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 Meridian Coverage for: Individual/Family | Plan Type: HMO
Gold 201 HSA: Standard Gold Off 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://ambettermeridian.com/2024-brochures.html, or call 1-833-993-2426 (TTY Relay 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 1-833-993-2426 (TTY Relay 711) 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
$3,200 individual / $6,400 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.
This plan covers some items and services even if you haven't yet met the
Are there services Yes. Preventive care services, children's eye exam | deductible amount. But a copayment or coinsurance may apply. For example,
covered before you meet | and glasses are covered before you meet your this plan covers certain preventive services without cost sharing and before you
your deductible? deductible. meet your deductible. See a list of covered preventive services at

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: $3,200 individual / $6,400 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-

e 7 475 [ e, i el o Gl T O 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
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.

Yes. See https://ambettermeridian.com/findadoc or
call 1-833-993-2426 (TTY Relay 711) for a list of
network providers.

Will you pay less if you
use a network provider?

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 \{\(Iihat 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

Primary care visit to treat an

- ) No charge Not covered Covered No Limit.

injury or illness
If you visit a health Specialist visit No charge Not covered Covered No Limit.
care provider’s office You may have to pay for services that aren’t
or clinic 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.
No charge for laboratory

& professional services Prior authorization may be required. Covered

No Limit. Other places of service may
include: Hospital, Emergency Room, or
Outpatient Facility.

No charge for x-ray &

Diagnostic test (x-ray, blood diagnostic imaging

work) Not covered
If you have a test go f(?fae;%?ogllzzxigy Failure to obtain prior authorization for any
an[()j wrav & diaanostic service that requires prior authorization will
imaging 3;,[ otheng laces of result in a denial of benefits.
service
Imaging (CT/PET scans, MRIs) | No charge Not covered Egolfi;lijtt TS ENEY 199 [EHUIEE, e
: . Prior authorization may be required.
lfrg';u ';ﬁ‘:?"?::sgss:f Egeiir;?deGenerlc Retail Prescription drugs are provided up to 30 days
con di\;ion Generic drugs (Tier 1) g Not covered retail and up to 90 days through mail order.
More information about Generic Retail: No charge g]ae:lri(:]rdzsoaljrﬁtsubject to 2.5x retail cost-
2;2‘;:":?3"{33;12“6 at Preferred brand drugs (Tier 2) | Retail: No charge Not covered Prior authorization may be required.
Wsllgl_n bettermeridi Prescription drugs are provided up to 30 days
an.com/2024formulary Non-preferred brand and non- Retail: No charge Not covered retail and up to 90 days through mail order.

preferred generic drugs (Tier 3) Mail orders are subject to 2.5x retail cost-

sharing amount.
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Common
Medical Event Services You May Need

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

If you are pregnant

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

Inpatient services

Office visits

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

Retail: No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

Office Visit: No charge;
Other Outpatient
Services: No charge

No charge

No charge

Not covered

Not covered

Not covered

No charge

No charge

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
Prescription drugs are provided up to 30 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.)

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
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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

include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Childbirth/delivery professional Prior authorization may be required. Cost-
services No charge Not covered sharing does not apply for preventive
services. Depending on the type of services,
o . y copayment, coinsurance or deductible may
Childbirth/delivery facility No charge Not covered apply. Maternity care may include tests and
SCIVICES services described elsewhere in the SBC
(i.e., ultrasound).

Prior authorization may be required. Covered
No Limit.

Outpatient: Prior authorization may be
required. Outpatient rehabilitation is limited to
the following: 30 combined visits per year for
physical therapy and occupational therapy
(combined with chiropractic care), 30 visits
Not covered per year for speech therapy and 30 visits per
year for pulmonary therapy. Note: Limits do
not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be
required. Covered No Limit.

Outpatient: Prior authorization may be
required. Habilitation outpatient services are
limited to the following: 30 combined visits
per year for physical therapy and

Home health care No charge Not covered

Outpatient: No charge

Rehabilitation services Inpatient. No charge

If you need help
recovering or have
other special health
needs

Outpatient: occupational therapy (combined with
Habilitation services No charge Not covered chiropractic care), 30 VISI’['S per year for

Inpatient: speech therapy, and 30 visits per year for

No charge pulmonary therapy. Note: Limits do not apply

when provided for a mental health/substance
use disorder diagnosis. Inpatient: Prior
authorization may be required. Covered No
Limit.
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oo : \{Vhat You Will Pa
. Services You May Need Network Provider
Medical Event . .
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required. Limited

Skilled nursing care No charge Not covered
to 45 days per year.
Durable medical equipment No charge Not covered Egolfir?'lli]’: horization may be required. Covered
., No charge Not covered Prlor.agthorlzatlon may be required. Covered
No Limit.
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 when the life of the o
mother is endangered)

Dental care (Children)

e Hearing aids

e Acupuncture e Long-term care

e Cosmetic surgery
e Dental care (Adult)

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

Private-duty nursing

Routine eye care (Adult)

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

e Bariatric surgery (Limited to 1 surgery per o
lifetime.)

e Chiropractic care (Limited to 30 combined visits e  Routine foot care
per year (combined for occupational therapy,

physical therapy and chiropractic care).)

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

Weight loss programs (Weight loss programs
under the supervision of a physician & obesity
counseling)

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 Meridian at 1-833-993-2426 (TTY Relay 711); Department of Insurance and Financial Services, 530 W. Allegan Street, 7th Floor, Lansing, MI 48933,
Phone No. 1-877-999-6442; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Michigan Health Options at 1-877-527-9431;
Office of Personnel Management Multi State Plan Program at https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/. Other coverage
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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: Department of Insurance and Financial Services, 530 W. Allegan Street, 7th Floor, Lansing, MI 48933, Phone No. 1-877-999-6442

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 (Espariol): Para obtener asistencia en Espafiol, llame al 1-833-993-2426 (TTY Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-993-2426 (TTY Relay 711).
Chinese (W 30): AN A2 LRy A B, BRI X S15 1-833-993-2426 (TTY Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-993-2426 (TTY 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)

B The plan’s overall deductible $3,200 m The plan’s overall deductible © $3,200 m The plan’s overall deductible $3,200
M Specialist coinsurance 0% M Specialist coinsurance 0% ™ Specialist coinsurance 0%
M Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0%
B Other coinsurance 0% m Other coinsurance 0% ™ Other coinsurance 0%
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 $3,200 Deductibles $3,200 Deductibles $2,800
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 $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,260 The total Joe would pay is $3,220 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




ILWENGIY ov | meridian.

English:

If you, or someone you are helping, have questions about Ambetter from Meridian, 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 1-833-993-2426 (TTY
Relay 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Meridian 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 1-833-993-2426 (TTY Relay 711).

Arabic:

039 O il e glaall 5 acbusall o Jsanll 3 @all clalh & 500Y1 AL e L oS5 &1y cAmbetter from Meridian Jss 3wl saclud (adis gal i dlal (S 13)
MXS;@\ 052 (e Ailiza) uhh;ul&a@@h@@\ hald (Jual gill Gaad &y sy jl/}-«_\wd\;w‘:\mn:b‘u mé‘ jl el i 1Y) canlial) i l) @;u&i;él
.1-833-993-2426 (TTY Relay 711) e elac Y cilaaa o Juasy) > Aila) lead j\ Aaa il Glead bdh& Cliall i gl GS}

Chinese:

WNRE, IE%?E:IEZ‘E%EJE’J%?% BREANS Ambetter from Meridian JSTEIRYRERE, BEAEIREE, SEENRBINISLIGHISEESE
EJJ%D‘?L% MRIE, HEEERBIIESEENI/ESRE I LIRS, B TEE, SEEfaERFESHUIERERE. &2
SRR AR, uﬁH s BIRFEER, EEEE 1-833-993-2426 (TTY Relay 711),

Syriac:

odunlls <an (aaal hu talnos 18 o Lok Ao Ambetter from Meridian sos <cises Lonel oo (el hiew icummi 1 o o L
o Kizes Khodrmi o Khaamt L aaal fu (nl fos Kicummt G 1 o Sk @ Khuia o Ao wcaaitls Khaliane huas
> wcaal hmd (X (AN Goha Khumms chemh dar)l <huin s Ao Kheme o Khiuam (obular A1 (Sono as) las i

1-833-993-2426 (TTY Relay 711) X < cwaaria omam <opims Khemehl (am

Vietnamese:

Néu quy vi hoac ngudi ma quy vi dang gitp d& co cau héi vé Ambetter from Meridian va khong thanh thao tiéng Anh, quy vi cé
quyen duoc tre gidp va nhan thong tin bang ngon ngl cta minh mién phi va kip thoi. Néu quy vi hodc ngum ma quy vi dang giup
d& mac bénh vé thinh giac va/hoac thi gidc gay can tré giao tiép, quy vi cé quyén dwoc nhan céc hd tro va dich vu phu trg' mien
phi va kip thdi. D& nhan dich vu théng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo sb
1-833-993-2426 (TTY Relay 711).

Albanian:

Nése ju, ose dikush gé po ndihmoni, keni pyetje rreth Ambetter from Meridian dhe nuk e zotéroni gjuhén angleze, ju gézoni té
drejtén té merrni ndihmé dhe informacione né gjuhén tuaj, falas dhe menjéheré. Nése ju, ose dikush gé po ndihmoni, keni njé
problem me dégjimin dhe/ose shikimin, gqé ju pengon komunikimin, ju gézoni té drejtén t& merrni mjete dhe shérbime ndihmése,
falas dhe menjéheré. Pér té marré shérbime pérkthimi ose ndihmése, kontaktoni Shérbimet e anétaréve né numrin
1-833-993-2426 (TTY Relay 711).

Korean:

A == A 0}«] =S e Jol Ambetter from Meridian®l ] 3k
A A Ee A T8 AT ARE e A7 AdFYT). A
el 7t = 73% *HZW S FE R R E AU S S
1-833-993-2426(TTY Relay 711)H © & 7}¢] =} *1 H] 5o ksl T4 A 2.

= 75 golol FEahA oAw 8 ol
& W ol J7 WEE N4 H O R A2 F
Utk wle] mi wa qul s goelv

Bengali:

AN YT =T (FO AMF WA AZLT FARAN OIF Ambetter from Meridian T 2 (ATF AFCE 8 ZAMGTS TGS 1
R WANF FAYFET 8 SN VO WANNIE (NG OIS SR 8 92 ATSWE WEHF FOAR | WA I N (F8 A
TIAT STRIT FARA O HJT G2/ TN W] (AP AP A FING PP [[FeAFo B T CF LG AN
fRYFE 8 ST WO T2TF 8 ARTIAT ATSTE AEHF AIR | WM S STRWF AICIAN (TS Ny ay= FIF 1-833-993-2426
(TTY Relay 711)-4 A3 A FTIRITYR-AF AL (NI FA |

Polish:

Jesli Ty lub osoba, ktérej pomagasz, macie pytania dotyczace Ambetter from Meridian, ale nie postugujecie sie biegle jezykiem
angielskim, macie prawo do uzyskania pomocy i informacji w swoim jezyku bez dodatkowych kosztéw i w odpowiednim czasie. Jesli
Ty lub osoba, ktérej pomagasz, macie problemy ze stuchem i/lub wzrokiem, ktére utrudniajg komunikacje, macie prawo do otrzymania
pomocy i ustug pomocniczych bez dodatkowych kosztow i w odpowiednim czasie. Aby uzyskac¢ ttumaczenie lub ustugi pomocnicze,
nalezy skontaktowac sie z Ustugi czionkowskie pod numerem 1-833-993-2426 (TTY Relay 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Meridian hat und nicht Englisch spricht, haben Sie das Recht,
kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu erhalten. Falls Sie oder jemand, dem Sie helfen, eine

Hor- und/oder Sehbeeintréachtigung 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 1-833-993-2426 (TTY Relay 711).




Italian:

Se Lei 0 una persona a cui sta fornendo assistenza ha domande su Ambetter from Meridian 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 o 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 1-833-993-2426 (TTY Relay 711).

Japanese:

CEEPHRENNTEL TOBMHBOAA. Ambetter from Meridian|= D>\ T ZBR % 155 OIES. ZEECHEALC THER
MNOEA L) —ICCHREDTEBCALTOBREBICLNTETS., CHEP. HLELANEL TL 2MBOADERELRE
DREDF=HP VY LNEL MEETH, BRMN DA LY — TV —EXERFB LN TEET, FERCEEY—ER
%51+ B(2(&, 1-833-993-2426 (TTY Relay 711)D A U /N\—H—E X T THELZ L FEE 0,

Russian:

Ecnu y Bac nnu y nuua, KOTOpoMy Bbl MOMOraeTe, BO3HWKIN kakue-nmbo Bonpockl 0 nporpaMmme cTpaxoBaHust Ambetter from
Meridian, npu 3TOM Bbl HEAOCTATOYHO XOPOLLO BraJeeTe aHrMUNCKUM S3bIKOM, Bbl MMeeTe NpaBo Ha GecnnaTtHyo u
CBOEBPEMEHHYIO MOMOLL 1 MHPOPMaLIMIO Ha CBOEM POAHOM A3bike. Ecnn y Bac unu y nuua, kKoTopomy Bbl moMoraerte,
HabnogaeTcs kakoe-nNMbo HapyLLeHne cryxa u/mnu 3peHnsi, KoTopoe NPensaTCTBYeT KOMMYHMKaLIMK, Bbl MMEETe NpaBo Ha
BecnnartHble 1 CBOeBpeMEHHbIE BCMOMOraTerbHble YCryr 1 NoMoLLb. [1ns nonyyeHuns ycnyr nepesofa unm BCrioMoraTenbHbIX
ycnyr obpaTuTech B 0TAen o6CnyxvBaHWs y4aCcTHUKOB NMporpamMmbl CTpaxoBaHus no Homepy 1-833-993-2426 (TTY Relay 711).

Serbo-Croatian:

Ako Vi, ili neko kome pomazete, imate pitanja u vezi sa Ambetter from Meridian, a ne govorite engleski jezik, imate pravo na besplatnu
i blagovremenu pomoc¢ i informacije na sopstvenom jeziku. Ako Vi, ili neko kome pomazete, imate neki poremecaj sluha i/ili vida zbog
kojeg je onemogucena komunikacija, imate pravo da besplatno i blagovremeno dobijete pomagala i pomoéne usluge. Obratite se
odeljenju za pruzanje usluga ¢lanovima pozivom na broj 1-833-993-2426 (TTY Relay 711) da biste dobili usluge prevoda ili pomo¢ne
usluge.

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Meridian, at hindi ka mahusay sa Ingles,
may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika hang 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 0 mga karagdagang serbisyo, mangyaring makipag-ugnayan sa Mga Serbisyo para sa Miyembro sa
1-833-993-2426 (TTY Relay 711).

AMB23-MI-C-00057



Statement of Non-Discrimination

Ambetter from Meridian is underwritten by Meridian Health Plan of Michigan, Inc., which is a
Qualified Health Plan issuer in the Michigan Health Insurance Marketplace. Meridian Health
Plan of Michigan, 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 Meridian Health Plan
of Michigan, Inc. All rights reserved. AmbetterMeridian.com

If you, or someone you are helping, have questions about Ambetter of Meridian, 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 1-833-993-2426 (TTY Relay 711). If you believe that Meridian Health Plan
of Michigan, 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 1-833-993-2426 (TTY Relay 711). You may
also submit a grievance by phone to 1-833-993-2426 (TTY Relay 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-MI-C-00056

Ambetter from Meridian is underwritten by Meridian Health Plan of Michigan, Inc., which is a
Qualified Health Plan issuer in the Michigan Health Insurance Marketplace. This is a solicitation
for insurance. © 2023 Meridian Health Plan of Michigan, Inc. All rights reserved.



