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/.

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.nhp.org or by calling Customer Service at 1-866-414-5533 (toll free) or 711 (TTY).

Important Questions

What is the overall deductible?

Answers

$2,000/Individual Policy,$4,000/Family
Policy per benefit period.With family
coverage, the individual deductible does not
apply. The entire family deductible must be
met before benefits are payable for anyone in
the family. Deductible doesn’t apply to
preventive care.

Why this Matters:

You must pay all the costs up to the deductible amount before this
plan begins to pay for covered services you use. Check your policy or
plan document to see when the deductible starts over (usually, but not
always, January 1). See the chart starting on page 2 for how much you
pay for covered services after you meet the deductible.

Are there other
deductibles for specific
services?

No

You don’t have to meet deductibles for specific services, but see the
chart starting on page 2 for other costs for services this plan covers.

Is there an out-of-pocket limit

on my expenses?

Yes $6,450/Individual Policy $12,900/Family
Policy per benefit period. With family
coverage, the individual out-of-pocket limit
does not apply. The out-of-pocket limit may
be met by any combination of covered family
members. Once the out-of-pocket limit has
been reached, no additional member cost
sharing will be applied for the remainder of
the benefit period.

The out-of-pocket limit is the most you could pay during a coverage
period (usually one year) for your share of the cost of covered services.
This limit helps you plan for your health care expenses.

What is not included in

the out-of-pocket limit?

Premiums and health care this plan doesn’t
cover

Even though you pay these expenses, they do not count toward the

out-of-pocket limit.

Is there an overall annual limit
on what the plan pays?

No

The chart starting on page 2 describes any limits on what the plan will
pay for specific covered services, such as office visits.

Does this plan use a network

of providers?

Yes For a list of in-network providers, see
www.nhp.org or call 1-866-414-5533.

If you use an in-network doctor or other health care provider, this plan
will pay some or all of the costs of covered services. Be aware, your in-
network doctor or hospital may use an out-of-network provider for
some services. Plans use the term in-network, preferred, or
participating for providers in their network. See the chart starting on
page 2 for how this plan pays different kinds of providers.

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
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at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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. This plan will pay some or all of the costs to see a specialist for
Do I need a referral to see a Yes, you need a written or oral referral to P . pay . , .
. o covered services but only if you have the plan’s permission before you
specialist? see a specialist. .
see the specialist.
Are there services this plan Some of the services this plan doesn’t cover are listed on page 6. See
doesn’t cover? Yes your policy or plan document for additional information about
excluded services.

i] e Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use in-network providers by charging you lower deductibles, copayments and coinsurance amounts.

Your cost if you use an

Common Services You Ma S :
: y . Out-of- Limitations & Exceptions
Medical Event Need In-network Provider network
Provider
_Pr‘lrnary carc VISILEO treatan | g hiect to deductible Not covered ---none---
]
injury or illness
. Specialist visit Subject to deductible Not covered ---none---
If you visit a health - - :
care provider’s office Other practitioner office Subject to deductible Not covered Chiropractic care covered up to 12
wip @ fare visit visits per member per benefit period.
. . Services for specific conditions during
Preventive care/screening/ )
. o No copayment Not covered an annual exam may be subject to cost
immunization )
sharing.
\B;iil)‘lostlc test (x-ray, blood Subject to deductible Not covered ---none---
If you have a test R R Sy e
l\rﬁglggl g (CT/ Scans, Subject to deductible Not covered May require prior authorization
Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 20f 8

at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Your cost if you use an

Common
Medical Event

If you need drugs to
treat your illness or
condition

Morte information about
prescription drug
coverage is available

Services You May
Need

Low-Cost Generic drugs

In-network Provider

Retail: $5 copay after deductible
Maintenance 90: $10 copay after
deductible

Out-of-
network
Provider

Not covered

Generic drugs

Retail: $60 copay after deductible
Maintenance 90: $120 copay after
deductible

Not covered

Limitations & Exceptions

No charge for birth control and
smoking cessation drugs

Preferred brand drugs

Retail: $80 copay after deductible
Maintenance 90: $160 copay after
deductible

Not covered

May require prior authorization

Non-preferred brand drugs

Retail: $100 copay after deductible
Maintenance 90: $300 copay after
deductible

Not covered

May require prior authorization

at www.nhp.org.
Generic: $60 copay after deductible . .
Preferred brand?ane: $80 copay Copay' bgsed on tier of specialty drug,
Specialty drugs after deductible Not covered Presqlptlon must be filled through out
Non-preferred brand name: $100 copay spectely iy aiml 2 o
after deductible ) authorization may be required.
If you have Facility fee (e.g., ambulatory Subject to deductible Not covered May require prior authorization

outpatient surgery

surgery center)

Physician/surgeon fees

Subject to deductible

Not covered

---none---

If you need
immediate medical
attention

. . . Subject to Emergency room copay waived if
Emergency room services Subject to deductible deductible admitted to hospital for inpatient care.
Emergency medical Subject to deductible Sub]ecF o ---none---
transportation deductible
. . Subject to
Urgent care Subject to deductible deductible ---none---

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary

at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Your cost if you use an

Common . A :
. Services You May Need . Out-of- Limitations & Exceptions
Medical Event In-network Provider network
Provider

N Facility fee (e.g., hospital room) | Subject to deductible Not covered May require prior authorization
hospital stay

Physician/surgeon fee Subject to deductible Not covered ---none---

Mental./behavu')ral health Subject to deductible Not covered ---none---

outpatient services

Mental/behavioral health . . . . .
If you have mental inpatient services Subject to deductible Not covered May require prior authorization
health, behavioral
health, or substance
use needs

Substa'nce use c.hsorder Subject to deductible Not covered ---none---

outpatient services

'Subst.ance use disorder Subject to deductible Not covered —--none---

inpatient services

No charge for routine
Prenatal and postnatal care prenatal and postnatal care Not covered ---none---
after deductible

If you are pregnant

gilx:i‘:;y and all inpatient Subject to deductible Not covered May require prior authorization

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 4 of 8
at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Your cost if you use an
Common Out-of-

. Services You May Need
Medical Event J In-network Provider network

Provider

Limitations & Exceptions

Home health care Subject to deductible Not covered May require prior authorization

Outpatient: Covered up to 60 combined
visits per benefit period for Physical
Rehabilitation services Subject to deductible Not covered Therapy/Occupational Therapy. Inpatient:
Covered up to 60 days per benefit period.
Prior authorization required.

If you need help Outpatient: Covered up to 60 combined
recovering or have visits per benefit period for Physical

other special health Habilitation services Subject to deductible Not covered Therapy/Occupational Therapy. Inpatient:
needs Covered up to 60 days per benefit period.

Prior authorization required.

Covered up to 100 days per benefit period.

Skilled nursing care Subject to deductible Not covered o .
May require prior authorization.

. May require prior authorization. No charge
20% coinsurance after yreq P g

Durable medical equipment deductible Not covered for electric breast pump (one every three
years).
Hospice service Subject to deductible Not covered May require prior authorization
e esaim Sulifes o dedueiile Not covered One eye exam every 12 months per child
covered under this plan
If your child needs Glasses Not covered Not covered ---none---

dental or eye care
Limited to 2 exams every calendar period per
Not covered child covered under this plan up to the age of
19.

50% coinsurance after

Dental check-up deductible

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 50f8
at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

Acupuncture
Cosmetic surgery

Dental care-adult (you may have coverage
under a separate dental plan)

e Extraction of infected or impacted wisdom o
teeth (except when in a hospital setting)

e Long-term care °

Non-emergency care when traveling outside
the U.S.

Private-duty nursing

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

Abortion
Bariatric surgery
Chiropractic care

e Infertility treatment o
¢ Routine eye exam (adult)

e Routine foot care (covered for diabetes and
some circulatory diseases)

Weight loss program (coverage for six months
of membership fees in a Jenny Craig or Weight
Watchers program for either a covered
Subscriber or one covered Dependent)

e Hearing aids (age 21 and younger, covered
up to $2,000 per ear every 36 months)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-866-414-5533. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact Customer Service at 1-866-414-5533 (toll free) or 711 (TTY).

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value).

This health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services: Para obtener asistencia en Espafiol, llame al 1-866-414-5533.

To see excamples of how this plan might cover costs for a sample medical situation, see the next page.

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Having a baby

Managing type 2 diabetes

(normal delivery)

(routine maintenance of

About these Coverage a well-controlled condition)
Exam ples: This coverage example assumes an Individual This coverage example assumes an Individual
Policy Policy
These examples show how this plan might cover | W Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these H Plan pays: $5,160 H Plan pays: $2,850
examples to see, in general, how much financial B Patient pays: $2,380 m Patient pays: $2,550
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
& This is Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
A nOt_ a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 ]
under this plan. The actual Total $7,540 | Patient pays:
care you receive will be Deductibles $430
different from these Patient pays: Copays $2,080
examples, and the cost of Deductibles $2,000 Coinsurance $0
that care will also be Copays $350 Limits or exclusions $40
different. Coinsurance $0 | Total $2,550
See the next page for Limits or exclusions $30
important information about Total $2,380
these examples.
Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.
If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary 70of 8

at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e The patient is on an individual policy.

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-866-414-5533 (toll free) or 711 (T'TY) or visit us at www.nhp.org.

If you aren’t clear about any of the bolded terms used in this form, see the Glossary. You can view the Glossary
at www.nhp.org or call Customer Service at 1-866-414-5533 (toll free) or 711 (T'TY) to request a copy.
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Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you'll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAS) that help you pay out-of-pocket

expenses.

NHPHMOMM®63-91
NHPHMOMM®G63F-91F 8 of 8




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


