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

Ambetter from New Hampshire Healthy Families
Elite Bronze + Vision + Adult Dental: Limited Cost Sharing Plan Variation

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://ambetter.nhhealthyfamilies.com/2024-brochures.html, or call 1-844-265-1278 (TTY/TDD 1-855-742-0123). 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 1-844-265-1278 (TTY/TDD 1-855-742-0123) 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 individual / $0 family

There is no deductible.

$0 at Indian Health Care Provider
(IHCP) or with IHCP referral at non-
IHCP; or Yes, $3,800 individual / $7,600
family for prescription drug coverage.
There are no other specific deductibles.
For network providers: $9,250 individual
/ $18,500 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?

care this plan doesn’t cover.
Yes. See
https://ambetter.nhhealthyfamilies.com/fi

See the Common Medical Events chart below for your cost for services this plan covers.

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 must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these 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

ndadoc or call 1-844-265-1278
(TTY/TDD 1-855-742-0123) for a list of
network providers.

No.

SBC-75841NH0100021-03-2024

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

What You Will Pa
_ Indian Health
Services You May | Care Provider

(IHCP) (You
will pay the

Non-IHCP In-
Network Provider
(You will pay

Non-IHCP Out-
of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important Information

Primary care visit to Unlimited Virtual 24/7 Care Visits received from Ambetter's
o - designated telehealth provider covered at No Charge,
treat an injury or No charge $45 Copay / visit Not covered ; : . .
iiness prpwders covered in full. Cost sharing waived at non-IHCP
If you visit a with IHCP referral.
h(::\llti'c]i::;eofﬁce Specialist visit No charge $115 Copay / visit | Not covered %oggrﬁgfe'\:?a:flm't' Cost sharing waived at non-IHCP with
or clinic Preventive You may have to pay for services that aren’t preventive.
care/screening/ No charge No charge Not covered Ask your provider if the services needed are preventive.
MUggnization Then check what your plan will pay for. Cost sharing
waived at non-IHCP with IHCP referral.
$60 Copay / visit
for laboratory &
professional
services
50% Coinsurance Prior authorization may be required. Covered No Limit.
for x-ray&— Other places of service may include: Hospital, Emergency
Diagnostic test (x- diagnostic imaging Room, or Qutpatient Facilty.
ray, blood work) No charge . Not covered
If you have a test ’ 50% Coinsurance Failure to obtain prior authorization for any service that
for laboratory & requires prior authorization will result in a denial of benefits.
professional Cost sharing waived at non-IHCP with IHCP referral.
services and x-ray
& diagnostic
imaging at other
places of service
Imaging (CT/PET o) i Prior authorization may be required. Covered No Limit.
scans, MRIs) MOElYE 50% Coinsurance | Not covered Cost sharing waived at non-IHCP with IHCP referral.

SBC-75841NH0100021-03-2024
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Common
Medical Event

What You Will Pa

Indian Health Non-IHCP In- Non-IHCP Out-
Care Provider . of-Network
Network Provider :
(IHCP) (You . Provider
. (You will pay .
will pay the more) (You will pay the
least) most)

Services You May
Need

Limitations, Exceptions, & Other Important Information

Preferred Generic Prior authorization may be required. Prescription drugs are
Retail: $3 Copay / provided up to 30 days retail and up to 90 days through
?eneric drugs (Tier No charge prescr!ptlon | Not covered mail order. Mail orders are subject to 3x retail cost-sharing
) Generic Retail: amount. FDA approved and over-the-counter
$35 Copay / contraceptives are not subject to cost-share. Cost sharing
prescription waived at non-IHCP with IHCP m
Prior authorization may be required. Prescription drugs are
provided up to 30 days retail and up to 90 days through
If you need drugs  Preferred brand No ch Retail: $195 Copay | t d mail order. Mail orders are subject to 3x retail cost-sharing
to treat your drugs (Tier 2) 0 charge | prescription ot covere amount. FDA approved and over-the-counter
illness or contraceptives are not subject to cost-share. Cost sharing
condition waived at non-IHCP with IHCP referral.
More information Prior authorization may be required. Prescription drugs are
about prescription provided up to 30 days retail and up to 90 days through
dﬂgwgg 1S Retail: $250 Copay mail order. Mail orders are subject to 3x retail cost-sharing
available at Non-preferred No ch | prescription; Not d amount. FDA approved and over-the-counter
https:/lambe_tt.er.n brand drugs (Tier 3) 0 charge subject to Rx drug ot covere contraceptives are not subject to cost-share. $3,800
hhealthyfamilies.c deductible individual / $7,600 family Rx drug deductible for non-
om/2024formulary. preferred brand and specialty drugs. Cost sharing waived at
non-IHCP with IHCP referral.
Prior authorization may be required. Prescription drugs are
Retail: 50° provided up to 30 days retail and up to 30 days through
etail: 50% :
Specialty druas Coinsurance: mail order..FDA approved gnd over-the-counter
—p_y_g_(Tier 4) No charge W drug Not covered contraceptives are not subject to cost-share. $3,800
deductible individual / $7,600 family Rx drug deductible for non-
— preferred brand and specialty drugs. Cost sharing waived at
non-IHCP with IHCP referral.
If you have Facility fee (.9, o) A Prior authorization may be required. Covered No Limit.
. ambulatory surgery | No charge 50% Coinsurance | Not covered . . .
outpatient surgery center) Cost sharing waived at non-IHCP with [HCP referral.

SBC-75841NH0100021-03-2024
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Common

Services You May

What You Will Pa

Indian Health
Care Provider

Non-IHCP In-
Network Provider

Non-IHCP Out-
of-Network

Limitations, Exceptions, & Other Important Information

Medical Event Need (IHCP) (You (You will pa Provider
will pay the pay (You will pay the
Physician/surgeon . Prior authorization may be required. Covered No Limit.
fee}; ) B e SV CEMEENGS | W9l EaEmt Cost sharing waived a¥non-II?ICP with IHCP referral.
$2500 Copay / $2500 Copay /
visit; deductible visit; deductible
does not apply does not apply
($1250 Copay / ($1250 Copay /
visit; deductible visit; deductible - . . .
Ear?eerqency room No charge d0es not aooly apply for d0es not aooly apply for l(ll_ioc\;/grtraedfel\#)a:_lmlt. Cost sharing waived at non-IHCP with
- facility; $1250 facility; $1250 —
Copay / visit; Copay / visit;
i you need deductible does deductible does
immediate not alpply for not alpply for
medical attention physician fee) physician fee)
Covered No Limit. Note: Prior authorization is not required
50% for emergency transport, however, all non-emergent
Emergency medical N o) i Coinsurance; transport requires prior authorization. If you receive service
; 0 charge 50% Coinsurance . .
transportation deductible does from an out of network ground/water ambulance provider,
not apply you may be subject to balance billing. Cost sharing waived
at non-IHCP with IHCP referral.
$60 Copay / visit; - , . .
Urgent care No charge $60 Copay / visit | deductible does lcliio(\:/grtre:fel\:?a:.lmlt. Cost sharing waived at non-IHCP with
not apply -
Facility fee (e.g., Prior authorization may be required. Covered No Limit.
If you have a hospital room) B G $3000 Copay / day | Not covered Cost sharing waived at non-IHCP with IHCP referral.
hospital stay Physician/surgeon No charge No charae Not covered Prior authorization may be required. Covered No Limit.
fees g g Cost sharing waived at non-IHCP with IHCP referral.
Prior authorization may be required. Covered No Limit.
0 , . Office Visit: $45 (Primary Care Provider (PCP) and other practitioner office
utpatient services | No charge L Not covered — . . :
Copay / visit; visits do not require prior authorization.) (Primary Care
Provider (PCP) and other practitioner visits do not require

SBC-75841NH0100021-03-2024
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Common
Medical Event

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

What You Will Pa

Indian Health Non-IHCP In- Non-IHCP Out-
Care Provider . of-Network
Network Provider s
(IHCP) (You . Provider
will pay the el ey (You will pay the
more)

least) most)
Other Outpatient

Services: 50%

Coinsurance

Services You May
Need

Limitations, Exceptions, & Other Important Information

prior authorization). Cost sharing waived at non-IHCP with
IHCP referral.

Inpatient services No charge $3000 Copay / day | Not covered

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

If you are
pregnant

Office visits No charge $45 Copay / visit | Not covered

Prior authorization not required for deliveries within the
standard timeframe per federal regulation. 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
professional
services

No charge No charge Not covered

Childbirth/delivery

” . Not covered
facility services

No charge $3000 Copay / day

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). Cost sharing
waived at non-IHCP with IHCP referral.

If you need help
recovering or
have other special
health needs

Home health care | No charge 50% Coinsurance | Not covered

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

Outpatient: 50%
Coinsurance;
Inpatient: $3000

Copay / day

Rehabilitation

: Not covered
services

No charge

Outpatient:

Prior authorization may be required. Outpatient
rehabilitation services are limited to 20 visits per year per
therapy (occupational therapy, physical therapy and speech
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.
Cost sharing waived at non-IHCP with IHCP referral.

SBC-75841NH0100021-03-2024
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What You Will Pa

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

SOl Services YouMay | Care Provider Network Provider of-Network Limitations, Exceptions, & Other Important Information

Medical Event Need (IHCP) (You Provider

(You will pay

will pay the (You will pay the

Outpatient: Prior authorization may be required. Habilitation
. services are limited to 20 visits per year per therapy
Outpatient: . i
o o (occupational therapy, physical therapy and speech
I . 50% Coinsurance e .
Habilitation services | No charge Inoatent Not covered therapy). Note: Limits do not apply when provided for a
$3p000 C(') av/da mental health/substance use disorder diagnosis. Inpatient:
~opay [ day Prior authorization may be required. Covered No Limit.
Cost sharing waived at non-IHCP with IHCP referral.
Prior authorization may be required. Limited to 100 days
Skilled nursing care | No charge $3000 Copay / day | Not covered per year in a facility. Cost sharing waived at non-IHCP with
IHCP referral.
Durable medical o) i Prior authorization may be required. Covered No Limit.
equipment No charge 50% Coinsurance | Not covered Cost sharing waived at non-IHCP with IHCP referral.
: . . Prior authorization may be required. Covered No Limit.
0
Hospice services No charge 50% Coinsurance | Not covered e S MR A Te TRl et 142 il
Children’s eye No charge No charge Not covered Ll.mlted to 1 visit per year. Cost sharing waived at non-IHCP
exam with IHCP referral.
If your child needs . , Limited to 1 item per year. Cost sharing waived at non-
dental or eye care Children’s glasses | No charge No charge Not covered IHCP with IHCP referral.
Children's dental Not covered Not covered Not covered None
check-up

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Abortion (Except in cases of rape, incest, or e Long-term care e Private-duty nursing

when the life of the mother is endangered) ¢ Non-emergency care when traveling outside the e  Weight loss programs

o Cosmetic surgery U.S.

¢ Dental care (Children)

SBC-75841NH0100021-03-2024
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Dental care (Adult-visit & item limits apply per o Infertility treatment (Limited to services for
year. $1,000 annual dollar limit per year per diagnostic tests to find the cause of infertility)

e Bariatric surgery person.)

e Routine eye care (Adult-one visit & one item per
Hearing aids (Benefits are available for one year. Dollar allowance applies to hardware.)
hearing aid per ear each time a hearing aid
prescription changes.)

o Chiropractic care (Limited to 12 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 from New Hampshire Healthy Families at 1-844-265-1278 (TTY/TDD 1-855-742-0123); New Hampshire Insurance Department, 21 South Fruit
Street, Suite 14, Concord, NH 03301, Phone No. 800-852-3416.; 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: New Hampshire Insurance Department, 21 South Fruit Street, Suite 14, Concord, NH 03301, Phone No. 800-852-3416.

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 1-844-265-1278 (TTY/TDD 1-855-742-0123).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-265-1278 (TTY/TDD 1-855-742-0123).

Chinese (1 32): A RFFE 32988, 1B HIT XS5 1-844-265-1278 (TTY/TDD 1-855-742-0123).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-265-1278 (TTY/TDD 1-855-742-0123).

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

SBC-75841NH0100021-03-2024
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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 $0 m The plan’s overall deductible $0 m The plan’s overall deductible $0
W Specialist copayment $115 m Specialist copayment $115 ® Specialist copayment $115
M Hospital (facility) copayment $3000 m Hospital (facility) copayment $3000 m Hospital (facility) copayment $3000
M Other coinsurance 50% ™ Other coinsurance 50% ™ 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 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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EINLIEGE rrom | N healthy families

English:

If you, or someone you are helping, have questions about Ambetter from NH Healthy Families, 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
1-844-265-1278 (TTY 1-855-742-0123).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de NH Healthy Families 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 traduccion, comuniquese con Servicios
para Miembros al 1-844-265-1278 (TTY 1-855-742-0123).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from NH Healthy Families 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 1-844-265-1278 (TTY 1-855-742-0123).

Chinese:

WMRE, HEEEEREIRVEIS, SRR Ambetter from NH Healthy Families STHHRRE, BAEEERE, SEERIREIRELL
TBOEEEEMINE. MRE, SEEERINHSEENT/EAH ENREE, BT 88, SEENRERFESHEIE
EAiRFS. EEEBVSENESHRIRTS, B E BIRSES, EERE 1-844-265-1278 (TTY 1-855-742-0123),

Nepali:

IfE AUTE T AT TUSS Hegd ARG FHIgT afFerder Ambetter from NH Healthy Families 9T F3afotid 9ee® o+ T a9Ts gdf
ASNAT FAGUT Gofgeret 1Y TASHIT Fo¥:[eh TIAT T THIH Tl HTTAT FEgGel T SAAHRY ITect et HARR | AfE o1 a1 Farger
Fegd NNIGHUH! I TFAHT FARAT ATUT A3 0T /AT TRAFFI FHEA S Hol AUSHI [o¥:[eh TIAT T FHIA HeTIH
39T T HATE® JTee 3Tef IHUHR S| 3efaTe ar Hgleh HATe® YTC el HUAT 1-844-265-1278 (TTY 1-855-742-0123) AT HEEY HalG®
TS TS e |

Vietnamese:

Néu quy vi hodc ngwoi ma quy vi dang gilp d& c6 cau hdi vé Ambetter from NH Healthy Families va khéng thanh thao tiéng Anh,
quy vi c6 quyén duoc tro gidip va nhan thong tin b&ng ngon ngu cla minh mién phi va kip thoi. Néu quy vi hodc ngwéi ma quy vi
dang giup d& mac bénh vé thinh giac va/hoic thi giac gay can tré giao tiép, quy vi cd quyén dwoc nhan céc hd tre va dich vu phu
tro mién phi va kip thoi. Dé nhan dich vu thdéng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo sb
1-844-265-1278 (TTY 1-855-742-0123).

Portuguese:

Se tiver duvidas acerca da Ambetter from NH Healthy Families, 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 condigdo visual e/ou auditiva que dificulte a comunicagao ou estiver a ajudar uma pessoa com uma condic¢do deste tipo, tem
o direito de receber equipamentos ou servigos de assisténcia sem qualquer custo e de forma atempada. Para receber tradu¢des
ou servigos de assisténcia, contacte servicos de membro através do numero 1-844-265-1278 (TTY 1-855-742-0123).

Greek:

Edv eocig 1] k&TTo10G TTOU BONBATE £XETE EPWTAOEIG OXETIKA e To Ambetter from NH Healthy Families ka1 dev yvwpilete KaAd Tnv
ayyAiKn yYAwooa, £xeTe T0 diIKaiwpa va AdBeTe BoriBeia Kal TTANPOYOPIEG 0T YAWOOa 0ag Xwpig XpEwaon Kal eykaipwg. Eav eoeig A
KATT0I10G TTOoU BonBdTe £XeTE BUOKOAIQ OTV Opacn f/Kail TNV akor, TTou eNTTOdICEl TNV ETTIKOIVWVIA, EXETE TO dIKAiwPa va AABETE
ETTIKOUPIKA BonBrpaTa Kal UTTNPETIEG XWPIG XPEWaN Kal EYKaipwg. MNa HETaPPAaTIKES 1) BondNTIKEG UTTNPETIES, ETTIKOIVWVACTE PE
Tnv E§uttnpétnon MeAwv oto 1-844-265-1278 (TTY 1-855-742-0123).

Arabic:

e sbadll s Baslusd Gl puand) 8 Gall chals &y 50Y1 2l e L (S5 a5 «Ambetter from NH Healthy Families dss Al eaels Gadd 52 i clal (IS 13)
e Aila) Cilard g i lise A 8 el Sl Jual sl (Bamd Ay pacny gff 5 Amans Al (o il ede s it (o ol ol i€ 1) il i gl a5 485 g 50 (g lialy
.1-844-265-1278 (TTY 1-855-742-0123) le elae ) cilara 1y Juai¥l oy i) st 5l dem il ciland 80 Caliall i gl) a5 4lS5 g1 (50

Serbo-Croatian:

Ako Vi, ili neko kome pomazete, imate pitanja u vezi sa Ambetter from NH Healthy Families, 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 pomoc¢ne usluge.
Obratite se odeljenju za pruzanje usluga ¢lanovima pozivom na broj 1-844-265-1278 (TTY 1-855-742-0123) da biste dobili usluge
prevoda ili pomoc¢ne usluge.

Indonesian:

Jika Anda atau seseorang yang Anda bantu memiliki pertanyaan tentang Ambetter from NH Healthy Families, tetapi tidak mahir
berbahasa Inggris, Anda berhak mendapatkan bantuan dan informasi dalam bahasa Anda secara gratis dan tepat waktu. Jika
Anda atau seseorang yang Anda bantu memiliki kondisi pendengaran dan/atau penglihatan yang menghambat komunikasi, Anda
berhak menerima bantuan dan layanan tambahan secara gratis dan tepat waktu. Untuk menerima layanan tambahan atau
terjemahan, silakan hubungi Layanan Anggota di 1-844-265-1278 (TTY 1-855-742-0123).




Korean:

F3t Ee ot =88 B 20| Ambetter from NH Healthy FamiliesOf| Cigt Z-20] = 4
HOZ A M HSIA R X dut HEE 2e M2t AFUCH F5t = A5t =22 =
OIAA SO FOj7t U= BR AAXEHSA R 2X =7 R MU AS 2 A7t US

1-844-265-1278(TTY 1-855-742-0123)HO 2 7RI X} A{H| A0 GI2tSHZAIA| Q.

Russian:

Ecnu y Bac unu y nuua, KoTopoMy Bbl NOMOraeTe, BO3HUKIN kakue-nnbo Bonpockl 0 nporpammMe ctpaxoBaHus Ambetter from NH
Healthy Families, npy 3ToM Bbl HE4OCTATOYHO XOPOLLO BnageeTe aHrMUNCKUM A3bIKOM, Bbl UMeeTe MpaBo Ha becnnaTHyio u
CBOEBPEMEHHYIO NMOMOLLb ¥ HPOPMaLIMIO HA CBOEM POAHOM A3bike. Ecnn y Bac unu y nuua, KoTopomy Bbl nomoraeTe,
HabntogaeTcs kakoe-nMbo HapyLueHue cryxa u/unm 3peHusi, KOTopoe NPensaTCTByeT KOMMYHUKaLUK, Bbl UMeeTe NpaBo Ha
6ecnnaTtHble 1 CBOEBPEMEHHbIe BCMOMOraTenbHble YCIyrv 1 MoMoLLe. [N nony4yeHns ycnyr nepeBoAa Unmn BCnomoraTenbHbIX
ycnyr obpatuteck B oTAen obCny>XnBaHNs y4aCTHVMKOB NPorpaMMbl CTpaxoBaHus no Homepy 1-844-265-1278 (TTY
1-855-742-0123).

French Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from NH Healthy Families, epi nou pa métrize Angle, nou gen
dwa pou jwenn éd ak enfomasyon nan lang nou gratis epi nan moman ki apwopriye a. Si ou menm, oswa yon moun w ap ede,
gen yon pwoblém pou tande ak/oswa yon pwoblem pou weé ki pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak
sévis oksilye gratis epi nan moman ki apwopriye a. Pou resevwa sévis tradiksyon oswa sevis oksilye yo, tanpri kontakte Sévis
Manm yo nan 1-844-265-1278 (TTY 1-855-742-0123).

Bantu:

Nimba wewe, canke undi muntu wewe se uri gufasha, yoba afise ico asiguza kijanye na Ambetter from NH Healthy Families, 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 Kkuri 1-844-265-1278 (TTY 1-855-742-0123).

Polish:

Jesli Ty lub osoba, ktérej pomagasz, macie pytania dotyczgce Ambetter from NH Healthy Families, ale nie postugujecie sige 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 kosztéw i w odpowiednim czasie. Aby uzyskac¢ ttumaczenie
lub ustugi pomocnicze, nalezy skontaktowac sie z Ustugi cztonkowskie pod numerem 1-844-265-1278 (TTY 1-855-742-0123).

AMB23-NH-C-00057



Statement of Non-Discrimination

Ambetter from NH Healthy Families is underwritten by Celtic Insurance Company, which is a
Qualified Health Plan issuer in the New Hampshire 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. Ambetter from NH Healthy Families is underwritten by Celtic Insurance
Company. © 2023 Celtic Insurance Company. All rights reserved. Ambetter.NHhealthyfamilies.com

If you, or someone you are helping, have questions about Ambetter from NH Healthy Families, 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 1-844-
265-1278 (TTY 1-855-742-0123). 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 1-844-265-1278 (TTY 1-855-
742-0123). You may also submit a grievance by phone to 1-844-265-1278 (TTY 1-855-742-0123). 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.

Ambetter from NH Healthy Families is underwritten by Celtic Insurance Company, which is a Qualified
Health Plan issuer in the New Hampshire Health Insurance Marketplace. This is a solicitation for
insurance. © 2023 Celtic Insurance Company. All rights reserved.

The policy, application, or other form is a translation that has not been approved by the commissioner
and the English version of the policy, application, or other forms shall control in any disputes, complaints,
or litigation.

AMB23-NH-C-00056

Ambetter from NH Healthy Families is underwritten by Celtic Insurance Company, which is a Qualified Health
Plan issuer in the New Hampshire Health Insurance Marketplace. This is a solicitation for insurance.

© 2023 Celtic Insurance Company. All rights reserved.

The policy, application, or other form is a translation that has not been approved by the commissioner and the
English version of the policy, application, or other forms shall control in any disputes, complaints, or litigation.



