Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Ambetter from Absolute Total Care:
Ambetter Virtual Access Bronze ($0 Virtual Primary Care + $0 Virtual Urgent Care + $0 Preferred Labs)

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetter.absolutetotalcare.com/2022-brochures.html, or call 1-833-270-5443 (Relay 711). For general definitions of common terms, such as allowed amount,

Coverage Period: 01/01/2022 - 12/31/2022
Coverage for: Individual/Family| Plan Type: HMO

balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at

https://www.healthcare.gov/sbc-glossary or call 1-833-270-5443 (Relay 711) to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use a
network provider?

Do you need a referral to see
a specialist?

SBC-792225C0050001-03-2022

$0 at Indian Health Care Provider
(IHCP) or with IHCP referral at non-
IHCP; or $7,000 individual / $14,000
family.

Yes. Preventive care services,
primary care and urgent care office
visits, children's eye exam and
glasses, lab-work, and generic drugs
are covered before you meet your
deductible.

No.

For network providers: $8,550
individual / $17,100 family. Not
applicable for out-of-network
providers.

Premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Yes. See
https://ambetter.absolutetotalcare.co
m/findadoc or call 1-833-270-5443
(Relay 711) for a list of network

providers.

Yes.

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses
paid by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers certain
preventive services without cost-sharing and before you meet your deductible. See a list of
covered preventive services at https://www.healthcare.gov/coverage/preventive-care-
benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of-pocket limits
until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider before
you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only
if you have a referral before you see the specialist.
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iﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event

Services You May

Need

Indian Health Care
Provider (IHCP)
(You will pay the

least)

Non-IHCP In-Network
Provider
(You will pay more)

$65 Copay / visit;
deductible does not

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

Unlimited Primary Care Virtual Visits
received from Ambetter Telehealth
covered at No Charge, providers covered

ray, blood work)

Preferred Laboratories
50% Coinsurance for
x-ray & diagnostic
imaging

50% Coinsurance for
laboratory &

Primary care visit to apply . . .
- . in full, deductible does not apply. Primary
HEEL E L ©F MO eI Ambetter Primary Care | Not covered Care Virtual Visits are only available for
iigse Virtual Y'S't: No adult members (18 years of age and
. charge; deductible older). Cost sharing waived at non-IHCP
If you visit a health does not apply with IHCP referral.
care provider’s office - : )
or clinic Specialist visit No charge $100 Copay / visit Not covered ggrﬁﬁ(?ﬁv%ilﬁ“b%q waived at
You may have to pay for services that
Preventive aren't preventive. Ask your provider if the
care/screening/ No charae No charge; deductible Not covered services needed are preventive. Then
mumg g does not apply check what your plan will pay for. Cost
sharing waived at non-IHCP with IHCP
referral.
$75 Copay / test;
deductible does not . o .
apply for laboratory & Prior authorization may be required.
professional services Covered No Limit. Other places of service
_ may include Hospital, Emergency Room,
No charge; deductible or Outpatient Facility.
o . does not apply for lab
If you have a test Diagnostic test (x- |, charge or blood work at [Not covered Failure to obtain prior authorization for

any service that requires prior
authorization will result in a denial of
benefits. See your policy for more details.
Cost sharing waived at non-IHCP with
IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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Common

Medical Event

Services You May

Need

" Indian Health Care |

Provider (IHCP)
(You will pay the
least)

What You Will Pay

Non-IHCP In-Network
Provider
(You will pay more)

Non-IHCP Out-of- |

Network Provider
(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

professional services
and x-ray & diagnostic
imaging at other
places of service

Imaging (CT/PET

Prior authorization may be required.

No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
scans, MRIs) .
non-IHCP with IHCP referral.
Preferred Generic
Retail: $5 Copay / Prior authorization may be required.
prescription; deductible Prescription drugs are provided up to 30
Generic drugs (Tier does not apply days retail and up to 90 days through mail
No charge . _ Not covered . :
If dd ¢ 1) Generic Retail: $30 order. Mail orders are subject to 2.5x
¢ yotu nee i rugs to Copay / prescription; retail cost-sharing amount. Cost sharing
reat your ffiness or deductible does not waived at non-IHCP with IHCP referral.
condition W
More information about , : P .
presepiondnig. |t er) | Nochawe escipton . Notoovred g e proviad p o 30
at days retail and up to 90 days through mail
https://ambetter.abso | Non-preferred brand Retail: 50% order. Mail orders are subject to 2.5x
lutetotalcare.com/202 | drugs (Tier 3) No charge Coinsurance Not covered retail zos;t-sharlirlj'gcgmqtjhnh_'%%st sfharinlg
2formulary. waived at non- wi referral.
Prior authorization may be required.
. , . Prescription drugs are provided up to 30
0
f) SHE7 GLATE TTEr No charge (Fégitﬁlslﬂ?:née Not covered days retail and up to 30 days through mail
E— order. Cost sharing waived at non-IHCP
with IHCP referral.
If vou have outoatient Facility fee (e.g., Prior authorization may be required.
y P ambulatory surgery | No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
surgery
center) non-IHCP with IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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Common

Services You May

" Indian Health Care |

Provider (IHCP)

What You Will Pay
Non-IHCP In-Network

Non-IHCP Out-of- |

Network Provider

Limitations, Exceptions, & Other

Medical Event Need (You will pay the Pl_'owder (You will pay the Important Information
(You will pay more)
Phvsician/surqeon Prior authorization may be required.
; y g No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
ees .
non-IHCP with IHCP referral.
Emergency room No charge 50% Coinsurance 50% Coinsurance Covered No.L|m|t. Cost sharing waived at
care - - non-IHCP with IHCP referral.
Covered No Limit. Note: Prior
authorization is not required for
Emerqency medical No charge 50% Coinsurance 50% Coinsurance emergency transport, holwever3 all non-
transportation - E— emergent transport requires prior
If you need authorization. Cost sharing waived at non-
immediate medical IHCP with IHCP referral.
attention $60 Copay / visit;
deductible does not
apply Covered No Limit. Cost sharing waived at
Urgent care No charge Ambetter Virtual Care Not covered non-IHCP with IHCP referral.
Visit: No charge;
deductible does not
apply
Facility fee (e Prior authorization may be required.
hos it)z;l room.)g.’ No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
If you have a hospital P non-IHCP with IHCP referral.
stay Phvsician/surqeon Prior authorization may be required.
; y g No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
ees .
non-IHCP with IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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Common

Medical Event

Services You May

Need

" Indian Health Care |

Provider (IHCP)
(You will pay the

What You Will Pay

Non-IHCP In-Network
Provider

Non-IHCP Out-of- |

Network Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

least)

No charge

(You will pay more)

$65 Copay/Office Visit
(deductible does not

apply)
Ambetter Virtual Visit;

No charge; deductible
does not apply

50% Coinsurance for
other outpatient
services

most)

Not covered

Prior authorization may be required.
Covered No Limit. (PCP and other
practitioner visits do not require prior
authorization). Cost sharing waived at
non-IHCP with IHCP referral.

Inpatient services

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived at
non-IHCP with IHCP referral.

If you are pregnant

Office visits

No charge

$65 Copay / visit;
deductible does not

apply

Not covered

Prior authorization not required for
deliveries within the standard timeframe
per federal regulation, but may be
required for other services. Cost-sharing
does not apply for preventive services,
such as routine pre-natal and post-natal
screenings. Depending on the type of
services, coinsurance, deductible or
copayment may apply. Maternity care
may include tests and services described
elsewhere in the SBC (i.e. ultrasound).
Cost sharing waived at non-IHCP with
IHCP referral.

Childbirth/delivery
professional
services

No charge

50% Coinsurance

Not covered

Prior authorization may be required. Cost-

sharing does not apply for preventive
services. Depending on the type of

Childbirth/delivery
facility services

No charge

50% Coinsurance

Not covered

services, copayment, coinsurance or
deductible may apply. Maternity care may
include tests and services described

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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Common

Medical Event

Services You May

Need

" Indian Health Care |

Provider (IHCP)
(You will pay the

What You Will Pay

Non-IHCP In-Network

Provider

Non-IHCP Out-of- |

Network Provider
(You will pay the

Limitations, Exceptions, & Other
Important Information

(You will pay more)

elsewhere in the SBC (i.e. ultrasound).
Cost sharing waived at non-IHCP with
IHCP referral.

If you need help
recovering or have
other special health
needs

Home health care

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Limited to 60 days per year. Cost sharing
waived at non-IHCP with IHCP referral.

Rehabilitation
services

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Limited to 30 visits per year per therapy
(occupational, physical and speech
therapy); no limit applies for cardiac or
pulmonary therapy. Note: Limits do not
apply when provided for a mental
health/substance use disorder diagnosis.
Cost sharing waived at non-IHCP with
IHCP referral.

Habilitation services

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Limited to 30 visits per year per therapy
(occupational, physical and speech
therapy); no limit applies for cardiac or
pulmonary therapy. Note: Habilitation
therapy limits do not apply when provided
for a mental health/substance use
disorder diagnosis. Cost sharing waived
at non-I[HCP with IHCP referral.

Skilled nursing care

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Limited to 60 days per year. Cost sharing
waived at non-I[HCP with IHCP referral.

Durable medical
equipment

No charge

50% Coinsurance

Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived at
non-IHCP with IHCP referral.

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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What You Will Pay

Common Services You May | Indian Health Care | o\ oo | Non-IHCP Out-of-

Limitations, Exceptions, & Other

ST O Important Information

(You will pay the

Provider (IHCP)

Medical Event Need (You will pay the

Provider
(You will pay more)

Prior authorization may be required.
Hospice services No charge 50% Coinsurance Not covered Covered No Limit. Cost sharing waived at
non-IHCP with IHCP referral.

Limited to 1 visit per year. Cost sharing

No charge; deductible

Children’s eye exam | No charge does not apply Not covered waived at non-IHCP with IHCP referral.
If your child needs , , No charge; deductible Limited to 1 item per year. Cost sharing
dental or eye care Sl s glzesee NO BT does not apply NgeBIEE waived at non-I[HCP with IHCP referral.
Children’s dental Not covered Not covered Notcovered | - None-----

check-up

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Abortion (Except in cases of rape, incest, or e Hearing aids o Non-emergency care when traveling outside the
when the life of the mother is endangered) o Infertility treatment (Note: Coverage is available us.
e Acupuncture for diagnosis and services required to correct e Private-duty nursing

e Bariatric surgery underlying medical causes of infertility.)

¢ Routine eye care (Adult)
e Long-Term Care (Long Term Acute Care is a
covered benefit. Long Term Nursing Care/

e Dental care Custodial Care is not a covered benefit.)

e Cosmetic surgery Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care ¢ Routine foot care (Coverage is limited to diabetes
care only.)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Ambetter from Absolute Total Care at 1-833-270-5443 (Relay 711); South Carolina Department of Insurance, PO Box 100105, Columbia, SC 29202,
Phone No. 1-803-737-6180 or 1-800-768-3467. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

*For more information about limitations and exceptions, see plan or policy document at https://api.centene.com/eoc/2022/79222SC005.pdf.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: South Carolina Department of Insurance, PO Box 100105, Columbia, SC 29202, Phone No. 1-803-737-6180 or 1-800-768-3467. Additionally, a consumer
assistance program can help you file your appeal. Contact

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-833-270-5443 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-270-5443 (Relay 711).
Chinese (H30): an a2 sery#E), 1BIRFTIX S8 1-833-270-5443 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-270-5443 (Relay 711).

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow up
care)

M The plan’s overall deductible $7,000
B Specialist copayment $100
M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

M The plan’s overall deductible $7,000
B Specialist copayment $100
M Hospital (facility) coinsurance 50%
M Other coinsurance 50%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

M The plan’s overall deductible $7,000
B Specialist copayment $100
M Hospital (facility) coinsurance 50%
B Other coinsurance 50%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $0 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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C

ambetter. FROM abSOlUte
total care

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Absolute Total Care, tiene derecho a obtener

Spanish: ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-833-270-5443 (Relay 711).

_ MRE, BELREEBMNER, BB Ambetter from Absolute Total Care, 5 EHIRIRE, HAEERN % BUGHFESIEBMAL.

chinese: MRER—MMEEHE, HHBFEL-833-270-5443 (Relay 711).

Vietnamese: Néu quy vi, hay ngujc‘)’i ma quy vi dang giup dc"y,~ c6 cau h,(’)i vé Ambetter from Absolute Total Care, quy vi s& c6 quyén dwoc gilp va
c6 thém thdng tin bang ngdn ng® ctia minh mién phi. Bé n6i chuyén véi mét thong dich vién, xin goi 1-833-270-5443 (Relay 711).
areF 3} e = Yo7t 510 U= O AFZHO]Ambetter from Absolute Total Care,0f| 2t A Z-Z0| UCHH = B3t =21t

Korean: YEE 7otel 210z H|E 2HE0| HE = U= HaE|7F ASLICE DA SHALL 0 7|517| 2I8 M=[1-833-270-5443 (Relay
711). E M35 A 2.

Si vous-méme ou une personne que vous aidez avez des questions a propos Ambetter from Absolute Total Care, vous avez le droit

French: de bénéficier gratuitement d’aide et d’informations dans votre langue. Pour parler a un interpréte, appelez le
1-833-270-5443 (Relay 711).

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Ambetter from Absolute Total Care, may karapatan ka na

Tagalog: makakuha nang tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag 1-833-
270-5443 (Relay 711).

B cnyyae BO3HMKHOBEHWS y Bac unv y nuua, KoTopoMy Bbl MOMOraeTe, kakux-nmbo BonpocoB O nporpaMmme cTpaxoBaHus Ambetter

Russian: from Absolute Total Care, Bbl UMeeTe npaBo Nony4uTb 6ecnnaTHyo NOMOLLb Y UHGOPMaLMIO Ha CBOEM POAHOM sA3bike. YToObI
NMOroBOPWTL C MEPEBOAYNKOM, MO3BOHWTE No TenedoHy 1-833-270-5443 (Relay 711).

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Absolute Total Care, hat, haben Sie das Recht, kostenlose Hilfe

German: und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer
1-833-270-5443 (Relay 711) an.

Gujarati: B Mol wUl A Bl HEE 53 @ 8lal AU, Ambetter from Absolute Total Care, Q3 518 Yst &t Al s, 818 WA [@Qotl
AHAL el Hee M HIBA Uit s2clloll wAsR B, gaual WA ald scl M2 1-833-270-5443 (Relay 711). GUR Sl 5.

Arabic: 4l 05 e linly 4y 5 5 puiall e slaall g 520 bsal) e Jgamall b sl Sl cAmbetter from Absolute Total Care, Jss il saclus (adi il §f ¢l (1< 13)

.1-833-270-5443 (Relay 711) = Jeail pa e e Sl &l

Portuguese: Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Ambetter from Absolute Total Care, vocé tem o direito de
obter ajuda e informag&@o em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-833-270-5443 (Relay 711).
Ambetter from Absolute Total Care, [COWTRINZBERINCEVNE Lo ERES, CHEDSHEBICLIYR— MEREERTIIRHIVE

ANCSE gy, MRNDELBA. 1-833-270-5043 (Relay 711). TTHEEEEEL,

B pasi BUHUKHEHHS y Bac abo ocobw, skii BU gonomaraete, 6yab-sikux 3anuTaHb LWoAo nporpamu ctpaxyBaHHst Ambetter from

Ukrainian: Absolute Total Care B MaeTe npaBo oTpuMaTi 6e3KoLTOBHY AOMNOMOry Ta iHopMaLito Ha cBOil pigHii mosi. LLlo6 norosoputy 3
nepeknagadem, 3atenedoHyite 3a Homepom 1-833-270-5443 (Relay 711).
3T IT fSEFr 3T Feg X W] & 319, Ambetter from Absolute Total Care, & SR & @I$ FaTel &1, al 39! a1 Fdy @ &

Hindi: A T F FHeg IR FATERT god FE 1 AFER §1 R gl § a1a F F AT 1-833-270-5443 (Relay 711)T e
|

Mon-Khmer, UESINAHAY SINMEATEUHAANRTESWENSUNHS Ambetter from Absolute Total Care HRENSHESgUTISESWSH

Cambodian: ASNSAMMNIINAHMENWSSASIGY yuSuunsimSERURTUSULIUS 1-833-270-5443 (Relay 711).

AMB18-SC-C-00069



Statement of Non-Discrimination

Ambetter from Absolute Total Care complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Ambetter from Absolute
Total Care does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Ambetter from Absolute Total Care:

* Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
= Qualified sign language interpreters
= Written information in other formats (large print, audio, accessible electronic formats,

other formats)

» Provides free language services to people whose primary language is not English, such as:
= Qualified interpreters
= Information written in other languages

If you need these services, contact Ambetter from Absolute Total Care at 1-833-270-5443 (Relay 711).

If you believe that Ambetter from Absolute Total Care 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 with: Ambetter from Absolute Total Care, ATTN: Ambetter Grievances and Appeals
Department, PO Box 10341 Van Nuys CA, 91410, 1-833-270-5443 (Relay 711), Fax: 1-833-886-7956.
You can file a grievance by mail or fax. If you need help filing a grievance, Ambetter from Absolute Total
Care 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,
DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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