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Adult Dental P

Your oral health is an important part of overall health
maintenance. In fact, keeping your mouth healthy helps to keep
your whole body healthy and can actually reduce your risk for
more serious problems. Did you know that more than 120 medical
conditions can be detected in early stages by your dentist?”*

For adults and dependent children 19 and older

Adult Benefit In-Network ‘ Out-of-Network
Annual Maximum $1,250
Annual Deductible o ,
oplies to Basic and Major Services 3 per family) You pay the first $ 50 for individual, up to $ 150 for family.
Diagnostic & Preventive Services
Exams,?leanings, X-rays You pay 0% You pay 30%
Basic Services ' ‘ . You pay 50% Youpay 70%

Fillings (amalgam, porcelain & plastic), anterior & posterior

composites, emergency pallative treatment, pathology After 6 month waiting period. After 6 month waiting period.
!\r{)‘v?njszgoiieﬁlrlli‘r(gisciﬁlgys onlays & pontics, implants, fixed Youpay 70%
brdges, complete & partal dentures, oral surgery, anesthesia After 12 monthwaitig perod Youpay 100%
(general or IV sedation), endodontics, periodontics
Dental Accident Benefit Plan paysupto $200
Vision Discount Plan** Included
BEST Life has been providing great PO BOX 3023
dental benefits for over 50 yvears Meridian, ID 83680-3023
with quality plans, affordable rates and
superior personal customer service! (877) 205-8767

www.bestlife.com

*“U.S. Surgeon General Report on Oral Health 2000
“*The Vision discount plan is not insurance, but a discount plan for supplies and eligible services

This document provides a summary of the plan benefits only. For the official plan details and exclusions and limitations, please refer to the plan policy. BEST Life is a Qualified Dental Plan issuer in the Arizona Health Insurance Marketplace.

Rev-8/1/2025
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Essential Value

Child Dental Plan

Satisfies the ACA pediatric dental requirement for children up to age 19

Pediatric Benefit In-Network Out-of-Network

$450 for 1 child $900 for 1 child

Out-of-Pocket Maximum $900 for 2 or more children | $1,800 for 2 or more children

Annual Deductible
Applies to Diagnostic and Preventive services, Basic and Major services | You pay the first $7'5 per child | You pay the first $ 100 per child
received in-network or out-of-network

Diagnostic & Preventive Services
Exams, cleanings, sealants, fluoride treatment, x-rays, space maintainers, You pay 0% You pay 30%
emergency palliative treatment

Basic Services

Minor restorative services, fillings, pulpal treatment, periodontal ) )
maintenance, denture adjustment and repair, surgical extractions, Youpay 30 7 You pay 60%

anesthesia (general or IV sedation)

Major Services
Major restorative services, crowns & casts, prosthodontics, implants, You pay 50% You pay 80%
endodontics, periodontics, occlusal quard

Orthodontics (medically necessary) Youpay 50% Youpay 50%

MORE CHOICE. MORE SAVINGS.

What dentist you see is completely up to you. However, you can achieve additional savings when
you see a dentist within network.

As a BEST Life member, you will have access to the some of the largest national networks
available and with rigorous credentialing criteria for providers, you’re assured the highest-
quality network available.

It’s easy to find the best dentists in your area with our Provider Look-Up at: www.bestlife.com.

When you choose BEST Life, you can rest easy.
Your smiles are safe with us.

© 2026 BEST Life and Health Insurance Company
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Plan Details

(Plan #9242264)

As a BEST Life customer, you and your dependents receive access to value-
added discount programs that can help provide cost savings on vision care,
eyewear, and more. These programs are automatically available to all members
that are not currently enrolled on a fully-insured vision plan with BEST Life.

Vision Care Services In-Network Out-of-Network

Exam Services $50 Not covered

Contact Lens Fit and Follow-Up

* Fitand Follow-up - Standard Up to $ 1.0 off retail price Not covered To access these vision plan

« Fitand Follow-up - Premium 100% of retail price Not covered discounts, members will need a
copy of the discount ID card below

0 . .
Frame 40% offretail price Not covered and locate an EyeMed Advantage
Lenses network provider from our
: . website at https://eyedoclocator.
® Single Vision $55 Not covered eyemedvisioncare.com/bestlife/en.
* Bifocal $75 Not covered
. For any other questions, please call
= Trifocal $85 Not covered y a P
. (866) 723-0514.
= Lenticular $85 Not covered
* Progressive - Standard $140 Not covered PTTTTTTTTTTTToTTToTmmm o
* Progressive - Premium 30% off retail price Not covered I Q) § :
1 4 A !
Lens Options I >‘ s £
. ‘ : | Q) 3 58 |
* Anti Reflective Coating - Standard $40 Not covered | ° 23
I z c%
= Anti Reflective Coating - Premium 30%b off retail price Not covered ! o 2%
1 m 9 = 1
1 e = ® 1
* Polycarbonate - Standard $35 Not covered ! *E s83
1 © -8 1
= Scratch Coating - Standard Plastic S0 Not covered : ;w _ % § é >
! g o532 !
* Tint - Solid and Gradient $12 Not covered B § 2 < e
D "ME . 9 9F3
= UV Treatment $12 Not covered ! ‘-J 5 “EJ Q % 5 ¢ 3!
| 2 N Os>g5 .
= All Other Lens Options 30% off retail price Not covered : |‘£ : 2 & i S § \
: 51:{‘3 o O Y 2 2 gﬁ :
Contact Lenses | wn: 9 i g % ~§ E § |
= Contacts - Conventional 15% off retail price Not covered | L z GEJ <_% 5 % g 85
. CMEI =& z @8es:
= Contacts - Disposable 100% of retail price Not covered |




EXCLUSIONS ON PEDIATRIC DENTAL PLAN

The following exclusions are not covered.

1.

10.
11.

12.
13.
14.

15.
16.

17.
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20.

21.
22.

23.
24.
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26.

27.

28.

29.
30.

31.

32.
33.
34.
35.
36.
37.
38.
39.
40.
41,
42.

43.

44.

45,
46.
47.

Services and treatment not prescribed by or under the direct supervision of a dentist, except
in those states where dental hygienists are permitted to practice without supervision by a
dentist. In these states, we will pay for eligible covered services provided by an authorized
dental hygienist performing within the scope of his or her license and applicable state law.
Services and treatment which are experimental or investigational.

Services and treatment which are for any illness or bodily injury which occurs in the course of
employment if a benefit or compensation is available, in whole or in part, under the provision
of any law or regulation or any government unit. This exclusion applies whether or not you
claim the benefits or compensation.

Services and treatment received from a dental or medical department maintained by or on
behalf of an employer, mutual benefit association, labor union, trust, VA hospital or similar
person or group.

Services and treatment performed prior to your effective date of coverage.

Services and treatment incurred after the termination date of your coverage unless otherwise
indicated.

Services and treatment which are not dentally necessary or which do not meet generally
accepted standards of dental practice.

Services and treatment resulting from your failure to comply with professionally prescribed
treatment.

Telephone consultations.

Any charges for failure to keep a scheduled appointment.

Any services that are considered strictly cosmetic in nature including, but not limited to,
charges for personalization or characterization of prosthetic appliances.

Services related to the diagnosis and treatment of Temporomandibular Joint Dysfunction (TMJ).
Services or treatment provided as a result of intentionally self-inflicted injury or illness.
Services or treatment provided as a result of injuries suffered while committing or attempting
to commit a felony, engaging in an illegal occupation, or participating in a riot, rebellion or
insurrection.

Office infection control charges.

Charges for copies of your records, charts or x-rays, or any costs associated with forwarding/
mailing copies of your records, charts or x-rays.

State or territorial taxes on dental services performed.

Those submitted by a dentist, which is for the same services performed on the same date for
the same member by another dentist.

Those provided free of charge by any governmental unit, except where this exclusion is
prohibited by law.

Those for which the member would have no obligation to pay in the absence of this or any
similar coverage.

Those which are for specialized procedures and techniques.

Those performed by a dentist who is compensated by a facility for similar covered services
performed for members.

Duplicate, provisional and temporary devices, appliances, and services.

Plaque control programs, oral hygiene instruction, and dietary instructions; Services to
alter vertical dimension and/or restore or maintain the occlusion. Such procedures include
equilibration, periodontal splinting, full mouth rehabilitation, and restoration for misalignment
of teeth.

Gold foil restorations.

Treatment or services for injuries resulting from the maintenance or use of a motor vehicle if
such treatment or service is paid or payable under a plan or policy of motor vehicle insurance,
including a certified self-insurance plan.

Treatment of services for injuries resulting from war or act of war, whether declared or
undeclared, or from police or military service for any country or organization.

Hospital costs or any additional fees that the dentist or hospital charges for treatment at the
hospital (inpatient or outpatient).

Charges by the provider for completing dental forms.

Adjustment of a denture or bridgework which is made within 6 months after installation by
the same dentist who installed it.

Use of material or home health aides to prevent decay, such as toothpaste, fluoride gels, dental
floss and teeth whiteners.

Sealants for teeth other than permanent molars.

Precision attachments, personalization, precious metal bases and other specialized techniques.
Replacement of dentures that have been lost, stolen or misplaced.

Repair of damaged orthodontic appliances.

Replacement of lost or missing appliances.

Fabrication of athletic mouth guard.

Internal bleaching.

Nitrous oxide.

Oral sedation.

Topical medicament center.

Bone grafts when done in connection with extractions, apicoectomies or non-covered/non
eligible implants.

When two or more services are submitted and the services are considered part of the same
service to one another the Plan will pay the most comprehensive service (the service that
includes the other non-benefited service).

When two or more services are submitted on the same day and the services are considered
mutually exclusive (when one service contradicts the need for the other service), coverage will
only be for the service that represents the final treatment.

Charges in excess of any cost-sharing amounts shown on the xchedule of benefits.

Expenses incurred for services and supplies not listed as a covered service.

Services and supplies performed outside of the U.S.

EXCLUSIONS ON SUPPLEMENTAL DENTAL PLAN

The following exclusions are not covered.

1.

11.
12.
13.
14,

15.
16.

20.

21.

22.

23.
24.
25.
26.

27.
28.
29.
30.

31.
32.
33.

34.

35.
36.
37.
38.

Treatment by someone other than a doctor of medical dentistry or a doctor of dental surgery,
except where performed by a licensed hygienist under the direction of a doctor of medical
dentistry or a doctor of dental surgery, or a denturist;

Expenses incurred while on active duty with any military, naval, or air force of any country or
international organization;

Expenses incurred as a result of participating in a riot or insurrection or the commission of a
felony;

Services and supplies covered under any Worker's Compensation Act or similar law; expenses
incurred due to treatment rendered by Your employer;

Services and supplies begun and not completed prior to the patient's effective date, including
but not limited to: an appliance, or modification of one, where an impression was made before
the patient was covered; a crown, bridge or other lab fabricated restorations for which the
tooth was prepared before the patient was covered; root canal therapy if the pulp chamber
was opened before the patient was covered;

Dental services and supplies which are given primarily for cosmetic reasons including
alteration or extraction of functional natural teeth for the purpose of changing appearance
and replacement of restorations previously performed for cosmetic reasons;

Pulp capping with final restoration. Final restoration is defined as the installation of inlays,
onlays or crowns and fillings or other lab fabricated restorations;

Charges for tests, examinations, diagnostic casts and oral cancer screenings other than those
listed as a Covered Service;

Expenses incurred for sedative fillings, prescribed drugs, pre medication or analgesia;

. The initial installation of a prosthetic device (a fixed bridge, implant, or denture, crowns, inlays

and abutments) to replace teeth missing before the Insured was covered under the Policy,
except when the installation also replaces a tooth extracted while covered under this plan and
commences after the Insured has remained continuously covered under this plan for at least
three (3) years immediately prior to the date such installation begins;

[Implants, implant services and implant supported prosthetics;]

Expenses incurred for veneers and related procedures;

Replacement of a lost or stolen or discarded prosthetic device;

Adjustment, repairs or relines of prostheses for a period of one (1) year from initial placement
if the prostheses were paid for under this plan;

Expenses incurred for a core buildup will only be considered in conjunction with a crown;

If multiple endodontic treatments are necessary on the same tooth within a period of one (1)
year, the allowance will be made for only one (1) procedure;

. X-rays are considered an integral part of the endodontic procedure rather than a separate

service and are therefore not eligible for benefits;

. The extraction of immature erupting third molars and non-pathologic, asymptomatic third

molar extractions;

. Expenses for gross debridement allowed one time at the beginning of the periodontal

treatment plan prior to pocket depth charting;

Temporary services are considered an integral part of the final services rather than a separate
service and are therefore not eligible for benefits;

Expenses incurred for orthodontic treatment and orthodontia type procedures unless such
procedures are a Covered Dental Expense on this Plan;

Surgical procedures incidental to orthodontic treatment, including but not limited to, extraction
of teeth solely for orthodontic reasons, exposure of impacted teeth, correction of micrognathia
or macrognathia, or repair of cleft palate;

Charges for service provided for temporomandibular joint dysfunction (TMJ);

Expenses incurred for congenital or developmental malformations;

Expenses for “safe fees” (gloves, masks, surgical scrubs and sterilization);

Any services or supplies for correction or alteration of occlusion, or any occlusal adjustments;
expenses incurred for night guards or any other appliances for the correction of harmful habits;
Chemotherapeutic agents and any other experimental procedures;

Charges in excess of the cost-sharing amounts shown on the Schedule of Benefits;

Expenses that are applied toward satisfaction of a Deductible, if any;

Expenses incurred due to treatment rendered by a family member. For the purpose of this
limitation, “family member” includes, but is not limited to, Your lawful spouse, domestic
partner, child, child of Your domestic partner, parent, step-parent, grandparent, brother, sister,
cousin or in-law;

Expenses for services for which You would not legally have to pay if there were no insurance;
Services not completed on or before the date of termination;

If an Insured person transfers from the care of one dentist to another dentist during the course
of treatment, or if more than one dentist renders services for one dental procedure, BEST Life
shall be liable only for the amount it would have been liable for had one dentist rendered the
services;

Any service or procedure not within the scope of practice by a licensed dentist. Such procedures
are identified within the current Common Dental Terminology (CDT Codes) published by the
American Dental Association;

Expenses incurred for treatment which are experimental or investigational;
Expenses incurred for services and supplies not listed as a Covered Service;
Services and supplies performed outside of the United States of America.
Expenses incurred for services covered on a pediatric only dental plan.

Arizona



Language Assistance Services

ATTENTION: If you speak another language, language assistance services, free of charge, are available to you.
Call 1.877.205.8767 (TTY: 1-855-889-5868).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. Llame al 1.877.205.8767

§%¢x (Chlnese) 535,:: ﬂﬂ%u{ﬁﬁﬁﬁﬁ_mi :u\juﬁ%ﬁ I:II:l = *EE’]H&T%O %ﬂ
1.877.205.8767.

&

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngon ngit mién phi danh cho ban.
Goi s0 1.877.205.8767.

et 0] (Korean) F2|: o= 01 E AL SHA|= 4%, ¢10] X[ @ MH[AZ R R 2 0| &3 5= JUSLICL
1.877.205.8767 HO 2 F5}sl| FAA| 2.

Tagalog(Tagalog — Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1.877.205.8767.

Pycckmnii (Russian) BHUMAHMUE: Ecnut BBl TOBOpPHTE Ha PYCCKOM $SI3bIKE, TO BaM JOCTYIHBI OECIIaTHBIC
yciryru nepeBoga. 3sonure 1.877.205.8767.

Lo (Arabic)  1.877.205.8767 an duadl laally @ll ) 5 &y sall) sacLusall ilaad (b il Y Cuoas i 1) 1 pale,

Kreyol Ayisyen (French Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sevis €d pou lang ki disponib
gratis pou ou. Rele 1.877.205.8767.

Frangais (French) ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1.877.205.8767.

Polski (Polish) UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1.877.205.8767.

Portugués (Portuguese) ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1.877.205.8767.

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1.877.205.8767.

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1.877.205.8767.

HAEE (Japanese) FERIE HAEZEINDGEES. BHOEEXEZ CHRAVETET,
1.877.205.8767 £ T, BBEEICTITEHKCFZE L

) (Fars1) 1.877.205.8767 L .28L (0 pal i e (5 I8l &y s (Al ) Bl i€ o S o8 gy an Rl aa s

& (Hindi) &A= E: I 3 RSy Srerc & ot 31moreh forT Hwre & 79T HRIeTT YW 3TeTstr & |
1.800.368.1019 (TTY: 1.877.205.8767) IR lel Y |



Zuykpkl (Armenian) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hurau 1.877.205.8767 (TTY: 1-XXX-XXX-XXXX).

apesRAcl (Gujarati) YUsll: A AN Al Al &, Al [(A:Yes el UslA Al dAMIRL HIEZ GUAs
8. 8lot 521 1.800.368.1019 (TTY: 1.877.205.8767).

Hmoob (Hmong) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu
rau 1.877.205.8767.

53, (Urdu) 1.877.205.8767 LS JIS - (i il (e e Ciladd (S 33 (S ) Sl s o s s ) Gl 81z la s,
tgr (Cambodian) (outiin + sorfiede # n8 w foe 1, tons fgiwn » 1o whefnay o A & ead dfom A1 g1 grnin 1.800.368.1019

(TTY: 1.877.205.8767)«

AT (Punjabi) fomrs fE8: 7 3R U=l 98 I, 3 377 90 ATTEsT AT 3973 58 Hes SussEg J)
1.800.368.1019 (TTY: 1.877.205.8767) '3 &S S|

JAT (Bengali) &Y Fa: 1A% ST IRAT, FUT T T, ©NR T AT6 ST F2TS] FHEIFT S5fe (e |
(B $F9 S 1.800.368.1019 (TTY: $1.877.205.8767)|

v 7 (Yiddish) 0917 HREOK 119 °>15 DYOMIPO 7277 TRIDW TR IND INTINRD WIVT ,WOTR VTV R 2N DRTPIWIDNR
1.877.205.8767.

A7ICE (Amharic) “I0F-@8: 99575 £7% A7ICE P PHCTI° ACAT £CE-RFE N1R ALTHPT HHIBAPA: OL T1ntAad-
¢7C LM+ 1.877.205.8767.

A lng (Thai)3au: acaangme naaagiuisaludsnsiavdamanzladls ng 1.877.205.8767.

Oroomiffa (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa 1.877.205.8767.

Ilokano (Ilocano)PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna,
ket sidadaan para kenyam. Awagan ti 1.877.205.8767.

WI9990 (Lao) U090: 11999 WINCIMWIFI 290, NMVUSNILFOTHD0IVWIZI, LovLcS e,
ccunSenlvition. ns 1.877.205.8767.

Shqip (Albanian) KUJDES: Nése flitni shqip, pér ju ka n€ dispozicion shérbime té asistencés gjuhésore, pa pages¢.
Telefononi né 1.877.205.8767.

Srpsko-hrvatski (Serbo-Croatian) OBAVJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi
dostupne su vam besplatno. Nazovite 1.877.205.8767.

Yxpaincska (Ukrainian) YBAT'A! SIkmio Bu po3MoBIIsieTe yKpaiHCEKOIO MOBOIO, BU MOXKETE 3BEPHYTHCS 10
0e3KoMmTOBHOI CITy>k0M MOBHOI minTpuMku. Tenedonyiite 3a Homepom 1.877.205.8767.

A9l (Nepali) &1 EIEIH::; IS o AUTe Sealges Hel TUIS Y fAEd ST TETAAT TATEE o1:2esh TIAT
3YSH S | Wil ATTEY <1 @ 1.800.368.1019 (€ €aTs: 1.877.205.8767) |

Nederlands (Dutch) AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige



diensten. Bel 1.877.205.8767.

Gagana fa'a Samoa (Samoan) MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga
fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 1.877.205.8767.

Kajin Majol (Marshallese) LALE: Ne kwdj kdnono Kajin Majdl, kwomarofl bok jerbal in jipafi ilo kajin ne
am ejjelok wonaan. Kaalgk 1.877.205.8767.

Roména (Romanian) ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta
lingvistica, gratuit. Sunati la 1.877.205.8767.

Foosun Chuuk (Trukese) MEI AUCHEA: Ika iei foosun fonuomw: Foosun Chuuk, iwe en mei tongeni omw
kopwe angei aninisin chiakku, ese kamo. Kori 1.877.205.8767.

Tonga (Tongan) FAKATOKANGA'’I: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu
ha tokoni ta’etotongi, pea teke lava ‘0 ma’u ia. Telefoni mai 1.877.205.8767.

Bisaya (Bisayan) ATENSYON: Kung nagsulti ka og Cebuano, aduna kay magamit nga mga serbisyo sa tabang sa
lengguwahe, nga walay bayad. Tawag sa 1.877.205.8767.

Ikirundi (Bantu — Kirundi) ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu
ndimi, ku buntu. Woterefona 1.877.205.8767.

Kiswahili (Swahili) KUMBUKA: Ikiwa unazungumza Kiswabhili, unaweza kupata, huduma za lugha, bila
malipo. Piga simu 1.877.205.8767.

Bahasa Indonesia (Indonesian) = PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, layanan bantuan
bahasa akan tersedia secara gratis. Hubungi 1.877.205.8767.

Tiirkce (Turkish)DIKKAT: Eger Tiirk¢e konusuyor iseniz, dil yardimi hizmetlerinden iicretsiz olarak
yararlanabilirsiniz. 1.877.205.8767 irtibat numaralarini arayin.

9 (Kurdish) s sty 4fued A 5 3 ol 53 cla) (el (S84 ) 5 Kita j3 (CaSon 4 (535 S (e o pa&ad 1 ))a&L
4 (52 54 1.877.205.8767

Beotd (Teluga) 3¢ Deyod: 28DV O B PR ATEFES0D) oS, D FELH Benrd ePar VIS Do
&Qsore ©DJrow. 1.800.368.1019 (TTY: 1.877.205.8767) £ s°¢5 Sobod.

Thuopjan (Nilotic — Dinka) PIN KENE: Na ye jam né Thuonjarn, ke kuony yené koc waar thook at3 kuka 1éu
yok abac ke cin wénh cuaté piny. Yuopé 1.877.205.8767

Norsk (Norwegian) MERK: Hvis du snakker norsk, er gratis sprékassistansetjenester tilgjengelige for deg.
Ring 1.877.205.8767.

Catala (Catalan) ATENCIO: Si parleu Catala, teniu disponible un servei d”ajuda lingiiistica sense cap carrec.
Truqueu al 1.877.205.8767.

AMnmvika (Greek) TTIPOXOXH: Av purdte eAAnvikd, otn 8140g0m cog Ppickovtatl VINPESies YA®OGIKNG
VROoTNPIENG, Ol oToieg mapéyovral dwpedv. Karéote 1.877.205.8767.

Igbo asusu (Ibo) Nti: O buru na asu Ibo, asusu aka gasu n’efu, defu, aka. Call 1.877.205.8767.

édé Yoruba (Yoruba) AKIYESI: Bi o ba nsg ¢d¢ Yorubu ofé ni iranlowo lori ¢éd¢ wa fun yin o. E pe ero-
ibanisoro yi 1.877.205.8767.



Lokaiahn Pohnpei (Pohnpeian)  Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me
koatoantoal kan ahpw wasa me ntingie Lokaiahn Pohnpei komw kalangan oh ntingidieng ni lokaiahn Pohnpei. Call
1.877.205.8767.

Deitsch (Pennsylvania Dutch) Wann du Deitsch (Pennsylvania German / Dutch) schwetzscht, kannscht du
mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1.877.205.8767.

ho‘okomo “6lelo (Hawaiian) E NANA MALI: Ina ho‘opuka ‘oe i ka ‘dlelo ho‘okomo ‘dlelo, loa‘a ke kokua
manuahi ia ‘oe. E kelepona ia 1.877.205.8767.

Adamawa (Fulfulde) MAANDO: To a waawi Adamawa, e woodi ballooji-ma to ekkitaaki wolde caahu. Noddu
1.877.205.8767.

tsalagi gawonihisdi (Cherokee) = Hagsesda: iyuhno hyiwoniha tsalagi gawonihisdi. Call 877.205.8767

I linguahén Chamoru (Chamorro) ATENSION: Yanggen un tung6 I linguahén Chamoru, i setbision linguahé gaige
para hagu dibatde ha. Agang I 1.877.205.8767.



