖò kɔ̃ɛɛ ní, nií̀, m̀ mɛ ɖá 
nɔ̀ɓà ɓɛ́ wa tòà ɓó ni ̀ɓóɖóɔ̀ mɔɔ ɓó ni ̀gbɛ̌ɛ̀ɔ̀ bììɛ, 
ɓɛ́ m̀ ké nyɔ-wuɖuún-zà-nyɔ̀ ɖò gbo wùɖù.

বাংলা (Bengali): বিনা খরচে আপনার বনচের ভাষায় সাহায্য 
পাওয়ার অবিকার আপনার আচে। আপনার সবুিিাগবুির সম্পচককে  
আপনার যবি ককান প্রশ্ন থাচক, অথিা একটি বনিকোবরত বিচনর মচি্য 
যবি আপনার ককান পিচষেপ গ্রহণ করার প্রচয়ােন হয়, তাহচি 
কিাভাষীর সচগে কথা িিচত আপনার রাে্য িা অঞ্চচির েন্য প্রিত্ত 
নম্বরটিচত ক�ান করনু। 

Northern California Region  .  .  .  .  .  . 1-800-663-1771

Southern California Region  .  .  .  .  .  . 1-800-533-1833

Colorado Region  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1-877-883-6698

Mid-Atlantic States Region  .  .  .  .  .  . 1-877-740-4117

Northwest Region  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1-866-800-3402

Georgia Region  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 1-866-800-1486

TTY  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 711
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Cebuano (Bisaya): Anaa moy katungod nga 
mangayo og tabang sa inyo pinulongan ug kini 
walay bayad. Kung naa mo pangutana bahin 
sa inyo benepisyo o may mga butang nga 
nanginahanglan sa inyo paglihok sa dili pa usa ka 
piho nga petsa, palihug lang pagtawag sa mga 
numero sa telepono nga gihatag sa imong estado 
(“state”) o rehiyon (“region”) para makigstorya sa 
usa ka interpreter.

中文 (Chinese): 您有權免費以您的語言獲得幫助。

如果您對您的福利有任何疑問，或者您被要求在具

體日期之前採取措施，請致電您所在的州或地區的 

電話，與口譯員進行溝通。

Chuuk (Chuukese): Mei wor omw pwuung omw 
kopwe neuneu aninis non kapasen fonuomw 
(Chuukese), ese kamo.  Ika mei wor omw kapas 
eis usun omw pekin insurance, are ika a men 
auchea omw kopwe fori pwan ekoch fofor 
mei namot ngeni omw plan, ke tongeni kori 
ewe nampa ren omw state ika neni (asan) pwe 
eman chon awewe epwe anisuk non kapasen 
fonuomw.

Français (French): Une assistance gratuite dans 
votre langue est à votre disposition. Si vous avez 
des questions à propos de vos avantages ou 
si vous devez prendre des mesure à une date 
précise, appelez le numéro indiqué pour votre 
Etat ou votre région pour parler à un interprète.

Deutsch (German): Sie haben das Recht, 
kostenlose Hilfe in Ihrer Sprache zu 
erhalten. Falls Sie Fragen bezüglich Ihres 
Leistungsanspruchs haben oder Sie bis zu 
bestimmten Stichtagen handeln müssen, 
rufen Sie die für Ihren Bundesstaat oder Ihre 
Region aufgeführte Nummer an, um mit einem 
Dolmetscher zu sprechen.

ગજુરાતી (Gujarati): તમન ેકોઇ પણ ખર્ચ વગર તમારી 
ભાષામા ંમદદ મેળવવાનો અધિકાર છે. જો તમન ેતમારા લાભો 
ધવશ ેપ્રશ્ો હોય, અથવા કોઈ રોક્કસ તારીખથી તમન ેપગલા ં
લેવાની જરૂર હોય, તો દુભાધષયા સાથ ેવાત કરવા તમારા સ ટ્ે્ 
અથવા રીજીયન મા ટ્ે પરુો પાડવામા ંઆવલે નબરં પર ફોન કરો.

Kreyòl Ayisyen (Haitian Creole): Ou gen dwa 
pou jwenn èd nan lang ou gratis. Si ou gen 
nenpòt kesyon sou aplikasyon ou an oswa 
asirans ou ak Kaiser Permanente, oswa si nan avi 
sa a gen bagay ou sipoze fè avan yon sèten dat, 
rele nimewo nou mete pou Eta oswa rejyon ou a 
pou w ka pale ak yon entèprèt.

ʻōlelo Hawaiʻi (Hawaiian): He pono a ua loaʻa no 
kekahi kōkua me kāu ʻōlelo inā makemake a he 
manuahi no hoʻi. Inā he mau nīnau kāu e pili ana i 
kāu pono keu i ka polokalamu ola kino, a i ʻole inā 
ke haʻi nei iāʻoe e hana koke aku i kēia ma mua 
o kekahi lā i waiho ʻia, e kelepona aku i ka helu i 
loaʻa nei no kāu mokuʻāina a i ʻole panaʻāina no ka 
walaʻau ʻana me kekahi kanaka unuhi ʻōlelo.

हिन्दी (Hindi): आपको बिना कोई कीमत चकुाए आपकी 
भाषा में मदद पाने का अधिकार है। यदद आप आपके 
लाभ के िारे में कोई सवाल पछूना चाहते हैं या आपको 
दकसी धनश्चित तारीख तक कोई कारवाई करने की 
आवशयकता है,तो आप आपके राजय या के्त्र के धलए ददये 
गए नंिर पर फोन करके दकसी दभुाबषए से िात करें। 

Hmoob (Hmong): Koj muaj cai tau txais kev pab 
txhais ua koj hom lus pub dawb. Yog koj muaj lus 
nug txog koj cov txiaj ntsig, lossis koj yuav tsum 
tau ua raws li hnub hais tseg ntawd, hu rau tus 
nab npawb xovtooj ntawm lub xeev lossis hauv 
ib cheeb tsam uas tau muab rau koj mus tham 
nrog ib tug kws txhais lus.

Igbo (Igbo): Ị nwere ikike ịnweta enyemaka n’asụsụ 
gị na akwụghị ụgwọ ọ bụla. Ọ bụrụ na ị nwere ajụjụ 
gbasara elele gị, ma ọ bụ na achọrọ ka ị mee ihe 
tupu otu ụbọchị, kpọọ nọmba enyere maka steeti 
ma ọ bụ mpaghara gị i ji kwukọrịta okwu n’etiti onye 
ọkọwa okwu.

Iloko (Ilocano): Adda dda ti karbenganyo a dumawat 
iti tulong iti pagsasaoyo nga awan ti bayadanyo. No 
addaankayo kadagiti saludsod maipanggep kadagiti 
benepisioyo wenno, mangkalikagum kadakayo a 
rumbeng nga aramidenyo ti addang iti espesipiko 
a petsa, tawagan ti numero nga inpaay para ti 
estado wenno rehion tapno makipatang ti maysa 
mangipatarus iti pagsasao.
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Italiano (Italian): Hai il diritto di ricevere 
assistenza nella tua lingua gratuitamente.In caso 
di domande riguardanti le tue agevolazioni o se 
devi intervenire entro una data specifica, chiama 
il numero fornito per il tuo stato o la tua regione 
per parlare con un interprete.

日本語 (Japanese): あなたは、費用負担なしでご
使用の言語で支援を受ける権利を保持しています。
給付に関してご質問があるか、または、あなたが特
定の日付までに行動を起こすよう依頼されている場
合、お住まいの州または地域に対して提供された電

話番号に電話して、通訳とお話ください。

ខ ម្ែរ (Khmer): អ្នកមានសិទ្ិទទួលបានជំនួយជាភាសារបស់អ្នក 
ដោយឥតគិតថ្លៃ។ ដបើសិនអ្នកមានសំណួរណាមយួអំពីអត្ថបបដោជន ៍
របស់ដោកអ្នក ឬបតរូវបានតបមរូវឲ្យអ្នក ចាតវ់ធិានការបតរឹមកាល 
បរដិ្ឆេទជាកោ់ក ់សូមទូរស័ព្ទដៅដល្ខែលបានផ្ដល់ជូនសបមាបរ់ែ្ឋ 

ឬតំបនរ់បស់អ្នកដែើម្នីិោយដៅកានអ់្នកបកខបប ។

한국어 (Korean): 귀하에게는 한국어 통역서비스를 

무료로 받으실 수 있는 권리가 있습니다. 귀하의 

보험 혜택이나 이 통지서의 요구대로 어느 날짜까지 

조취를 취해야만 하는 경우, 제공된 귀하의 주 및 

지역 전화번호로 연락해 통역사와 통화하십시오.

ລາວ (Laotian): ທ່ານມີສິດທີ່ຈະໄດ້ຮັບການຊ່ວຍເຫຼືອໃນພາສາ
ຂອງທ່ານໂດຍບໍ່ເສັຽຄ່າ. ຖ້າວ່າ ທ່ານມີຄໍາຖາມກ່ຽວກັບຜົນປະໂຫຍ
ດຂອງທ່ານ, ຫຼື ທ່ານຈໍາເປັນຕ້ອງດໍາເນີນການພາຍໃນວັນທີທີ່ເຈາະ
ຈົງໃດໜຶ່ງ, ໃຫ້ໂທຕາມໝາຍເລກທີໃ່ຫໄ້ວສ້າໍລບັລດັ ຫືຼ ເຂດຂອງທາ່ນ 
ເພ່ືອຂໍລົມກັບນາຍພາສາ.

Kajin Majōḷ (Marshallese): Ewōr jimwe eo aṃ in 
bōk jipañ ilo kajin eo aṃ ejjeḷọk wōṇāān. Ñe ewōr 
aṃ kajjitōk kōn jibañ ko aṃ, ak ñe kwoj aikuuj in 
ṃakūtkūt ṃokta jān juon raan eo eṃōj an kallikkar, 
kaḷọk nōṃba eo ej leḷọk ñan state eo aṃ ak jikūṃ 
bwe kwōn maroñ kōnono ippān juon ri-ukōt.

Naabeehó (Navajo): Doo bik’4 as7n7[11go ata’ hane’ 
bee n7k1 i’doolwo[. Bee naa 1h1y1n7g77 d00 bee n7k1 
an1’1lwo’7g77 b7na’7d7[kidgo, 47 doodago n11s yoo[k11[gi 
hait’4egoda 7’d77l77[ ni’di’n7go, bik’ehgo b44sh bee 
hane’7 naaltsoos bik11’7j8’ hod77lnih nitsaa hahoodzoj8’ 47 
doodago aadi nah0s’a’di 1ko ata’ halne’7 bich’8’ had77dzih.

नेपालदी (Nepali): तपाईंले कुन ैखच्च बिना आफनो 
भाषामा सहायता पाउने अधिकार छ। यदद सुबविाहरूका 
िारेमा तपाईंको कुन ैप्रश्नहरू भए, अथवा कुन ैधनिा्चररत 
धमधत धभत्र तपाईंले कुन ैकारिाही गन्च आवशयक भए, 
कुन ैदोभाषेसँग कुरा गन्च तपाईंको राजय वा के्त्रका 
लाधग उपलबि नमिरमा फोन गनु्चहोस।्

Afaan Oromoo (Oromo): Baasii malee afaan 
keetiin gargaarsa argachuudhaaf mirga qabda. 
Waa’ee tajaajila keetii ilaalchisee gaaffii yoo 
qabaatte, yookaan yoo guyyaa murtaa’e irratti 
tarkaanfii akka fudhattu gaafatamte, lakkoofsa 
bilbilaa naannoo yookaan goodina keetiif 
kenname bilbiluudhaan turjumaana haasofsiisi.

فارسی (Persian): شما حق داريد که بدون هيچ هزينه ای به زبان 
خود کمک دريافت کنيد. اگر درباره مزايای خود سؤالی داشته يا لازم 

است تا تاريخ مشخصی اقدامی بعمل آوريد، برای صحبت با يک مترجم 
شفاهی با شماره تلفن ارائه شده برای ايالت يا منطقه خود تماس بگيريد.

lokaiahn Pohnpei (Pohnpeian): Komw anehki 
pwung en rapahki sounkawehwe en omw palien 
lokaia ni sohte isaihs. Ma mie iren owmi kalelapak 
ohng kosoandi me pid kamwau pe kan, de anahne 
komwi en mwekid ohng rahn me kileledi, ah komw 
anahne koahl nempe me sansalehr (insert number 
here) ohng owmi palien wehi pwe komwi en 
lokaiaieng owmi tungoal soun kawehwe.

Português (Portuguese): Você tem o direito de 
obter ajuda em seu idioma sem nenhum custo. 
Se você tiver dúvidas sobre seus benefícios, ou 
caso seja necessário que você tome alguma 
medida até uma data específica, ligue para o 
número fornecido para seu estado ou região 
para falar com um intérprete.
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ਪੰਜਾਬੀ (Punjabi): ਤੁਹਾਨੰੂ ਬਬਨਾਂ ਬਿਸ ੇਸ਼ਲੁਿ ਤੇ ਆਪਣੀ ਭਾਸ਼ਾ 
ਬਿਚ ਮਦਦ ਪਾਉਣ ਦਾ ਹੱਿ ਹੈ. ਜੇਿਰ ਤੁਹਾਡੇ ਆਪਣ ੇਫਾਇਬਦਆਂ 
ਬਾਰੇ ਸਿਾਲ ਹਨ, ਜਾਂ ਤੁਹਾਨੰੂ ਬਿਸ ੇਬਨਸ਼ਬਚਤ ਬਮਤੀ ਤੱਿ ਿਾਰਿਾਈ 
ਿਰਨ ਦੀ ਲੋੜ ਪਿੇ, ਤਾਂ ਦੁਭਾਸੀਏ ਨਾਲ ਗੱਲ ਿਰਨ ਲਈ ਆਪਣੇ 
ਰਾਜ ਜਾਂ ਇਲਾਿੇ ਲਈ ਮਹੱੁਈਆ ਿਰਿਾਏ ਗਏ ਨੰਬਰ ਤੇ ਫੋਨ ਿਰੋ.

Română (Romanian): Aveți dreptul de a solicita 
ajutor care să vă fie oferit în mod gratuit în limba 
dumneavoastră. Dacă aveți întrebări legate de 
beneficiile dumneavoastră sau vi se solicită să 
luați măsuri până la o anumită dată, sunați la 
numărul de telefon furnizat pentru statul sau 
regiunea dumneavoastră pentru a sta de vorbă 
cu un interpret.

Pусский (Russian): У вас есть право получить 
бесплатную помощь на своем языке. Если у 
вас имеются вопросы относительно ваших  
преимуществ либо необходимо выполнение 
каких-либо действий к определенной дате, 
позвоните по номеру телефона для своего штата 
или региона, чтобы поговорить с переводчиком.

Faa-Samoa (Samoan): E iai lou 'aia e maua fua se 
fesoasoani i lou lava gagana. Afai e iai ni fesili e 
uiga i ou penefiti, pe e manaomia onae gaoioi a o 
le'i oo i se aso filifilia, vili le numera ua saunia atu 
mo lou setete po o vaipanoa e talanoa i se faaliliu.

Español (Spanish): Usted tiene derecho a 
obtener ayuda en su idioma sin costo alguno. Si 
tiene preguntas acerca de sus beneficios o si se 
le solicita que tome alguna medida antes de una 
fecha determinada, llame al número de teléfono 
que se proporciona para su estado o región para 
hablar con un intérprete.

Tagalog (Tagalog): Mayroon kang karapatang 
humingi ng tulong sa iyong wika nang walang bayad. 
Kung mayroon kang mga katanungan tungkol 
sa iyong mga benepisyo o kinakailangan mong 
magsagawa ng aksyon sa tiyak na petsa, tumawag sa 
numerong ibinigay para sa iyong estado o rehiyon 
para makipag-usap sa isang interpreter.

ไทย (Thai): ทา่นมสีทิธทิีจ่ะไดรั้บความชว่ยเหลอืใน
ภาษาของทา่นโดยไมเ่สยีคา่ใชจ้า่ย หากทา่นมคี�าถาม
เกีย่วกบัสทิธปิระโยชนข์องทา่น หรอืทา่นจ�าเป็นตอ้ง
ด�าเนนิการภายในวนัทีท่ีก่�าหนดไว ้โปรดตดิตอ่หมายเลข
ทีใ่หไ้วส้�าหรับรัฐหรอืเขตพืน้ทีข่องทา่นเพือ่คยุกบัลา่ม

Lea Faka-Tonga (Tongan): 'Oku 'i ai ho totonu ke 
ma'u ha fakatonulea ta'etotongi. Kapau 'oku 'i 
ai ha'o fehu'i 'o fekau'aki mo ho ngaahi penefiti, 
pe ko ha me'a na'e fiema'u ke fai ki ha 'aho na'e 
tukupau atu ke fakahoko ia, taa ki he fika kuo 
'oatu ki ho siteiti pe ko e vahefonua ke talanoa 
mo ha fakatonulea.

Українська (Ukrainian): У Вас є право на 
отримання допомоги на Вашій рідній мові 
безкоштовно. Якщо Ви маєте питання стосовно 
Ваших переваг, чи якщо Вам необхідно здійснити 
певну дію до конкретної дати, подзвоніть по 
номеру телефону, що відповідає Вашій країні чи 
регіону, щоб поговорити з перекладачем.

ارُدو (Urdu): آپ کو کوئی بھی قيمت ادا کئے بغير اپنی زبان ميں مدد 
حاصل کرنے کا حق ہے۔ اگر آپ کے ذہن ميں اپنے فوائد کے متعلق 

کوئی سوالات ہيں، يا آپ کو ايک مخصوص تاريخ تک عمل انجام دينے 
کی ضرورت ہے تو، کسی مترجم سے بات چيت کرنے کے لئے آپ 

کی رياست يا علاقہ کے لئے فراہم کئے گئے نمبر پر کال کريں۔

Tiếng Việt (Vietnamese): Quý vị có quyền được 
nhận trợ giúp miễn phí bằng ngôn ngữ của mình. 
Nếu quý vị có các câu hỏi về các lợi ích của mình, 
hoặc quý vị được yêu cầu thực hiện vào một ngày 
cụ thể, hãy gọi đến số điện thoại được cung cấp 
cho bang hoặc khu vực của quý vị để trò chuyện với 
phiên dịch viên.

Yorùbá (Yoruba): O ní ẹ̀tọ́ láti gba ìrànwọ́ ní èdè 
rẹ lọ́fẹ̀ẹ́. Tí o bá ní ìbéèrè nípa àwọn ànfàní rẹ tàbí 
o ní láti gbé ìgbésẹ̀ kan ní ọjọ́ kan pàtó, pe nọ́mbà 
tí a pèsè fún ìpínlẹ̀ rẹ tàbí agbègbè láti bá ògbùfọ̀ 
kan sọ̀rọ̀.
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