Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Ambetter from Sunflower Health Plan Coverage for: Individual/Family | Plan Type: EPO
Focused Silver: Standard Silver On Exchange Plan

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.sunflowerhealthplan.com/2024-brochures.html, or call 1-844-518-9505 (TTY/TDD 1-844-546-9713). For general definitions of common terms, such
as allowed amount, 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 1-844-518-9505 (TTY/TDD 1-844-546-9713) to request a copy.

mporant Questions | Answers | WhyThs Maters

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
$6,300 individual / $12,600 family. plan, each family member must meet their own individual deductible until the total

What is the overall

deductible? amount of deductible expenses paid by all family members meets the overall
family deductible.

Yes, Preventive care services, primary care, This plan covers some items and services even if you haven't yet met the
Are there services specialist, urgent care office visits and generic and | deductible amount. But a copayment or coinsurance may apply. For example,
covered before you meet | preferred brand drugs are covered before you this plan covers certain preventive services without cost sharing and before you
your deductible? meet your deductible except for Non-Preferred meet your deductible. See a list of covered preventive services at

Brand (Tier 3) and Specialty drugs (Tier 4). https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific | No. You don't have to meet deductibles for specific services.
services?
What is the out-of-pocket | For network providers: $8,000 individual / $16,000 i r? Ut'Of'phOCkf t ”.rln LiEne mogt yﬁu C|OU|d an 'r? a year for cohvgred service?. I
limit for this plan? family. Not applicable for out-of-network providers. VR [ERTE G iy Tl T T et ey (e S8 el o) Gl

pocket limits until the overall family out-of-pocket limit has been met.
Premiums, balance-billing charges, penalties for
failure to obtain preauthorization for services, and
health care this plan doesn’t cover.

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

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

This plan uses a provider network. You will pay less if you use a provider in the

Yes. See plan’s network. You will pay the most if you use an out-of-network provider, and
Will you pay less if you https://ambetter.sunflowerhealthplan.com/findadoc | you might receive a bill from a provider for the difference between the provider's
use a network provider? | or call 1-844-518-9505 (TTY/TDD 1-844-546- charge and what your plan pays (balance billing). Be aware, your network

9713) for a list of network providers. provider might use an out-of-network provider for some services (such as lab

work). Check with your provider before you get services.
Do you need a referral to
see a specialist?
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No. You can see the specialist you choose without a referral.



M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Sl ot T e N P Y\éhat You ‘g'" P:N  Provid Limitations, Exceptions, & Other
Medical Event y el A By Ul Pl by Important Information
You will pay the least You will pay the most

Unlimited Virtual 24/7 Care Visits received

Primary care visit to treat an $45 Copay / visit; Not covered from Ambetter's designated telehealth
injury or illness deductible does not apply provider covered at No Charge, providers
i . covered in full, deductible does not apply.
you visit a health $100 Copay / visit
care provider’s office = Specialist visit de duc_utible does nét apply Not covered Covered No Limit.
or clinic You may have to pay for services that aren’t
Preventive care/screening/ No charge; deductible Not covered preventive. Ask your provider if the services
immunization does not apply needed are preventive. Then check what
your plan will pay for.
$50 Copay / visit;
deductible does not apply
for Ifabo.ratozy & , Prior authorization may be required. Covered
professional Servces No Limit. Other places of service may
Diagnostic test (x-ray, blood 50% M for X gﬁl’[;ﬁe:f ;ggﬁilt,yEmergency Room. o
work) ’ ray & diagnostic imaging | Not covered '
If you have a test 50% Coinsurance for Failure to obtain prior authorization for any
Iabgrmsgional service that requires prior authorization will
: result in a denial of benefits.
services and x-ray &
diagnostic imaging at
other places of service
Imaging (CT/PET scans, MRIs) | 50% Coinsurance Not covered Egolfi;lijtt TSR 99 EYUIEL, CorEiEe
. . Prior authorization may be required.
If you need drugs to ggeéeorrzd ?egzr(lzcr_ Rt.eta,"' Prescription drugs are provided up to 34 days
treat your illness or Generic drugs (Tier 1) q =008y I'p PIOM: 1 Not covered retail and up to 90 days through mail order.
eductible does not apply

condition

Mail orders are subject to 2.5x retail cost-
sharing amount.
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Common :
Medical Event Services You May Need

More information about
prescription drug
coverage is available at
https://lambetter.sunflo
werhealthplan.com/20

24formulary.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

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

Preferred brand drugs (Tier 2)

Non-preferred brand and non-
preferred generic drugs (Tier 3)

Specialty drugs (Tier 4)

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

Generic Retail: $25
Copay / prescription;
deductible does not apply
Retail: $75 Copay /
prescription; deductible
does not apply

Retail: 50% Coinsurance

Retail: 50% Coinsurance

50% Coinsurance

50% Coinsurance

50% Coinsurance

50% Coinsurance

$60 Copay / visit;
deductible does not apply

50% Coinsurance

50% Coinsurance

Office Visit: $45 Copay /
visit; deductible does not
apply;

Other Outpatient
Services: 50%
Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

50% Coinsurance

50% Coinsurance

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
Prescription drugs are provided up to 34 days
retail and up to 90 days through mail order.
Mail orders are subject to 2.5x retail cost-
sharing amount.

Prior authorization may be required.
Prescription drugs are provided up to 34 days
retail and up to 30 days through mail order.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

Covered No Limit.

Covered No Limit. Note: Prior authorization is
not required for emergency transport,
however, all non-emergent transport requires
prior authorization. If you receive service from
an out of network ground/water ambulance
provider, you may be subject to balance

Covered No Limit.

Prior authorization may be required. Covered
No Limit.
Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit. (Primary Care Provider (PCP) and
other practitioner office visits do not require
prior authorization.)

Page 3 of 7



Common Services You Mav Need N P \{\(Ijhat You \éViII PfaN Provid Limitations, Exceptions, & Other
Medical Event y LTS UL AN AT Important Information
You will pay the least

Prior authorization may be required. Covered

Inpatient services 50% Coinsurance Not covered -
No Limit.
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
Office visits $45 Copay / visit; Not covered preventive services, such as routine pre-natal

deductible does not apply and post-natal screenings. Depending on the
type of services, coinsurance, deductible or
copayment may apply. Maternity care may

If you are pregnant include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Childbirth/delivery professional o) Prior authorization may be required. Cost-
cervices 50% Coinsurance Not covered sharing does not apply for preventive

services. Depending on the type of services,
o . » copayment, coinsurance or deductible may

Childbirth/delivery facility 50% Coinsurance Not covered apply. Maternity care may include tests and
Services services described elsewhere in the SBC

(i.e., ultrasound).

Prior authorization may be required. Note:
Home health care 50% Coinsurance Not covered Includes educational visits - limited to 3 per
year.
Outpatient: Prior authorization may be
required. No limit per therapy for occupational
and physical therapy; speech therapy limited

Outpatient: 50%

If you need help Coinsurance to 1 service per day, up to @ maximum benefit
recovering or have Rehabilitation services Inpatient: 50% Not covered of 90 daily services per year. Note: Limits do
other special health Cp. A not apply when provided for a mental
oinsurance . . :
needs health/substance use disorder diagnosis.
Inpatient: Prior authorization may be
required. Covered No Limit.
Outpatient: Outpatient: Prior authorization may be
- , 50% Coinsurance required. Covered No Limit. Inpatient: Prior
Habilitation services — Not covered L .
Inpatient: authorization may be required. Covered No
50% Coinsurance Limit.
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Common Services You Mav Need N P \{\(Ijhat You \éViII PfaN Provid Limitations, Exceptions, & Other
Medical Event y LTS UL AN AT Important Information
You will pay the least

Skilled nursing care Not covered Not covered
Durable medical equipment 50% Coinsurance Not covered
Hospice services 50% Coinsurance Not covered

Not Covered.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

No charge; deductible

Children’s eye exam does not anpl Not covered
If your child needs PRI
dental or eye care Children’s glasses No charge; deductible Not covered
does not apply
Children’s dental check-up Not covered Not covered

Excluded Services & Other Covered Services:

Eye exams are covered as appropriate.
Additional visits beyond the initial exam will
be billed as specialist visits.

Limited to 3 sets of lenses and frames per
year.

None

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

e Abortion (Except in cases of rape, incest, or ¢ Dental care (Adult)

when the life of the mother is endangered.) « Dental care (Children)

e Acupuncture e Hearing aids

o Bariatric surgery e Long-term care

e Cosmetic surgery

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

Routine eye care (Adult)

Skilled nursing care

Weight loss programs

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

o Infertility treatment (Limited to services for ¢ Routine foot care
diagnostic tests to find the cause of infertility)

e Private-duty nursing (On home and outpatient
basis only (inpatient excluded))

Spinal manipulation

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 Sunflower Health Plan at 1-844-518-9505 (TTY/TDD 1-844-546-9713); Kansas Insurance Department, 1300 SW Arrowhead Rd Topeka, KS 66604,
Phone No. 1-785-296-3071.; Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); Kansas Health Options at 1-800-432-2484 ;
Office of Personnel Management Multi State Plan Program at https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/. 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.
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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 on how 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; Kansas Insurance Department, 1300 SW Arrowhead Rd Topeka, KS 66604, Phone No. 1-785-296-3071.

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? Not Applicable.
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 1-844-518-9505 (TTY/TDD 1-844-546-9713).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-518-9505 (TTY/TDD 1-844-546-9713).
Chinese (1 30): AN FFE LA D), 1B5IRITX S5 1-844-518-9505 (TTY/TDD 1-844-546-9713).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-518-9505 (TTY/TDD 1-844-546-9713).

] 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)

B The plan’s overall deductible $6,300 m The plan’s overall deductible © $6,300 m The plan’s overall deductible $6,300
B Specialist copayment $100 m Specialist copayment $100 m Specialist copayment $100
M Hospital (facility) coinsurance 50% M Hospital (facility) coinsurance 50% ™ Hospital (facility) coinsurance 50%
B Other coinsurance 50% ® Other coinsurance 50% ™ Other coinsurance 50%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment
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 Sharin Cost Sharing Cost Sharin
Deductibles $6,300 Deductibles $800 Deductibles $2,500
Copayments $600 Copayments $1,800 Copayments $300
Coinsurance $1,100 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $8,060 The total Joe would pay is $2,620 The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7
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Insured by Celtic Insurance Company

English:

If you, or someone you are helping, have questions about Ambetter from Sunflower Health Plan, and are not proficient in English,
you have the right to get help and information in your language at no cost and in a timely manner. If you, or someone you are
helping, have an auditory and/or visual condition that impedes communication, you have the right to receive auxiliary aids and
services at no cost and in a timely manner. To receive translation or auxiliary services, please contact Member Services at
1-844-518-9505 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Sunflower Health Plan y no domina el inglés,
tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno y de manera oportuna. Si usted, o alguien a quien
esta ayudando, tiene un impedimento auditivo o visual que le dificulta la comunicacion, tiene derecho a recibir ayuda y servicios
auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccién, comuniquese con Servicios
para Miembros al 1-844-518-9505 (TTY 711).

Vietnamese:

Néu quy vi hodc nguwdi ma quy vi dang gitp d& c6 cau hdi vé Ambetter from Sunflower Health Plan va khéng thanh thao tiéng
Anh, quy vi c6 quyén duwoc tr gidp va nhan théng tin bang ngén ngir cGia minh mién phi va kip thei. Néu quy vi hodc ngwdi ma
quy vi dang gitp d& méc bénh vé thinh giac va/hoac thj gidc gy can tré giao tiép, quy vi c6 quyén dwoc nhan cac hé trg va dich
vu phu tro mién phf va kip thei. D& nhan dich vu théng dich hodc dich vu phu tr, vui long lién hé bd phan Dich Vu Thanh Vién
theo sb 1-844-518-9505 (TTY 711).

Chinese:

WRE, SEEEEREIAES, BRI Ambetter from Sunflower Health Plan FENEE, BAREERE, SEEFRBIREE
PSRRI E RIS, MRS, SSEEREESEENTI/ERN LARRE, BT EE, TERERSENRFESHEST
IBEERES. AEBSHIESEEERTS, BETEREE, B|EERE 1-844-518-9505 (TTY 711),

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Sunflower Health Plan hat und nicht Englisch spricht, haben Sie
das Recht, kostenlos und zeitnah Hilfe und Informationen in lhrer Sprache zu erhalten. Falls Sie oder jemand, dem Sie helfen, eine
Hor- und/oder Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah
zusétzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusétzliche Dienstleistungen zu erhalten, wenden
Sie sich an den Kundendienst unter 1-844-518-9505 (TTY 711).

Korean:

At = At =S U 70| Ambetter from Sunflower Health Plandl] tl $F A #0] Ql& 45 g ojol 553817 oA
g Aoz ANgHde F8 AL RS 0E A7) dHF UL Ast T At =g

oAb ol gk s A A EEA PR BE BT R AT RS

uko A2 W 1-844-518-9505(TTY 711)¥1 & & 7} A} A n| 230 A ets)

Laotian:

MM 8 BloEEDHLILNISg liNIvgoecte, LHINILNyoNL Ambetter from Sunflower Health Plan, ot 0850990WIZ918970,
VILHBIOLOSLNIVROBCES CCaT 2VLUCULWIFIZSINIVIOBVLEIIFPIB DT NDCODI. TININUWI B GloGTLINWILNID BNV
OBCHD, LTTWILMIINILIOBL CCE/H NIVCLICHVNSO20919NIVFTIV, VIVHIOLOSLNIVFOBCHS It NIVVINICILI0BLLaIIg39®

€€ MVCODI. (W lTIOSUNIVVINIVECVWIZI B LINIVCIL, NAVIAOOM? Member Services (NMVVINIVTLIFN) LO"
1-844-518-9505 (TTY 711).

Arabic:

sacludll e Jpeanll 3 @all dlals ¢y 500Y) 2all e L oS5 Wl s cAmbetter from Sunflower Health Plan dss 3wl saclud (adids sl i @bl (1S 13)
laelue 8l A Gall bals cJaal gl Gaad &y a5l 5 Apmans Ala o Alad 2ol adid gl 5l el S 13 canliall i gl 85 A8S5 (o ()90 (e iy e glaall
.1-844-518-9505 (TTY 711) Ll sliae¥l cilard o Juai¥) (oa n L) cilaxd 5f Aan il ciland (A Candlial) gl g A0S gl (50 (e L) iladd

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Sunflower Health Plan, at hindi ka
mahusay sa Ingles, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos at sa maagap
na paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa pandinig at/o paningin na nakakaapekto sa komunikasyon,
may karapatan kang makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa maagap na paraan. Para
makatanggap ng mga serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag-ugnayan sa Mga Serbisyo para
sa Miyembro sa 1-844-518-9505 (TTY 711).




:ramwej 20C 20V wcm@e‘?wmoézw@ Ambetter from Sunflower Health Plan 326|030 csscC ooo:))mej 6OsI$IQs GLICV|08
32000000 MINICY 66 0&EOlmI 20CoE 32ONIPISC 329|MIPCOMQPAD DCINADOME|YC 3296|0PREC GLLIDEPLAIN
30|$$COO0E|UIPD UIVCICHVI mmwg 20C VLI oocm@eg?mm@ﬁ:oa@ S0DIVUOGEEM JWD$3POME|YOEOEID

Burmese: 32|00:320§) SC/AVVUIOD 32|gCT2DESC WONOCEON P26 asfa&?ooo)ae]d]ml 20CONC 32§)$32NIVPIGPISC 0$6500CHYPIM 3086|M:36C
GLIPEPECDID I $SCOIDE|YED0 UIVCICHIOPIN IDIN|Y$ WL FQHO$EIOICHYPND COMIYUI$ 1-844-518-9505 (TTY 711) 9

300C O?G@’)CGEU’JS m &)(‘OOJLD(.;]II

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Sunflower Health Plan et que vous
ne maitrisez pas l'anglais, vous pouvez bénéficier gratuitement et en temps utile d'aide et d'informations dans votre langue. Si

French: vous-méme ou une personne que vous aidez souffrez d'un trouble auditif ou visuel qui entrave la communication, vous pouvez
bénéficier gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction ou de services
auxiliaires, veuillez contacter Services aux membres au 1-844-518-9505 (TTY 711).

CEBOHBRENANEL TL 2D AL, Ambetter from Sunflower Health PlanI= D\ T Z BRI % HiF5 DIES. JGEICBEEN S
K THERNDZA L) —ICCHEDTEBTALTOBREBDICLNTELTT, CEHEPL. HELEANEL TL2BOADIESR

Japanese: . N N R . - . N N .
PEEOREDLHPYRYANEL MEFETH, BRA DA LY —ICHEIY—EREZ T2 LN TEET, FROBEY—E
A& BI2(E, 1-844-518-9505 (TTY 711D * ¥ /N—H —EXIZTELEC EE L,
Ecnu y Bac unu y nuua, KOTOopoMy Bbl OMOraeTe, BO3HUKIN Kakue-nmbo Bonpockl 0 nporpamMmme cTpaxoBaHusa Ambetter from
Sunflower Health Plan, npy 3ToM Bbl HEAOCTATOYHO XOPOLLO BriageeTe aHrMUNCKM A3bIKOM, Bbl MMeeTe npaso Ha GecnnaTtHyto
Russian: 1 CBOEBPEMEHHYIO NMOMOLL 1 MHOPMaLMIO Ha CBOEM POAHOM fA3bike. Ecnn y Bac unu y nvua, KOTopoMy Bbl NOMoraeTe,

HabntogaeTcsa kakoe-nMbo HapyLueHne cryxa u/unm 3peHuns, KoTopoe NPenAaTCTByeT KOMMYHMKaLUK, Bbl UMeeTe NpaBo Ha
6ecnnaTHble 1 CBOeBPeMeHHble BCoMoraTenbHble YCnyr 1 noMoLlb. [Ans nonyyeHus ycnyr nepesoga unu BcrioMmoraTtenbHbIX
ycnyr obpaTuTech B 0TAen 06CnyXMBaHWS Y4aCTHUKOB NporpamMmbl CTpaxoBaHusi no Homepy 1-844-518-9505 (TTY 711).

Yog tias koj, los sis ib tug neeg twg uas koj tab tom muab kev pab, muaj cov lus nug hais txog Ambetter from Sunflower Health
Plan, thiab tsis paub lus Askiv zoo heev, koj muaj cai tau txais kev pab thiab tej ntaub ntawv ghia paub ua koj hom lus yam tsis
tau them dab tsi li thiab kom tau raws sij hawm. Yog tias koj, los sis ib tug neeg twg uas koj tab tom pab, muaj tsos mob txog kev

Hmong: hnov lus thiab/los sis kev pom kev uas cuam tshuam txog kev sib txuas lus, koj muaj cai kom tau txais cov kev pab thiab cov kev
pab cuam ntxiv yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Txhawm rau kom tau txais cov kev pab cuam txhais
ntawv los sis kev pab ntxiv, thov tiv tauj Member Services (Cov Chaw Muab Kev Pab Cuam Tswv Cuab) tau ntawm
1-844-518-9505 (TTY 711).

Gl | cledal 5 S ala Ba cashi el Sl 5yl Ambetter from Sunflower Health Plan s b (s (i€ e S g ag 3 5l34S 3 8 L e K
5 LSSy Hla (Ba aiS e i | Ll ) L;)\)E)QASJ)\A@BHQ&.\}LZQM*E@Mjlgqjlaﬁda)égmﬁl _*35&\_‘,).\@}44__‘}0\5\__1\)44;,\33)5
1-844-518-9505 (TTY 711) o kel 43 Line) ilaxd L Lkl (salaal cilend 5 WSS il pa (51 .S <l )3 wige 43 5 0801 40 (liasd gl 40 1) ol e

2% ol

Persian:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter from Sunflower Health Plan, na huelewi Kiingereza vizuri, una
haki ya kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote na kwa wakati ufaao. Ikiwva wewe, au mtu unayemsaidia,

Swabhili: ana tatizo la kusikia na/au la kuona ambalo linazuia mawasiliano, una haki ya kupata usaidizi na huduma za ziada bila kulipa ada
yoyote na kwa wakati unaofaa. Ili kupata huduma za tafsiri au za usaidizi, tafadhali wasiliana na Huduma kwa Wanachama
1-844-518-9505 (TTY 711).
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Statement of Non-Discrimination

Ambetter from Sunflower Health Plan is underwritten by Celtic Insurance Company, which is a
Qualified Health Plan issuer in the Kansas Health Insurance Marketplace. Celtic Insurance
Company complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin (including limited English proficiency and primary language),
age, disability, or sex (including pregnancy, sexual orientation, gender identity, or sex
characteristics). This is a solicitation for insurance. Ambetter from Sunflower Health Plan is
underwritten by Celtic Insurance Company. © 2023 Celtic Insurance Company.

All rights reserved. Ambetter.SunflowerHealthPlan.com

If you, or someone you are helping, have questions about Ambetter from Sunflower Health
Plan and are not proficient in English, you have the right to get help and information in your
language at no cost and in a timely manner. If you, or someone you are helping, have an
auditory and/or visual condition that impedes communication, you have the right to receive
auxiliary aids and services at no cost and in a timely manner. To receive translation or auxiliary
services, please contact Member Services at 1-844-518-9505 (TTY 711). If you believe that
Celtic Insurance Company has failed to provide these services or discriminated in another way
on the basis of race, color, national origin (including limited English proficiency and primary
language), age, disability, or sex (including pregnancy, sexual orientation, gender identity, or
sex characteristics), please contact Member Services at 1-844-518-9505 (TTY 711). You may
also submit a grievance by phone to 1-844-518-9505 (TTY 711). For information on filing a
discrimination complaint directly with the U.S. Department of Health and Human Services,
Office of Civil Rights, please visit https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf.
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Ambetter from Sunflower Health Plan is underwritten by Celtic Insurance Company, which is a Qualified
Health Plan issuer in the Kansas Health Insurance Marketplace. This is a solicitation for insurance. © 2023
Celtic Insurance Company. All rights reserved.



