Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter of Alabama
Everyday Bronze: Standard Bronze On Exchange Plan

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

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://ambetterofalabama.com/2024-brochures.html, or call 1-800-442-1623 (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 1-800-442-1623 (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

$8,450 individual / $16,900 family.

Yes. Preventive care services, primary care,
specialist, 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: $9,250 individual / $18,500

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-53932AL0100003-01-2024

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 https://ambetterofalabama.com/findadoc
or call 1-800-442-1623 (TTY 711) for a list of
network providers.

No.

Underwritten by Celtic Insurance Company

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

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.

You can see the specialist you choose without a referral.

Page 1 of 7



‘n 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

Out-of-Network
Provider
(You will pay the

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

Unlimited Virtual 24/7 Care Visits received from
Primary care visit to treat an $40 Copay / visit; N Ambetter's designated telehealth provider covered
- ) . ot covered . h .
injury or illness deductible does not apply at No Charge, providers covered in full, deductible
L. does not apply.
Ea%gup\rlsllitdzxa:)l:‘:ce Specialist visit 328 lﬁ—g%&:’iﬁ;ot aool Not covered Covered No Limit.
or clinic PRIy :
You may have to pay for services that aren’t
Preventive care/screening/ No charge; deductible preventive. Ask your provider if the services
. - Not covered .
immunization does not apply needed are preventive. Then check what your plan
will pay for.
$50 Copay / visit;
deductible does not apply
for laboratory &
professional services Prior authorization may be required. Covered No
Limit. Other places of service may include:
Diagnostic test (x-ray, blood 50% Coinsurance for x- Hospital, Emergency Room, or Outpatient Facility.
R y ray & diagnostic imaging | Not covered
work) . o o .

If you have a test Failure to obtain prior authorization for any service
50% Coinsurance for that requires prior authorization will result in a
laboratory & professional denial of benefits.
services and x-ray &
diagnostic imaging at
other places of service

Imaging (CT/PET scans, MRIs) | 50% Coinsurance Not covered Eirrlnoi; AlnZEIe iy e egizsl, Coisd e
If you need drugs to Preferred Genenci Rgta!I: Prior authorlzaltlon may be required. Erescr|gt|on
! , , $3 Copay / prescription; drugs are provided up to 30 days retail and up to
treat your illness or Generic drugs (Tier 1) . Not covered . . )
o deductible does not apply 90 days through mail order. Mail orders are subject
condition . :
to 2.5x retail cost-sharing amount.
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What You Will Pa

Out-of-Network
Provider
(You will pay the

Common
Medical Event

Limitations, Exceptions, & Other Important
Information

Services You May Need

Network Provider
(You will pay the least)

More information about Generic Retail: $30

prescription drug Copay / prescription;
coverage is available at deductible does not apply

https://ambetterofalab | Preferred brand drugs (Tier2) | Retail: 50% Coinsurance | Not covered Prior authorization may be required. Prescription
ama.com/2024formula Non-oreferred brand and non- drugs are provided up to 30 days retail and up to
ry. ; P q i d Tier 3 Retail: 50% Coinsurance | Not covered 90 days through mail order. Mail orders are subject
preferred generic drugs (Tier 3) to 2.5x retail cost-sharing amount.
Prior authorization may be required. Prescription
Specialty drugs (Tier 4) Retail: 50% Coinsurance | Not covered drugs are provided up to 30 days retail and up to
30 days through mail order.
. Facility fee (e.g., ambulatory 50% Coinsurance Not covered P_rio_r authorization may be required. Covered No
If you have outpatient = surgery center) - Limit.
surgery Physician/surgeon fees 50% Coinsurance Not covered FHET Wi o T D (el Coeed Ke

If you need immediate
medical attention

If you have a hospital
stay

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

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

50% Coinsurance 50% Coinsurance

50% Coinsurance 50% Coinsurance

$50 Copay / visit;

deductible does not apply | Ot covered

50% Coinsurance Not covered

50% Coinsurance Not covered

Office Visit: $40 Copay /
visit; deductible does not
apply;

Other Outpatient
Services: 50%
Coinsurance

Not covered

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 billing.

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.)
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Common
Medical Event

Services You May Need

What You Will Pa

Out-of-Network
Provider
(You will pay the

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other Important
Information

If you are pregnant

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

50% Coinsurance Not covered
$40 Copay / visit;

deductible does not apply Apreniiee
50% Coinsurance Not covered
50% Coinsurance Not covered

Prior authorization may be required. 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 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).

Prior authorization may be required. Cost-sharing
does not apply for preventive services. Depending
on the type of services, copayment, coinsurance or
deductible may apply. Maternity care may include
tests and services described elsewhere in the SBC
(i.e., ultrasound).

If you need help
recovering or have
other special health
needs

Home health care

Rehabilitation services

Habilitation services

50% Coinsurance Not covered

Outpatient: 50%
Coinsurance

Inpatient: 50% Not covered
Coinsurance
har et Not covered

50% Coinsurance

Prior authorization may be required. Covered No
Limit.

Outpatient: Prior authorization may be required.
Limited to 30 visits per year (combined for
outpatient physical, occupational, pulmonary and
speech therapy). Note: Limits do not apply when
treatment is provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Limited to 100 days per year (combined for
speech, occupational, pulmonary, cardiac and
physical therapy). Note: Limits do not apply when
treatment is provided for a mental
health/substance use disorder diagnosis.
Outpatient: Prior authorization may be required.
Limited to 30 visits per year (combined for
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What You Will Pa

Common Out-of-Network

Limitations, Exceptions, & Other Important

Services You May Need Network Provider Provider T

selicaiesl (You will pay the least) (You will pay the

Inpatient: outpatient physical, occupational, pulmonary and

50% Coinsurance speech therapy). Note: Limits do not apply when
treatment is provided for a mental
health/substance use disorder diagnosis. Inpatient:
Prior authorization may be required. Limited to 100
days per year (combined for speech, occupational,
pulmonary, cardiac and physical therapy). Note:
Limits do not apply when treatment is provided for
a mental health/substance use disorder diagnosis.
Prior authorization may be required. Covered No

Skilled nursing care 50% Coinsurance Not covered Limit
Durable medical equipment 50% Coinsurance Not covered Eirrlnoi; authorization may be required. Covered No
Hospice services 50% Coinsurance Not covered Eirrlnoi; iR T £ EREE, Gorerze e
Children’s eye exam No charge; deductible Not covered Limited to 1 visit per year.
. does not apply
If your child needs : :
. : No charge; deductible - .
dental or eye care Children’s glasses Not covered Limited to 1 item per year.
does not apply
Children’s dental check-up Not covered Not covered None

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.)

e Abortion (Except in cases of rape, incest, or e Dental care (Children) ¢ Non-emergency care when traveling outside the
when the life of the mother is endangered) e Hearing aids u.sS.

e Acupuncture e Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care ¢ Routine eye care (Adult)

e Cosmetic surgery o Weight loss programs

¢ Dental care (Adult)
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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 Chiropractic care (Limited to 15 visits per year.) e Routine foot care

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 of Alabama at 1-800-442-1623 (TTY 711); Alabama Department of Insurance, 201 Monroe St # 502, Montgomery, AL 36104; Phone: 334-269-3550.;
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.HealthCare.gov or call 1-800-318-2596.

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: Alabama Department of Insurance, 201 Monroe St # 502, Montgomery, AL 36104; Phone: 334-269-3550.

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 1-800-442-1623 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-442-1623 (TTY 711).
Chinese (1 32): AR TFE A Cav ), 1BIRFTX S8 1-800-442-1623 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-442-1623 (TTY 711).

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

Page 6 of 7



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 $8,450 m The plan’s overall deductible  $8,450 m The plan’s overall deductible $8,450
M Specialist copayment $90 m Specialist copayment $90 m Specialist copayment $90
M Hospital (facility) coinsurance 50% M Hospital (facility) coinsurance 50% ™ Hospital (facility) coinsurance 50%
B Other coinsurance 50% M Other coinsurance 50% m 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 (glucose meter)
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 $8,450 Deductibles $3,900 Deductibles $2,500
Copayments $600 Copayments $800 Copayments $300
Coinsurance $200 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 $9,310 The total Joe would pay is $4,720 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




@ ambetter:

of Alabama

If you, or someone you are helping, have questions about Ambetter of Alabama, 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

English: 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 1-800-442-1623 (TTY 711).
Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter of Alabama y no domina el inglés, tiene derecho a
Spanish or obtener ayuda e informacion en su idioma sin costo alguno y de manera oportuna. Si usted, o alguien a quien esta ayudando, tiene

Spanish Creole:

un impedimento auditivo o visual que le dificulta la comunicacién, tiene derecho a recibir ayuda y servicios auxiliares sin costo
alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccion, comuniquese con Servicios para Miembros al
1-800-442-1623 (TTY 711).

Chinese:

WMRE, SEIEEERHEIRES, BRI Ambetter of Alabama FERIEE, BAREERE, SEENAETRIFLISIEEESE
RS, WRE, REEERENSSEEIF/SRA NS, BRTEE, SEENfBNREESHUSIRRR. B2
BIREaEENRTS, ST EIRISES, B|EER 1-800-442-1623 (TTY 711),

Korean:

ot E= HBtol =22 Y= 20| Ambetter of Alabama0f CHSH ZZ20| QL
Ao|X ™St 28 x| dut HEE 22 HE[7F JASL|C st Hstel
BHOf7t e B2 AN RE EX =7 R MH|AE 22 H2|7 Y
1-800-442-1623(TTY 711)H2 2 Tt AKX} AMH| AL AHESIFHUAIL.

SSOHK| RoAH i oj2
0| % o= oA &0

L
=

k=1

2

Vietnamese:

Neu quy vi hodc ngudi ma quy vi dang gitip d& c6 cau hoi vé Ambetter of Alabama va khdng thanh thao tiéng Anh, quy vi co
quyen duoc trg giup va nhan thong tin béng ngon ngl¥ cGia minh mién phi va kip thori. Néu quy vi hodc ngwdi ma quy vi dang giup
d& méc bénh vé thinh giac va/hoac thi gidc gay can tré giao tiép, quy vi cé quyén dwoc nhan cac hé tro' va dich vu phu tro mien
phi va kip thoi. Dé nhan dich vu thdéng dich hoac dich vu phu tro, vui long lién hé bd phan Dich Vu Thanh Vién theo s6
1-800-442-1623 (TTY 711).

Arabic:

sl O Oe ialy Glasladll g saelaall e Jpanll 8 Gall ebali & ISY) G & L oS5 o5 «Ambetter of Alabama dss Aial saclud adid gl i el (<13
‘55‘,4.51545\ )JuaA.ﬂLA\ uhh;u\m@@h@dﬂ\ A_Lﬂs AJM\)J\&MMM)\/jWQBUA@Mn.\cM )AML;\)\ ;u\u_us‘.\\ uul_m.“u_\sj‘@)
.1-800-442-1623 (TTY 711) Sle elacyl Glaxd o Jlai¥) oy dgdla) claas _5\ Adaa il cleas @U liall < )

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Alabama 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 zuséatzliche
Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten, wenden Sie sich an den
Kundendienst unter 1-800-442-1623 (TTY 711).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'’Ambetter of Alabama et que vous ne maitrisez pas
I'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 1-800-442-1623 (TTY 711).

Guijarati:

) dual weldl di FUefl Hee 53 UL ) Adl 5165 cAUSdal Ambetter of Alabama (A2l Ul €14 wal AU UdlQl 4 S, dl dua 516
W 5[ [dlotl ) HAUR AHIZ] MM Hee dell HilEd] Roddis 2(ds51R B, %) dR wedl dil BHe{l Hee 53] edl S Ad] S cul5d
AR5t w2l ¢[RlaANUS Bcelef]l Y1(Sd €U 3 B AURA W] S1, dl dHA 516 W sUT (el 2l YHAU USIUS USIY
dedl AdA) UIH 5dlell A[ES1R B, Wajdle Ml YIS A UIH sl HI2, SUl 53 1-800-442-1623 (TTY 711) U 4&Usil

Ad Al 4uS 530,

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter of Alabama, 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
1-800-442-1623 (TTY 711).

Hindi:

3R 3T AT 1S AT safere THaehr 3T Ggrrar X 3@ 8, & Ui Ambetter of Alabama & 53 Ueat § 31X 379 arelt 3iae &
AR AT &, Y 3Ty 37ty saror 3F A7 3R T IR WA 3R SATHY STeet Y &7 HTUFR §. 319 3ot 27 foredy
safed I fSraehr 39 #Hee 3 @ 8, Goiat 3HR/AT T= A FAEr giell & 3R 3a& arereiie arferd gl 8, aF et foa o
AT % 3R FHT W HGRIF HEIAT 3R AT UIeed it &1 SR 2. Iale AT A JaT¥ UIeed dlel & fohw o
1-800-442-1623 (TTY 711) W ST JAIT & TISH .




Laotian:

MmNV § m’?omungmm'mmog?mmuaoecme Lermrunyonu Ambetter of Alabama, ccor quqmmﬁmegno
uvSSolosunivgoscde cox 2,QDmcUuwvsvzajmm?ovuum?qm@ ot Heoad. Hamnu § wlowsbyiitianmdglumnivgoscds,
Bzrwr0n9mDlody was/d ncddociiniisozongnndzm, mwuaolosumnaoscma ot ML3MucSvlostdailgaie ot

Hco29. e lldEunIVLSNMBVEUWITI § § UV3INIVCSL, Nt o_mmomm') Member Services (P903NIVTELIFN) 250 1-800-442-1623
(TTY 711).

Russian:

Ecnamy Bac nav y amua, KOTopoMy Bbl MOMOTaeTe, BO3HWUKM Kakue-1mbo BONpockl 0 Nporpamme ctpaxoBaHus Ambetter of Alabama,
Mpu 3TOM Bbl HELOCTaTOYHO XOPOLLO BajeeTe aHMIMNCKNM A3bIKOM, Bbl MMeeTe NpaBo Ha 6ecnnaTHyto 1 CBOEBPEMEHHYH MOMOLLb
1 HbOPMaLIMIO Ha CBOEM POAHOM fi3blke. Ecan y Bac nam y anua, KOTOpoMy Bbl MOMOraeTe, HabtogaeTcs kakoe-ambo HapylleHue
cnyxa U/Mam 3peHuns, KOTopoe NPenaTCTByeT KOMMYHMKALIMK, Bbl MeeTe NpaBo Ha becrnnaTHble U CBOeBPEMeHHbIe
BCMOMOraTe/ibHble yCIyrn 1 NOMOLLb. [1nA noayyeHnsa ycayr nepeBoAa v BCoMoraTebHbIX yCayr obpaTtutech B oTaen
06C/y)KMBaHWUA Y4aCTHUKOB MPOrpamMmbl CTpaxoBaHus no Homepy 1-800-442-1623 (TTY 711).

Portuguese:

Se tiver duvidas acerca da Ambetter of Alabama, ou estiver a ajudar uma pessoa com duvidas acerca desta, e ndo dominar o
inglés, tem o direito de obter ajuda e informagdes no seu idioma sem qualquer custo e de forma atempada. Se tiver uma condigéo
visual e/ou auditiva que dificulte a comunicagéo ou estiver a ajudar uma pessoa com uma condig&o deste tipo, tem o direito de
receber equipamentos ou servigos de assisténcia sem qualquer custo e de forma atempada. Para receber tradugbes ou servigos
de assisténcia, contacte servicos de membro através do nimero 1-800-442-1623 (TTY 711).

Turkish:

Yardimei oldugunuz kisinin veya sizin Ambetter of Alabama ile ilgili sorulariniz varsa ve yeterli diizeyde ingilizce bilmiyorsaniz higbir
Ucret 6demeden zamaninda ana dilinizde yardim ve bilgi alma hakkina sahipsiniz. Yardimci oldugunuz kisinin veya sizin iletisime
engel olan isitsel ve/veya gorsel bir rahatsizligi varsa hicbir Gcret 6demeden zamaninda yardimci arag ve hizmetlerden yararlanma
hakkina sahipsiniz. Ceviri hizmetinden veya yardimci hizmetlerden yararlanmak igin lttfen 1-800-442-1623 (TTY 711) numarali
telefonu arayarak Uye Hizmetleri ile iletisime gegin.

Japanese:

CEHEOHREANEL T AEOAM. Ambetter of Alabamal= D\ T B % HiF5 DIES. FEECHEN G THERA DA
A L) —IZCEEOSETNLTOBEREBDICENTEEY., TEEY. HBEANEL TLH A BOADBRELREDRED =

HPYEYHSEL NMEETH, ERADRA A —ICHEIY—EXREZHF R ENTEETY., EEROBEY —EXEZ T3,
1-800-442-1623 (TTY 711)D A U N—H—E R [ THEEE L X0,

AMB23-AL-C-00057



Statement of Non-Discrimination

Ambetter of Alabama is underwritten by Celtic Insurance Company, which is a Qualified Health
Plan issuer in the Alabama 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. © 2023 Celtic Insurance Company. All rights reserved.
AmbetterofAlabama.com

If you, or someone you are helping, have questions about Ambetter of Alabama, 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 1-800-442-1623 (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 1-800-442-1623 (TTY 711). You may also submit a grievance by
phone to 1-800-442-1623 (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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