Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2027 - 12/31/2027
Zebra Technologies Corporation: Advantage PPO Plan Coverage for: Individual/Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-634-8644 or at
www.bcbsil.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call 1-855-756-4448 to request a copy.

Important Questions _ Why This Matters:

In-Network: Generally, you must pay all of the costs from providers up to the deductible
amount before this plan begins to pay. If you have other family members on

b |s: it $800 Individual / $2,400 Family the plan, each family member must meet their own individual deductible until
deductible? Out-of-Network: : . INe S

o , the total amount of deductible expenses paid by all family members meets the

$1,600 Individual / $4,800 Family overall family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Certain preventive care, services that charge a | deductible amount. But a copayment or coinsurance may apply. For example,
covered before you meet | copay and emergency room services are covered this plan covers certain preventive services without cost sharing and before
your deductible? before you meet your deductible. you meet your deductible. See a list of covered preventive services at

www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other

deductibles for specific No. You don't have to meet deductibles for specific services.

services?
In-Network: The out-of-pocket limit is the most you could pay in a year for covered

What is the out-of-pocket | $3,900 Individual / $11,700 Family services.

limit for this plan? Out-of-Network: If you have other family members in this plan, they have to meet their own out-
$7,800 Individual / $23,400 Family of-pocket limits until the overall family out-of-pocket limit has been met.

What is not included in Premiums, balance-billing charges, and health care | Even though you pay these expenses, they don’t count toward the out-of-

the out-of-pocket limit? | this plan doesn’t cover. pocket limit.

This plan uses a provider network. You will pay less if you use a provider in
the plan’s network. You will pay the most if you use an out-of-network

Will you pay less if you Yes. See www.bcbsil.com or call provider, and you might receive a bill from a provider for the difference
use a network provider? | 1-800-634-8644 for a list of network providers. between the provider's charge and what your plan pays (balance billing). Be

aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

Do you need a referral to

. 1 No. You can see the specialist you choose without a referral.
see a specialist? Specialist y reterral
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4 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common What You Will Pa Limitations, Exceptions, & Other
Medical Event Services You May Need In-Network Provider Out-of- Network Provider Important Information
ou will pay the least ou will pay the most

Copay applies to the Office Visit and all
other services provided in office on

Primary care visit to treat an injury or $20 copay/visit; same day, except for surgery.

40% coinsurance

illness deductible does not apply - Virtual visits: No Charge; deductible
does not apply. See your benefit
If you visit a health booklet* for details.
care provider’s .
. - e $40 copay/visit; o i
office or clinic Specialist visit deductible does not apply 40% coinsurance None

You may have to pay for services that
No Charge; 40% coinsurance; aren'’t preventive. Ask your provider if
deductible does not apply | deductible does not apply | the services needed are preventive.

Then check what your plan will pay for.

Preventive care/screening/immunization

Prior authorization may be required,;

. , ) o o i
Diagnostic test (x-ray, blood work) 20% coinsurance 40% coinsurance see your benefit booklet* for details.

*For MRIs, plan pays 100% of
allowable amount up to the Reference
Based Price. You will be responsible
for any expenses incurred beyond this

Imaging (CT/PET scans, MRIs) 20% coinsurance 40% coinsurance amount. See page 6 for more
information on Reference Based
Pricing. Prior authorization may be
required; see your benefit booklet* for
details.

If you have a test

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 2 of 8
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Common Ll Ll Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
ou will pay the least ou will pay the most

10 / . 10 / .| Out-of-Pocket Limits (In-Network / Out-
$10 copay/prescription; $10 copay/prescription; of-Network): $1,250/$3,750 Individual

Generic drugs deductible does not apply | deductible does not apply and $2,500/$7,500 Family.
20% coinsurance 20% coinsurance Retail and Specialty: 30 day supply
i dd t Preferred brand drugs $25 min./$40 max; $25 min./$40 max; limit
you need drugs 1o ibl | ibl ly | Mail Order: 90 day supply limit
N deductible does not apply | deductible does not apply | y supply limi
condition . . ,
More information 20% coinsurance 20% coinsurance Mail Order Copays: 2x Retail copays
about prescription Non-preferred brand drugs $40 min./$60 max; $40 min./$60 max; .
drug coverage is deductible does not apply | deductible does not apply | Note: For brand drugs, the participant
available at is responsible for the difference in
WWW.0ptumrx.com actual cost between the generic and
brand drug.
Applicable brand drug Applicable brand drug
Specialty drugs copay; deductible does not | copay; deductible does | For more information about
apply not apply prescription drug coverage, please
contact customer service at 866-811-
9475.

Facility fee (e.g., ambulatory surgery 20% coinsurance 40% coinsurance Some outpatient procedures are part of
if h center) the Reference Based Pricing benefits
ogtogti:r:,tesur e see page 6 for more information on

P 9en Physician/surgeon fees 20% coinsurance 40% coinsurance Reference Based Pricing.

Prior authorization may be required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 3 of 8
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Common
Medical Event

Services You May Need

What You Will Pay |
Out-of-Network Provider

In-Network Provider
(You will pay the least)

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need
immediate medical
attention

Emergency room care

Facility Charges:

$150 copay/visit;
deductible does not apply
ER Physician Charges:

No Charge; deductible
does not apply

Facility Charges:

$150 copay/visit;
deductible does not apply
ER Physician Charges:

No Charge; deductible
does not apply

Copay waived if admitted.

Emergency medical transportation

20% coinsurance

20% coinsurance

Local ground or air transportation.
Prior authorization may be required for
non-emergency transportation; see
your benefit booklet* for details.

Urgent care

20% coinsurance

40% coinsurance

None

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Physician/surgeon fees

20% coinsurance

40% coinsurance

* Some inpatient procedures are part
of the Reference Based Pricing
benefits see page 6 for more
information on Reference Based
Pricing.

Prior authorization required.

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider |

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

PCP copay applies to psychotherapy
office visit only.

If you are pregnant

Childbirth/delivery professional services

20% coinsurance

40% coinsurance

2 copay, VOITED il . Virtual visits: No Charge; deductible
, . deductible does not apply; P
If you need mental | Outpatient services YUY 40% coinsurance does not apply. See your benefit
) 20% coinsurance for other . .
health, behavioral T booklet* for details.

’ outpatient services , L .
health, or substance Prior authorization may be required,;
abuse services see your benefit booklet* for details.

Inpatient services 20% coinsurance 40% coinsurance Prior authorization required.

$20 PCP/$40 SPC Copay applies to first prenatal visit (per
Office visits copay/visit; 40% coinsurance pregnancy).

deductible does not apply Cost sharing does not apply for

preventive services. Depending on the
type of services, a copayment,
coinsurance, or deductible may apply.
Maternity care may include tests and
services described elsewhere in the
SBC (i.e. ultrasound).

Childbirth/delivery facility services

20% coinsurance

40% coinsurance

None

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com.
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Common Ll Ll Limitations, Exceptions, & Other
Medical Event Services You May Need In-Net.work Provider Out-of-Network Provider Important Information
ou will pay the least ou will pay the most

Home health care 20% coinsurance 40% coinsurance Prior authorization may be required.
Rehabilitation services $40 copayhvisit, deductible 40% coinsurance
does not apply , o ,
$40 Nisit. deductibl Prior authorization may be required.
Habilitation services copayIvisit, deductive | 409 coinsurance
does not apply
If you need help Custodial Care and Long-term Care
recovering or have Skilled nursing care 20% coinsurance 40% coinsurance excluded. Prior authorization may be
other special health required.
needs Benefits are limited to items used to
serve a medical purpose. Durable
. . : . Medical Equipment benefits are
0 0
Durable medical equipment 20% coinsurance 40% coinsurance orovided for both purchase and rental
equipment (up to the purchase price).
Prior authorization may be required.
Hospice services 20% coinsurance 40% coinsurance Prior authorization may be required.
Children’s eye exam Not Covered Not Covered None
LT ahile ieeet Children’s glasses Not Covered Not Covered None
dental or eye care
Children’s dental check-up Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Acupuncture e Hearing aids ¢ Routine foot care (with the exception of
e Custodial Care ° Long-term care person with diagr]OSiS of diabeteS)
e Dental care (Adult) e Routine eye care (Adult) e Weight loss programs

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

o Bariatric surgery e Infertility treatment (2 in-vitro attempts maximum e Non-emergency care when traveling outside

e Chiropractic care per lifetime) the U.S.

e Cosmetic surgery (only for correcting congenital o Most coverage provided outside the United e Private-duty nursing (with the exception of
deformities or conditions resu|ting from States. See www.bcbsil.com inpatient private dUty nUI'Sing) (Un"mited visits
accidental injuries, scars, tumors, or diseases) per calendar year)

* For more information about limitations and exceptions, see the plan or policy document at www.bcbsil.com. Page 6 of 8
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-634-8644, U.S. Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-634-8644 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http:/insurance.illinois.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-634-8644.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-634-8644.

Chinese (FX): SN RBE PR X HIEEE), BHRFTX NS5 1-800-634-8644.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-634-8644.

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, rufuff 1-800-634-8644.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-634-8644.
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-634-8644.
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-800-634-8644.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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Understanding Reference Based Pricing:

Reference Based Pricing refers to a benefit provided by employers where a pricing cap is set on the maximum amount that the employer will pay for certain medical
services that have a wide cost variation. Not all facilities charge the same amount for the same services. For example, in some areas, the cost of an MRI may range
from $500 at one facility to $3,000 at another facility nearby for the same level of care. Reference Based Pricing limits certain (or specific) benefits to a designated
dollar amount.

How does Reference Based Pricing work?
MRI Procedures will pay up to a pre-determined amount called a “Reference Price.” If the allowed amount exceeds the reference price, that excess amount becomes
your responsibility. The amount above the reference price that you pay does apply towards satisfying your Out-of-Pocket Maximum.

How is the Reference Based Price determined?
Your employer, Zebra Technologies Corporation, selects the reference price.

How do | find a Provider who accepts the Reference Based Price?
e Login to Blue Access for MembersSM at www.bcbsil.com.
e Select Doctors & Hospitals to find an In-Network provider and determine the Reference Based Price for a selected procedure.
e For assistance, contact Customer Service at 1-800-634-8644.

What procedures are included in the Reference Based Pricing benefit?
You can log in to Blue Access for Members at www.bcbsil.com or call Customer Service 1-800-634-8644 for more information. Upon request a list of In-Network
providers that will accept the reference price will be provided to you.

If | have an Emergency does Reference Based Pricing apply?
No. Services performed in connection with emergency care will be paid at the regular benefit level.

What do | do if | do not have access to a Provider who accepts the Reference Price?
You may request an exception. Please contact the Customer Service Helpline at 1-800-634-8644 for more information about the exception process or to request an
exception for procedures that are rendered by an In-Network provider whose charges are above the Reference Price.

Questions: Call 1-800-634-8644 or visit us at www.bcbsil.com. Page 7 of 8
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About these Coverage Examples:

MNon-Discrimminmnation Motice

Health Care Cowverage |Is Important For Everyone

Wide do mot discrirminate on the basis of race, color, national origin (including limited English knowledgs
and first language=], ages, disability, or sex (as understood in the applicable regulaticon). We prowvide
people with disabilities with reasconable modifications and free commumnication aids to allow for

effective commMmunication with us. We also prowide free languasgse assistancs services to people who=se
first language= is not English.

To receive reasocnable maoadifications, communicaticon aids or language assistance free of charge, pleass
call us at E55-F10-5954.

If wou beliewe we hawe failed to prowvide a service, or think vwe hawve discriminated imn another way, wow can
file a griewvance weith:

Complaint Forms:
hhs.gow/ciwvil-rights/filing-a-complaint/index. htrnl

Crffice of Civil Rights Coordinator Fhome: E55-a6d4-7270 (woicermail)

Ao Oiffice of Civil Rights Coordinmator I Ty T SS55-ao1-29965

200 E. Randolph St., 25th Floor Fax: B55-a51-596560 1800

Thicago, IL 0601 Ermail: civilrighrscoordinatorbcocbhsil.com )
Wou can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free $40
phomne mnumber listed on the back of yvour |ID card (TT¥: 711, 20%
Yow may file a civil rights complaint with the US Department of Health and Human Services, CHfice for 20%
Ciwil Rights, at:

S Dept of Health & Human Services FPhone: 200-268-1012

200 Independence Avenue SW T T T S800-53Z7F7-7a97 e.

Foom S09F, HHH Building Complaint Fortal:

Washingtoom, T 20207 ocrportal.hh=s.gowoor/fsmartscreensdrmain jst

Thi=s notice is awailable on our website at bocbhsil.comdflegal-and-privacys non-discrimminmatiomn-motice

ATTEMTIZN: If you speak anaother language,. free language assistance services are awvailable 1o you.
Appropriate auxiliary aids and services to provide information in accessibyle formats are also available

Free of charge.

Call B55-F103-63284 (TTY: 711} or speak 1o your prowiderr.

Espafioi
Spanish

ATEMNCION: Si habla espafiol, tiene a su disposicitn servicios gratuitos de asistencia
limgliistica. También estan disponibles de forma gratuita ayuda » servicios auxiliares
apropiados para proporcionar informacidn en formatos accesibles. Llame al E55-710-
GIAZL (TTY: 711} o hable con su proveedor.

JETT I R EPR IR IPNCE =Ny T R IS 1 -y - A T LR WP | VRS | REES EPNCT R+ Rt RO e R A AL | L e i ST

b R PR LR PR B [ L T [ D T [ LI - S I T, |1
rakbic Fedil pdlie Al ezaS ) (TTY: 711 B5S5-F10-5984
vviiat 19l L LUVEGIGU vviiat 19l L LUVEGIGU vviiat 1Dl L LUVEBIGU

Limits or exclusions

$60 Limits or exclusions $20 Limits or exclusions

The total Peg would pay is $3,190 The total Joe would pay is $1,820 The total Mia would pay is

The plan would be responsible for the other costs of these EXAMPLE covered services.

2,800

$800
$300
$200

$0
$1,300
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BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

MNon-Discrimminmnation Motice

Health Care Cowverage |Is Important For Everyone

Wide do mot discrirminate on the basis of race, color, national origin (including limited English knowledgs
and first language=], age, disability, or sex (s understood in the applicable regulaticon). We prowvide
people with disabilities with reasconable modifications and free commumnication aids to allow for
effective commMmunication wwith us. We also provide free languase assistance services to people whose

first language= is not English.

To receive reascnable modifications, communication aids or language assistance free of charge, pleasse
call us at 255-710-59849.

If wou eliewe wee hawe failed to provide a service, or think we hawve discriminated in another way, ywouw can

file a grievanos writh:

Crffice of Civil Rights Coordinator Fhome:s E55-a65d4-7270 (woicemail)
Ao Office of Civil Rights Coordimator TTY /T 255-551-9965
200 E. Randolph St., 25th Floor Fa: 255-a51-9960
Ermail: civilrightscoordinator@bchsil.comm

Thicago, IL S0501
YWou can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-frese
phomne mnumber listed on the back of yvour ID card (TT¥: 7115,

Yo mmay file a civil rights complaint with the US Deparcvment of Health and Human Services, Office for
Ciwil Rights, at:

S Dept of Health £ Human Services Phorne: 200-ZaE8-101%2

200 Independence Acvenue SW TT¥ s T S00-537-7897

Foom S09F, HHH Building Complaint Fortal:

Washingoomn, DiZ 202071 ocrportal.hhs.gowfocr/smartscoreensmain.jsTt

Complaint Forms:
Rhs.gowfcivil-rights/filing-a-complaint/index. htrnl

Thi=s notice is awailable on our website at bocbhsil.comdflegal-and-privacys non-discrimminmatiomn-motice

ATTEMNMTION: If you speak another language,. free language assistance Sservices are available To wyou.
Appropriate auxiliary aids and services to provide information in accessibyle formats are also available

free of charge. Call 855-F1 36984 (TTY: 11} or speak 1o your prowider.

ATEMCION: Si habla espafiol, tienes a su disposicion servicios gratuitos de asistencia
Espadiod limgldiistica. También estan disponibles de faorma gratuita ayuda » servicios auxiliares
apropiados para proporcionar informacidn en formatos accesibles. Llame al E55-710-

Spanish
GIZAL(TTY: 711} o hable con su proveedor.
A 3 JETT I O NP L, IPNE SN T TN R e e I U I R BN | R T | T [ e PR IR A | L S LR B [ B
R = P (T P T T L T TP B TP [P & TR ST . T, |
rakbic sl pdis b iTezms ) (TTY: T11) BES-F10-6984

www.bcbsil.com IL1557_ENG_20250410

Blue Cross and Blue Shield of lllinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield of lllinois

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company

o = SR SR RGOS, PR S B Py CE P HL G O B REER 9 - FRANNGEE S B PR O S 2yt s AL L FL 0
P gél-ﬁn Ll A fESsr =it Bl ¥fh 855-F10-5984 { A5 711 W PR LA Y R SRR R

ATTEMNTIOMN : Si wouss parler Framgais, des services diassistances Hnguistigue Eratuilts SOt S oo e

Framcais disposition. Des aides et services auxiliaires appropriés powur fournir des informatons dans des formats
Fremch accessibles sont également disponibles gratuitem ent. Appeler le B5S5S-F10-5984 (T177 : 711 ) ou pariles
& wobre fowrnisseur.
SCHTUMG: Wenmnn Sie Dewutsch sprechen, stehen lhmem bostenloss Sprachassistenzdisnste zwr
Drewtsch Werfiagung., Entsprechendes Hilfomittel und Dienste zur Bersitstellung von Informationen imn
(SErmmianrs barrierefreien Form aten stehen ebenfalls kostenbos zur VerfOgung. Rufen Sie BS55S5-F10-5984 [TTY:
711) an oder sprechen Sie mit threm Provider.
_ Tl et hﬂ%: il ol el sdletom Sl il S Mmﬁ&a{ SR Byl LR LS G Lo et B
E‘u” ?'_;“.'_['ét. 21l o=y 1 =4 S 2LE R Bl B sREleyct, STl xl anlE YT s e e iﬁ.m-‘thl. ul.% Ere a1
1 ! Gciesy 5 BSS-F10-6984 (TTy: 71 1] W2 SICL 521 2421l 13121 WELctl 203 cnat 521,
o T & iy 4T Te=t =rer=t &, 9 sagsr Torg Frape=s e SeTa= Sang FOeT=sl Srel &1 Hoisy uT==1
Tl = FAT T OaT &4 oF 8T IOgaa Sarass Ora= 3w a1t e o9 =0 @1 855 F 106984
(TTv: 711} OF @616 @61 O 391 Waral & =5 a1
Italisrs ASTTEMZIIOME: s= parli Haliano, somo disponibill servizi di assistenza limguistica gratuitic Sonc imoldore
Itali dispeomibili gratuitaments ausili & servizi ausiliars adeguati per formire informaziomni in formati accessibhil.
el Chiama I'BSS5-F10-5924 [tty: F1 1) o parla con il tec fornitars,
Tt F2 g0 E AMESEAl=s A5 SF= 2l K3 Mue|l =g 0|25 e = fle U cl Ol&2 Pl Tt
HE4Mo= HeE AHE0s HETSm = Flp 8 MUl 2= BRa22 HEEuUCH a55-710-
Korearn SORATTY: P11 = & FISSEF LE A U] == 5 2 2 A 2205l A,
SHOOH: Dimneg bhese yanilti'gogo, saad bee anaawo” bhese aka'anida’awo 'it"aa jiik 'ah
Coarmds na hdld. Bee ahil hane'go bese nida“anishi t°8a dkodaat'"@higii ddd bes B
rd . Akaanidawo'i ko bee baa hane’i bee hadadilyaa bich’” ahoot’17igiil i ©7a335 jikiaemh
awa o hald. Kohjji” 855-710-8984 (T ITY: 71153 hodiilnibh doodago nika andalwo i bich Q"
rarmadz=iak .
i ML B R B A e s T LT P PR SR BT PN | FLNE- 1P, JCRE PACTS TS i S sl 50 letme g%
T lap GAlE) B SS-F LO-GE A =l = L o2l Sl o Jgmr gen 0T ppledte o pe i o LalE oSl BB o asole SlieT =500 05T sl
Farsi B T i e R i sr=fas [F11
Foiski LWASSOE & Osoby mvdwwigoes o podskhu mogg skhorsystac z bezpltatne) pomooy jermykowe)j. Dhaoda thoossre
Polish Eroemeoc s 1 ushugl Tapewniajgcs informacie w dostepnych form atach sa rovwniet: dostspns bezpiatree,
BN k=R Zadrwror pod murmers 2E55-TFTL0-E0ES [(TTY: FLL) lub orSzm avnia] 2 seassinm oSt s,
_ BHIHMMOAHME: ECAa Be NMIEEOEETES Ha Py CCHMEEA, B3k gOCTy MHE SEeCnmaESTHENE WO Ao e D SO s i S s Hoe .
[ag- e L T THETCTEYHILLH & BOMNOMOraTENbM B & CEacTRES M YPEAYrH NS MEeqcCTas e s aeue e
Russian LS CT M PP AARTEE TEHMHE PSS SCTABNANTCA SecnASTH O, NMoIsoHMTE Mo Tenadory ESS-TFL0-698 4
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