'ﬂ UnitedHealthcare Benefit Summary

Kentucky - Choice Plus
Balanced - Plan ANF7

What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It’'s always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health care services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?
> There's coverage if you need to go out of the network. Out-of-network means that a Ea|§|ly mtanagiyour b%‘ef'tj
provider does not have a contract with us. Choose what's best for you. Just remember on 't?]e a th‘;] tﬁ.com an
out-of-network providers will likely charge you more. on the go with the

UnitedHealthcare

® .
> There's no need to choose a primary care provider (PCP) or get referrals to see a Health4Me™ mobile app.

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the

member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)
You have no co-payment. $1,000 20%

This Benefit Summary is to highlight your Benefits. Do not use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Schedule of Benefits, Riders, and/or
Amendments, those documents are correct. Review your COC for an exact description of the services and supplies that are and
are not covered, those which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Annual Deductible

What is an annual deductible?

For Benefit plans that have an Annual Deductible, this is the amount of Eligible Expenses you have to pay for Covered
Health Services per year before your health insurance begins to pay. The Annual Deductible does not include any
amount that exceeds Eligible Expenses. Your deductible is an annual cost, which means it re-starts after 12 months.

> Your co-pays do not count towards meeting the deductible unless otherwise described within the specific
covered health care service.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $1,000 per year $5,000 per year
Medical Deductible - Family $2,000 per year $10,000 per year

Out-of-Pocket Limit

What is an out-of-pocket limit?

For Benefit plans that have an Out-of-Pocket Limit, this is the most you pay during a policy period (usually a year)
before your health insurance begins to pay 100% of the allowed amount. This limit never includes your premium or
health services or costs that your plan doesn't cover. Some plans don't count all of your co-payments, co-insurance,
Out-of-Network payments, or other expenses toward this limit.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket

limit.
Out-of-Pocket Limit - Individual $6,500 per year $10,000 per year
Out-of-Pocket Limit - Family $13,000 per year $20,000 per year
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Your Costs

What is co-insurance?

Co-insurance is the amount you pay each time you receive certain Covered Health Care Services calculated as a
percentage of the Allowed Amount (for example, 20%). You pay co-insurance plus any deductibles you owe. Co-
insurance is not the same as a co-payment (or co-pay).

What is a co-payment?

A Co-payment is the amount you pay each time you receive certain Covered Health Care Services calculated as a set
dollar amount (for example, $50). You are responsible for paying the lesser of the applicable Co-payment or the
Allowed Amount. Please see the specific Covered Health Care Service to see if a co-payment applies and how much
you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you receive certain Covered Health Care Services. Physicians and other
health care professionals who participate in a Network are responsible for obtaining prior authorization. However there
are some Benefits that you are responsible for obtaining authorization before you receive the services. Please see the
specific Covered Health Care Service to find services that require you to obtain prior authorization. Service site review
may be a component of the prior authorization process.

Want more information?

Find additional definitions in the glossary at justplainclear.com.

Premiums guaranteed for one year and can be changed with a 30-day advanced notice; benefits can be changed; and
policy can be cancelled with at least a 90-day notice. Our contract is with the Enrolling Group not the Subscriber;
therefore, most of the language referring to these items is in the Group Policy.

Covered Persons must obtain prior authorization from UnitedHealthcare on some of the services received from a
Network provider and all services from Out-of-Network providers and all services must be determined to be Medically
Necessary.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Ambulance Services

Emergency Ambulance: 20% co-insurance, after the medical =~ 20% co-insurance, after the
deductible has been met. network medical deductible has
been met.
Non-Emergency Ambulance: 20% co-insurance, after the medical =~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Cellular and Gene Therapy

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required.

Clinical Trials

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required,
except for cancer clinical trials.

Congenital Heart Disease (CHD) Surgeries

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Dental Anesthesia

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for
certain services.

Dental Services - Accident Only

20% co-insurance, after the medical ~ 20% co-insurance, after the
deductible has been met. network medical deductible has
been met.

Page 4 of 14



Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Diabetes Services
Diabetes Self-Management and The amount you pay is based on where the covered health care service is
Training/Diabetic Eye Exams/Foot provided.
Care:

Diabetes Self-Management Items and ~ The amount you pay is based on where the covered health care service is
Medications: provided under Durable Medical Equipment (DME), Orthotics and Supplies
and in the Outpatient Prescription Drug Rider.

Prior Authorization is required for
DME that costs more than $1,000.

Durable Medical Equipment (DME), Orthotics and Supplies

Limited to a single purchase ofatype of  20% co-insurance, after the medical =~ 45% co-insurance, after the medical
DME or orthotic every three years. deductible has been met. deductible has been met.

Repair and/or replacement of DME or

orthotics would apply to this limit in the

same manner as a purchase. This limit

does not apply to wound vacuums.

Prior Authorization is required for
DME or orthotics that costs more
than $1,000.

Emergency Medical Care Services - Outpatient

After you pay the $250 co-pay per After you pay the $250 co-pay per

visit; you pay 20% co-insurance, after  visit; you pay 20% co-insurance,

the medical deductible has been met.  after the network medical
deductible has been met.

Notification is required if confined
in an Out-of-Network Hospital.

Endometrioses and Endometritis

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for
certain services.

Enteral Nutrition

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Gender Dysphoria

The amount you pay is based on where the covered health care service is
provided and in the Outpatient Prescription Drug Rider.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits
Habilitative Services
Inpatient: The amount you pay is based on where the covered health care service is
Inpatient services limited per year as provided.
follows:

Limit will be the same as, and
combined with, those stated under
Skilled Nursing Facility/Inpatient
Rehabilitation Services.

Outpatient: You pay nothing. A deductible does  45% co-insurance, after the medical
Outpatient therapies: not apply. deductible has been met.

Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Post-cochlear implant aural therapy.
Cognitive therapy.

For the above outpatient therapies:

Limits will be the same as, and
combined with, those stated under
Rehabilitation Services — Outpatient
Therapy and Manipulative Treatment.

Visit limits for physical therapy,
occupational therapy or speech therapy
do not apply to Autism Spectrum
Disorder.

Prior Authorization is required for
certain Inpatient services.

Hearing Aids

Limited to a single purchase per 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
hearing impaired ear every three years.  deductible has been met. deductible has been met.

Home Health Care

Limited to 60 visits per year for home  20% co-insurance, after the medical =~ 45% co-insurance, after the medical
health care. One visit equals at least deductible has been met. deductible has been met.

four hours of skilled care services. This

visit limit for home health care does not

include any service which is billed only

for the administration of intravenous

infusion.

To receive Network Benefits for the
administration of intravenous infusion,
you must receive services from a
provider we identify.

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Hospice Care

Benefits for hospice care will not be You pay nothing for inpatient respite  You pay nothing for inpatient
less than the hospice care benefits care. A deductible does not apply. respite care. A deductible does not
provided by Medicare. apply.

$5 co-pay per prescription or refill for

prescription drugs or biologicals. A $5 co-pay per prescription or refill

deductible does not apply. for prescription drugs or
biologicals. A deductible does not

You pay nothing for all other hospice apply.

care services. A deductible does not

apply. You pay nothing for all other
hospice care services. A deductible
does not apply.

Prior Authorization is required for
Inpatient Stay.

Hospital - Inpatient Stay

20% co-insurance, after the medical  45% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Lab, X-Ray and Diagnostic - Outpatient

Lab Testing - Outpatient:

Limited to 18 Presumptive Drug 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
Tests per year. deductible has been met. deductible has been met.

Limited to 18 Definitive Drug
Tests per year.

X-Ray and Other Diagnostic Testing -  20% co-insurance, after the medical ~ 45% co-insurance, after the medical
Outpatient: deductible has been met. deductible has been met.

Prior Authorization is required for
Genetic Testing, sleep studies,
stress echocardiography and
transthoracic echocardiogram
services.

Major Diagnostic and Imaging - Outpatient

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Mental Health Care and Substance - Related and Addictive Disorders Services

Inpatient: 20% co-insurance, after the medical =~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: You pay nothing. A deductible does  25% co-insurance, after the medical
not apply. deductible has been met.

Partial Hospitalization/Intensive 20% co-insurance, after the medical ~ 45% co-insurance, after the medical

Outpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain Inpatient, Outpatient and
Partial Hospitalization/Intensive
Outpatient Treatment services.

Orthotic Devices

Limited to a single purchase of a 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
replacement orthotic device each year.  deductible has been met. deductible has been met.

This limit does not apply to orthotic

devices that are damaged and cannot be

repaired or to replacement of orthotic

devices due to rapid growth for

children under the age of 18.

Prior Authorization is required for
Orthotic Devices in excess of
$1,000.

Ostomy Supplies

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Pharmaceutical Products - Outpatient

This includes medications given at a 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
doctor’s office, or in a Covered deductible has been met. deductible has been met.
Person’s home.

Physician Fees for Surgical and Medical Services

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Physician’s Office Services - Sickness and Injury

You pay nothing for a primary care 45% co-insurance, after the medical
physician office visit. A deductible deductible has been met.
does not apply.

$100 co-pay per visit for a specialist
office visit. A deductible does not

apply.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.
For example, surgery and lab work.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Pregnancy - Maternity Services

The amount you pay is based on where the covered health care service is
provided except that an Annual Deductible will not apply for a newborn
child within 31 days of the birth.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

Prescription Drug Benefits
Prescription drug benefits are shown in the Prescription Drug benefit summary.
Preventive Care Services

Physician Office Services, Lab, X-Ray  You pay nothing. A deductible does  25% co-insurance, after the medical
or other preventive tests. not apply. deductible has been met.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

Limited to a single purchase of each 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
type of prosthetic device every three deductible has been met. deductible has been met.

years. Repair and/or replacement of a

prosthetic device would apply to this

limit in the same manner as a purchase.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

Reconstructive Procedures

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Rehabilitation Services - Outpatient Therapy and Manipulative Treatment

Limited per year as follows: You pay nothing. A deductible does  45% co-insurance, after the medical
25 visits of pulmonary rehabilitation not apply. deductible has been met.

therapy.

36 visits of cardiac rehabilitation

therapy.

25 visits of physical therapy.
25 visits of occupational therapy.
25 visits of speech therapy.

30 visits of post-cochlear implant aural
therapy.

20 visits of cognitive rehabilitation
therapy.

20 Manipulative Treatments.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
procedures include, but are not limited  deductible has been met. deductible has been met.

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year. 20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Surgery - Outpatient

20% co-insurance, after the medical ~ 45% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Telehealth

The amount you pay is based on where the covered health care service is
provided.

Temporomandibular (TMJ) and Craniomandibular (CMJ) Joint Services

The amount you pay is based on where the covered health care service is
provided.

Prior Authorization is required for
Inpatient Stay.
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Your Costs

Covered Health Care Services Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Therapeutic Treatments - Outpatient

Therapeutic treatments include, but are  20% co-insurance, after the medical ~ 45% co-insurance, after the medical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Tobacco Cessation Services

You pay nothing. A deductible does  45% co-insurance, after the medical

not apply. deductible has been met.
Transplantation Services
Network Benefits must be received The amount you pay is based on where the covered health care service is
from a Designated Provider. provided.

Prior Authorization is required.

Urgent Care Center Services

$50 co-pay per visit. A deductible 45% co-insurance, after the medical
does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery and lab work.

Urinary Catheters

20% co-insurance, after the medical ~ 45% co-insurance, after the medical

deductible has been met. deductible has been met.
Virtual Visits
Network Benefits are available only You pay nothing. A deductible does  45% co-insurance, after the medical
when services are delivered througha  not apply. deductible has been met.

Designated Virtual Network Provider.
You can find a Designated Virtual
Network Provider by contacting us at
myuhc.com® or the telephone number
on your ID card. Access to Virtual
Visits and prescription services may
not be available in all states or for all
groups.

Voluntary Sterilization

Benefits for voluntary sterilizations for ~The amount you pay is based on where the covered health care service is
female Covered Persons are provided  provided.
under Preventive Care Services.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.
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Services your plan generally does NOT cover. It is recommended that you review your COC, Amend-
ments and Riders for an exact description of the services and supplies that are covered, those which
are excluded or limited, and other terms and conditions of coverage.

Acupuncture

Bariatric Surgery

Cosmetic Surgery

Dental Care (Adult/Child)
Glasses

Infertility Treatment
Long-Term Care
Non-emergency care when traveling outside the U.S.
Private-Duty Nursing

Routine Eye Care (Adult/Child)
Routine Foot Care

Weight Loss Programs

For Internal Use only:

KYMABO02ANF720
Item# Rev. Date
999-4693  0320_rev02 B14-065/Sep/Emb/47951/2018
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UnitedHealthcare Insurance Company does not treat members differently
because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color,
disability or national origin, you can send a complaint to Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com

Mail: Civil Rights Coordinator. United HealthCare Civil Rights Grievance. P.O.
Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A
decision will be sent to you within 30 days. If you disagree with the decision, you
have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free phone number listed
on your ID card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in
others languages or large print. Or, you can ask for an interpreter. To ask for help,
please call the toll-free phone number listed on your ID card, TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

ATTENTION: If vou speak English, language assistance services, free of
charge, are available to yvou.
Please call the toll-free phone number listed on your identification card.

ATENCION: i habla espaifiol (Spanish). hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Llame al nimero de teléfono gratuito que
aparece en su tarjeta de identificacion.

FEE  MFREFH P (Chinese) » RERELRTREE=SBMEE - 8
TEEFHINENEEEEERE -

XINLUU Y- Néu_qu}:’ Vi ndi tiéng Viét (Vietnamese), quy vi s& diroc cung cép
dich vu tror gitip vé ngdn ngir mién phi. Vui long goi 56 dién thoai mién phi &
mit sau the hdi vién cia quy vi

U St 0{(Korean) S METIA|= 2 F 2O K& MHAE 52 0|82
SpA & I LICh Fdtel AES F1Eof 7|ME Ba 5|8 Hajusz 8
[s]

Lo

SHuAl=2.

PAAT ATLA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang
myga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na numero ng
telepono na nasa ivong identification card.

BHIMAHIE: decrniaTHele VOIYTH NepeBoaa JOCTYIHEL 4714 ToaeH, deit
pogHOH 23bIK AemxgeTca pycckoM (Russian). ITozeornTe mo OecrmaTHOMY
HOMepy TededoHa, VEAZAHHOMY Ha EamieH HIcHTHOHKAITHOHHOH KapTe.

ela 0l @l dalie dplaall 4yl sacbuall Ciless s ((Arabic) dyoall Cunii oS 13) pd
Azl 8me o g gm el ol call ) e Jlaayl

ATANSYON: 51 w pale Kreydl ayisyen (Haitian Creole). ou kapab benefisye
sévis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis ki sou kat
idantifikasyon w.

ATTENTION : Si vous parlez francais (French). des services d’aide
linguistique vous sont proposés gratuitement. Veuillez appeler le numéro de
téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi
tlumacza. Prosimy zadzwoni¢ pod bezplatny numer telefonu podany na karcie
identvfikacyinej.

ATENCAOQ: Se vocé fala portugués (Portuguese), contate o servico de
assisténcia de idiomas gratuito. Ligue gratuitamente para o nimero encontrado
no seu cartio de identificacio.

ATTENZIONE: in caso la lingua parlata sia 1'italiano (Italian), sono dispombili
servizi di assistenza linguistica gratuiti. Per favore chiamate 1l numero di
telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Thnen kostenlos
sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die
gebiihrenfreie Rufnummer auf der Riickseite [hres Mitgliedsausweises an.

JEEETE | HA&GE(Japanese) 7 5 S 11215 E. BEHEOEETIET R
%'(:';%%Jﬁf %]%Ffj’ij—o REFEREILCEEE I T2 7 —HAwILIZ
Ve =3 WS

o e SLERT o 8L sl 4y AL slael Clans cCul (Farsi) grdl® et g _8) a3
JRTRT - CREF PPN Y- D VLA JL L G L L PR o DR R FA 0

oM ¢ afg Mg

(Hindi) SIT7d 8, U] T FEIT Had, (13D
SUC 5 | U]

g U4 IR Yiag oid-5B! i 16 IR did dR |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong). muaj kev pab txhais lus pub
dawb rau koj. Thov hu rau tus xov too] hu deb dawb vas teev muaj nyvob rau
ntawm koj daim vuaj cim qhia tus kheej.

SoMUMIgaN: 100 SHASUNWMaNIS
(Khmen UN RS WA NSNS S S 510

AN SAINUTHAY .

U SimSiUe S S AN ,
it sislutHg oG uniU eI /MY

PAEKDAAR: Nu saritaem t1 Ilocano (Ilocano), t1 serbisyo para t1 baddang t1
lengguahe nga awanan bayadna, ket sidadaan para kenvam. Maidawat nga
awagan it1 toll-free a numero t1 telepono nga nakalista ayan it1 identification card
mo.

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee yénilti'go, saad bee
aka'anida’awo'igii, t'aa jiik'eh, bee na'ahoot't'. T'aa shoodi ninaaltsoos nitl'izi bee
nééhozinigii bine'dee’ t'44 jiik'ehgo béésh bee hane'i bikd'igii bee hodiilnih.
OGOW: Haddi aad ku hadasho Soomaali (Somali), adeegyada taageerada

lugadda. oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka telefonka khadka
bilaashka ee ku yaalla kaarkaaga agoonsiga.
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