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

Ambetter from WellCare of Kentucky
Clear Silver + Vision + Adult Dental: 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.wellcareky.com/2024-brochures.html, or call 1-833-705-2175 (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 1-833-705-2175 (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?

$0 at Indian Health Care Provider (IHCP)
or with IHCP referral at non-IHCP; or
$5,400 individual / $10,800 family

Yes. Preventive care services are
covered before you meet your deductible.

No.

For network providers: $5,400 individual /
$10,800 family. Not applicable for out-of-
network providers.

Premiums, balance-billing charges,
penalties for failure to obtain
preauthorization for services, and health

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

SBC-72001KY0030006-03-2024

care this plan doesn’t cover.

Yes. See
https://ambetter.wellcareky.com/findadoc
or call 1-833-705-2175 (TTY 711) for a
list of network providers.

No.

Underwritten by WellCare Health Plans of Kentucky, Inc

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, 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.
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‘ ﬁ 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 | Care Provider

Indian Health

(IHCP) (You
will pay the

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

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

Unlimited Virtual 24/7 Care Visits received

Primary care visit to from Ambetter's designated telehealth provider
treat an injury or No charge No charge Not covered covered at No Charge, providers covered in
illness full, deductible does not apply. Cost sharing
If you visit a health waived at non-IHCP with IHCP referral.
z?::e"pinli'gwder silee Specialist visit No charge No charge Not covered lcl;_lo(\;’gr\?v?ﬂ:\l ﬁlgglié;gfe?rsatlshann waived at non-
. You may have to pay for services that aren’t
Preventive . . . L ;
— No charge; deductible preventive. Ask your provider if the services
care/screening/ No charge Not covered )
. — does not apply needed are preventive. Then check what your
immunization .
plan will pay for.
go chfargg forllaborgtory Prior authorization may be required. Covered
professional services No Limit. Other places of service may include:
No charge for x-ray & Hospital, Emergency Room, or Outpatient
: . diagnostic imaging Facility.
Diagnostic test (x- No char Not covered
ray, blood work) 0 charge No charge for laboratory otcovere Failure to obtain pri thorization f
e faeE & professional services ailure to obtain prior authorization for any
: : service that requires prior authorization will
and x-ray & diagnostic ) . , .
L result in a denial of benefits. Cost sharing
imaging at other places ved at IHCP with [HCP referral
of service waived at non- wi referral.
Imaging (CT/PET Prior authorization may be required. Covered
ging No charge No charge Not covered No Limit. Cost sharing waived at non-I[HCP
scans, MRIs) )
with IHCP referral.
. Prior authorization may be required.
it vou need drus to Preferred Generic Prescription drugs are provided up to 30 days
y ) dnig Generic drugs (Tier Retail: No charge retail and up to 90 days through mail order.
treat your illness or No charge Not covered

condition

1)

Generic Retail: No
charge

Mail orders are subject to 2.5x retail cost-
sharing amount. Cost sharing waived at non-
[HCP with IHCP referral.
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Indian Health

Non-IHCP Out-of-

Common Services You May | Care Provider | Non-IHCP In-Network Network Provid Limitations, Exceptions, & Other Important
Medical Event Need (IHCP) (You Provider (30":‘;;"' r:"'th‘zr Information
will pay the (You will pay more) mosg) y
More information about = Preferred brand No charae Retail: No charae Not covered Prior authorization may be required.
prescription drug drugs (Tier 2) g ' g Prescription drugs are provided up to 30 days
coverage is available at retail and up to 90 days through mail order.
https://ambetter.wellca = Non-preferred No charae Retail: No charge Not covered Mail orders are subject to 2.5x retail cost-
reky.com/2024formula | brand drugs (Tier 3) g ' g sharing amount. Cost sharing waived at non-
ry. IHCP with IHCP referral.
Prior authorization may be required.
Specialty druas Prescription drugs are provided up to 30 days
Ly_g_(Tier 1) No charge Retail: No charge Not covered retail and up to 30 days through mail order.
Cost sharing waived at non-IHCP with IHCP
referral.
Facility fee (e.g., Prior authorization may be required. Covered
ambul?tory surgery | No charge No charge Not covered NthlirIIlwiCt:.PCo?t sh?ring waived at non-IHCP
If you have outpatient | center wit referral.
surgery Physician/surgeon Prior authorization may be required. Covered
fees No charge No charge Not covered No Limit. Cost sharing waived at non-IHCP
with IHCP referral.
E;T;srqency room No charge No charge No charge I(I)_lo(\:/;:a’r\(lavciitr:\lIc|>_I Iérgl’;é%cr)rs;.shanng waived at non-
Covered No Limit. Note: Prior authorization is
not required for emergency transport, however,
all non-emergent transport requires prior
If you need immediate = Emergency medical No charde No charae No charde authorization. If you receive service from an
medical attention transportation g g g out of network ground/water ambulance
provider, you may be subject to balance billing.
Cost sharing waived at non-IHCP with IHCP
referral.
Urgent care No charge No charge Not covered ﬁ)_lo(\;/gr;ciitr:\l ﬁ_ilérg|:é—g$e?rs;shar|n waived at non-
If you have a hospital | Facility fee (e.g Prior authorization may be required. Covered
. N No charge No charge Not covered No Limit. Cost sharing waived at non-IHCP
stay hospital room) with IHCP referral,
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_ Indian Health
Common Services You May | Care Provider | Non-IHCP In-Network

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important
Medical Event Need (IHCP) (You Provider Information

will pay the (You will pay more)

Prior authorization may be required. Covered
No charge No charge Not covered No Limit. Cost sharing waived at non-IHCP
with IHCP referral.

Prior authorization may be required. Covered
Office Visit: No charge; No Limit. (Primary Care Provider (PCP) and
If you need mental Outpatient services | No charge Other Outpatient Not covered other practitioner office visits do not require
health, behavioral Services: No charge prior authorization.) Cost sharing waived at
health, or substance non-IHCP with IHCP referral.

abuse services Prior authorization may be required. Covered
Inpatient services No charge No charge Not covered No Limit. Cost sharing waived at non-IHCP
with IHCP 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 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). Cost
sharing waived at non-IHCP with IHCP
referral.

Childbirth/delivery Prior authorization may be required. Cost-
professional No charge No charge Not covered sharing does not apply for preventive services.
services Depending on the type of services, copayment,
coinsurance or deductible may apply.
Maternity care may include tests and services
No charge No charge Not covered 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 visits per year. (Each visit by an

Physician/surgeon
fees

Office visits No charge No charge Not covered

If you are pregnant

Childbirth/delivery
facility services

Home health care | No charge No charge Not covered
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_ Indian Health
Common Services You May | Care Provider | Non-IHCP In-Network

Non-IHCP Out-of- | | imitations, Exceptions, & Other Important
Network Provider

Medical Event (IHCP) (You Provider Information

will pay the (You will pay more) (You vrz:gsg;y the
least)

authorized representative of a home health
agency shall be considered as one (1) home
health care visit, except that at least four (4)
hours of home health aide service shall be
considered as one (1) home health visit.) Cost
sharing waived at non-IHCP with IHCP
referral.

Outpatient: Prior authorization may be
required. Limited to 25 visits per year per
therapy (occupational, speech and physical
therapy); limited to 25 visits for pulmonary
therapy; limited to 36 visits for cardiac therapy;
limited to 20 visits for cognitive therapy. Note:
Limits do not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Limited to 60 days per year. Note: Limits do
not apply when provided for a mental
health/substance use disorder diagnosis.

Cost sharing waived at non-IHCP with IHCP
referral.

Outpatient: Prior authorization may be
required. Limited to 25 visits per year per
therapy (occupational, speech and physical
therapy); limited to 25 visits for pulmonary
therapy; limited to 36 visits for cardiac therapy;
limited to 20 visits for cognitive therapy. Note:
Limits do not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Limited to 60 days per year. Note: Limits do
not apply when provided for a mental
health/substance use disorder diagnosis.

Rehabilitation Outpatient: No charge

services No charge Inpatient: No charge Mellearzize

If you need help
recovering or have
other special health
needs

Habilitation Outpatient: No charge

services No charge Inpatient: No charge Not covered
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Common

Medical Event

Services You May
Need

Indian Health
Care Provider
(IHCP) (You
will pay the

Non-IHCP In-Network

Provider

(You will pay more)

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

Cost sharing waived at non-IHCP with IHCP

referral.

Prior authorization may be required. Limited to

check-up

Skilled nursing care | No charge No charge Not covered 90 days per year. Cost sharing waived at non-
IHCP with IHCP referral.
Durable medical Prior authorization may be required. Covered
cquioment No charge No charge Not covered No Limit. Cost sharing waived at non-IHCP
LIPS with IHCP referral.
No charge: deductible No charge; deductible Prior authorization may be required. Covered
Hospice services No charge does not a’ppl— does not a’ oy No Limit. Cost sharing waived at non-IHCP
y PRlY with IHCP referral.
Children’s eye No charge; deductible Limited to 1 visit per year. Cost sharing waived
exam No charge does not apply Not covered at non-IHCP with IHCP referral.
Limited to 1 item per year. Note: When
medically necessary, benefits are also
If your child needs Chi , No charge; deductible provided each year for the coverage of one
dental or eye care LGRS NG does not appl AalEelic complete set of replacement eyeglasses
y pply p p yeg
(frames and lenses). Cost sharing waived at
non-IHCP with IHCP referral.
Children's dental Not covered 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.)

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

e Acupuncture

o Bariatric surgery

Cosmetic surgery
Dental care (Children)
Infertility treatment

Long-term care

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

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 Chiropractic care (Limited to 20 visits per year.) e Hearing aids (Limited to 1 per ear every 3 years.) e Routine eye care (Adult-visit & one item per

o Dental care (Adult-visit & item limits apply per year. e Private-duty nursing (Limited to 250 visits per year. Dollar allowance applies to hardware.)

$1,000 annual dollar limit per year per person.) year; based on an 8-hour shift/calendar year.) ¢ 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 from WellCare of Kentucky at 1-833-705-2175 (TTY 711); Public Protection Cabinet 500 Mero Street Frankfort, KY 40601, Phone No. 1-502-564-3630;
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: Public
Protection Cabinet 500 Mero Street Frankfort, KY 40601, Phone No. 1-502-564-3630

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 1-833-705-2175 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-705-2175 (TTY 711).
Chinese (H3): AT Hh SCry 88, 1B RIT X518 1-833-705-2175 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-705-2175 (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)

B The plan’s overall deductible $5,400
W Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

® The plan’s overall deductible ~ $5,400
B Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%

W Other coinsurance 0%
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)

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $5,400
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
W Other coinsurance 0%

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 Sharin Cost Sharing Cost Sharin
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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e o | N WellCare

of Kentucky

English:

If you, or someone you are helping, have questions about Ambetter from WellCare of Kentucky, 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
1-833-705-2175 (TTY 711).

Spanish:

Si usted, o alguien a quien esté ayudando, tiene preguntas acerca de Ambetter de WellCare of Kentucky 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 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 1-833-705-2175 (TTY 711).

Chinese:

MR, F2EEERENES:, BRIFS Ambetter from WellCare of Kentucky ATEHIRIEE, EfSEEEE, BEENREIRE
LUGHIEHREEBIIME. NRE, SR EERENHSEEIN/ER D ENREE, ERTEE, CEENRENESHES
1BERRTS. EEDVSHIEHARS, BYMSTEREEE, BEER 1-833-705-2175 (TTY 711),

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from WellCare of Kentucky 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 1-833-705-2175 (TTY 711).

Vietnamese:

Néu quy vi hodc ngw&i ma quy vi dang gidp d& 6 cau héi v& Ambetter from WellCare of Kentucky va khong thanh thao tiéng Anh,
quy Vi c6 quyén duoc tre gidp va nhan thong tin bang ngon ngw ctia minh mién phi va kip thoi. Néu quy vi hodc nguo’l ma quy vi
dang giup d& mac bénh vé thinh giac va/hodc thi giac gay can tré giao tiép, quy vi cé quyén dwoc nhan cac hé tre va dich vu phu
trg mién phi va kip thoi. Pé nhan dich vu thdéng dich hoac dich vu phu trg, vui Idng lién hé bd phan Dich Vu Thanh Vién theo s6
1-833-705-2175 (TTY 711).

Arabic:

e Jpanll 8 Gall dlald & 3IGY) ARG e b oS5 s « Ambetter from WellCare of Kentuckyd ss aliud saclud adus gl i ¢bal (S 13)
Gl @lals Jual sil) (G2 Ay yocay ,i/jmugw@u_.mmumdi ol ol € 1) il ) g AR (6 (90 e lialy e slaall 5 Bac Lusal)
Sle elme Y claad oy Juai) sy dialia) ciladd ol daa il cileadd Al nliall 8 gl 8 AalSs L;i 03?0 (e Aflia) Glend g Dlae e Al 8
1-833-705-2175 (TTY 711).

Serbo- Croatian:

Ako Vi, ili neko kome pomazete, imate pitanja u vezi sa Ambetter from WellCare of Kentucky, a ne govorite engleski jezik, imate
pravo na besplatnu i blagovremenu pomo¢ i informacije na sopstvenom jeziku. Ako Vi, ili neko kome pomazete, imate neki
poremecaj sluha i/ili vida zbog kojeg je onemoguéena komunikacija, imate pravo da besplatno i blagovremeno dobijete pomagala
i pomocne usluge. Obratite se odeljenju za pruzanje usluga ¢lanovima pozivom na broj 1-833-705-2175 (TTY 711) da biste dobili
usluge prevoda ili pomoéne usluge.

Japanese:

CBEEPHEBENNEL TSmO AN, Ambetter from WellCare of KentuckylcDWCZEREHIF5DI5E . EEBICBENGTEERHD
B4 L) —[CCHEDE B TAINTLEREBDIENTEET CEED., HBEANELTVS DO ADEE PR EDREDZHPVENHE L
HATH, BRI LY—ICHMY —EAZR TR ENTEET, BIRRPHEEI T —EAZR(33(C(F, 1-833-705-2175 (TTY 711)DAV -4
_t“7\(l_t_ E%(” élr\o

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from WellCare of Kentucky 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 1-833-705-2175 (TTY 711).

Korean:

3t = ot =22 g E0| Ambetter from WellCare of KentuckyOf| Cist 2 20| A= &4
A2 AlS[HHSIA B2 X2t HEE &2 A2t AFLICH 5 £= A5t =22
OIAtAE O ZOY7F U= BR AHEHGHH F &2 #X =7 8 MHAE 28 2|7t JE UL
1-833-705-2175(TTY 711)HO 2 7HQAX} AH| A0 HSHFAA| Q.

.|_

Pennsylvania
Dutch:

Wann du, odder epper wer dir helft, hen Frooge iwwer Ambetter from WellCare of Kentucky , un sin net proficient in Englisch, du
hoscht die Recht um Helf zu griege un Information in dei Schprooch mitaus Koscht un in en zeitlich Manner. Wann du, odder epper
wer dir helft, hen en Auditory un/odder Sehlich Condition die iss schlecht fer Communication, du hoscht die Recht Auxiliary Aids zu
griege un Services mitaus Koscht un in en zeitlich Manner. Fer Iwwersetzing odder Auxiliary Services zu griege, sei so gut un ruff
Member Services um 1-833-705-2175 (TTY 711).




Nepali:

e qUTE T a JUISd Ted TRRETHUS! HIE! KT Ambetter from WellCare of Kentucky T TR UHE® &+ dUTS gd
ST FAgUr g8 A TUSHT Yok TUHT I THIH T HTNTHT Ted X THGRI U 74 SR § | afe qurs a1 qusd Jed
TRIETHUS I TRAT ST JAT3H YGUT /a1 TSR TR B YA qURHT : e FUAT I TR YgTIHh IUHRUT I JA6E
T T4 SHYSR S| 3IdTE a1 TgH-H Halews U T HUAT 1-833-705-2175 (TTY 711) T IeH YAGE Als TS e

Cushite:

Isin, ykn namni biraa isin gargaartan, Ambetter from WellCare of Kentucky 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/ykn agartii kan haasaa keessan irratti dhiibbaa gabu qabdu taanan, gargaarsa
dhageettii argachuu fi tajaajiloota kaffaltii malee argachuudhaaf mirga gabdu. Tajaajiloota hiikkaa afaanii fi dhageettii
argachuudhaaf, maaloo Tajaajiloota Maamilaa karaa 1-833-705-2175 (TTY 711)qunnamaa.

Russian:

Ecnun y Bac unu y nmua, KOTopomy Bbl MOMOraeTe, BO3HUKIN Kakme-nnbo Bonpockl 0 nporpaMmmMe ctpaxosaHust Ambetter from
WellCare of Kentucky, npy 3Tom Bbl He4OCTaTOMHO XOPOLLIO BriafeeTe aHrMUINCKUM S3bIKOM, Bbl MMeeTe NpaBo Ha becnnaTHyto n
CBOEBPEMEHHYIO MOMOLLb 1 MHOPMAaLIMIO HAa CBOEM POAHOM fA3bike. Ecnun y Bac unu y nuua, KoTopomy Bbl nOMoraeTe,
HabnogaeTcs kakoe-nNMbo HapyLLeHne cnyxa u/unu 3peHus, KoTopoe NPenaTCTBYeT KOMMYHMKaLMK, Bbl MMeeTe NpaBo Ha
becnnaTtHble 1 CBOeBPeMeHHble BCMOMOoraTenbHble YCnyr 1 noMoLlb. [Ans nonyyeHns ycnyr nepesoaa unu BCrnomoraTesnbHbIX
ycnyr obpaTuTech B 0TAeN 06CnyXMBaHWS Y4aCTHUKOB NPOrpamMmbl CTpaxoBaHusi no Homepy 1-833-705-2175 (TTY 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from WellCare of Kentucky , 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 1-833-705-2175 (TTY 711).

Bantu:

Nimba wewe, canke undi muntu wewe se uri gufasha, yoba afise ico asiguza kijanye na Ambetter from WellCare of Kentucky ,
kandi adatahura neza icongereza, ufise agateka ko kurungikirwa ubufasha n'amakuru atanyishu kandi mu kiringo gikwiye. Nimba
wewe, canke undi wewe se uri gufasha, afise nkenerwa zo kumva na/canke kuraba bitambamira itumanako, ufise agateka ko
kurungikirwa agafasha kumviriza na serevise atanyishu kandi mu kiringo gikwiye. Kugira urungikirwe serevise z'ubusiguzi canke
agafasha kumviriza, turagusavye yaga na Serevise z'Abanyamuryango kuri 1-833-705-2175 (TTY 711).
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Statement of Non-Discrimination

Ambetter from WellCare of Kentucky is underwritten by WellCare Health Plans of Kentucky,
Inc., which is a Qualified Health Plan issuer in the Kentucky Health Insurance Marketplace.
WellCare Health Plans of Kentucky, 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 WellCare Health Plans of Kentucky, Inc. All rights reserved. Ambetter.WellCareKy.com

If you, or someone you are helping, have questions about Ambetter from WellCare of Kentucky,
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 1-833-705-2175 (TTY 711). If you believe that WellCare Health
Plans of Kentucky, 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 1-833-705-2175 (TTY 711). You may
also submit a grievance by phone to 1-833-705-2175 (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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