COBRA Continuation of Coverage Application b|Ue

. . . california ~°
Blue Shield of California and
Blue Shield of Cadlifornia Life & Health Insurance Company
Employee information
Last name First name Ml
Social Security number Blue Shield ID number Group/section # (please check your Blue Shield ID card)

Date of qualifying event: COBRA effective date: ‘ Last date worked:

Qualifying event (check one)

[T Termination or reduction in covered employee’s hours 7 Disqualification of dependent child under the plan
[T Divorce or legal separation of the covered employee [ Termination or reduction of hours due to disability
[T Entfitlement to Medicare benefits by covered employee [ Death of covered employee

The covered member who qualifies for COBRA must complete this section:

Social Security number Blue Shield ID number

Last name First name MiI
Address

City | State 7IP code

Phone number

Date of birth: Sex: [ Male [0 Female ‘Morried: [ Yes [ No

If HMO/POS, please indicate your primary care physician name:

Please tell us about yourself. How would you describe your race or ethnicity? Choose all that apply. These questions
are optional and are used only to help ensure all members have the same access to the highest quality of care.

1. Are you of Hispanic or Latino origin? 2. If yes, please choose all that apply:
[TYes T'No [1Unknown [ Declined [ Cuban [ Guatemalan [ Mexican, Mexican American, Chicano [ Puerto Rican

O Salvadoran [ Other Hispanic, Latino, Spanish:

3. Which race(s) do you identify with? (Please choose all that apply.)

[J American Indian or Alaska Native [ Asian Indian [J Black or African American [J Cambodian [J Chinese [ Filipino
0 Guamanian or Chamorro 0 Hmong O Japanese [ Korean [ Laotian [ Native Hawaiian
[0 Samoan [0 Vietnamese O White [ Other [ Declined O Unknown

If HMO/POS, please indicate your primary care physician name:

IPA/medical group name: Phone number

Please indicate the existing coverage you wish to continue:

Medical plan election: Dental plan election:
Vision:
Signature of qualifying member Date

Blue Shield of California is an independent member of the Blue Shield Association  C11825-RTM-FF (7/19)



List below all dependents eligible for coverage

Only those dependents previously enrolled on the group plan are eligible for coverage under COBRA. To add dependents
not previously enrolled on your coverage under the group plan, please see your Evidence of Coverage (EOC) or
Certificate of Insurance (COI) booklet for the appropriate provisions.

Relation Last name First name Date of birth:

Other health coverage? | If HMO/POS primary care physician name:
[T Yes [ No IPA/MG name/number:

Social Security number:

Please tell us about yourself. How would you describe your race or ethnicity? Choose all that apply. These questions
are optional and are used only to help ensure all members have the same access to the highest quality of care.

1. Are you of Hispanic or Latino origin?
[T Yes [T'No [JUnknown [T Declined

2. If yes, please choose all that apply:
[0 Cuban
[ Salvadoran [ Other Hispanic, Latino, Spanish:

[0 Guatemalan [ Mexican, Mexican American, Chicano [ Puerto Rican

3. Which race(s) do you identify with? (Please choose all that apply.)

[J American Indian or Alaska Native [ Asian Indian [J Black or African American [J Cambodian [J Chinese [ Filipino

0 Guamanian or Chamorro 0 Hmong O Japanese [ Korean [ Laotian [ Native Hawaiian

[J Samoan [ Viethamese [ White [J Other [J Declined [J Unknown
Relation Last name First name Date of birth:

Other health coverage? | If HMO/POS primary care physician name:
[T Yes [0 No IPA/MG name/number:

Social Security number:

Please tell us about yourself. How would you describe your race or ethnicity? Choose all that apply. These questions
are optional and are used only to help ensure all members have the same access to the highest quality of care.

1. Are you of Hispanic or Latino origin?
[T Yes [ No [T Declined

2. If yes, please choose all that apply:
[0 Cuban
[J Salvadoran [ Other Hispanic, Latino, Spanish:

[71 Unknown [0 Guatemalan [ Mexican, Mexican American, Chicano [ Puerto Rican

3. Which race(s) do you identify with? (Please choose all that apply.)

[J American Indian or Alaska Native [ Asian Indian [J Black or African American [J Cambodian [J Chinese O Filipino

0 Guamanian or Chamorro 0 Hmong O Japanese [ Korean [ Laotian [ Native Hawaiian

[J Samoan [ Viethamese [ White [J Other [J Declined [J Unknown
Relation Last name First name Date of birth:

Other health coverage? | If HMO/POS primary care physician name:
7 Yes 1 No IPA/MG name/number:

Social Security number:

Please tell us about yourself. How would you describe your race or ethnicity? Choose all that apply. These questions
are optional and are used only to help ensure all members have the same access to the highest quality of care.

1. Are you of Hispanic or Latino origin?
[T Yes [ No [T Declined

2. If yes, please choose all that apply:

[J Cuban [0 Guatemalan [ Mexican, Mexican American, Chicano [ Puerto Rican
[J Salvadoran [ Other Hispanic, Latino, Spanish:

[71 Unknown

3. Which race(s) do you identify with? (Please choose all that apply.)

[ American Indian or Alaska Native [ Asian Indian [ Black or African American [ Cambodian [ Chinese O Filipino
0 Guamanian or Chamorro O Hmong O Japanese [ Korean O Laotian [ Native Hawaiian
[0 Samoan [ Vietnamese O White [ Other [ Declined O Unknown

Please return completed form to the appropriate address below based upon the group’s size:

For employer groups with less than 100 employees:
Email or mail completed form to:
small.group@blueshieldca.com

Blue Shield of California

P.O. Box 3008

Lodi, CA 95241-1912

Fax: (855) 808-8598

For employer groups with 100+ employees:
Mail completed form to:

Blue Shield of California

P.O. Box 629014

El Dorado Hills, CA 95762-9014

Fax: (916) 350-8800



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 fo 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 to 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: ¢ Puede 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 identificacion de Blue Shield o al (866) 346-7198. (Spanish)

EEEH : CEEEEHER ? MRA8E - HAUUBAZREE - EHEMIL ATMENESES
MTBRZED - BIUBNBITE5ERERIBlue Shield IDFEE LK E85/FFREEER - SUERIT
B (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Neu khong, chung t6i c6 thé nhe _nguwoi gidp quy
vi doc thw. Quy vi cling cd thé nhan 14 thw nay dwoc viét bang ngdn ngiy cla quy Vvi. Pé dwoc hé tro
mién phi, vui Iong goi ngay dén Ban Dich vu Héi vién/Khach hang theo sb & mat sau thé ID Blue Shield
cta quy vi ho&c theo sbé (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? 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,
O (866) 346-7198. (Tagaloq)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg6o éi, naaltsoos nich’y’
yiidoottahigii fa’ nihee hol¢. Dii naaltsoos aldd’ t’aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowot ninizing6 nihich’i’ béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodagé €i (866) 346-7198 ji’ hodiilnih. (Navajo)

+= 8%, L2 £ F A= AHEO| JASLC EBHCOHE
M Zo i 2O A|2{H Blue Shield ID 7tE SIHO
§I%J/17—”. MH|A M3HHS = (866) 346-71982 K| 2 MBS 2. (Korean)

YUCGINC k. Ywpnquibnid &p Jupnuy wyju twdwlp: Bph ns, wuyw Ukip Joqubklp dkq: dnip whunp k
twl jupnpuwbwp vnwtw) wju twdwlp dkp (Eqyny: Cwnwynipniut wtydwn b vugpnd Gup
wilhpwy tiu quiuquhwpl) Zwdwhinpyutph vywuwpudwt puduh hipwhinuwhwdwpny, npp tpdws &
Atp Blue Shield ID pupwup twnnlith dwunid, jud (866) 346-7198 hwdwpny: (Armenian)

BAXHO: He moxeTte npoyYecTb AQHHOE NMUCbMOS Mbl MOMOXEM BAM, ECAM HEOBXOAMMO. Bbl TAKXKE MOXETE
MOAYYUTb DTO MMCbMO HAMUCAHHOE HA BALLIEM POAHOM s3blke. [103BOHUTE B CAYXXOY KAMEHTCKOM/YAEHCKOM
NOAAEPXKKM MPIMO CEMHAC MO TEAETDOHY, YKA3AHHOMY C3AAM MAEHTUAOUKALLMOHHOM KapThl Blue Shield, namn
no TenedOoHy (866) 346-7198, 1 BOM MOMOTIYT COBEpPLLIEHHO BecnAaTHo. (Russian)

E%:jﬁ%ﬁ% CIOFMEFLZENTEEIN? b LI N TERWES, BN, BEMH
Y R— T2 \NWEFRNZLET, £, BEROREGECEINLEFREBEV T2 L 67
ETY, ROV R—FE2RLEIN5H41E. Blue Shield IDHV— FOEFICEH EIN TWHIEE/BE
Y — b A0EJRE S, 7215, (866) 346-7198IC KB EE 2 BT < &V, (Japanese)
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ol IS iy 534S il o el 3k 5l iy g % Ll (81 S il 5 (sl e a8 il 3 A gl 4 1 el ol s
(Persian) .2 8o ol s jide/lac] cilera L (866) 346-7198 o e G35k 31 L 5 Cand 03 z 12 5 Blue Shield

HIZYIS: ot IH fer U39 § ug Aele I7 A &t 3T fer § ugs feg Hee &E wirt foan fenest & yso a9
A I AT fog U39 wrust g feg S Ifenr & YUz 59 Aae J1 He3 R Hee Yu3 396 &4 3973
Blue Shield ID a3 © fifg &3 Hag/areHa Aafer 8Ida 859 3, A (866) 346-7198 3 'S aJ| (Punjabi)

UFIRIES: 1ISEAMGIHSMS: chsizigis? 1IUBSHGIS RGNS WHSERAMIIMSH
E/ISH ARG SUTSIHEMISINMMUNIUUHARRIEN i USSuWEnusS s SSig

BT gIinMuIisimSiueginiunueSs/HSSNSTR U SISTUT2RUMN LN Blue Shield
IUNIHM UrMBiw:iue (866) 346-71984 (Khmer)

138 o J sl Lyl zliag 88 el 8 8 laclind Lo padd jliaa LSy el 8 adatad ol o) Sl 138 501 8 audaids Jaz ageall
A Calall e 5 saall eliac V1 aal/e Sleall et Caila a8 o V1 JLaiV1 o A3 () sy aclusal) o J seaal] alizly 1 i€ Cldal)
(Arabic).(866) 346-7198 #i,ll e i Blue Shield 4. sel) 48y (1

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
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (HmonQ)

dreny: anusuaaraneaduil lanie li vnnlile Tusawemnushoanngso s

AN ldsuaamnatuilifunuvssan mndesnsauthomde e lidan Toane
TusefnsiarnuusmMsand/aundnvnaues Insdwii lutnsusza1sh Blue Shield wasna niolns
(866) 346-7198 (Thai)

AgcaquT: FIT 37T $H T 1 UG Hehd o2 TS o761, ol §H 38 UGl H 3Tl Heg o olv Tehdll cafer ol Jeier &t
Hehel § | T $H U T 37911 19T H 8 UTecT & Fehd! & | T:3[eh Heeg TIed &l & oIt 3191 Blue Shield ID #rS
& NS U I HI/FTeHR TTaH TlhIA e, AT (866) 346-7198 T dhiel Y| (Hindi)

Sf)S')E)D U’)‘)‘US‘)D‘)OS‘)U@OU&)‘)@DlOU" T]‘)S‘)DUlO h)O)’)CS‘)ﬁ‘)J.)‘)O?lﬂU‘)‘)E)DQOE)S‘)D?U)ID‘)Dw‘_)zO
U)‘)‘).)€)35‘)JJ‘)OZ?U)CCUGDOUD‘)E)DCUD&)‘)%‘)QSQ&O‘)DIO 3?QUQO?DQOE)CU78CCUUUC5€)§)‘) D’)“’O‘U‘)
YmtmcU?m283cd‘)e)Uanvzumqn/onm?nmnmcuimQuzuemvmguomma:ﬂ Blue Shield 20919V,
M lumcD(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 interpreter. 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 espafiol. Para obtener ayuda, llAmenos al niumero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener méas ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

B TES IRE. Wﬁé%%%mé“”féﬂ&a’%o A DL SCHE TSRS TS, S SO P SCRIRRAS, i a] DAHESE BT
PRI, RIS BN, FEEEEORRE TSI E LSRN, jz%xﬂlsess 346-7198 ELFAMBHAS, RS HA
#Bh, FEECE 1-800-927-4357 HLANM CRESRES, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich. Quy vi cé thé duoc
ngudi khac doc gilip cac tai liéu va nhan mot s6 tai liéu bang tiéng Viét. Bé duoc gitp d&, hay goi cho ching toi
tai s dién thoai ghi trén thé hoi vién cla quy vi hodc 1-866-346-7198. P& duwoc tro gilip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

TR SYMHA S =0l SH MHAE o d £ 2 A= Z MFE ESHF= MEAER2H +
UL LICH =20 WQBEIAl & Hﬁ 5}: 1-866-346-7198H2 = 2 O[5f =Y A| 2. 2 CF ApM| B

= TIot2| ID 7HE0f| LietlE 2t
At S oI5t 22 A2 Z Lot F E=, QY H %} 1-800-927-4357H 2 2 A2 T4 A| 2. Korean

Walang Gastos ha mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan 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

Uuyswp LEqulwl SwnwjnLpjncbutp: Hnwp Ywnnn Gp pwnpqdwu é6np pGpt W thwuwnwenrebpp
purtngt) tnwy 46q hwdwn hwjGptu |Gayny: Ogunipjwl hwdwn Utq quugwhwntp dGn hupuniejwl (ID) tnnduh
Ynpw Logwd Yud 1-866-346-7198 hwdwnny: Lpwgnighy ogunipjwl hwdwn 1-800-927-4357 hwdwpny
quluqwhwptp Ywhdnpuhwih Uwywhnjwgnnijwl FwdwldnLup: Armenian

BecAnaTHbIe YCAYTU NepPEeBOAd. Bbl MOXETE BOCMNOAB3OBATLCS YCAYTAMM MNEPEBOAYMKA, 1 BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM 43blke. ECAM BOM TPEBYETCH MOMOLLLB, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HQA BALLIEN MAEHTUAOUKALLMOHHOM KApPTE, UAM 1-866-346-7198. ECAM BOM
TpebyeTCcs AONOAHUTEABHAS MOMOLLLB, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LLTATA KAAMADOPHMS
(Department of Insurance), no tfeaedoHy 1-800-927-4357. Russian

BHDOERY—ER BABTHERZCREML. EEZEHALET, Y—EXRZEZZHEDAIE. 1DH—
REZEDE S F1-(%1-866-346-7198F THRBILVEHEL &L\, BEHLEMULEDLEIX. h)THIIL=T7M
RB&EFT. 1-800-927-4357F T ZTE#K < f2& LY, Japanese

() .20 5 03] 2 (Ll 5 asHl L) 4 Sl 2 Ky g i€ saliind alid aa e S Cladd )l g () g Jage el Cledd
) S lai 1- 8663467198bJLA_\ZQ.\\L‘)&m\aﬁ;ﬁ@@bﬁui&)kidjjﬁuiéﬁb)w@)bj\L«hcd.ai&\éhja
Persian. xS (813 1-800-927-4357 »_jled 43 (Liad\S 4an o )la)CA Dept. of Insurance 4 ¢ yidin <SS il j
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HE3 I AT 3H TITHIE Thif ATl ITHS dd AdR J W3 TA3TeH § Unrd f[<9 7 Ao J1 99 TA3<d
7§ Ul {9 37 71 AAR I | Hew B8 3073 »irelEt (D) 193 3 €3 99 3 Hi 1-866-346-7198 3 WG 26
3| TUS Hew Bl FEIaIam fsurgene »ig fesidn § 1-800-927-4357 3 @6 S| Punjabi

BINREMANBHARIGY HAMGSSUTSHAUMUMAN SHMSAMMINSHAN MaNig! 4 i USSw
wySINYMIIDRSMUuINSi2 U SUMMIUTUWNaM IS SIVIHA Yius 1-866-346-7198
UENURSWUTSYIS)S g SInISiHudm N UiHig mIGUim suiug 1-800-927-4357 Khmer

il e lsall e Jgaanll Gy jall 2ol Sl 5306 0 861 8 5 an jie Lo J seanl) $liSey AR (¢ 9y dan 5 cilard
(e sladll (e 3350l e Jgasll 1-866-346-7198 a8l o f ey pume dilday o cpuall 850 e Uy
Arabic .1-800-927-4357 &8 ) e Ly sadlS Y o (pualill 3 )l Jucai

Cov Kev Pab Txhais Lus Tsis Them Nqi. 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

M lidoan ldde ananinsasuusmsannau nudis it iiewenans Tiaauds
wiadwenansuau lumuvssnalumanld nasesmsmnushomas

nsaun InsdwvionuminplaviisyatdundninsUsandvoinm wis fivanoiaw 1-866-346-7198
windasmsanuthuwmdowingn Tuse lnsuni nsumsusAudouiaasgueanasiludivanoias 1-800-927-4357 Thai

e 1T ATl | 1T Y GUIRT o6 Tell T R Tl &1 310 A1l b1 Ugell o F Thd & AR FG bl 37T
T H ¥ad & FieTar gand %I eIl & oy, 304 ID &Ts TR fT 7T FaR W, T 1-866-346-7198 TR 1 I H1 |
3P TeTIdT & forg Heipif-ar AT faHNT (CA Dept. of Insurance) @1 1-800-927-4357 TR T &3 | Hind

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi holgedoo ninizingo éi biighah. Naaltsoos
naanindhéjeehigi shich’{’ yiidooltah éi doodagd ta’ shich’i’ 4doolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’ bikaa’ éi doodagd
¢i (866)346-7198ji’ hodiilnih. Hozh¢ shika anaa’doowot ninizingo éi dii béeso ach’aah naa’nil bit haz’aaji’
1-800-927-4357j1’ hodiilnih. Navajo

UOT)‘)DCCUL.)‘)S‘)?OE)UCSE)E)‘) moummoacamcwwﬁmlo VIVLIIVI0LBBIVCONE S‘)D?U)U)‘)Dwg
CC° 53C8ﬂw5‘)DU‘)3€5‘)3mCUDw‘)25‘)2831!)‘)1) 25‘)QU€)O?DQOE)CU)8 ?m’?mm‘)womsvm‘wcuimz 21UU)J_)
?DUOU“@‘)C’)OQ?‘_)U)’)D t}_) LMD 1-866-346-7198. 3‘>Quaowgoecg_)acwucmuimm WECCLN U 3’)1)21.«)28‘_‘)
50@‘)51;5(:1)&)261?)(:81-800-927-4357. Laotian
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