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2027 Prior Authorization Criteria 

ACTHAR 
Drug Products Affected: Cortrophin Gel 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 
Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
AIDS RELATED WEIGHT LOSS 
Drug Products Affected: Dronabinol 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 
Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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ANTIINFECTIVES  
Drug Products Affected: Arikayce 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
ANTINEOPLASTICS  
Drug Products Affected: Bexarotene Gel 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 
Other Criteria  N/A 
 
ARMODAFINIL 
Drug Products Affected: Armodafinil 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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BENRALIZUMAB 
Drug Products Affected: Fasenra Solution Prefilled Syringe 30mg/mL, Fasenra Pen 
Solution Auto-injector 30mg/mL 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
BONE DISORDERS 
Drug Products Affected: Bomyntra, Osenvelt, Wyost 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 
Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
BOTULINUM TOXINS 
Drug Products Affected: Xeomin 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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COSMETIC INDICATION 
Drug Products Affected: Retin-A, Tretinoin Cream, Tretinoin Gel 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
CYSTIC FIBROSIS 
Drug Products Affected: Kalydeco 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 
Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
DIABETES 
Drug Products Affected: Ozempic, Rybelsus 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 
Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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EOSINOPHILIC PHENOTYPE 
Drug Products Affected: Dupixent 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 
Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
ERECTILE DYSFUNCTION AGENTS 
Drug Products Affected: Tadalafil Tablet 2.5mg, 5mg 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  Stand alone erectile dysfunction 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
FERTILITY TREATMENT 
Drug Products Affected: Endometrin, Progesterone Insert 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 
Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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HEPATITIS DRUGS 
Drug Products Affected: Harvoni, Ledipasvir/Sofosbuvir 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  

Genotype must be documented 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 

LIDOCAINE PATCH 
Drug Products Affected: Lidocaine Patch, Lidocan 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
LIRAGLUTIDE 
Drug Products Affected: Liraglutide 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
 



 7 

 
 
MEPOLIZUMAB 
Drug Products Affected: Nucala Solution Auto-injector 100mg/mL, Nucala Solution 
Prefilled Syringe 40mg/0.4mL, 100mg/mL 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
MIFEPRISTONE 
Drug Products Affected: Korlym, Mifepristone Tablet 300mg 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
MODAFINIL 
Drug Products Affected: Modafinil 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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MULTIPLE SCLEROSIS 
Drug Products Affected: Teriflunomide 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
NARCOLEPSY 
Drug Products Affected: Sodium Oxybate 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
NUEDEXTA 
Drug Products Affected: Nuedexta 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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OPSYNVI 
Drug Products Affected: Opsynvi 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 

 
PREGNYL 
Drug Products Affected: Chorionic Gonadotropin Solution Reconstituted 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 

PULMONARY ARTERIAL HYPERTENSION 
Drug Products Affected: Adempas 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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PULMONARY FIBROSIS 
Drug Products Affected: Pirfenidone Tablet 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
SHORT BOWEL SYNDROME 
Drug Products Affected: Gattex 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 

SILDENAFIL 
Drug Products Affected: Sildenafil Citrate Suspension Reconstituted, Sildenafil 
Citrate Tablet 20mg 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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SKELETAL MUSCLE RELAXANTS 
Drug Products Affected: Cyclobenzaprine 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 
Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 

SOMATROPIN PRODUCTS 
Drug Products Affected: Norditropin Flexpro Solution Pen-Injector 5mg/1.5mL, 
10mg/1.5mL, 15mg/1.5mL, Omnitrope 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 
Required Medical 
Information  N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 

TADALAFIL 
Drug Products Affected: Tadalafil (PAH) Tablet 20mg 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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TASIMELTEON 
Drug Products Affected: Tasimelteon 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
 
TAZAROTENE 
Drug Products Affected: Tazarotene 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the end of the Plan Contract Year 
Other Criteria  N/A 
 

TREPROSTINIL 
Drug Products Affected: Treprostinil 

Covered Uses  All FDA-approved indications not otherwise excluded from 
Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber Restrictions  N/A 

Coverage Duration  Through the end of the Plan Contract Year 

Other Criteria  N/A 
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WEGOVY 
Drug Products Affected:  Wegovy 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 

Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 

Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the End of the Plan Contract Year 
Other Criteria  N/A 
 

XOLAIR 
Drug Products Affected:  Xolair 
Covered Uses  All FDA-approved indications not otherwise excluded from 

Part D. 
Exclusion Criteria  N/A 

Required Medical 
Information  

N/A 

Age Restrictions  N/A 
Prescriber 
Restrictions  

N/A 

Coverage Duration  Through the End of the Plan Contract Year 

Other Criteria  N/A 
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NONDISCRIMINATION NOTICE 

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies with 
applicable federal civil rights laws and does not discriminate, exclude people or treat them differently on 
the basis of race, color, national origin (including limited English proficiency and primary language), age, 
disability, or sex (including sex characteristics, intersex traits; pregnancy or related conditions; sexual 
orientation; gender identity, and sex stereotypes).  

Kaiser Health Plan: 

• Provides no cost aids and services to people with disabilities to communicate effectively with us,
such as:
• Qualified sign language interpreters
• Written information in other formats, such as large print, audio, braille and accessible electronic

formats

• Provides no cost language services to people whose primary language is not English, such as:
• Qualified interpreters
• Information written in other languages

If you need these services, call 1-800-777-7902 (TTY: 711) 

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way on 
the basis of race, color, national origin, age, disability, or sex, you can file a grievance by mail or phone at: 
Kaiser Permanente, Appeals and Correspondence Department, Attn: Kaiser Civil Rights Coordinator, 4000 
Garden City Drive, Hyattsville, MD 20785, telephone number: 1-800-777-7902.  

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

This notice is available at https://healthy.kaiserpermanente.org/maryland-virginia-washington-
dc/language-assistance/nondiscrimination-notice 

____________________________________________________________________ 

HELP IN YOUR LANGUAGE 

ATTENTION: If you speak English, language assistance services including appropriate auxiliary aids and 
services, free of charge, are available to you. Call 1-800-777-7902 (TTY: 711). 

አማርኛ (Amharic) ትኩረት፡ አማርኛ የሚናገሩ ከሆነ ተገቢ የሆኑ ረዳት መርጃዎችን እና አገልግሎቶችን ጨምሮ የቋንቋ እርዳታ አገልግሎቶች 
በነጻ ይገኛሉ። በ 1-800-777-7902 ይደውሉ (TTY: 711)። 

 .ناجملبا بةناسملا تمادخلاو دةعمسالا لئساو نم كلذ يف ماب یةوغللا دةعساملا تمادخ كل رفوتت ،یةبرعلا ثدحتت تنك اذإ :ھبیتن  (Arabic) ةیبعرلا
) 7902-777-800-1 مقرلبا لصتا TTY: 711 ). 

Ɓǎsɔ́ɔ̀ Wùɖù (Bassa) Mbi sog: nia maa Ɓàsàa, njàl mbom a ka maa njàng ndol ni mbom mi tsoŋ ni soŋ, 
niŋ ma kénŋɛn yɛ́, mbi ɛ̀yɛm. Wɔ nàŋ 1-800-777-7902 (TTY: 711) 

বাংলা (Bengali)  মেনােযাগ িদন: আপিন যিদ বাংলায় কথা বেলন, আপিন িবনামূেল , উপযু  সহায়ক 
পিরেষবা ও সাহায  সেমত ভাষা সহায়তা পিরেষবা  পেত পােরন। 1-800-777-7902 (TTY: 711)-এ 
 ফান ক ন। 

http://www.hhs.gov/ocr/office/file/index.html
https://healthy.kaiserpermanente.org/maryland-virginia-washington-dc/language-assistance/nondiscrimination-notice
https://healthy.kaiserpermanente.org/maryland-virginia-washington-dc/language-assistance/nondiscrimination-notice
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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中文 (Chinese) 注意事項：如果您說中文，您可獲得免費語言協助服務，包括適當的輔助器材和服務。致
電 1-800-777-7902（TTY：711）。 

   نگایار  تروص بھ ،بسنام  ینبایتشپ  تمادخ  و ھا کمک  ھلمج زا ،» ینباز  تلایھست« ،دینک یم تبحص  یسرفا نباز بھ گرا :ھجوت (Farsi) یسراف
  .دیریگب سمات )711 :) ینتم  نفلت (TTY ( 7902-777-800-1اب  تسا  نتاسرتدس رد

Français (French) ATTENTION : si vous parlez français, des services d'assistance linguistique 
comprenant des aides et services auxiliaires appropriés, gratuits, sont à votre disposition. Appelez le  
1-800-777-7902 (TTY: 711). 

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen die Sprachassistenz mit 
entsprechenden Hilfsmitteln und Dienstleistungen kostenfrei zur Verfügung. Rufen Sie 1-800-777-7902 an 
(TTY: 711). 

ગ ુરાતી (Gujarati)  યાન આપો: જો તમ ે જુરાતી બોલો છો, તો યો ય સહાયક સહાય અને સેવાઓ સ હતની ભાષા 

સહાય સેવાઓ, તમારા માટ  મફત ઉપલ ધ છે. 1-800-777-7902 (TTY: 711) પર કૉલ કરો. 

Kreyòl Ayisyen (Haitian Creole) ATANSYON: Si w pale kreyòl, w ap jwenn sèvis asistans lang tankou 
èd ak sèvis konplemantè adapte gratis. Rele 1-800-777-7902 (TTY: 711). 

 ह द  (Hindi)  यान द : अगर आप  हदं  बोलते ह , तो आपके  लए उपयु त सहायक उपकरण और सेवाओं स हत भाषा 
सहायता सेवाए ँमु त उपल ध ह । 1-800-777-7902 पर कॉल कर  (TTY: 711). 

Igbo (Igbo) TINYE UCHE: Ọ bụrụ na ị na-asụ Igbo, Ọrụ enyemaka nke asụsụ gụnyere udi enyemaka na 
ọrụ kwesịrị ekwesị, n'efu, dị nye gị. Kpọọ 1-800-777-7902 (TTY: 711). 

Italiano (Italian) ATTENZIONE. Se parla italiano, può usufruire gratuitamente dei servizi di assistenza 
linguistica compresi gli opportuni aiuti e servizi ausiliari. Chiamare il numero 1-800-777-7902 (TTY: 711). 

日本語 (Japanese) 注意：日本語を話す場合、適切な補助機器やサービスを含む言語支援サービスが無料
で提供されます。1-800-777-7902 までお電話ください（TTY: 711）。 

한국어 (Korean) 주의: 한국어를 구사하실 경우, 필요한 보조 기기 및 서비스가 포함된 언어 지원 서비스가 
무료로 제공됩니다. 1-800-777-7902로 전화해 주세요(TTY: 711). 

Naabeehó (Navajo) DÍÍ BAA AKÓ NÍNÍZIN: Díí saad bee yáníłti’go Diné Bizaad, saad bee áká’ánída’áwo’dé ̖é ̖’, 
biniit’aa da beeso ndinish’aah t’aala’I bi’aa ‘anashwo’ doo biniit’aa, t’aadoo baahilinigoo bits’aadoo yeel, t’áá 
jiik’eh, éí ná hóló̖, koji̖’ hódíílnih 1-800-777-7902 (TTY: 711). 

Português (Portuguese) ATENÇÃO: Se fala português, temos à sua disposição serviços gratuitos de 
assistência linguística, incluindo serviços e materiais de apoio adequados. Ligue para 1-800-777-7902 
(TTY: 711). 

Pусский (Russian) ВНИМАНИЕ! Если вы говорите по-русски, вам доступны бесплатные услуги 
языковой поддержки, включая соответствующие вспомогательные средства и услуги. Позвоните 
по номеру 1-800-777-7902 (TTY: 711). 

Español (Spanish) ATENCIÓN: Si habla español, tiene a su disposición servicios de asistencia 
lingüística que incluyen ayudas y servicios auxiliares adecuados y gratuitos. Llame al 1-800-777-7902 
(TTY: 711). 

Tagalog (Tagalog) PAALALA: Kung nagsasalita ka ng Tagalog, available sa iyo ang serbisyo ng tulong 
sa wika kabilang ang mga naaangkop na karagdagang tulong at serbisyo, nang walang bayad. Tumawag 
sa 1-800-777-7902 (TTY: 711). 

ไทย (Thai) โปรดทราบ: หากทา่นพูดภาษาไทย ทา่นสามารถขอรับบรกิารชว่ยเหลอืดา้นภาษา 
รวมทั  งเครื องชว่ยเหลอืและบรกิารเสรมิที เหมาะสมไดฟ้ร ีโทร 1-800-777-7902 (TTY: 711). 

 باسنم ےیس ج ں،یہ ےتک سرک لصاح تامخد  یک تنواعم  یک نابز تفم پآ وت ںیہ ےتلوب وردا پآ رگا :ہتوج (Urdu) ودراُ
TTY)  7902-777-800-1  ںیرک لاک ۔تامدخ روا ادمدا نواعم  : 711). 

Tiếng Việt (Vietnamese) CHÚ Ý: Nếu bạn nói tiếng Việt, bạn có thể sử dụng các dịch vụ hỗ trợ ngôn 
ngữ miễn phí, bao gồm các dịch vụ và phương tiện hỗ trợ phù hợp. Xin gọi 1-800-777-7902 (TTY: 711). 

Yorùbá (Yoruba) ÀKÍYÈSÍ: Tí o bá ń sọ èdè Yorùbá, àwọn iṣẹ́ ìrànlọ́wọ́ èdè tó fi kún àwọn ohun èlò 
ìrànlọ́wọ́ tó yẹ àti àwọn iṣé ̣láìsí ìdíyelé wà fún ọ. Pe 1-800-777-7902 (TTY: 711). 
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