Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2024 - 12/31/2024
Ambetter from MHS Coverage for: Individual/Family | Plan Type: EPO
Complete Gold + Vision + Adult Dental: Limited Cost Sharing Plan Variation

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.mhsindiana.com/2024-brochures.html, or call 1-877-687-1182 (TTY/TDD 1-800-743-3333). 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 1-877-687-1182 (TTY/TDD 1-800-743-3333) to request a copy.

Important Questions _ Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
$0 at Indian Health Care Provider (IHCP) or with | before this plan begins to pay. If you have other family members on the plan, each
IHCP referral at non-IHCP; or $1,450 individual / | family member must meet their own individual deductible until the total amount of

What is the overall
deductible?

$2,900 family deductible expenses paid by all family members meets the overall family
deductible.

Yes. Preventive care services, primary care, This plan covers some items and services even if you haven't yet met the
Are there services specialist, and urgent care office visits, children's | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | eye exam and glasses, lab-work, generic and plan covers certain preventive services without cost sharing and before you meet
your deductible? preferred brand drugs are covered before you your deductible. See a list of covered preventive services at

meet your deductible. https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other
deductibles for specific No. You don’t have to meet deductibles for specific services.

services?
For network providers: $7,500 individual / $15,000 | The out-of-pocket limit is the most you could pay in a year for covered services. If

What is the out-of-pocket

limit for this plan? family. Not applicable for out-of-network you have other family members in this plan, they have to meet their own out-of-
- plan providers. pocket limits until the overall family out-of-pocket limit has been met.

Premiums, balance-billing charges, penalties for
failure to obtain preauthorization for services, and
health care this plan doesn’t cover.

What is not included in
the out-of-pocket limit?

Even though you pay these expenses, they don’t count toward the out-of-pocket

This plan uses a provider network. You will pay less if you use a provider in the
Yes. See plan’s network. You will pay the most if you use an out-of-network provider, and
Will you pay less if you https://ambetter.mhsindiana.com/findadoc or call | you might receive a bill from a provider for the difference between the provider's
use a network provider? 1-877-687-1182 (TTY/TDD 1-800-743-3333) fora | charge and what your plan pays (balance billing). Be aware, your network provider
list of network providers. might use an out-of-network provider for some services (such as lab work). Check
with your provider before you get services.
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‘ Do you need a referral to

e No. You can see the specialist you choose without a referral.
see a specialist? ‘ SPecialist y referral

‘ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Common
Medical Event

Services You May
Need

Indian Health

Care Provider
(IHCP) (You will

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

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

Limitations, Exceptions, & Other Important
Information

Unlimited Virtual 24/7 Care Visits received from
Primary care visit to $15 Copay / visit; Ambetter's designated telehealth provider
treat an injury or No charge deductible does not Not covered covered at No Charge, providers covered in full,
illness apply deductible does not apply. Cost sharing waived at
if you visit a health non-IHCP with IHCP referral.
e $35 Copay / visit; - : ,
zillzipin:gwder SOED Specialist visit No charge ggglt;ctible does not Not covered ﬁloggr\?vciitr:\l &%Q'k‘g&?gl.shann waived at non-
Preventive _ You may have to pay for gervi_ces that a_ren’t
care/screening/ No charge No charge; deductible Not covered preventive. Ask your provider if the services
mu—qnization does not apply needed are preventive. Then check what your
plan will pay for.
$15 Copay / visit;
deductible does not
apply fqr Iaboratqry & Prior authorization may be required. Covered No
professional services Limit. Other places of service may include:
20% Coinsurance for Hospital, Emergency Room, or Outpatient
Diagnostic test (x- x-ray & diagnostic Facility.
If you have a test _g—ra blood work) No charge imaging Not covered
Y. 20% Coinsurance for Failure to obtain prior authorization for any
IaboratoryT §ervice tlhat require§ prior author.ization. will result
orofessional services in a denial of benefits. Cost sharing waived at
and x-ray & diagnostic non-IHCP with IHCP referral.
imaging at other
places of service
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What You Will Pa

Indian Heglth Non-IHCP In-Network Non-IHCP Out-of-
Care Provider

Provider Network Provider
(IHCP) (You will i (You will pay the

Limitations, Exceptions, & Other Important
Information

Common Services You May

Medical Event Need

Prior authorization may be required. Covered No

lsrggr?;n?w(lglgpg No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
’ IHCP referral.
Preferred Generic
Retail: $3 Copay / . o . o
prescription; deductible (I?rlor au’[horlzal’[:jorz1 ma{ bg Orzqwred.tlzflres%npth[n
, , drugs are provided up to 30 days retail and up to
If vou need druas to %enerlc drugs (Tier No charge ((j;oes [TOt:ptpl}lll 15 Not covered 90 days through mail order. Mail orders are
trgat our iIInesgs or Ce”e”(/; etail: $t' . subject to 2.5x retail cost-sharing amount. Cost
con di{ion _Ud é’d fctibfefzsocé'spr:g? sharing waived at non-IHCP with IHCP referral.
More information about apply
prescription drug Preferred brand Retail: $30 Copay / Prior authorization may be required. Prescription
coverage is available at d cle ?I" Za No charge prescription; deductible | Not covered drugs are provided up to 30 days retail and up to
https://ambetter.mhsin | 9rugs (Tier 2) does not apply 90 days through mail order. Mail orders are
diana.com/2024formul | Non-preferred Retail: 30% subject to 2.5x retail cost-sharing amount. Cost
ary. brand drugs (Tier 3) No charge Coinsurance Not covered sharing waived at non-IHCP with IHCP referral.
Prior authorization may be required. Prescription
Sglecialty drugs No charge Ref[ail: 30% Not covered drugs are provided up to 30 days retai_l and up to
(Tier 4) Coinsurance 30 days through mail order. Cost sharing waived
at non-IHCP with IHCP referral.
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery | No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
If you have outpatient | center) IHCP referral.
surgery Physician/surgeon . P.rio.r authorizatipn may be required. Covered No
fees No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Emergency room No charge 20% Coinsurance 20% Coinsurance Covereq No Limit. Cost sharing waived at non-
care —_ —————— | IHCP with IHCP referral.
If you need immediate Covgre(cjl fNo Limit. Note:tPrior al:ttht(])rization is”not
. . . required for emergency transport, however, a
medical attention ELUELG e P No charge 20% Coinsurance 20% Coinsurance | non-emergent transport requires prior

transportation

authorization. If you receive service from an out of
network ground/water ambulance provider, you
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What You Will Pa

Common Services You May | IndianHealth |\ " oo o noevork | NOn-IHCP Outof- || imitations, Exceptions, & Other Important
. Care Provider . Network Provider .
Medical Event Need . Provider . Information
(IHCP) (You will . (You will pay the
(You will pay more)
may be subject to balance billing. Cost sharing
waived at non-IHCP with IHCP referral.
$35 Copay / visit; - . .
: ’ Covered No Limit. Cost sharing waived at non-
Urgent care No charge ggglt;ctlble does not Not covered IHCP with IHCP referral
Facility fee (e Prior authorization may be required. Covered No
'y 9 No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
. hospital room)
If you have a hospital IHCP referral.
stay Phvsician/suraeon Prior authorization may be required. Covered No
fee); g No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Of.ﬂ(?? UIBTE $.15 ey Prior authorization may be required. Covered No
[ visit; deductible does Limit. (Pri Care Provider (PCP h
. . not apply: |m|t.. ( rimary Care Provider ( .) and. other
If you need mental Outpatient services | No charge L Not covered practitioner office visits do not require prior
. Other Outpatient N . .
health, behavioral Services: 20% authorization.) Cost sharing waived at non-IHCP
:gzgz,szxitét;tance Coinsurance with IHCP referral.
Prior authorization may be required. Covered No
Inpatient services | No charge 20% Coinsurance Not covered 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
$15 Copay / visit; services, such as routine pre-natal and post-natal
If you are pregnant Office visits No charge deductible does not Not covered screenings. Depending on the type of services,
apply 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.
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What You Will Pa

Common Services You May | IndianHealth |\ " oo o noevork | NOn-IHCP Outof- || imitations, Exceptions, & Other Important
Medical Event Need CHIE [Tl Provider AELTTE A Information
(IHCP) (You will (You will pay more) (You will pay the
Childbirth/delivery Prior authorization may be required. Cost-sharing
professional No charge 20% Coinsurance Not covered 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 described
elsewhere in the SBC (i.e., ultrasound). Cost
sharing waived at non-IHCP with IHCP referral.

Prior authorization may be required. Limited to
Home health care | No charge 20% Coinsurance Not covered 100 visits per year. Cost sharing waived at non-
IHCP with [HCP referral.
Outpatient: Prior authorization may be required.
Limited to 60 combined visits per year (20 visits
each for outpatient physical, speech and
occupational therapy); limited to 20 visits per year
for pulmonary rehabilitation. Note: Limits do not
apply when provided for a mental

Childbirth/delivery

” . No charge 20% Coinsurance Not covered
facility services

OUEE: health/substance use disorder diagnosis
Rehabilitation 20% Coinsurance o o -
—— No charge — Not covered Inpatient: Prior authorization may be required.
services Inpatient: o :
o) Limited to 60 days per year (includes day
If you need help 20% Coinsurance o : :
. rehabilitation therapy services provided on an
recovering or have : . Ry
. outpatient basis). Note: Limits do not apply when
other special health :
provided for a mental health/substance use
needs . ) .
disorder diagnosis.
Cost sharing waived at non-IHCP with IHCP
referral.
Outpatient: Prior authorization may be required.
Limited to 60 combined visits per year (20 visits
Outpatient: 20% each for. outpatient phyglcgl, speech gr]d
- . occupational therapy); limited to 20 visits per year
Habilitation Coinsurance A L
— No charge — Not covered for pulmonary rehabilitation. Note: Limits do not
services Inpatient: 20% v wh ided tal
Coinsurance apply when provided for a menta

health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Limited to 60 days per year (includes day
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What You Will Pa

Common Services You May Indian Health Non-IHCP In-Network Non-IHCP Out-of-

Limitations, Exceptions, & Other Important

Care Provider Network Provider Information

Medical Event Need . Provider .
(IHCP) (You will (You will pay more) (You will pay the

rehabilitation therapy services provided on an

outpatient basis). Note: Limits do not apply when

provided for a mental health/substance use
disorder diagnosis.

Cost sharing waived at non-IHCP with IHCP

referral.

Prior authorization may be required. Limited to 90
Skilled nursing care | No charge 20% Coinsurance Not covered days per year. Cost sharing waived at non-IHCP
with IHCP referral.

Prior authorization may be required. Covered No

Durable medical

. No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
equipment IHCP referral.
Prior authorization may be required. Covered No
Hospice services No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Children’s eye No charge No charge; deductible Not covered Limited to 1 _visit per year. Cost sharing waived at
exam does not apply non-IHCP with IHCP referral.

If your child needs
dental or eye care

No charge; deductible
does not apply

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

Not covered Not covered Not covered None

Children’s glasses | No charge Not covered

Children’s dental
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.)

¢ Abortion (unless the abortion is permitted under e Dental (Children) e Long-term care
:gsvl)a na Code 16-34-2-1, or as required by applicable Hearing aids  Non-emergency care when traveling outside the

u.S.
e \Weight loss programs

e Acupuncture e Infertility treatment

o Bariatric surgery

o Cosmetic surgery
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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 12 visits per year) e Private-duty nursing (Must be provided as partof e  Routine foot care
home health care; limited to 82 visits per year.)

e Dental care (Adult-visit & item limits apply per year.
$1,000 annual dollar limit per year per person.) ¢ Routine eye care (Adult-one visit & one item per
year. Dollar allowance applies to hardware.)

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 MHS at 1-877-687-1182 (TTY/TDD 1-800-743-3333); Indiana Department of Insurance, 311 West Washington Street, Suite 300, Indianapolis, IN, 46204,
Phone No. 1-317 232-2385 or 1-800 622-4461.; 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: Indiana
Department of Insurance, 311 West Washington Street, Suite 300, Indianapolis, IN, 46204, Phone No. 1-317 232-2385 or 1-800 622-4461.

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 1-877-687-1182 (TTY/TDD 1-800-743-3333).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1182 (TTY/TDD 1-800-743-3333).

Chinese (H30): A2 SCRY AR, BRI XSS5 1-877-687-1182 (TTY/TDD 1-800-743-3333).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1182 (TTY/TDD 1-800-743-3333).

] 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 $1,450
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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)

B The plan’s overall deductible ' $1,450
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $1,450'
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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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ambetter JEERS )mhs

English:

If you, or someone you are helping, have questions about Ambetter from MHS, 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 1-877-687-1182 (TTY
1-800-743-3333).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de MHS 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 1-877-687-1182 (TTY 1-800-743-3333).

Chinese:

MERE, HEEIEERIATESR, BEIIAmbetter from MHS SHAIMRE, BAEERGE, CHEENRETNEISHISEERE
IS GRS, SUSEEREIATHSERNI/ERD LARE, BRI TEE, SEENRET M EHISIRERE. 52
SREEEBENIRTS, AIHEE ARSI, EEERE 1-877-687-1182 (TTY 1-800-743-3333),

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from MHS hat und nicht Englisch spricht, haben Sie das Recht,
kostenlos und zeitnah Hilfe und Informationen in lhrer Sprache zu erhalten. Falls Sie oder jemand, dem Sie helfen, eine Hor-
und/oder Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche
Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten, wenden Sie sich an
den Kundendienst unter 1-877-687-1182 (TTY 1-800-743-3333).

Pennsylvanian
Dutch:

Wann du, odder epper wer dir helft, hen Frooge iwwer Ambetter from MHS, 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 lwwersetzing odder Auxiliary Services zu griege, sei so gut un ruff Member
Services um 1-877-687-1182 (TTY 1-800-743-3333).

Burmese:
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° C C C C
9 éC/OgG(DOO 33@03306]&0 200553E60m 33@[%39&?03 98 lmm1 20éoné
e Lo L L'l e L L ° O

€ of < .9 [5 . QN __0oc. ¢ c@e 8E5E85525 @c C
3361?330033@({]’) &C gaaoocgqpao? 3236 aGg GON)GPGC\?U) 33?]?&00)0’)6 eGIOO() CG]ODEII jopalons a?ODG(DU)
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Arabic:

sl 059 0 iy e slaall s Bacluall Sl Jgaanl 8 gall elals (i I Al &) oS5 Al (Ambetter from MHS Jss &l saelud (s sal i el os 1l 13)
M&G‘U)Awiﬂu‘uu&ju‘&m@h&dﬂ‘ddéhLg‘L.a“,.\”&MMH)\/jwﬂbw@mn&Luuumd‘)‘w‘ws‘d‘ k_\uLLA\A_\!)X\‘SS)

1-877-687-1182 (TTY 1-800-743-3333) e sline Y1 clard oy Juai¥l 2 ciiln) ciland 5l dan il ciland 3] anliall gl b

Korean:

Foh £ Aokl £ 28 HHe £0| Ambetter from MHSO| CHSH H20| s E2 &
AQ|MHsIH 28 Xt MRS e Ha|7t ASLICH 8} = 9y
KOt Qe AL Ao MAESIH B2 B2 21 HHl*E Hro

Syl
HOZ OJAIAEO
[==g=) 2
687-1182(TTY 1-800-743-3333)H 2 2 7H UKt AH| AL 0| HSIZTAA|Q

|2H 1-877-

o] r|r

Vietnamese:

Néu | quy vi hodc nguwdi ma quy vi dang giup d& co cau hoi vé Ambetter from MHS va khdng thanh thao tiéng Anh, quy vi cé
quyén duoc tre giup va nhan thong tin béng ngén ngu ctia minh mién phi va kip thoi. Néu quy vi hodc ngudi 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 trg va dich vu phu tro
mién phi va kip thoi. Dé nhan dich vu thdng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo s6
1-877-687-1182 (TTY 1-800-743-3333).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'’Ambetter from MHS 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 1-877-687-1182 (TTY 1-800-743-3333).

Japanese:

CEBCHEENANEL TL B AN, Ambetter from MHSIZ D\ T ZBRI% HiF5 OIES. SHEICHENR L THERA DA
A L) —IZCHBOTETALTOEREBICENTEES., CHEP. HAEANEL TO 2 HEOADEEPREOIRED -
HPYEYHSEL NMEETH, ERADRA A —ICHEIY—EXREZHF BRI ENTEETY., RO —EXEZ T3,
1-877-687-1182 (TTY 1-800-743-3333)D A > N—H—E R [T TEME L L&,




Dutch:

Als u, of iemand die u helpt, vragen heeft over Ambetter from MHS en de Engelse taal niet machtig is, hebt u het recht om
kosteloos en tijdig hulp en informatie in uw taal te krijgen. Als u, of iemand die u helpt, een auditieve en/of visuele beperking heeft
die de communicatie belemmert, hebt u recht om kosteloos en tijdig hulpmiddelen en ondersteuning te ontvangen. Om vertaal- of
ondersteuningsdiensten te ontvangen, kunt u contact opnemen met Ledenservice via 1-877-687-1182 (TTY 1-800-743-3333).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from MHS, 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 1-877-687-1182 (TTY 1-800-743-3333).

Russian:

Ecnun y Bac unu y nvuua, KoTopomy Bbl NOMOraeTe, BO3HUKIY Kakue-nmbo Bonpockl 0 nporpamme ctpaxosaHus Ambetter from
MHS, npu 3TOM Bbl HEAOCTaTOYHO XOPOLLO BafeeTe aHrMUACKUM A3bIKOM, Bbl MMeeTe NpaBo Ha 6ecnnaTHyo 1 CBOEBPEMEHHYIO
MOMOLLb ¥ MHPOPMaLIMIO Ha CBOEM POAHOM si3blke. Ecnn y Bac unu y nuua, KoTopomy Bbl noMoraeTe, Habniogaetcs kakoe-nmbo
HapyLUeHue cryxa u/unm 3apeHus, KoTopoe NPenATCTByeT KOMMYHMKaLMKW, Bbl UMeeTe NpaBo Ha BecnnaTHble N CBOEBPEMEHHbIE
BCMomoraTesbHble YCyrn n noMoLLb. [ina nonyyYeHns ycnyr nepesofa unm BCroMoraTtenbHbIX yenyr obpatutecs B otaen
obcnyxmMBaHUs y4aCTHUKOB NpOrpamMmbl CTpaxoBaHus no Homepy 1-877-687-1182 (TTY 1-800-743-3333).

Panjabi:

7 3HI, 7 I3 ©ATIT HEE o3 71T T fIA fenid3t © Ambetter from MHS 97 € AR 6, W3 3H »didH €9 Had3 &l Jue
3, 3t TG wrut g G fawt o iz © %12 7N fAg e »i3 AredTdt Y3 996 © wiftard J1 7 3378, 7 3973 THiidT Hee a3
7€ TS foan foniast § Hea w3 RuE Hedt odt mifimn 3, 7 Hed f&9 garec U<t 3, 31 3074 fawt fam o3 »i3 7 firg Farfea
AT %3 Aeel Y3 496 1 »i0aTd J1 wigere A Aafed Aeret Y3 9d6 B, fagur 3at 1-877-687-1182 (TTY
1-800-743-3333) '3 Wod A=l &18% HUIH 4

Hindi:

TR 3T T BT YT G SrehT 3T TTaal R 2 8, b U Ambetter from MHS J S8 % & 3R 34 S 3Rkl & Afer et €,
¥ AU St U B U TR THT TR TRl R SHEBR U -7 BT SHIBR 3. 3R Teh! a1 el U aafad &t ot sy
TGS HR B o, G SIRAN 3T/ B gur Bt § oI ST Tt a1 gt &, af Simas! fam faseht amrd & SfR w0 W wgrad
e $ m TR BT HRBR §. AT AT TgH YaTd Ut FHRA & (T HUAT 1-877-687-1182 (TTY 1-800-743-3333) R
B .
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Statement of Non-Discrimination

Ambetter from MHS is underwritten by Celtic Insurance Company, which is a Qualified Health
Plan issuer in the Indiana Health Insurance Marketplace. Celtic Insurance Company complies
with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin (including limited English proficiency and primary language), age, disability, or
sex (including pregnancy, sexual orientation, gender identity, or sex characteristics). This is a
solicitation for insurance. © 2023 Celtic Insurance Company. All rights reserved.
Ambetter.mhsindiana.com

If you, or someone you are helping, have questions about Ambetter from MHS, 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 1-877-687-1182 (TTY 1-800-743-3333). 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 1-877-687-1182 (TTY 1-800-743-3333).
You may also submit a grievance by phone to 1-877-687-1182 (TTY 1-800-743-3333). 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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