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& DELTA DENTAL

Discrimination is Against the Law

Delta Dental of lllinois complies with all applicable Federal and State civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, gender, or gender identity. Delta
Dental of lllinois does not exclude people or treat them differently because of race, color, national origin,
age, disability, gender or gender identity.

Delta Dental of lllinois:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
etc.)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact our Civil Rights Coordinator: Stacey Bonn

If you believe that Delta Dental of Illinois has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, gender, or gender identity, you can file a
grievance with:

Director of Client Services
Delta Dental of lllinois

111 Shuman Boulevard
Naperville IL 60563

Phone: 800-323-1743

Email: csi@deltadentalil.com

You can file a grievance in person or by mail, phone or email. If you need help filing a grievance, our
Director of Client Services 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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://hhs.gov/ocr/office/file/index.html
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O DELTA DENTAL If you or someone you are helping has questions about Delta Dental of lllinois,
you have the right to get help and information in your language at no cost.
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Chinese '
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French

Francais

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
1-800-323-1743.

German

Deutsch

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-800-323-1743.

Greek

EAANvIKG

MPOZOXH: Av pIAaTe eAANVIKA, 0Tn dIGBE0T) 0aG BPioKoVTal UTTNPECIEG YAWOOIKAG UTTOGTAPIENG, Ol OTTOIEG TTAPEXOVTAI
owpeav. KaAéote 1-800-323-1743.

Gujarati
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Hindi
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Italian

Italiano

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-800-323-1743.

Korean

= of

FO|: 018 MBSHAIE B2, 0| X[ MHIAE FEEZ 0|85t4 £+ A&LICH 1-800-323-1743 2 2 T35
FAAR.

Polski

Polski

UWAGA: Jezeli mowisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-800-323-1743.
Russian

Pycckui

BHUMAHME: Ecnu Bbl rOBOpUTE HA PYCCKOM SI3BIKE, TO BaM JOCTYITHBI OecIuiaTHbIe yenyru nepeBojaa. 3Bonute 1-800-323-1743.
Spanish

Espafiol

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-323-1743.
Tagalog

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-323-1743.

Urdu

Lls

JS L O Pl (e e land (S 230 (S g Sl s egm s sl ol 81l

1-800-323-1743. LS

Vietnamese

Tiéng Viét

CHU Y: Néu ban n6i Tiéng Viét, c6 céc dich vu hd tro ngdn ngir mién phi danh cho ban. Goi sé 1-800-323-1743.
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