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

Ambetter from Coordinated Care Corporation
Ambetter Essential Care 1: Limited Cost Sharing Plan Variation

a5

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.coordinatedcarehealth.com/2024-brochures.html, or call 1-877-687-1197 (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 1-877-687-1197 (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-61836WA0050019-03

$0 at Indian Health Care Provider
(IHCP) or with [HCP referral at
non-IHCP; or $9,000 individual /
$18,000 family.

Yes. Preventive care services;
urgent care office visits; children's
eye exam and glasses; generic
and preferred brand drugs are
covered before you meet your
deductible.

No.

For network providers: $9,000
individual / $18,000 family. Not
applicable for out-of-network
providers.

Premiums, balance-billing
charges, health care this plan
doesn’t cover, costs for non-
covered services, and services
provided by out-of-network
providers.

Yes. See
https://ambetter.coordinatedcareh
ealth.com/findadoc or call 1-877-

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
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687-1197 (TTY 711) for a list of
network providers.

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.

Do you need a referral to

e No. You can see the specialist you choose without a referral.
see a specialist? Specialist y 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 Non-IHCP

Common
Medical Event

Services You May Need

Health Care
Provider
(IHCP) (You
will pay the

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

Out-of-
Network
Provider

(You will pay

Limitations, Exceptions, & Other Important
Information

the most
Unlimited Virtual 24/7 Care Visits covered at No
Primary care visit to treat Charge, providers covered in full, deductible does not
an injury or illness N BT MO ETETEE MIBEITEIER apply. Cost sharing waived at non-IHCP with IHCP
If you visit a referral.
health care s Covered No Limit. Cost sharing waived at non-IHCP
rovider's office Specialist visit No charge No charge Not covered with IHCP referral.
or clinic . You may have to pay for services that aren’t
Preventive , . . L .
— No charge; deductible preventive. Ask your provider if the services needed
care/screening/ No charge Not covered : .
mmunization does not apply are preventive. Then check what your plan will pay for.
Cost sharing waived at non-IHCP with IHCP referral.
No charge for laboratory
& professional services Prior authorization may be required. Covered No
Limit. Other places of service may include Hospital,
No charge for x-ray & . "
) S Emergency Room, or Outpatient Facility.
. . diagnostic imaging
Diagnostic test (x-fay, No charge Not covered
blood work) No charge for laboratory Failure to obtain prior authorization for any service
If you have a test & professional services that requires prior authorization will result in a denial
and x-ray & diagnostic of benefits. Cost sharing waived at non-IHCP with
imaging at other places IHCP referral.
of service
Imaging (CT/PET scans Prior authorization may be required. Covered No
MRI% ) g " | No charge No charge Not covered Limit. Cost sharing waived at non-IHCP with [HCP
referral.
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Common
Medical Event

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

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

Services You May Need

Limitations, Exceptions, & Other Important
Information

least) the most)
Preferred Generic Retail:
$3 Copay / prescription; . o . o
If you need drugs deductible does not Prior authorization may be required. Prescription
to treat your . ' apply drugs are prowde;d up to 30 Fiays retail and up to 90
il Generic drugs (Tier 1) No charge . " Not covered days through mail order. Mail orders are subject to
riness or Generic Retail: $25 2.5x retail cost-sharing amount. Cost sharing waived
ST Copay / prescription; at non-IHCP with IHCP referral.
More information deductible does not -
about apply
prescription drug | preferred brand drugs . Prior authorization may be required. Prescription
coverage is (Tier 2) NS BT FEIEIE MO ERETgS MIBEBTENER drugs are provided up to 30 days retail and up to 90
available at days through mail order. Mail orders are subject to
https://ambetter.c | Non-preferred brand No charge | Retail: No charge Not covered | 2.5x retail cost-sharing amount. Cost sharing waived
oordinatedcarehe | drugs (Tier 3) at non-IHCP with IHCP referral.
aItI‘:.com/2024for Prior authorization may be required. Prescription
mulary. . .
Specialty drugs (Tier4) | Nocharge | Retail: No charge Not covered %ts:gu%fﬁi‘?ldol:ggf g% :tagr?arr(iar:a" V\?:iSetiip ;tons;% _
IHCP with IHCP referral.
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery No charge No charge Not covered Limit. Cost sharing waived at non-IHCP with [HCP
If you have forral
outpatient center) felomal. :
surgery Prior authorization may be required. Covered No
Physician/surgeon fees | No charge No charge Not covered Limit. Cost sharing waived at non-IHCP with IHCP
referral.
Covered No Limit. For emergency services in
Washington state and out-of-state, only in-network
If you need cost sharing amounts are applicable;
immediate Emergency room care No charge No charge No charge providers/hospitals aren't permitted to balance bill
medical attention members - despite network status. (See note on
balance billing above this chart.) Cost sharing waived
at non-IHCP with IHCP referral.
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Common
Medical Event

Services You May Need

Emergency medical
transportation

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

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

No charge No charge No charge

Limitations, Exceptions, & Other Important
Information

Covered No Limit. Note: Prior authorization is not

required for emergency transport, however, all non-
emergent transport requires prior authorization. Cost
sharing waived at non-IHCP with IHCP referral.

Urgent care

$60 Copay / visit;
deductible does not

apply

No charge Not covered

Covered No Limit. Cost sharing waived at non-IHCP
with IHCP referral.

If you have a
hospital stay

Facility fee (e.g., hospital
room)

No charge No charge Not covered

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

Physician/surgeon fees

No charge No charge Not covered

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

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

Outpatient services

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

No charge Not covered

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

Inpatient services

No charge No charge Not covered

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

If you are
pregnant

Office visits

No charge No charge Not covered

Prior authorization not required for deliveries within
the standard timeframe per federal regulation, but may
be required for other services. Depending on the type
of services, coinsurance, deductible, or copayment
may apply. Maternity care may include tests and
services that have cost-sharing found under a different
benefit category, such as diagnostic tests like
ultrasounds. Cost-sharing does not apply for
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What You Will Pa

Indian Non-IHCP

Health Care | \ " \Leb In-Network Out-of- Limitations, Exceptions, & Other Important

Services You May Need | Provider Provid Network Information
(IHCP) (You VICer

Provider
will pay the (You will pay

least) the most)

Common
Medical Event

(You will pay more)

preventive services. Cost sharing waived at non-IHCP
with IHCP referral.

Prior authorization may be required. Depending on the
type of services, copayment, coinsurance or
deductible may apply. Maternity care may include
tests and services that have cost-sharing found under
a different benefit category, such as diagnostic tests
like ultrasounds. Cost-sharing does not apply for
preventive services. Cost sharing waived at non-IHCP
with IHCP referral.

Prior authorization may be required. Limited to 130
Home health care No charge No charge Not covered visits per year. Cost sharing waived at non-IHCP with
IHCP referral.
Outpatient: Prior authorization may be required after
6th visit. Limited to 25 outpatient visits per year. Note:
Limits do not apply when provided for a mental
- . Outpatient: No charge health/substance use disorder diagnosis. Inpatient:
If you need help Rehabilitation services No charge - Not covered Prior authorization may be required. Limited to 30
re¥:overin or Inpatient: No charge inpatient days per year. Note: Limits do not apply

g when provided for a mental health/substance use
have other : : :

disorder diagnosis.

zzzggl health Cost sharing waived at non-IHCP with IHCP referral.

Childbirth/delivery

. . No charge No charge Not covered
professional services

Childbirth/delivery facility

. No charge No charge Not covered
services

Outpatient: Prior authorization may be required after

. 6th visit. Limited to 25 outpatient visits per year. Note:

- . Outpatient: No charge Limits do not apply when provided for a mental

Habilitation services No charge . Not covered . . .
Inpatient; No charge health/substance use disorder diagnosis.

Inpatient: Prior authorization may be required. Limited

to 30 inpatient days per year. Note: Limits do not

apply when provided for a mental health/substance
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Common
Medical Event

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

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

Services You May Need

Limitations, Exceptions, & Other Important
Information

use disorder diagnosis. Cost sharing waived at non-

IHCP with IHCP referral.

Skilled nursing care No charge No charge Not covered

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

Durable medical

- Not covered
equipment

No charge No charge

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

Hospice services No charge No charge Not covered

Prior authorization may be required. Limited to 14
days per lifetime for respite care covered in
conjunction with hospice services. Cost sharing
waived at non-IHCP with IHCP referral.

No charge; deductible

Not covered
does not apply

Children’s eye exam No charge

Limited to 1 visit per year. Cost sharing waived at non-
IHCP with IHCP referral.

If your child
needs dental or
eye care

No charge; deductible

Not covered
does not apply

Children’s glasses No charge

Limited to 1 item per year. Limited to one frame and
one pair (two lenses) per calendar year or contacts in
lieu of glasses. Cost sharing waived at non-IHCP with
IHCP referral.

Children’s dental check-

Not covered | Not covered Not covered

up

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 Bariatric surgery

e Cosmetic surgery
e Dental care (Adult)

e Long-Term Care (Long Term Acute Care is a
covered benefit. Long Term Nursing Care/
Custodial Care is not a covered benefit.)

o Non-emergency care when traveling outside the
u.sS.

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

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 Abortion e Chiropractic care (Limited to 10 visits per year.) e Infertility treatment (Limited to services for

e Acupuncture (Limited to 12 visits per year. Note: e  Hearing aids (Covered for cochlear implants and diagnostic tests to find the cause of infertilty)
visits are unlimited for chemical dependency bone anchored hearing aids (BAHA) only.) ¢ Routine foot care
treatment.)

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 Coordinated Care Corporation at 1-877-687-1197 (TTY 711); Consumer Advocacy/SHIBA Office of the Insurance Commissioner, 5000
Capitol Blvd., SE, Turnwater, WA 98501, Phone No. (800) 562-6900 or (360) 725-7080.; 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: Consumer Advocacy/SHIBA Office of the Insurance Commissioner, 5000 Capitol Blvd., SE, Turnwater, WA 98501, Phone No. (800) 562-6900 or (360) 725-

7080.

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 1-877-687-1197 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1197 (TTY 711).
Chinese (H3): AT R SCHy BB, 1BRIT XS5 1-877-687-1197 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1197 (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

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

condition)
B The plan’s overall deductible $9,000 m The plan’s overall deductible $9,000 m The plan’s overall deductible $9,000
M Specialist coinsurance 0% M Specialist coinsurance 0% M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0%
B Other coinsurance 0% m Other coinsurance 0% m 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 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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English:

If you, or someone you are helping, have questions about Ambetter from Coordinated Care Corporation, 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
1-877-687-1197 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Coordinated Care Corporation 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 esta ayudando, tiene 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 traduccién, comuniquese con
Servicios para Miembros al 1-877-687-1197 (TTY 711).

Chinese:

WERE, HE2EREERIRVES, BREERS Ambetter from Coordinated Care Corporation JSHHIMERE, BAEEIGE, HEEFNR
B NELGHEEEENINE. RS, SIS EERENEREEIIERH ENEE, ERTEE, SEEfaEl NS
BEESIR RS, AEBSHIEEEERS, RMEE BIRFEER, BEER 1-877-687-1197 (TTY 711),

Vietnamese:

Néu quy vi hodc ngum ma quy vi dang glup d& c6 cau hoi vé Ambetter from Coordinated Care Corporatlon va khong thanh thao
tiéng Anh, quy vi c6 quyén duoc trg’ gilp va nhén thong tin bang ngdn ngl ctia minh mién phi va kip thoi. Neu quy vi hoac
nguol ma quy vi dang giup d& mac bénh vé thinh gidc va/hoéc thi gidc gay can tré giao tiép, quy vi c6 quyén dwoc nhan cac hd
trg va dich vu phu trgr mién phi va kip thoi. Dé nhan dich vu théng dich hoéc dich vu phu trg, vui long lién hé bd phan Dich Vu
Thanh Vién theo sé 1-877-687-1197 (TTY 711).

Korean:

Hol & Aot =22 2= 20| Ambetter from Coordinated Care Corporationd|| CH$H &
UOA|H ST QIO ZE A QX ESHA R E X HEE &g A7t AFUCH S Ees 7
ANZAHO 2 OIAtASOf| ZHOW7E U= BR AIQHESHH FE BX £ S MH[AE S
MH|AE 2O A|2{H 1-877-687-1197(TTY 711)HO 27t UX} AMH|A L0 HEISHFAMA| L.

o
2
+
o
30
rir
uo OX
Ho

mjo

Russian:

Ecnu y Bac unu y nvua, KoTopomy Bbl MOMOraeTe, BO3HUKIM Kakue-nmbo Bonpockl 0 nporpaMmme cTpaxoaHus Ambetter from
Coordinated Care Corporation, npy 3TOM Bbl HEAOCTaTO4YHO XOPOLLO BNageeTe aHrMUNCKUM A3bIKOM, Bbl MIMeeTe NpaBo Ha
HecnnaTtHyto 1 CBOEBPEMEHHYIO MOMOLLIb U MHCpOpMaLIMIO Ha CBOEM POAHOM S3bike. Ecnn y Bac nnm y nuua, KoTopomy Bbl
nomoraete, HabniogaeTcs Kakoe-nnbo HapyLLeHWe Criyxa U/unm 3apeHns, KoTopoe NPenATCTBYeT KOMMyHUKaLWK, Bbl UMeeTe
npaso Ha becnnaTtHble U CBOEBPEMEHHbIE BCMIOMOraTerbHbIe YCIyrv 1 MOMOLLb. [Ans nonyyYeHust ycnyr nepesoga unm
BCMOMOraTenbHbIX ycnyr obpatutecs B otaen o6Cny>XnBaHns y4acTHUKOB NPOrpaMMbl CTpaxoBaHus no Homepy 1-877-687-1197
(TTY 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Coordinated Care Corporation, 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 1-877-687-1197 (TTY 711).

Ukrainian:

Akwo y Bac abo ocobu, sikin BU gonomaraete, BAHUKIN 3anuTaHHs woao nnaHy Ambetter from Coordinated Care Corporation,
ane Bu 4u U ocoba He BonodieTe aHrMiNCcbLKOI MOBOIO, BU MaeTe NpaBo OTpUMaTy JONOMOry Ta iHdopmaLlito CBOEID MOBOIO
6e3KOLLTOBHO 11 cBOeYacHO. FAKLo y Bac abo ocobw, skili B gonomaraete, € Bagn criyxy abo 3opy, siki 3aBakatoTb CMiNKyBaHHIO,
BW MaeTe NpaBo OTpMMaTu A0MOMiXKHI 3acobu Ta nocnyrM 6e3koLTOBHO 1 cBoevacHo. LLlob oTpumaTn nepeknag abo [oaaTkoBi
nocnyru, 3B’sxitTbcs 3i Cny>60t0 06cnyroByBaHHs y4acHuKiB 3a Homepom 1-877-687-1197 (TTY 711).

Mon-Khmer,
Cambodian:

wisiOy® USInMEUATRUHARNESW s SIaniHA Ambetter from Coordinated Care Corporation
iMwismsMmnanassimanmndmasaiisn grosaSssuostsw
SHOISHSMAMANIUAIHRINWSSANIE SHisimuinuiinmuu(ouy [UASIOES gsSiInmeAigug/snHgw
msumaim SH/ymMIinnUTSunissmMISIASSE grumsSaSssutnsSsw
SHIUNAYSINGNINWRAAHIYZ SEHNNUHMY[RNUY 1IEGjSSUt SInh/AYURTU JIunAgsitnssis
MESIASH INRYENSs MyIw:iue 1-877-687-1197 (TTY 711)4

Japanese:

CESOHRIENANEL T B{tEOAA. Ambetter from Coordinated Care Corporation(= 2\ T Z B % HiFs OIES. ZEE(CH
EAGE L THERN DI A LAY —ICCHREOTETANLTOBEREBLICENTEEY. CTEHBP. HEEANELTOSMBOA
OEEROREORED OO YEY AL MMEATH, ERADZA LAY —[THBIY —EXEZT 2 ENTEET., BROMED
Y—EREZTBI(Z(&, 1-877-687-1197 (TTY 711)D A N—H—ER[CTELE L0,

Ambharic:

AChP MLI AA P P+ AM-T A Ambetter from Coordinated Care Corporation m % hAPT AT AT9IAHE Nk AU PAFRIIR
DR, AT NLHE NETIRP ACSH AT ARLE PAY9)Th A NF AAPH: ACNP MLIR AA PAR P+ AM-T 9T F1HY PR PLTEE PaDNaY T
AGIDRIR PARF FOIC NAPTT ATH ACRFPFT AT ATAIRTTFT PA I219° Meh, AT NTH®- PAR$NA AT AAPH: PHCHI® MLIP L8%
A1 AT AT T ANAP N 1-877-687-1197 (TTY 711) PANA ATAN T T PTo14.:
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Cushite:

Isin, ykn namni biraa isin gargaartan, Ambetter from Coordinated Care Corporation gaaffii gabdu yoo ta’ee fiAfaan Ingiliffaa hin
beektanu taanan, yeroodhaan afaan barbaaddaniin kaffaltii tokko malee odeeffannoo barbaaddan argachuudhaaf mirga gabdu.
Isin, ykn namni isin gargaartan, rakkoo dhageettii fi’lykn agartii kan haasaa keessan irratti dhiibbaa gabu gabdu taanan, gargaarsa
dhageettii argachuu fi tajaajiloota kaffaltii malee argachuudhaaf mirga gabdu. Tajaajiloota hiikkaa afaanii fi dhageettii
argachuudhaaf, maaloo Tajaajiloota Maamilaa karaa 1-877-687-1197 (TTY 711)qunnamaa.

Arabic:

Jeandl 8 @all elals & 50y 230 e 5L oS5 W s cAmbetter from Coordinated Care Corporation Jss aiul saclud (ads ol 5 el (IS 13)
Gl ¢ Joal 1) G Ay ey i) 5 Aamans Als (e a3 0ol ad g ol il i€ 1Y) uliall gl a5 A gl 50 (g @linly e slaall s Bae Ll e
e elac Y cilend s JLai¥l oa o Ailin) Clerd i dan il land AT Gl gl 85 A (gl 50 (g Adlia) Ciland  Cilaelis il B Gall
.1-877-687-1197 (TTY 711)

Panjabi:
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Coordinated Care Corporation 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 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 1-877-687-1197 (TTY 711).

Laotian:

mm-murm V] cé?owuugmm'mmm‘ﬂmmuqoscma Semnownyosiv Ambetter from Coordinated Care Corporation, ccot
0g30RIWWITISIH0, BwSSoldgunivgoscds wor 2»umcuuwvmzagmn?oau»m?qms) ccar VoD, TIVINWIL &
&loauhaliviannaSelinwgoscts, SotwIvn9NILICBL /G NIcSyciiviidozommuIzw, viwdSoldsuniwgoscde ot
n90O3NWcSuIoedI69l8998 ot Hincoa. cBelilaEuNILOSNIVECUWIZI § V3NMWCSL, m:}mﬁoc%m‘) Member Services
(PWO3NIVTELIZN) 101 1-877-687-1197 (TTY 711).
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Statement of Non-Discrimination

Ambetter from Coordinated Care Corporation complies with applicable Federal and Washington state civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, or sex, gender identity or sexual
identity. Ambetter from Coordinated Care does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex, gender identity or sexual orientation.

Ambetter from Coordinated Care:

* Provides free aids and services to people with disabilities to communicate effectively with us, suchas:
* Qualified sign language interpreters
*  Written information in other formats (large print, audio, accessible electronic formats, other
formats)
*  Provides free language services to people whose primary language is not English, such as:
*  Qualified interpreters
* Information written in other languages

If you need these services, contact Ambetter from Coordinated Care at 1-877-687-1197 (TTY 711).

If you believe that Ambetter from Coordinated Care has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, gender identity or sexual orientation, you can
file a grievance with: Ambetter from Coordinated Care, Grievance Department, 1145 Broadway, Suite 700, Tacoma,
WA 98402, 1- 877-687-1197 (TTY 711), Fax 1-855-218-0588. You can file a grievance by mail, fax, or email
WAgqualitydept@centene.com. If you need help filing a grievance, Ambetter from Coordinated Care is available to
help you. You can also file a civil rights complaint with:

* The U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by
mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW.,
Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint
forms are available at http://www.hhs.gov/ocr/office/file/index.html.

*  The Washington State Office of the Insurance Commissioner, electronically through the Office of the
Insurance Commissioner Complaint portal available at https://www.insurance.wa.gov/file-complaint-or-
check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are
available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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Ambetter from Coordinated Care is underwritten by Coordinated Care Corporation, which is a Qualified
Health Plan issuer in the Washington Health Insurance Marketplace. This is a solicitation for insurance.
© 2023 Coordinated Care Corporation. All rights reserved.



