vaetna

January 1, 2025

There are upcoming changes™* to your plan’s drug
coverage — and we want to be sure you're ready

Starting January 1, 2025, you'll see changes to the drugs your Advanced Control Plan-Aetna:
Federal Employees covers. It's important that you review the changes in the chart enclosed.
Talk to your doctor about how these changes might impact you.

Find out how to keep your costs low
If the status of your current drug is changing, you may pay more for refilling them on or after
January 1, 2025. So, we want to make sure you understand your options and what to do next.

What to do if your drugs are changing

Talk to your doctor to find out if changing to a preferred drug is right for you. If they agree,
have them send a new prescription to your pharmacy so it’s ready for you to fill January 1,
2025.

Your doctor may decide it's best for you to stay on your current drug. If so, they can ask for
medical exception. Or you can call us at the number on your member ID card to request one. If
approved, you'll still pay your plan copay or cost-share, after you meet your plan’s deductible or
out-of-pocket requirements.

Need more support? We’re here to help.
e Visit the website listed on your member ID card to view your current plan details.
e Callus at the number on your member ID card.

* In accordance with state law or insurer policies, changes to drug coverage are not effective
for commercial fully insured plans (including HMOs) in Louisiana, New York, Texas, and in
most circumstances Connecticut and Vermont, until the plans’ renewal date.
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Changes beginning January 1, 2025

On or after this date, log in to your member website. Here, you can search for and estimate the
cost of your drug(s). You can also find options that may cost you less. Keep in mind, these costs
will depend on several things, like where you are with your deductible.

The changes listed in this chart are based on your plan information as of the date of this letter.

UPPER CASE = brand-name drug

lower case = generic drug

Drug Name Change(s)

ACCU-CHEK AVIVA Moving to preferred brand tier
(NDC 65702010710 only)

ACCU-CHEK FASTCLIX LANCETDEVICE KIT | Moving to preferred brand tier
(NDC 65702048110 only)

ACCU-CHEK FASTCLIX LANCETS Moving to preferred brand tier
(NDC 65702028810 only)

ACCU-CHEK GUIDE CONTROL LEVEL1/
LEVEL2 (NDC 65702071310 only)

Moving to preferred brand tier

ACCU-CHEK SAFE-T-PRO PLUSLANCETS

Non-formulary; not covered. Covered options include:

(NDC 50924007920 only) ONETOUCH LANCETS

ACCU-CHEK SMARTVIEW CONTROL Moving to preferred brand tier

(NDC 65702048810 only)

ACCU-CHEK SOFTCLIX LANCETDEVICE KIT | Moving to preferred brand tier

(NDC 65702040010 only)

ACCU-CHEK SOFTCLIX LANCETS Moving to preferred brand tier

(NDC 50924097110 only)

ACCU-CHEK SOFTCLIX LANCETS Moving to preferred brand tier

(NDC 65702012410 only)

ACCU-CHEK SOFTCLIX LANCETS (NDC Non-formulary; not covered. Covered options include: OneTouch

65702015610 only) lancets

ACTEMRA Not covered under pharmacy benefit. May be covered under the
medical benefit

ADIPEX-P Quantity limits apply. Covered up to 30 units every 25 days

AGRYLIN Quantity limits removed

AIMOVIG Drug list addition (preferred); Step therapy required; Quantity
limits apply. Covered up to 1syringe every 25 days

AJOVY Non-formulary; not covered. Covered options include: AIMOVIG,

EMGALITY, QULIPTA

albuterol sulfate hfa (NDC 00093317431
only)

Non-formulary; not covered. Covered options include: albuterol
sulfate HFA inhalation aerosol (except certain NDCs)

anagrelide hydrochloride

Quantity limits removed

ASMANEX HFA

Drug list addition (preferred); Quantity limits apply. Covered up to
1 package every 25 days

aspirin / dipyridamole

Quantity limits removed
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Drug Name Change(s)

AUSTEDO Non-formulary; not covered. Covered options include:
tetrabenazine, INGREZZA

AUSTEDO XR Non-formulary; not covered. Covered options include:

tetrabenazine, INGREZZA

AUSTEDO XR PATIENT TITRAT

Non-formulary; not covered. Covered options include:
tetrabenazine, INGREZZA

BASAGLAR KWIKPEN

Non-formulary; not covered. Covered options include: INSULIN
GLARGINE-YFGN

BASAGLAR TEMPO PEN

Non-formulary; not covered. Covered options include: INSULIN
GLARGINE-YFGN

benzphetamine hcl

Quantity limits apply. Covered up to 90 tabs every 25 days

breyna Drug list addition (preferred); Quantity limits apply. Covered up to
3 packages every 25 days
BRILINTA Quantity limits removed

budesonide / formoterol fumarate dihydrate

Drug list addition (preferred); Quantity limits apply. Covered up to
3 packages every 25 days

cilostazol

Quantity limits removed

clovique

Preauthorization removed

CONTOUR HIGH CONTROL (NDC
00193711101 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

CONTOUR LOW CONTROL (NDC
00193711001 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

CONTOUR NEXT CONTROL LEVEL 1 (NDC
00193731501 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

CONTOUR NEXT CONTROL LEVEL 2 (NDC
00193731401 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

CONTOUR NORMAL CONTROL (NDC
00193710901 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

COPAXONE Non-formulary; not covered. Covered options include: dimethyl
fumarate delayed-rel, fingolimod, glatiramer, glatopa,
teriflunomide, BETASERON, KESIMPTA, MAYZENT, REBIF,
TYSABRI, VUMERITY, ZEPOSIA

DAXXIFY Not covered under pharmacy benefit. May be covered under the
medical benefit

DEMSER Moving to non-preferred specialty tier; Preauthorization required;
Quantity limits apply. Covered up to 480 caps every 30 days

DEPEN TITRATABS Preauthorization removed

DIASTIX REAGENT STRIPS(NDC Non-formulary; not covered

00193280650 only)

DIASTIX(NDC 00193280250 only)

Non-formulary; not covered
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Drug Name

Change(s)

diethylprop tab 25mg Quantity limits apply. Covered up to 90 tabs every 25 days

diethylprop tab 75mg er Quantity limits apply. Covered up to 30 tabs every 25 days

DIPENTUM Preauthorization removed

dipyridamole Quantity limits removed

DIVIGEL Moving to non-preferred brand tier

EFFIENT Quantity limits removed

ELFABRIO Drug list addition (preferred specialty); Preauthorization required

EPIPEN-JR 2-PAK Moving to non-preferred brand tier

EXELDERM Quantity limits removed

EXELON Preauthorization removed

FABRAZYME Moving to preferred specialty tier

FARXIGA Non-formulary; not covered. Covered options include:
JARDIANCE

FENSOLVI Not covered under pharmacy benefit. May be covered under the

medical benefit

FINGERSTIX LANCETS (NDC 00193596531

Non-formulary; not covered. Covered options include: ACCU-

only) CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE
FLOVENT HFA Non-formulary; not covered. Covered options include: ARNUITY

ELLIPTA, ASMANEX HFA

fluticasone propionate hf

Non-formulary; not covered. Covered options include: ARNUITY
ELLIPTA, ASMANEX HFA

FORTEO

Non-formulary; not covered. Covered options include:
teriparatide, TYMLOS

FREESTYLE CONTROL SOLUTION HIGH /
LOW (NDC 99073070432 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid

GENOTROPIN

Non-formulary; not covered. Covered options include:
HUMATROPE, NORDITROPIN, SOGROYA

GENOTROPIN MINIQUICK

Non-formulary; not covered. Covered options include:
HUMATROPE, NORDITROPIN, SOGROYA

gentamicin sulfate

Quantity limits removed

HUMATROPE

Drug list addition (preferred specialty); Preauthorization required
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Drug Name

Change(s)

HUMIRA

HUMIRA PEDIATRIC CROHNS DISEASE
STARTER PACK

HUMIRA PEN

HUMIRA PEN-CD / UC / HS STARTER

HUMIRA PEN-PEDIATRIC UC STARTER PAC

HUMIRA PEN PS / UV STARTER

Non-formulary; not covered.

Covered options include:

For Ankylosing Spondylitis: Adalimumab-ADAZ, Cosentyx,
Enbrel, Hyrimoz, Rinvoq

For Crohn’s Disease: Adalimumab-ADAZ, Hyrimoz, Skyrizi
subcutaneous, Stelara subcutaneous, Rinvoq

For Psoriasis: Adalimumab-ADAZ, Hyrimoz, Otezla, Skyrizi
subcutaneous, Sotyktu, Stelara subcutaneous, Taltz,
Tremfya

For Psoriatic Arthritis: Adalimumab-ADAZ, Cosentyx,
Enbrel, Hyrimoz, Otezla, Rinvoq, Skyrizi subcutaneous,
Stelara subcutaneous, Tremfya

For Rheumatoid Arthritis: Adalimumab-ADAZ, Enbrel,
Hyrimoz, Kevzara, Orencia Clickject, Orencia
subcutaneous, Rinvoq, Xeljanz, Xeljanz XR

For Ulcerative Colitis: Adalimumab-ADAZ, Hyrimoz,
Rinvoq, Stelara subcutaneous, Xeljanz, Xeljanz XR, Zeposia

For All Other Conditions: Adalimumab-ADAZ, Enbrel,
Hyrimoz

icosapent ethyl

Drug list addition (preferred generic)

INSULIN GLARGINE SOLOSTAR

Non-formulary; not covered. Covered options include: INSULIN
GLARGINE-YFGN

INSULIN GLARGINE-YFGN

Drug list addition (preferred)

JANUMET Non-formulary; not covered. Covered options include:
ZITUVIMET, ZITUVIMET XR

JANUMET XR Non-formulary; not covered. Covered options include:
ZITUVIMET, ZITUVIMET XR

JANUVIA Non-formulary; not covered. Covered options include: ZITUVIO

KETO-DIASTIX(NDC 00193288221, Non-formulary; not covered

00193288250 only)

KETOSTIX(NDC 00193288021,00193288050 | Non-formulary; not covered

only)

LANTUS SOLOSTAR Non-formulary; not covered. Covered options include: INSULIN
GLARGINE-YFGN

LUMIZYME Not covered under pharmacy benefit. May be covered under the

medical benefit

LUPRON DEPOT-PED (1-MONTH)

Moving to preferred specialty tier; Preauthorization required

LUPRON DEPOT-PED (3-MONTH)

Moving to preferred specialty tier; Preauthorization required

LUPRON DEPOT-PED (6-MONTH)

Moving to preferred specialty tier; Preauthorization required

LYVISPAH

Preauthorization removed
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Drug Name

Change(s)

MEDISENSE GLUCOSE KETONE CONTR
(NDC 93815080312 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid

MEDISENSE GLUCOSE KETONE CONTROL
SOLUTION 1-NORMAL (NDC 57599031201
only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid

MEDISENSE HIGH / MID / LOW CONTROL
SOLUTION (NDC 57599055101 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid

memantine hcl titration pak

Preauthorization removed

memantine hydrochloride

Preauthorization removed

memantine hydrochloride er

Preauthorization removed

methergine Quantity limits removed
methylergonovine maleate Quantity limits removed
metyrosine Moving to preferred specialty tier; Preauthorization required;

Quantity limits apply. Covered up to 480 caps every 30 days

MICROLET LANCETS (NDC 00193658621
only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

MICROLET NEXT (NDC 00193670201 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

MIEBO

Drug list addition (preferred)

MULTISTIX 10 SG (NDC 08620216121 only)

Non-formulary; not covered

NAMENDA

Preauthorization removed

NAMENDA TITRATION PAK

Preauthorization removed

NAMZARIC

Preauthorization removed

NP THYROID 120(NDC 42192032801 only)

Non-formulary; not covered. Covered options include:
levothyroxine tablets, liothyronine

NP THYROID 15(NDC 42192032701 only)

Non-formulary; not covered. Covered options include:
levothyroxine tablets, liothyronine

NP THYROID 30(NDC 42192032901 only)

Non-formulary; not covered. Covered options include:
levothyroxine tablets, liothyronine

NP THYROID 60(NDC 42192033001 only)

Non-formulary; not covered. Covered options include:
levothyroxine tablets, liothyronine

NP THYROID 90(NDC 42192033101 only)

Non-formulary; not covered. Covered options include:
levothyroxine tablets, liothyronine

OMNIPOD GO 20 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION

PUMP, OMNIPOD INSULIN INFUSION PUMP

OMNIPOD GO 30 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION

PUMP, OMNIPOD INSULIN INFUSION PUMP

OMNIPOD GO 40 UNITS / DAY Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION

PUMP, OMNIPOD INSULIN INFUSION PUMP

orlistat Quantity limits apply. Covered up to 90 caps every 25 days
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Drug Name Change(s)
penicillamine Preauthorization removed
PHEBURANE Moving to preferred specialty tier

phendimetrazine tartrate

Quantity limits apply. Covered up to 180 tabs every 25 days

phentermine cap 15mg

Quantity limits apply. Covered up to 60 caps every 25 days

phentermine cap 30mg

Quantity limits apply. Covered up to 30 caps every 25 days

phentermine cap 37.5mg

Quantity limits apply. Covered up to 30 units every 25 days

phentermine tab 37.5mg

Quantity limits apply. Covered up to 30 units every 25 days

phytonadione

Quantity limits removed

PRALUENT

Non-formulary; not covered

prasugrel hydrochloride

Quantity limits removed

PRECISION GLUCOSE KETONE CONTROL
SOLUTION 1-LOW, 1-HIGH (NDC
57599013901 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK calibration liquid

PRETOMANID Preauthorization removed
PYLERA Moving to non-preferred brand tier
QSYMIA Preauthorization required; Quantity limits apply. Covered up to 30

caps every 25 days

QVAR REDIHALER

Non-formulary; not covered. Covered options include: ARNUITY
ELLIPTA, ASMANEX HFA

RELION KETONE TEST STRIPS(NDC

Non-formulary; not covered

81131006043 only)

REPATHA Moving to preferred brand tier

REPATHA PUSHTRONEX SYSTEM Drug list addition (preferred)

REPATHA SURECLICK Moving to preferred brand tier

RESTASIS Drug list addition (preferred)

RESTASIS MULTIDOSE Drug list addition (preferred)

REXULTI Non-formulary; not covered. Covered options include:

aripiprazole, asenapine, clozapine, lurasidone, olanzapine,
quetiapine (except 150 mg), risperidone, ziprasidone, VRAYLAR

rivastigmine tartrate

Preauthorization removed

rivastigmine transdermal system

Preauthorization removed

RUBRACA

Non-formulary; not covered. Covered options include: LYNPARZA,
ZEJULA

SAXENDA

Quantity limits apply. Covered up to 5 pens every 25 days

SEMGLEE

Non-formulary; not covered. Covered options include: INSULIN
GLARGINE-YFGN

SINGLE-LET (NDC 00193656831 only)

Non-formulary; not covered. Covered options include: ACCU-
CHEK LANCETS/LANCING DEVICE, ONETOUCH
LANCETS/LANCING DEVICE

SIRTURO Preauthorization removed

SITAGLIPTIN Non-formulary; not covered

SOGROYA Drug list addition (preferred specialty); Preauthorization required;
Quantity limits apply. Covered up to 4 pens every 28 days

SOLIRIS Not covered under pharmacy benefit. May be covered under the

medical benefit
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Drug Name

Change(s)

sulconazole nitrate

Quantity limits removed

SUNLENCA Not covered under pharmacy benefit. May be covered under the
medical benefit

TAKHZYRO Drug list addition (non-preferred specialty); Preauthorization
required; Quantity limits apply. Covered up to 2 syringes every 28
days

TOFIDENCE Not covered under pharmacy benefit. May be covered under the

medical benefit

tramadol hcl tab 100mg

Non-formulary; not covered. Covered options include: tramadol
(except tramadol 100mg), tramadol ext-rel

trientine hydrochloride

Preauthorization removed

TRIPTODUR

Moving to non-preferred specialty tier

true folic acid(ndc 83035182401 only)

Non-formulary; not covered. Covered options include: folic acid
400 mcg (except certain NDCs)

TRUXIMA

Not covered under pharmacy benefit. May be covered under the
medical benefit

TWIIST REFILL KIT / INFUSION(NDC
98617090100 only)

Drug list addition (preferred)

TWIIST REFILL KIT(NDC 98617090400 only)

Drug list addition (preferred)

TYENNE Not covered under pharmacy benefit. May be covered under the
medical benefit

V-GO 20 Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION
PUMP, OMNIPOD INSULIN INFUSION PUMP

V-GO 30 Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION
PUMP, OMNIPOD INSULIN INFUSION PUMP

V-GO 40 Non-formulary; not covered. Covered options include: OMNIPOD
5 INSULIN INFUSION PUMP, OMNIPOD DASH INSULIN INFUSION
PUMP, OMNIPOD INSULIN INFUSION PUMP

VANDAZOLE Not covered under pharmacy benefit. May be covered under the
medical benefit

VASCEPA Non-formulary; not covered. Covered options include: icosapent
ethyl, omega-3 acid ethyl esters

VELPHORO Non-formulary; not covered. Covered options include: calcium
acetate, sevelamer carbonate, sevelamer hcl

VELSIPITY Drug list addition (preferred specialty); Preauthorization required,;
Quantity limits apply. Covered up to 30 tabs every 30 days

VERSACLOZ Preauthorization removed

VOTRIENT Moving to non-preferred specialty tier

WEGOVY Quantity limits apply. Covered up to 4 pens every 21 days

XIGDUO XR Non-formulary; not covered. Covered options include:
SYNJARDY, SYNJARDY XR

ZITUVIMET Drug list addition (preferred); Step therapy required

ZITUVIMET XR Drug list addition (preferred); Step therapy required
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Drug Name Change(s)
ZITUVIO Drug list addition (preferred); Step therapy required
zomig(ndc 60846238303, 60846238404 Non-formulary; notcovered
only)
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Information is subject to change.

Your plan may not cover certain drugs to treat conditions such as infertility, erectile
dysfunction and weight loss.

Health benefits and health insurance plans are offered, administered and/or underwritten
by Aetna Health Inc., Aetna Health Insurance Company of New York, Aetna Health
Assurance Pennsylvania Inc., Aetna Health Insurance company and/or Aetna Life Insurance
Company (Aetna). In Florida, by Aetna Health Inc. and/or Aetna Life Insurance Company. In
Utah and Wyoming by Aetna Health of Utah Inc. and Aetna Life Insurance Company. In
Maryland, by Aetna Health Inc., 151 Farmington Avenue, Hartford, CT 06156. Pharmacy
benefits are administered by an affiliated pharmacy benefit manager, CVS Caremark. Aetna®
is part of the CVS Health® family of companies.

Not all health services are covered. See plan documents for a complete description of
benefits, exclusions, limitations and conditions of coverage. To check coverage and copay
information for a specific medicine, log into your member website. For questions, please call
the toll-free number on the back of your member ID card.

Drug products are identified by unique numerical product identifiers, called National Drug
Codes (NDC), which identify the manufacturer, strength, dosage form, formulation and
package size.

This document contains trademarks or registered trademarks of CVS Pharmacy, Inc. or one
of its affiliates; it may also contain references to products that are trademarks or registered
trademarks of entities not affiliated with CVS Health.

Policy forms issued in Oklahoma include:

AL HGrpPol 07 AL HCOC 12, AL HSOB 10, AL HSOBNM 10,

HI HGrpAg 07, HC HCOC 11, HC HSOB 10.

Policy forms issued in Missouri include:

AL HGrpPol 07, AL GrpPolAmend-2024 01, HI HGrpAg 07, HO HGrpPol 05. AL IVL HPOL-1A-2024-
EPO-HIX 03, AL IVL SOB 1A EPO HIX 03, AL IVL HPOL-1A-2024-EPO 03, AL IVL SOB 1A EPO 03.
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Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat
people differently based on their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language
assistance.

If you need a qualified interpreter, written information in other formats, translation or other services,
call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a
protected class noted above, you can also file a grievance with the Civil Rights Coordinator by
contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group
of subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and
their affiliates (Aetna).


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com

TTY:711

English To access language services at no cost to you, call the number on your ID card.

Albanian Pfa.r sheltbm?e pérkthimi falas pér ju, telefononi né numrin gé gjendet né kartén tuaj
té identitetit.

Ambharic PRTE AT AT PANEE ATPITTE NoJDOEL PT AL PADT ¢TC RLADK: :

Arabic S0 530 &y e 35 sl 230 e Jai¥) ola ) (iS5 51 ¢ 32 gl el e J gumal
Qbp twpuptiinpus (Eqyny wyyLwp pnphppunynipnit uvinwbwnt hwdwp

Armenian quuquhuwpkp dtp pdojujutt mywhnjugpnipjut pupnh ypu togws

hEpwjunuwhwdwpny

Bantu-Kirundi

Kugira uronke serivisi z'indimi ata kiguzi, hamagara inomero iri ku karangamuntu
kawe

Bengali RIS [AINCET) 1T ARCERT (A0S 20T S ARGI#Ca (el 930 (Bleiv we|
a0¢mes(q¢ secogieg veod TooMi0SeaoCagp: §RSES 90¢ ID
Burmese -
moded aEfeom ¢&s0odsms eal addl
Per accedir a serveis lingliistics sense cap cost per a voste, telefoni al nimero
Catalan - . e e
indicat a la seva targeta d’identificacio.
Aron maakses ang mga serbisyo sa lengguwahe nga wala kay bayran, tawagi ang
Cebuano )
numero nga anaa sa imong kard sa ID.
Chamorro Para ur\ hagq i sc.etb|5|on lengguahi ni dibatde para hagu, dgang i numiru gi iyo-mu
kard aidentifikasion.
Cherokee GYood SOhAJ TOPOLGNJ C AlT'ood JCEGWANJ BY, OPABWG b ©060Y J460J

hSAQIN OPOT ID ThRcoJ CVIT.

Chinese Traditional

DR A P e B S %, RE TS M AR OR B P A R SR

Choctaw

Anumpa tosholi i toksvli ya peh pilla ho ish i payahinla kvt chi holisso kallo iskitini
holhtena takanli ma i payah

Chuukese

Ren omw kopwe angei aninisin eman chon awewei (ese kamé), kopwe kééri ewe
nampa mei mak won noum ena katen ID

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraagaa
eenyummaa (ID) kee irraa jiruun bilbili.

Dutch

Voor gratis taaldiensten, bel het nummer op uw ziekteverzekeringskaart.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro
indiqué sur votre carte d'assurance santé.

French Creole

Pou ou jwenn sevis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon

(Haitian) asirans sante ou.
Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German
Nummer auf lhrer ID-Karte an.
Greek Ma nmpdofacn ot UTNPECieg YAwooag XwpPLig xpEwan, KOAEDTE TovV aplBuo otnv
Kapta aopAALonc oag.
Cuinrat AHR 518 URL %l ctoll WRL (Aotl e™l Al Aoeal HIZ, dHIRLBUSSL SIS UR
ujarati

A olt1R UR Sl 8.




No ka wala‘au ‘ana me ka lawelawe ‘Olelo e kahea aku i ka helu kelepona ma kau

Hawaii - o e - .
awatlan kaleka ID. Kaki ‘ole ‘ia kéia kokua nei.
i ST foRedT A1 o SITST AAT3HT T 3UIT hted & forT, 310eT 3MEET 18 | few Aaw
indi o .
T el |
Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm
Hmong C o
koj daim npav ID.
Tzbo Inweta enyemaka asusu na akwughi ugwo obula, kpoo nomba no na kaadi njirimara
g
Tapno maakses dagiti serbisio ti pagsasao nga awanan ti bayadna, awagan ti
Ilocano .
numero nga adda ayan ti ID kardmo.
. Untuk mengakses layanan bahasa tanpa dikenakan biaya, silakan hubungi nomor
Indonesian . .
telepon di kartu asuransi Anda.
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla
tessera identificativa.
Japanese BHOEREY—EXRIL. DA—FRIZHBIBSIZEEFECIESLY,
cmooﬁm@1%5(rﬁ%mﬁe@nmmﬁé:mﬁwmwﬁ
Karen cmoo@gr%g:@(31031§oomﬁ@ﬁz&mgﬁ,o%:ooﬁogob8$§6ﬁm1@@%§m1§8§81 (ID) @90%1%5000’0)%,
FE2O=0 MHAE 0| 8312 H 23 ID 7IE0| =& HZ = Hats)
Korean
FAA 2.
Kru-Bassa I n.yuu_kosna mahola_nl language services ngui nsaa wogui wo, sebel i nsinga i ye
ntilga i kat yong matibla
Kurdish (ID)s2 L A (5o _le 3 40 480 (5o sty ¢ 5 52 O5sai e Ol () )5 34 4o (GS) jined 3
' ' LA SIS
Lao @ac22cH90INIVWIFINVcN, ltnmacdineluoureaciogegunaw.
_ YT HIUTCATET AehTTAATI HTST FATII A GIgIIUITHTS, 3T D HIsTaiel
Marathi . >
HHTRTAT Pl .
Nan bok jipah kon kajin ilo an ejjelok wonean nan kwe, kwon kallok nomba eo ilo
Marshallese .
kaat in ID eo am.
Micronesian- Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih nempe nan amhw
Ponapean doaropwe en ID.
Mon-Khmer, 18gjs Ut SIUNAYMIIRUSSSSIGUEUIN AL
Cambodian DT SIS Suusizuen SISTUNUEN IS STV TN A H S
Navaio T’44a ni nizaad k’ehji bee nika a’doowot doo baah ilinigdo naaltsoos bee atah niliigo
) nanitinigii bee néého’dolzinigii béésh bee hane’i bikd’igii 4aji’ hdlne’.
Nenali AT HATERHAITY o7 eeh T T I AT HTSHT IghT AFSTHT el
epali

sTig

Nilotic-Dinka

Té koor yin ran de wéér de thokic ke cin wéu kor keek ténan yin. Ke yin cal ran ye kac
kuony né namba de abac t3 né ID kard du3n de tiit de nyin de panakim k3u.

Norwegian For tilgang til kostnadsfri spraktjenester, ring nummeret pa ID-kortet ditt.
Pennsylvanian-
Dutch Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.




Persian Farsi

280 Gl 33 (i IS (g 0ad a0 el L (01 Hsh 4o b)) ledd 4y ous Siaed 5 0

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer

Polish . ) L
podany na karcie identyfikacyjnej.
Portueuese Para aceder aos servicos linguisticos gratuitamente, ligue para o nimero indicado
u ~ . e~
gl no seu cartao de identificacao.
3J3 B & fan SH3 T A=t ATe & @93 J9a S8, WiiE Wild a3
Punjabi .
33 dTT 35I|
Romanian Pentru a accesa gratuit serviciile de limba, apelati numarul de pe cardul de membru.
Russian [na Toro ytobbl HecnaaTHO NOAYYMTb MOMOLLb NEePeBoAUYMKa, NO3BOHUTE MO
u o o
TenepoHy, NPMBEAEHHOMY Ha Ballel NaeHTUPMKALMOHHOM KapTe.
Samoan Mo le mauaina o 'au‘'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i

luga o lau pepa ID.

Serbo-Croatian

Za besplatne prevodilacke usluge pozovite broj naveden na Vasoj identifikacionoj
kartici.

Para acceder a los servicios linglisticos sin costo alguno, llame al nimero que figura

<h ,

Spanis en su tarjeta de identificacidn.

Sudanic Fulfulde ng?a a naasta nder ekkitol jaangirde woldeji walla yobugo, ewnu lamba je don
windi ha do derowol maada.

Swahili Kupata huduma za lugha bila malipo kwako, piga nambari iliyo kwenye kadi yako ya

kitambulisho.

Syriac-Assyrian

~Reusid raha JL it (aoie A Hsls hiien hisaly 1L (ads ane (

aQaasn

Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang

Tagalo .
£a108 numero sa iyong ID card.
2R VSO DF B0 GHote ©otDEFER, N 26 FLR Gy FoaBOR) S
Telugu
& 306
Thati wnynudasnsnainsusnsnesuaslag lidanlgddne IﬂsmiwmmmLamﬁLLamaguuﬂ'@]sﬂs:ﬁ‘hﬁmamm
Toncan Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa pé he ngaahi lea kotoa,
& telefoni ki he fika ‘oku ha atu ‘i ho’o ID kaati.
Turkish Dil hizmetlerine Ucretsiz olarak erismek igin kimlik kartinizdaki numarayi arayin.
Ukrainian LLlo6 6e3KOLITOBHj OTPMMATM MOBHi NOCAYrK, 3aA43BOHITb 38 HOMEPOM, BKasaHUM Ha
BalWil iAeHTUdIKaNHIM KapTu,.
Urdu JB 51 00 255 3 S8 ID S ~ow il o S slw, s S wloas (ol
_ LS
. Dé sir dung cdac dich vu ngdn ng¥ mién phi, vui ldong goi s6 dién thoai ghi trén thé ID
Vietnamese ) . 'g ’ 4 e 8 P 8 8¢ ) 8
cua quy vi.
Yiddish L2UARP 1D WK A2K YA QYT VO ,PRIOK PO 570 DYDIMIYO TRIDW JWNIPRA ¥
Yoruba Lati rayesi awon isé edeé fun o l6feé, pe ndomba t6 wa 16ri kaadi idanimo re.
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