blue

california

Request for Continuity of Care Services

Blue Shield of California provides continuity of care services to new and current members of a
Blue Shield of California plan. As of January 1, 2018, there are eligibility limitations that apply to
new enrollees of a Blue Shield Individual and Family Plan (IFP). You may call Member Services
at the phone number on the back of your Blue Shield member ID card for more information.

Initial criteria must be met:

* Current Blue Shield members — You are now receiving care and your provider is no longer in the
plan’s network.

If you are a current Blue Shield member, you are eligible for continuity of care services when a
Blue Shield provider from whom you are receiving services for a specified course of treatment
leaves the network. If your provider has left the network after your effective date of coverage or
you need assistance finding a provider, please contact Customer Service at the number on the
back of your member ID card, TTY: 711.

* Newly enrolled members — You are currently receiving care and your previous provider does not
accept your new health plan.

Individual and Family Plan (IFP) members newly enrolled on Blue Shield policies effective January
1, 2018, and later, may be eligible for continuity of care services when the previous provider is
outside the Blue Shield IFP network.

Secondary criteria must be met:

e Acute condition — A medical condition that involves a sudden onset of symptoms due to an
iliness, injury, or other medical problem that requires prompt medical attention and has a
limited duration.

* Scheduled surgery/procedure — Surgery or another procedure that was recommended and
documented by your provider and scheduled to take place within 180 days of your effective
date of coverage or provider termination date and authorized for continued care by Blue Shield
of California.

* Newborn/infants — Newborn to 36 months old, general pediatric or specialist care until the earlier
of 12 months from the effective/provider termination date or the date the child is 36 months old.

* Pregnancy - The duration of the pregnancy and the immediate postpartum care.

e Serious chronic condition — A medical condition due to a disease, iliness, or other medical
problem or medical disorder that is serious in nature and that persists without full cure or worsens
over time or requires ongoing freatment to maintain remission or prevent deterioration.

* Terminalillness — An incurable or irreversible condition that has a probability of causing death
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within one year or less. Terminal illness is covered for the duration of the terminal iliness.

Attention: The following information must be included to process this request. For the request to
be considered complete, it must meet the above criteria and include the patient and provider
information below:

Documents required:

* Initial Consult Report from the treating provider(s).

e Current treatment plan.

e Last three progress notes.

e |f aformer Kaiser member, please provide the Kaiser Medical Record Number.
e Any and all ICD-10 and CPT codes.
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Subscriber information
Subscriber’s name:

Address:

City: State: ‘ ZIP code:
Date of birth: Subscriber ID number:

Home phone number: Cell phone number:

Employer group name:
Name of previous health insurance company and plan:

Date coverage ended:
Was the previous health coverage plan you indicated above no longer being offered? [C] Yes or [C] No

Patient information
Member's name (if different):

Address:

City: State: \ ZIP code:
Date of birth: Relationship to subscriber:

Home phone number: Cell phone number:

Name of previous health insurance company and plan:

Date coverage ended:
Was the previous health coverage plan you indicated above no longer being offered? [] Yes or [C] No

Provider information 1

Requesting provider first and last name: NPI:
Provider address:

City: \ State: \ ZIP code:
Provider specialty:

Provider phone number: ‘ Provider fax number:

Condition/diagnosis being treated, including ICD-10 and/or CPT codes:

Original start date with provider:

Date of last office visit/treatment:

Date of next appointment/treatment:

Please note: Before Blue Shield can approve continuity of care for you or your dependent,
Blue Shield must receive a signed agreement from the treating provider, agreeing to:

1) Accept Blue Shield's standard participating provider contracted rate

2) Only collect Blue Shield member's standard copayment/coinsurance

3) Refrain from balance billing Blue Shield members for any amounts resulting from
financial disagreements.
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Provider information 2

Requesting provider first and last name: NPI:
Provider address:

City: ‘ State: ‘ ZIP code:
Provider specialty:

Provider phone number: ‘ Provider fax number:

Condition/diagnosis being treated, including ICD-10 and/or CPT codes:

Original start date with provider:

Date of last office visit/treatment:

Date of next appointment/treatment:

Please note: Before Blue Shield can approve continuity of care for you or your dependent,

Blue Shield must receive a signed agreement from the treating provider, agreeing to:

1) Accept Blue Shield's standard participating provider contracted rate

2) Only collect Blue Shield member's standard copayment/coinsurance

3) Refrain from balance billing Blue Shield members for any amounts resulting from
financial disagreements.

Provider information 3

Requesting provider first and last name: NPI:
Provider address:

City: \ State: \ ZIP code:
Provider specialty:

Provider phone number: ‘ Provider fax number:

Condition/diagnosis being treated, including ICD-10 and/or CPT codes:

Original start date with provider:

Date of last office visit/treatment:

Date of next appointment/treatment:

Please note: Before Blue Shield can approve continuity of care for you or your dependent,

Blue Shield must receive a signed agreement from the treating provider, agreeing to:

1) Accept Blue Shield's standard participating provider contracted rate

2) Only collect Blue Shield member's standard copayment/coinsurance

3) Refrain from balance billing Blue Shield members for any amounts resulting from
financial disagreements.
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Provider information 4

Requesting provider first and last name: NPI:
Provider address:

City: ‘ State: ‘ ZIP code:
Provider specialty:

Provider phone number: ‘ Provider fax number:

Condition/diagnosis being treated, including ICD-10 and/or CPT codes:

Original start date with provider:
Date of last office visit/treatment:
Date of next appointment/treatment:

Please note: Before Blue Shield can approve continuity of care for you or your dependent,

Blue Shield must receive a signed agreement from the treating provider, agreeing to:

1) Accept Blue Shield's standard participating provider contracted rate

2) Only collect Blue Shield member's standard copayment/coinsurance

3) Refrain from balance billing Blue Shield members for any amounts resulting from
financial disagreements.

Medical information

If pregnant, what is the expected delivery date?

Name of delivering hospital: Name of OB/GYN:
Is member currently hospitalized? [C] Yes or [C] No | Name of hospital:

Is member currently receiving home health care or hospice? [] Yes or [] No
Name of home healthcare provider or hospice:

Healthcare provider or hospice Tax ID:

Phone number:

Does the member have a terminal condition? [] Yes or [C]No \ ICD-10:
Additional information to be considered

Please list any additional information to be considered:
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Member certification, authorization, and signature

| certify that all statements on this and all accompanying documents are true, correct, and
complete to the best of my knowledge and belief. | hereby authorize a physician, healthcare
facility, and other provider of health care, insurance carrier, hospital, or medical service plan to
provide Blue Shield, or its agents or employees, all information pertaining to any illiness which this
patient received at any time. This information is collected to evaluate and process this request.

Name of member responding:

Member signature

Date of signature

Phone number where we may reach you:

Return this form by mail to:
Blue Shield of California

Atin: Continuity of Care Team
P.O. Box 629005

El Dorado Hills, CA 95762

Send this form by fax to:
(855) 895-3506

This facsimile transmission may contain protected and privileged, highly confidential medical
information, Personal and Health Information (PHI), and/or legal information. The information is
intended only for the use of the individual or entity named above.

If you are not the intended recipient of this material, you may not use, publish, discuss, disseminate, or
otherwise distribute it. If you are not the intended recipient, or if you have received this fransmission in
error, please notify the sender immediately and confidentially destroy the information that was faxed

in error.

Thank you for your help in maintaining appropriate confidentiality.

Revised: 12/2017
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Blue Shield of California
50 Beale Street, San Francisco, CA 94105 california

Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age or disability.

Blue Shield of California:

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

- Qualified sign language interpreters

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

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in other languages

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

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

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

Room 509F, HHH Building

Washington, DC 20201

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

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

blue
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Notice of the Availability of Language Assistance Services
Blue Shield of California

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

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

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

EEEA : CEEEEEHER ? MRARE - RMILUBAELEE - BHE0 I AT#ENESER
- MEBRFBEE - BRI ESIEEABlue Shield IDFEE LX) E8/ZEREINVES - StERBIT
& (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vij c6 thé doc Ia thw nay khéng? Néu khong, chung t6i co thé nho _nguoi giup quy
vi doc thuw. Quy vi cling c6 thé nhan la thw nay dwoc viét badng ngdn nglr cua quy vi. Bé dwoc hé tro
mién phi, vui Idng goi ngay dén Ban Dich vu Hdi vién/Khach hang theo sé & mat sau thé ID Blue Shield
cla quy vi hoac theo sé (866) 346-7198. (Viethamese)

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

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahgd6 éi, naaltsoos nich’{’
yiidoottahigii ta’ nihee hol¢. Dii naaltsoos ald6’ t"aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowot ninizingd nihich’i’ béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodagé éi (866) 346-7198 ji” hodiilnih. (Navajo)
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YUCBINC B Yupnpubnud &p Juppuy wyu tudwlp: Gpb ny, wuyw dkip Yoqukip dkq: dnip whunp &
twl jupnnutup unwbwg wyju twdwlp dkp 1Eqyny: Owpwynipmniut widdwn k: vugpnud Bup
wiudhowy bu quiuquhwnpt] Zwdwnpyubnh vywuwpdwt pwduh hkpwinuwhwdwpny, npp wyyws &
Akn Blue Shield ID pupwp kwnlih dwund, Jud (866) 346-7198 hwdwipny: (Armenian)

BAXHO: He morkeTe npoyecTb gaHHOe NMcbMo? Mbl MOMOXKeM BaM, eC/i HeobxoAMMO. Bbl TaKxKe MoxKeTe
MO/IYYMTb 3TO MMCbMO HamnmcaHHoe Ha BalleM PoAHOM fA3blKe. Mo3BoHUTE B Cay»K6Y KANEHTCKOM/UneHCKoM
noaAepXKu nNpsamo cekyac no tesiepoHy, ykazaHHOMY c3aau naeHTMdUKaLMoHHoM KapToel Blue Shield, nam no
TenedpoHy (866) 346-7198, n Bam nomoryT coseplueHHo BecnnatHo. (Russian)

HE isﬁﬁ'%  ZOFEERLENTEETN? bLimteZ ENTERWVWGA, 8D, B
YR — ?‘6A%%$ﬁﬂb\tbi?‘ Fo, BEHRORBERB CEMNZFREBEDTHZ L LT
ECd, BEOYVR—F2FLHAIND5E1L. Blue ShieldI DI — FOEEICEHIN TWAHESE/BE
B — B RADOEFEES. £721L. (866)346-7198IZBEFE 2 BT < 2 &V, (Japanese)
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2l e (S a8 LR 5 Ladi 4 S () ) (ous e cChand e s R €l g 1) 4l Cpl il i T e
Cudiy 534S il o jladd 3yl 3 g <gh g Tadal &G CSaS iy 0 o)y aS iy ja A A | el Gl o 5 43

A8 il (g jisie/lme ] Cledd L (866) 346-7198 Gilio jlad 35k 3 L 5 Cawl 025 2 (U Blue Shield (ulid <\
(Persian)

HIZRYTS: ot 3HI A U39 § ug Aee I A odl 3 oA § uge feg Hee e wil iR forast e ydu 59
AR | 3HI fag U39 we! 37 feg B It & Y3 59 Hee J1 He3 9 Hee YU3 996 8¢ 3d3
Blue Shield ID ad3 © filg i3 Hag/aneHad Adfer 28Ida 99 3, 7 (866) 346-7198 3 'S aJ| (Punjabi)

EJFTII!‘&B’IS'% IBEAGIUESIS: sizigis? iW0SsSmnoGis IR MANGEIANWHAS AN ST
E/M1SY RAHGSSUTSOSMSINMUNIUIESRETEN U USSWIsNUSSSSIY
gt giinmMmugisimsiusgiuniunueSs/Hea SN sTRueSISTUTSRUMNIEN M Blue Shield
JUh'JJj‘Fi YUMBiwiiiue (866) 346-7198 (Khmer)
\M&cd#\é}tﬁicuﬂﬁﬁ;‘)ﬁ‘;uﬂmwuu@)@jm@‘ﬁ;\)ﬁckﬁujelui?uw\ \ME;\‘)E&LEMSJA: ?é-d\
cilall e o saall glac 91 an/eDleall daxd Caila a8 5 e oY) Juai¥) Al g saeluall Lo Jganll dlialy L i< (iladl)
(Arabic).(866) 346-7198 &l e i Blue Shield 4 sel) 4day (0 il
TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib
tug neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau
kev pab txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau

sab nraum nrob gqaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198.
(Hmong)

dhdny: anusnuaavnsaduilldvae i vmnlild Tsawemnuesane s

At Isuaaminuavuililumnwasans wndosmsauthowmds lay ldden T
Tusesinsiarnsusmeand/aundgnmauss lnsdnw lutnsuszansh Blue Shield vaimas niolns
(866) 346-7198 (Thai)

HECAYUT: AT 31T $H T 1 UG Hehel 82 ATS 81, Al H S UG H AT Heg o [T Forely sxfered shr yaer
Y Hehcl & | 31T S8 U= T HTAT 15T 3 ITecT oY Hehel & | To¥:9[eh Heg ITocl $¥el o foIT 3791 Blue Shield
ID 1S & NS T I Fav/mEca AiaT Cllbiel AeT, T (866) 346-7198 TWHIT Y| (Hindi)

S9S9en: trimmmoéwﬁoowge@ﬁ&? Fr8900ld, woncSazavroldugdugoesulitanuyld.
m")Dé’gmbﬁoé?ﬁccuﬁomﬁeﬁcﬁnwﬁmasauiwld’.:%‘)i)’uaoméoec@sccuuécseé‘), NTIVI
twmcBlnzey@re03nInsrn9gn/ner nhHcdlvsrSuegdIwiv 098N Blue Shield 209U,
DnlumacD(866) 346-7198. (Laotian)
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

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

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

GERED IR o STTEGLERENRS - WU SRS s s FESE ':PXB’JH&K WA LRSS AR - ARHUSE) - SR
HERER-RATYIRYEEERSRNS - BRHEETT 1-866-346-7198 BATLAHR4S - WA HAIHE) - 2 1-800-927-4357 EAfNIRIR L4 - Chinese

Cac Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi ¢ thé dwoc nhan dich vu théng dich. Quy vi cé thé dwoc ngudi khac doc gilp cac tai
liéu va nhan mat sé tai liéu béng tiéng Viét. D& dwoc gitp d&, hay goi cho chuing toi tai sé dién thoai ghi trén thé hoi vién cia quy vi hodc
1-866-346-7198. Bé duwoc tro giup thém, xin goi S& Bao Hiém California tai s& 1-800-927-4357. Vietnamese

& 59 Aul 2, AI5ke Bo] $O AN WO 5 9lor B2 ARE FEAFE AuIAE woM gtk Ego] Bash B
541D 7= HSISLEs Q) 5k 1866 346719800, 2 213l F41415. 00} A AL olsha e ALl wrIo} 0, ekl st

1-800-927-4357+1 .= A=t3)] T4 A 2. Korean

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

Ulj4wp LEquijut Swruympnititp: Inip Jupnn bp pupgiwi dknp phply b thwunwpnpbpp phpkpgl) inw) dkq hwdwp hugbpki (kqynd:
Ogqunipjut hwdwp Utq qubquhwptp dkp hupunipyut (ID) wnduh Jpu bpqus fud 1-866-346-7198 hudwpny: Lpwugnighy ogunipjul
hudwp 1-800-927-4357 hwlwipny quiuquhwptp Ywihdnpuhugh Uyuhnjugpnipjut fudwiiniip: Armenian

BecnnatHble ycnyrm nepeBoga. Bul MoxeTe BOCNONb30BaThCs YCIyramMmn NepeBoaYmKa, v Balun JOKYMEHTbI MPOYTYT Af1 BaC Ha PYCCKOM S3bIKe.
Ecnn Bam TpebyeTcs noMoLLb, 3BOHUTE HaM MO HOMEPY, YKa3aHHOMY Ha Ballel UAeHTUUKaLMOHHON KapTe, unu 1-866-346-7198. Ecnv Bam
TpebyeTcs AonoMnHMTENbHAs NOMOLLb, 3BOHUTE B [lenapTameHT cTpaxoBaHus wraTta Kanudophus (Department of Insurance), no tenedoHry
1-800-927-4357. Russian

RHUOEFEY—EARA HABECEREZCREL.EB/AHFHLET. U —ERZTHLEDAIE. | DA—FREHDESL/151-866-346-7198

THEBWVWEDLELIETW. BB BBWVEL L. 1) 741V Z 7 MRET. 1-800-927-4357 i?‘é‘i@ﬁ%(?”i‘&b‘o Japanese

S (53548 il o Jlad (B 5 La L ScaS il 53 (sl . 2 588 o1 53 (30 comi 18 (a3 42 S 51 5 5K 5 S i) ALAE o e S a3t 1 3 e, 0 A 5004 (sAle ladh

1-800-927-4357 »_jats 43 (LS 4nx 5 lal) CA Dept. of INSUrance 4 « sids S @il 3 ) 2580 (il 1-866-346-7198 o_ladi (ol b 5 ol 023 38 Lok JAlullas
Persian.ws ol

Ye3 I AT FH T € ATe IHS 99 AaR J W3 SRR ¢ UnHl R9 HE Aa JI IF THIRH 3J9% UAH 99 30 7 AR
I5| Hee B3T3 WES (ID) I93 '3 3 S99 3 A 1-866-346-7198 '3 ' HS 26 IJ| TS HeT BE IPEImr fFuderie Wi
fesndn § 1-800-927-4357 '3 25 &1 Punjabi

INAEMANRAARIY T HAMGE g UM SHATANMan SamsananigsEnt manig 1 wpnvGgus

fgﬁgmfggﬁm?ngmmmefﬁ )| summmm‘}ﬁ% ORI RIUATHA YIUe 1-866-346-7198 1 ﬁjmt’iﬁgmufgm@jﬁ
J 1 "o o J "

g gIaT IR m et meiu)iem mitse 1-800-927-4357 Khmer

J3naall 1-866-346-7198 sl e o ey same 48y e Cpaaall o8 ) e s Joai) chaelusall e J gamnl] A jall G5l ol GIE 0 3e) 5 5 pn i o J gomnl) liSey ARG 0 gy Ay i clard
Arabic .1-800-927-4357 a3l e L) sl S 2 8 el 3 1ol Josl el sheall (30 203l e

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

usnIsMIvAEatinebitdaaild31a aadnsasuuiniIsana1n Ui I mtiAauanastiaaie

wiagvtanasuva uluamzavaarllniaaléd windasnisanuianda nsanTnsdnwrienununaaaiissyagdiunavinsdssandrvasna
w3a AAnuNaLa 1-866-346-7198 vnnsavsnisanuiamdatiuiia Tdsainsuni asuaisdsedudawsuassuadwasidavivunaian
1-800-927-4357 Thai

f:eIe TaT FaTd| I U G HT FAT I X Fehe! §1 I SEASSH H TG F FoT Fh ¢ 3N FS PN A A F T @1 Howar
T §1 eI AT, 39a ID FE W R AT FeR W, A 1-866-346-7198 W g BT Y| 30 TErA & AT Srelmrar S s
(CA Dept. of Insurance) @ 1-800-927-4357 9 Il &¢| Hindi

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi holgedoo ninizingo éi biighah. Naaltsoos naaninahajeehigi shich’i” yiidooltah éi doodago ta’
shich’{” adoolniil ninizingo biighah. Shika a’doowot ninizingo nihich’{” béésh bee hodiilnih d66 namboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’
bikaa’ é1 doodagd éi (866) 346-7198ji’ hodiilnih. Hozho shik4 anaa’doowot ninizingo éi dif Akééhashith Béeso Ach’aah Naa’nil bit haz’aaji” 1-800-927-4357j1’
hodiilnih. Navajo
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