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

Ambetter from Western Sky Community Care
Native American Focused Silver LCS: Limited Cost Sharing Plan Variation

Coverage Period: 01/01/2024 - 12/31/2024
Coverage for: Individual/Family | Plan Type: HMO

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.westernskycommunitycare.com/2024-brochures.html, or call 1-833-945-2029 (TTY 711). 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 1-833-945-2029 (TTY 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?

SBC-39006NM0010020-03

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

Yes. Preventative care, primary
care, specialist, lab, urgent
care, generic and preferred
brand drugs are covered
before you meet your
deductible.

No.

For network providers: $8,300
individual / $16,600 family. Not
applicable for out-of-network
providers.

Premiums, balance-billing
charges, penalties for failure to
obtain preauthorization for
services and health care this
plan doesn’t cover.

Yes. See the
Bronze|Silver|Gold NM network
at
https://ambetter.westernskyco

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,
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mmunitycare.com/findadoc or
call 1-833-945-2029 (TTY 711)
for a list of network providers.

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.

Do you need a referral
to see a specialist?

No. You can see the specialist you choose without a referral.

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

What You Will Pa

Indian Health Non-IHCP In- Non-IHCP Out-of-
Care Provider Network Provider | Network Provider
(IHCP) (You will (You will pay (You will pay the

Limitations, Exceptions, & Other Important
Information

Common

Services You May

Medical Event Need

Unlimited Virtual 24/7 Care Visits received from

Primary care visit to $45 Copay / visit; Ambetter's designated telehealth provider covered at
treat an injury or No charge deductible does not | Not covered No Charge, providers covered in full, deductible does
illness apply not apply. Cost sharing waived at non-IHCP with
. IHCP referral.
::yc;tuhws“a $100 Copay / visit Covered No Limit. Cost sharing waived at non-IHCP
?:vi d::;eoffice Specialist visit No charge deductible does not | Not covered wi(;r\:eIrHGCP ;)ef;rrrr"al..w walved at non-
or clinic apply |
You may have to pay for services that aren’t
Preventive No charge; preventive. Ask your provider if the services needed
care/screening/ No charge deductible does not | Not covered are preventive. Then check what your plan will pay
immunization apply for. Cost sharing waived at non-IHCP with IHCP
referral.
ggg L%%d/ovéssltﬁot P.rio.r aut.horization. may be requirgd. Covered No
Waboratory Limit. Prior authorization not required for
& professional gynecological or obstetrical diagnostic ultrasounds.
services Failure tq obtairj prior aut.horlization for any §ervice
Diagnostic test (x-ra 50% Coinsurance that requires prior authorization may result in
If you have a test 21adnoStc 82 (XeTay, |\, charge 0= | Not covered reduction of benefits. Testing and delivery of health
blood work) for x-ray &

diagnostic imaging
50% Coinsurance
for laboratory &
professional
services and x-ray

care services for COVID-19 are cost share free. See
your policy for more details. Other places of service
may include: Hospital, Emergency Room, or
Outpatient Facility.
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Common

Medical Event

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

https://ambetter.w
esternskycommun

itycare.com/2024f
ormulary.

Services You May
Need

Imaging (CT/PET
scans, MRIs)

Generic drugs (Tier 1)

Preferred brand drugs

(Tier 2)

Non-preferred brand
drugs (Tier 3)

Specialty drugs (Tier
4)

What You Will Pa

Indian Health
Care Provider
(IHCP) (You will

No charge

No charge

No charge

No charge

No charge

Non-IHCP In-
Network Provider
(You will pay

& diagnostic
imaging at other
places of service

50% Coinsurance

Preferred Generic
Retail: $3 Copay /
prescription;
deductible does not
apply

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

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

Retail: 50%
Coinsurance

Retail: 50%
Coinsurance

Non-IHCP Out-of-

Network Provider

(You will pay the

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other Important
Information

Failure to obtain prior authorization for any service
that requires prior authorization may result in a denial
of benefits. Cost sharing waived at non-IHCP with
IHCP referral.

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

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to 90
days through mail order. Mail orders are subject to 3x
retail cost-sharing amount. Insulin or medically
necessary alternative will not exceed a total of
twenty-five dollars ($25.00) per thirty-day supply.
Note: Certain prescription drugs for preventive care,
the treatment of mental illness, behavioral health, or
substance abuse disorders will be covered at No
Charge to you, when obtained from a participating
pharmacy. See your plan's covered drug list for
details. Cost sharing waived at non-IHCP with [HCP
referral.

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to 30
days through mail order. Insulin or medically
necessary alternative will not exceed a total of
twenty-five dollars ($25.00) per thirty-day supply.
Note: Certain prescription drugs for preventive care,
the treatment of mental illness, behavioral health, or
substance abuse disorders will be covered at No
Charge to you, when obtained from a participating
pharmacy. See your plan's covered drug list for
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Indian Health Non-IHCP In- Non-IHCP Out-of-
Care Provider | Network Provider | Network Provider
(IHCP) (You will (You will pay (You will pay the

Common

Services You May
Need

Limitations, Exceptions, & Other Important

Medical Event Information

details. Cost sharing waived at non-IHCP with IHCP

referral.

Facility fee (e.g.,

Prior authorization may be required. Covered No

ambulatory surgery No charge 50% Coinsurance | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
If you have center) referral.
outpatient surgery Physician/surgeon Prior authorization may be required. Covered No
fees No charge 50% Coinsurance | Not covered Lirfnit. Cliost sharing waived at non-IHCP with IHCP
referral.
Covered No Limit. Balance billing is not allowed for
Emergency room care | No charge 50% Coinsurance | 50% Coinsurance | out-of-network care. Cost sharing waived at non-
IHCP with [HCP referral.
Covered No Limit. Note: Prior authorization is not
If you need e e required for emergency transport. However, all non-
immediate transportation No charge 50% Coinsurance | 50% Coinsurance | emergent transport requires prior authorization.
medical attention | —2>Roraon Balance billing is not allowed for out-of-network care.
Cost sharing waived at non-IHCP with IHCP referral.
$60 Copay / visit; $60 Copay / visit; . . .
Urgent care No charge deductible does not | deductible does vaered No Limit. Cost sharing waived at non-IHCP
with IHCP referral.
apply not apply
Facility fee (.g Prior authorization may be required. Covered No
hospi N No charge 50% Coinsurance | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
ospital room)
If you have a referral.
hospital stay Phvsician/suraeon Prior authorization may be required. Covered No
feei g No charge 50% Coinsurance | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
referral.
Prior authorization may be required. Covered No
If you need mental Limit. (Primary Care Provider (PCP) and other
health, behavioral No charge; practitioner office visits do not require prior
health, or Outpatient services No charge deductible does not | Not covered authorization.) (Primary Care Provider (PCP) and
substance abuse apply other practitioner visits do not require prior
services authorization). Cost sharing waived at non-IHCP with

[HCP referral.
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What You Will Pa

Indian Health Non-IHCP In- Non-IHCP Out-of-

Common Services You May Care Provid Network Provid Network Provid Limitations, Exceptions, & Other Important
. are Provider etwork Provider | Network Provider .
Wedical Event Need (IHCP) (Youwill |  (Youwillpay | (You will pay the Information
No charge; Prior authorization may be required. Covered No
Inpatient services No charge deductible does not | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
apply referral.

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

$45 Copay / vist; routine pre-natal and post-natal screenings
Office visits No charge deductible does not | Not covered D . h P -
apply epending on the type of services, coinsurance,

deductible or copayment may apply. Maternity care
If you are may include tests and services described elsewhere
in the SBC (i.e., ultrasound). Cost sharing waived at
Elegnant non-IHCP with IHCP referral.
Childbirth/delivery Prior authorization may be required. Cost-sharing
professional services does not apply for preventive services. Depending on
the type of services, copayment, coinsurance or
deductible may apply. Maternity care may include
No charge 50% Coinsurance | Not covered tests and services described elsewhere in the SBC
(i.e., ultrasound). Cost sharing waived at non-IHCP
with IHCP referral.

Prior authorization may be required. Limited to 100
Home health care No charge 50% Coinsurance | Not covered visits per year. Cost sharing waived at non-IHCP with
IHCP referral.

Outpatient: Prior authorization may be required.

No charge 50% Coinsurance | Not covered

Childbirth/delivery
facility services

Outpatient:

If you need help S 345 C_qm visi Covered No Limit.
. Rehabilitation deductible does not . . .
recovering or - No charge — Not covered Inpatient: Prior authorization may be required.
., | services apply e
have other special Inpatient: Covered No Limit.
health needs 50% Coinsurance Cost sharing waived at non-IHCP with IHCP referral.
Outpatient: Outpatient: Prior authorization may be required.
i , $45 Copay / visit; Covered No Limit.
Habilitation services | No charge deductible does not Not covered Inpatient: Prior authorization may be required.
apply Covered No Limit.
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Common

Medical Event

Services You May
Need

Indian Health Non-IHCP In- Non-IHCP Out-of-
Care Provider | Network Provider | Network Provider
(IHCP) (You will (You will pay (You will pay the

Limitations, Exceptions, & Other Important
Information

Inpatient: Cost sharing waived at non-IHCP with IHCP referral.
50% Coinsurance
Prior authorization may be required. Limited to 60
Skilled nursing care No charge 50% Coinsurance | Not covered days per year. Cost sharing waived at non-IHCP with
IHCP referral.
Durable medical Prior authorization may be required. Covered No
— No charge 50% Coinsurance | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
equipment referral.
Prior authorization may be required. Covered No
Hospice services No charge 50% Coinsurance | Not covered Limit. Cost sharing waived at non-IHCP with IHCP
referral.
No charge; . - , .
Children’s eye exam | No charge deductible does not | Not covered r';g?]'tﬁ_clj Ctg lv;:;\SIlthgH(Z?grrw waived at
apply —
Hiyounchldinesds . , 1 chqrge; Limited to 1 item per year. Cost sharing waived at
dental or eye care | Children’s glasses No charge deductible does not | Not covered non-IHCP with IHCP referral
apply '
Children’s dental Not covered Not covered Not covered 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 Cosmetic surgery
o Dental care (Adult)

e Abortion (Except in cases of rape, incest, or o
when the life of the mother is endangered)

Dental care (Children)
e Long-term care

¢ Non-emergency care when traveling outside the
u.s.

e Private-duty nursing
e Routine eye care (Adult)

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

e Acupuncture (Limited to 20 visits per year. Note: e  Chiropractic care (Limited to 20 visits per year. o Infertility treatment (Limited to services for
Acupuncture limits do not apply when services Note: Chiropractic limits do not apply when diagnostic tests to find the cause of infertility)
are provided for habilitative or rehabilitative services are provided for habilitative or e Routine foot care
purposes.) rehabilitative purposes.)

e Bariatric surgery e Hearing aids (Limited to 1 hearing aid per ear

every 3 years.)

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 Western Sky Community Care at 1-833-945-2029 (TTY 711); Office of Superintendent of Insurance, PO Box 1689, Santa Fe, NM 87504-
1689, Phone No. (855) 427-5674.; Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272); or 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.beWellnm.com
or call (833) 862-3935.

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: Office of Superintendent of Insurance, PO Box 1689, Santa Fe, NM 87504-1689, Phone No. (855) 427-5674. Additionally, a consumer
assistance program can help you file your appeal. Contact (833) 415-0566

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 Espafiol, llame al 1-833-945-2029 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-945-2029 (TTY 711).
Chinese (1 32): AR TR E A Cay BB, 1BIRITX NS5 1-833-945-2029 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-945-2029 (TTY 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)

B The plan’s overall deductible $7,000
M Specialist copayment $100
M Hospital (facility) coinsurance 50%
M 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
W 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
M 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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ambetter. e \western sky
community care

English:

If you, or someone you are helping, have questions about Ambetter from Western Sky Community Care, 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
1-833-945-2029 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Western Sky Community Care y no domina

el inglés, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno y de manera oportuna. Si usted, o alguien
a quien esté 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 1-833-945-2029 (TTY 711).

Navajo:

Daa ni, doodaii la’da ni’bineesh’a dzgadi, be’esdzaah na’idikid ‘aa Ambetter from Western Sky Community Care, dé6 bineesh’a
go0 t'oo ‘adee naash’ne di Bilagaana bizaad, ni be’esdzaah la’ t'aa ‘ako go6 bil hanish’aash dzgadi d6o bika’ashkid di nihi saad
gi ‘adin t'dadoo baahilinigoo déé di léi na’alkid lahgo ‘at'éego. Dag ni, doodaii la’da ni'bineesh’a dzaadi, be’esdzaah la nish’j
doo/doodaii na’ach’aah ‘ahooszoli eii biniishl'aah bil'alnaa’alwo, ni be’esdzaah la’ t'aa ‘ako gé6 baa yiltsdds ‘ooljee’lahgo
‘anaa’niil bika’iishyeed doo6 tse’esgizii gi ‘adin t'aadoo baahilinigoo déé di léi na’alkid lahgo ‘at'éego. Go6 yilts66s saad
naanalahdéé’ doodaii ‘ooljee’lahgo ‘anaa’niil tse’esgizii, t'aa shoodi deistse’ ‘Anishtah Tse’esgizii gi 1-833-945-2029 (TTY 711).

Vietnamese:

Néu quy vi hodc ngwdi ma quy vi dang gilp d& cé cau hdi vé Ambetter from Western Sky Community Care va khdng thanh thao
tiéng Anh, quy vi cé quyén dwoc tro gilip va nhan théng tin bing ngén ngtr cia minh mién phi va kip thoi. Néu quy vi hodc
nguwdi ma quy vi dang gilp d& méc bénh vé thinh gidc va/hoac thi gidc gay can tré giao tiép, quy vi c6 quyén dwoc nhan cac hé
tro va dich vu phu tro- mién phi va kip thei. D& nhan dich vu théng dich ho&c dich vu phu tre, vui long lién hé b phan Dich Vu
Thanh Vién theo sé 1-833-945-2029 (TTY 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Western Sky Community Care 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 1-833-945-2029 (TTY 711).

Chinese:

MRE - H2EEEHHE S - BRI Ambetter from Western Sky Community Care S EIRIRIRE - BRBEERE - BE#EFR
BN RENENEEEEDAAR - IR - B EERHNBREERNTN/FE N LHIBRE - B 78R AARNRET RESE
SEHEZEERYE - EEZHSIESNWENRYE  FHMETEREE - EFEE 1-833-945-2029 (TTY 711) -

Arabic:

Janll & Gall elald iy 56 300 e L oS5 15 cAmbetter from Western Sky Community Care Jss biuf saelad gadid sal i elal (i< 1)
aall dhald (Jial gl (3023 &) yaar }\/jwd\.:-wu.\l.uo.\chuum.nd\ }\ el S 1A il i l) GSJNS_\Lﬂ O3 O eliady Cila glaall g saclisall e
TTY ) e slae Y cilaad o Jlai¥) ooy dhailin) ciladd gl daa jill cilaad A Cliall il 8 R8s dl 030 (e Ailia) clexd y Slaelie il 4
.1-833-945-2029 (711

Korean:

3l £ ko] =28 e 20| Ambetter from Western Sky Community Care0fl Ciet 2 20| s 22 H0J0| 551X FoA|H
S OI2 AQXHSHAH R & X|dot HEE g A7t ASLICH Ao £ Hote =22 He S
OISO FHo[7t U= B2 AHESHH F2 EX =7 3 MH|AE 212 HE|7t UAS UL HY EE= B MH|AE ZHo A2 H

1-833-945-2029(TTY 711)HO 2 7tAX} MH| AL 0| A2t THAI2.

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Western Sky Community Care, 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 o0 mga karagdagang serbisyo, mangyaring makipag-ugnayan sa
Mga Serbisyo para sa Miyembro sa 1-833-945-2029 (TTY 711).

Japanese:

CEEOHEEANEL TULSd AA, Ambetter from Western Sky Community CarelZ D\ T ZEBRI % HiF5 OiRS. HEICE
ERGRL THERADEA L) —ICCHEOSTETAILTPBREBDICLENTEETYT, CEEY. HELEMNELTLIMEOA
OEEOEBEOREDLHO YUY AL MEETH, BRI DZA LY —ICHUY—EREZ T2 ENTEET, BROHEE
Y—EREZH3(21E. 1-833-945-2029 (TTY 711)D A U N—H—E X [T TELLZ S0,

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Western Sky Community Care 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 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 1-833-945-2029 (TTY 711).

Italian:

Se Lei 0 una persona a cui sta fornendo assistenza ha domande su Ambetter from Western Sky Community Care e non ha una
perfetta padronanza della lingua inglese, ha il diritto di ricevere aiuto e informazioni nella Sua lingua gratuitamente e
tempestivamente. Se Lei 0 una persona a cui sta fornendo assistenza presenta una condizione uditiva e/o visiva che impedisce la
comunicazione, ha il diritto di ricevere servizi ausiliari gratuitamente e tempestivamente. Per ricevere una traduzione o un servizio
ausiliario, contatti i Servizi per i membri al numero 1-833-945-2029 (TTY 711).




Ecnu y Bac nnu y nuua, KOTOpomy Bbl MOMOraeTe, BO3HUKNY Kakne-nnbo BONpockl 0 nporpamme ctpaxoBaHus Ambetter from
Western Sky Community Care, npu 3TOM Bbl HEAOCTAaTOYHO XOPOLLO BfliafeeTe aHrMUACKUM S3bIKOM, Bbl UMeeTe NpaBo Ha
HecnnaTHylo 1 CBOEBPEMEHHYIO MOMOLLb 1 MHAOPMALIMIO Ha CBOEM POAHOM A3bike. Ecnn y Bac unu y nuua, KoTopomy Bbl

Russian: nomoraeTe, HabnoaaeTcs kakoe-Nnbo HapyLLeHVe cryxa uunm 3peHns, KoTopoe NPensTCTBYEeT KOMMYHUKALMK, Bbl UMeeTe
npaBo Ha 6ecnnaTtHble N CBOEBPEMEHHbIE BCoMOraTenbHble YCryr 1 noMoLLb. [1na nonyyeHns ycnyr nepesoga unv
BCMomoraTesbHbIX ycryr obpaTuTech B OTAeN 06CNyXnBaHMS y4aCTHUKOB NMPOrpaMmbl CTPaxoBaHUs No HOMepy
1-833-945-2029 (TTY 711).

mmmﬁs‘ﬁwmﬁfw &WWW@% & U Ambetter from Western Sky Community Care ﬁ\—ﬁw%sﬁ? AT
ST SRl B TR 7EY €, <Y SITuahY Soet TS H U 3R T IR T 3R JFHIR! U - T HUBR §. 3R AU AT it

Hindi: U Tl B T 3110 Heg HR IR ¢, Y SR/ 3/ T GHwT gl 8 3R ST STagiid a1fid git 8, aF 3iadh! fam fomeht amra &
3R THY TR YgRIS Tl SR aTd UTtd 3 BT SHUBR 5. SIS a1 GTadh Tl YT = & Y HUAT 1-833-945-2029 (TTY
711) R Y& Y414 § YU .

5SS 3 B il et Sl 5 la Ambetter from Western Sky Community Care b ol 5w i€ o SaS o 4y 3 ) 48 5258 b i R
(N e Cadn | Tl (5 ) 548 210 i b ool 5 ISR S e S gl 4y 25134 (5358 Ly La ) A il 3 g 4 5 085 4 a A L 4 1y e DUl

Persian: TTY ) obed 45 L) cilaad b Wl (galaal clasa 5 LacSaS il 3o (sl .S il e 4 5 IS0 40 (0358 0l 40 1y salael Cileads 5 WaoSieS 3l 3
2,85 il 1-833-945-2029 (711
mnAursaAuAmma TWAuTumAsiAnneaAy Ambetter from Western Sky Community Care uazliainuna TunsTanunssnaw
Thai: mmuﬂmsma:‘uaiumwmlr.lmaattamanas[uﬂﬁwvuammTG\UVLJJLaums[‘ﬂa'mamdmumwm ‘Vi'\ﬂﬂmﬂiaﬁumﬂmﬂ'\a@iﬂﬂ'ﬂﬂ‘ﬂ?ﬂWiaallﬂ']')zm']uﬂ'ﬁ

Winay/viomsusaiuniuatassasonsdoans Aniiansnazuasumusnmasuazusnsiasy ag liide e Taansatinaiuvineg mnsesns
usmMssuMsulanseusnMaiasy IWeaRasie usnsdmsUaNNDGn ianulia 1-833-945-2029 (TTY 711)
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Statement of Non-Discrimination

Ambetter from Western Sky Community Care is underwritten by Western Sky Community Care,
Inc., which is a Qualified Health Plan issuer in the New Mexico Health Insurance Marketplace.
Western Sky Community Care, Inc. 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. © 2023 Western Sky
Community Care, Inc. All rights reserved. Ambetter.WesternSkyCommunityCare.com

If you, or someone you are helping, have questions about Ambetter from Western Sky
Community Care, 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 1-833-945-2029

(TTY 711). If you believe that Western Sky Community Care, Inc. 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
1-833-945-2029 (TTY 711). You may also submit a grievance by phone to 1-833-945-2029
(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.

AMB23-NM-C-00056

Ambetter from Western Sky Community Care is underwritten by Western Sky Community Care,
Inc., which is a Qualified Health Plan issuer in the New Mexico Health Insurance Marketplace.
This is a solicitation for insurance. © 2023 Western Sky Community Care, Inc.

All rights reserved.
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