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 Absolute Total Care Coverage for: Individual/Family | Plan Type: HMO
Elite Bronze: Standard Bronze On Exchange Plan

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetter.absolutetotalcare.com/2024-brochures.html, or call 1-833-270-5443 (Relay 711). For general definitions of common terms, such as allowed amount,
balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at
https://www.healthcare.gov/sbc-glossary or call 1-833-270-5443 (Relay 711) to request a copy.

Important Questions m Why This Matters:

What is the overall

deductible? $0 individual / $0 family. 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
Are there services Yes, excgpt for Non Preferred a copayment or coinsurance may apply. For example, this plan covers certain preventive services
covered before you meet | Brand (Tier 3) and Specialty drugs | : . , : .

our deductible? (Tier 4) without cost sharing and before you meet your deductible. See a list of covered preventive
your geductibe « ' services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
Are there other Yes, $3,800 individual / $7,600
deductibles for specific family for prescription drug You must pay all of the costs for these services up to the specific deductible amount before this
services? P coverage. There are no other plan begins to pay for these services.
' specific deductibles.

For network providers: $9,250
What is the out-of-pocket | individual / $18,500 family. Not

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

- : - : o
limit for this plan? appl[cable for out-of-network family out-of-pocket imit has been met.
roviders.

Premiums, balance-billing
charges, penalties for failure to

What is not included in

the out-of-pocket limit? obtain preauthorization for Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
' services, and health care this plan
doesn't cover.
Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network.

https://ambetter.absolutetotalcare. | You will pay the most if you use an out-of-network provider, and you might receive a bill from a
com/findadoc or call 1-833-270- provider for the difference between the provider’s charge and what your plan pays (balance

Will you pay less if you
use a network provider?

9443 (Relay 711) for a list of billing). Be aware, your network provider might use an out-of-network provider for some services
network providers. (such as lab work). Check with your provider before you get services.

Do you need a referral to . :
No. You can see the specialist you choose without a referral.

see a specialist?
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Tl T e Network p \{\(Ijhat You ‘g'" PfaN < Provid Limitations, Exceptions, & Other
Medical Event y DL by IO Tl A Important Information
You will pay the least You will pay the most

Primary care visit to treat an

Unlimited Virtual 24/7 Care Visits received
from Ambetter's designated telehealth

injury or illness $45 Copay [ visi MIBEITEIER provider covered at No Charge, providers

If you visit a health covered in full.

care provider’s office = Specialist visit $115 Copay / visit Not covered Covered No Limit.

or clinic You may have to pay for services that aren’t

Preveqtivg care/screening/ No charge Not covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.
$60 Copay / visit for
laboratory & professional
services Prior authorization may be required. Covered
No Limit. Other places of service may
50% Coinsurance for x- include: Hospital, Emergency Room, or
Diagnostic test (x-ray, blood ray & diagnostic imaging Not covered Outpatient Facility.
work)

If you have a test 50% Coinsurance for Failure to obtain prior authorization for any
laboratory & professional service that requires prior authorization will
services and x-ray & result in a denial of benefits.
diagnostic imaging at
other places of service

Imaging (CT/PET scans, MRIs) | 50% Coinsurance Not covered Egol_ri;l# TorPEen el 52 pegiied. Cavenzs
Preferred Generic Retail: Prior authorization may be required.
$3 Copay / prescription Prescription drugs are provided up to 30 days

If you need drugs to Generic drugs (Tier 1) Not covered retail and up to 90 days through mail order.

treat your illness or Generic Retail: $35 Mail orders are subject to 2.5x retail cost-

condition Copay / prescription sharing amount.
Preferred brand drugs (Tier 2) Retail:.$195 Copay / Not covered Prior aythorization may be required.
prescription Prescription drugs are provided up to 30 days

Page 2 of 7



Common :
Medical Event Services You May Need

More information about
prescription drug
coverage is available at
https://lambetter.absol
utetotalcare.com/2024f

ormulary.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Non-preferred brand drugs

(Tier 3)

Specialty drugs (Tier 4)

Facility fee (e.g., ambulatory

surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Network Provider
You will pay the least

Retail: $250 Copay /

What You Will Pa

Out-of-Network Provider

prescription; subject to Rx | Not covered

drug deductible

Retail: 50% Coinsurance;
subject to Rx drug
deductible

50% Coinsurance

50% Coinsurance

$2500 Copay / visit
($1250 Copay / visit for
facility; $1250 Copay /
visit for physician fee)

50% Coinsurance

$60 Copay / visit
$3000 Copay / day

No charge

Office Visit: $45 Copay /
visit;

Not covered

Not covered

Not covered

$2500 Copay / visit
($1250 Copay / visit for

facility; $1250 Copay /
visit for physician fee)

50% Coinsurance

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

retail and up to 90 days through mail order.
Mail orders are subject to 2.5x retail cost-
sharing amount. $3,800 individual / $7,600
family Rx drug deductible for preferred brand,
non-preferred brand, and specialty drugs.
Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 30 days through mail order.
$3,800 individual / $7,600 family Rx drug
deductible for preferred brand, non-preferred
brand, and specialty drugs.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

Covered No Limit.

Covered No Limit. Note: Prior authorization is
not required for emergency transport,
however, all non-emergent transport requires
prior authorization. If you receive service from
an out of network ground/water ambulance
provider, you may be subject to balance
Covered No Limit.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit. (Primary Care Provider (PCP) and
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Common :
Medical Event Services You May Need

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

If you are pregnant

If you need help
recovering or have
other special health
needs

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

Other Outpatient
Services: 50%
Coinsurance

$3000 Copay / day

$45 Copay / visit

No charge

$3000 Copay / day

50% Coinsurance

Outpatient: 50%
Coinsurance

Inpatient: $3000 Copay /
day

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

other practitioner office visits do not require
prior authorization.)

Prior authorization may be required. Covered
No Limit.

Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. Cost-sharing does not apply for
preventive services, such as routine pre-natal
and post-natal screenings. Depending on the
type of services, coinsurance, deductible or
copayment may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e., ultrasound).

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).

Prior authorization may be required. Limited
to 60 visits per year.

Outpatient:

Prior authorization may be required. Limited
to 30 visits per year per therapy
(occupational, physical and speech therapy);
no limit applies for cardiac or pulmonary
therapy. Note: Limits do not apply when
provided for a mental health/substance use
disorder diagnosis.

Inpatient:
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Common :
Medical Event Services You May Need

What You Will Pa

Out-of-Network Provider
You will pay the most

Network Provider

You will pay the least

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required. Covered
No Limit.

Outpatient: 50%
Coinsurance

Outpatient: Prior authorization may be
required. Limited to 30 visits per year per
therapy (occupational, physical and speech
therapy); no limit applies for cardiac or

Habilitation services — Not covered pulmonary therapy. Note: Limits do not apply
Inpatient: $3000 Copay / when provided for a mental health/substance
day : . . R
use disorder diagnosis. Inpatient: Prior
authorization may be required. Covered No
Limit.
: . Prior authorization may be required. Limited
Skilled nursing care $3000 Copay / day Not covered to 60 days per year.
Durable medical equipment 50% Coinsurance Not covered Erc'l)ol_riranti{;thonzatlon may be required. Covered
Hospice services 50% Coinsurance Not covered Zr;ol_riranti{;thorlzatlon EY) 56 FEEITECL CaenEs
. Children’s eye exam No charge Not covered Limited to 1 visit per year.
Ifyour child needs oy, 0 0o No ch Not covered Limited to 1 it
dental or eye care lldren’s glasses o charge ot covere imited to 1 item per year.
Children’s dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:

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

e Acupuncture

e Bariatric surgery

o Cosmetic surgery
o Dental care (Adult)

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

Dental care (Children)
Hearing aids
Infertility treatment

Long-term care

Non-emergency care when traveling outside the
us.

Private-duty nursing
Routine eye care (Adult)
Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care ¢ 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 Absolute Total Care at 1-833-270-5443 (Relay 711); South Carolina Department of Insurance, PO Box 100105, Columbia, SC 29202,
Phone No. 1-803-737-6180 or 1-800-768-3467.; 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; South Carolina Department of Insurance, PO Box 100105, Columbia, SC 29202, Phone No. 1-803-737-6180 or 1-800-768-3467.

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 1-833-270-5443 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-270-5443 (Relay 711).
Chinese (1 32): AR FFE Ly H ), 1BIRITIXN S 1-833-270-5443 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-270-5443 (Relay 711).

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

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

: different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and
a hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

M 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 m Specialist copayment $115
B Hospital (facility) copayment $3000 ® Hospital (facility) copayment $3000 ™ Hospital (facility) copayment $3000
B Other coinsurance 50% m Other coinsurance 50% m 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 Sharin Cost Sharing Cost Sharin
Deductibles* $10 Deductibles* $3,500 Deductibles* $10
Copayments $3,600 Copayments $700 Copayments $1,100
Coinsurance $200 Coinsurance $400 Coinsurance $800
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,870 The total Joe would pay is $4,620 The total Mia would pay is $1,910
*Note: This plan has other deductibles for specific services included in this coverage example. See “Are there other deductibles for specific services?” row
The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7




C
ambetter. EEE-LEGITE
total care

If you, or someone you are helping, have questions about Ambetter from Absolute Total Care, 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,

English: 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 1-833-270-5443 (Relay
711).

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Absolute Total Care 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

Spanish: 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 1-833-270-5443 (Relay 711).

MR, HEEEERNES, BB Ambetter from Absolute Total Care JSHIIIME, BEAEERE, SHEEFNREINIE
Chinese: LUSHIBEEEINE. NRE, SISEERENESEREIFERNLNEE, BERTEE, SEEANaBINEIESH
TR, EERSEIENERG, BIETERESS, BE2 1-833-270-5443 (Relay 711),

Néu quy vi hodc ngwoi ma quy vi dang gidp d& c6 cau hdi vé Ambetter from Absolute Total Care va khong thanh thao tiéng Anh,
quy vi c6 quyén duoc tre gidp va nhan thong tin bang ngén ngu cta minh mién phi va kip thoi. Néu quy vi hodc ngudi ma quy vi

Vietnamese: dang giup d& mac bénh vé thinh giac va/hoéc thi gidc gay can tré giao tiép, quy vi cé quyén dwoc nhan cac hé tre va dich vu
phu trg mién phi va kip thi. D& nhan dich vu théng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo
s6 1-833-270-5443 (Relay 711).

Mot E= Hote| =82 2= 20| Ambetter from Absolute Total Care0l CH3H ZE0| Qe 42 F0{0| 55K Yo A|H sljE
QO|2 AQHHSIH R &8 Xt BEE &g He| 7} USLICH HS Ee + 2 = 2} 2t
OIAIA SO &7t A= B AZHEHSAH F2 EX &7 W MHAE 2E He|7F USLICH HY £= BX MH|AE

2o Al2{® 1-833-270-5443(Relay 711) H 2 27t Xt AMH|A RO GESIFMA2,

Korean:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Absolute Total Care 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

French: 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 1-833-270-5443 (Relay 711).

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Absolute Total Care, at hindi ka
mahusay sa Ingles, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos at sa maagap
na paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa pandinig at/o paningin na nakakaapekto sa
komunikasyon, may karapatan kang makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa maagap
na paraan. Para makatanggap ng mga serbisyo sa pagsasalin o0 mga karagdagang serbisyo, mangyaring makipag-ugnayan sa
Mga Serbisyo para sa Miyembro sa 1-833-270-5443 (Relay 711).

Tagalog:

Ecnwu y Bac unu y nuua, KOTOpoMy Bbl NOMOraeTe, BO3HUKNN Kakve-nmbo Bonpockl 0 nporpamMme ctpaxoBaHus Ambetter from
Absolute Total Care, npy 3TOM Bbl HE4OCTATOYHO XOPOLUO BMaieeTe aHrMUINCKUM S3bIKOM, Bbl MMeeTe NpaBo Ha GecnnaTtHyo u
CBOEBPEMEHHYIO NMOMOLLb 1 MHGOPMaLMI0 Ha CBOeM PoAHOM fA3bike. Ecnu y Bac unu y nuua, kotopomy Bbl MOMOraeTe,
HabnopgaeTcs kakoe-nNMbo HapyLLeHUe cryxa u/unu 3peHusi, KoTopoe NPenaTCTBYeT KOMMYHUKaLMK, Bbl UMEETE NpaBo Ha
GecnnaTtHble U CBOEBPEMEHHbIE BCMOMOraTernbHble YCryru U NoMoLLb. [1na nonyyeHus ycnyr nepesofa unm BcrnomoraTenbHbIX
ycnyr obpatutech B oTAeN 06CnykMBaHUS Y4aCTHUKOB NPOrpaMMbl CTpaxoBaHusl No Homepy 1-833-270-5443 (Relay 711).

Russian:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Absolute Total Care 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,

German: 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 1-833-270-5443 (Relay 711).

o) dHal weldl d BHefl Hee 530 28l €l 1] 518 cu(5dal Ambetter from Absolute Total Care (A9 ULl €14 WA w{AHU| Udlal o
81, dl dHa S8 Wl [ (Aol WA AHAUR dHIZ] G IHI Hee dell HilSdl Rondd el AES12 8. %) dil weldl dB BHefl Hee 530 261

Guijarati: Sl Ad 5165 e (5 HARIRAGS wAHdl (R ANUS crellef]l I[Sd Sl 3 B AURA UdAudl 1, d) dHA S16 Wl sul (Aetl wa
AHUUR ASIUS AUSIA d2l Ad ) UIH Sdlell WSR2 . Weidle weud] A&lUS Ad 1] UIH $dL HI, SUL 53 1-833-270-5443
(Relay 711) U 4eAsf] Ad12qleil Au5 530,

Slo Jsanll 3 @all clhald Ay 50y 421l e )b S5 15 cAmbetter from Absolute Total Care Jss Al el yadd (gal 3\ hal 13
Gall @hali Jaal sl 3 Ay gem 1/ 5 dpman Ala o it saelud e o Sf el 13 uliall @l @Juxs“s\ 099 (e lialy il glaall g 3acLidl)
e eliacY) cilead o Jlai¥) s duilin) cilead i daa yill cilaas Al clial) gl 5 A8lKs dl 03 (e Ailia) Gladd 5 Glae b 815 8
.1-833-270-5443 (Relay 711)

Arabic:

Se tiver duvidas acerca da Ambetter from Absolute Total Care, ou estiver a ajudar uma pessoa com davidas acerca desta, e ndo
dominar o inglés, tem o direito de obter ajuda e informag6es no seu idioma sem qualquer custo e de forma atempada. Se tiver

Portuguese: uma condi¢&o visual e/ou auditiva que dificulte a comunicacao ou estiver a ajudar uma pessoa com uma condic¢édo deste tipo, tem
o direito de receber equipamentos ou servicos de assisténcia sem qualquer custo e de forma atempada. Para receber traducbes
ou servigcos de assisténcia, contacte servicos de membro através do nimero 1-833-270-5443 (Relay 711).




Japanese:

CHEPHREANEL TULBitEMAA. Ambetter from Absolute Total Carel2 D\ T Z&BR % Hiss DIga. ZEECHEM
BLTHERMN DA L) —[CCHREOSETANLTPEREBDICEATEEY. CBE®. bBEANEL TLBHEOA
OFEEPHEEOREOLOPYRY AL MBGETH, EBRNDZA LY —ICHIMY —EREZFBENTEES, RO
HENH — E R &S+ B(2(F, 1-833-270-5443 (Relay 711)D AV /N—H—E R [T TE#E RS,

Ukrainian:

Akwo y Bac abo ocobwu, sikii BU Jonomaraere, BUHUKNY 3anuTaHHs woao nnaHy Ambetter from Absolute Total Care, ane By um
ust ocoba He BOMOAIETE aHMMINCLKOI MOBOIO, B MAeTe NpaBo OTPMMaTK AOMOMOry Ta iHpopmalLiito CBOED MOBOK He3KOLLTOBHO
1 cBOEYacCHO. SAKLo y Bac abo ocobu, skii B fonomMaraeTte, € Baau crnyxy abo 3opy, ki 3aBaxatoTb CMifikyBaHHI0, BU MaeTe
npaBo OTpUMaTH AOMOMIXHI 3acobu Ta nocnyry 6e3koLLTOBHO 11 cBoevacHo. LLob oTpumaTtu nepeknaa abo AoaaTkosi nocnyry,
3B’sKiTbCst 3i Cnyx6ot0 06CnyroByBaHHs y4acHuKiB 3a Homepom 1-833-270-5443 (Relay 711).

Hindi:

3R 1Y 3T IS VAT ek fTaeh 3T T 9 I8 &, P UrF Ambetier from Absolute Total Care ¥ S8 U4T & 31K 310 i1 3735 3
FITRR AL &, A MUY 37T 7T 3 AT 3N FHT W T R STABRT U et bt 3ABR 8. 319 317aeht A1 frelt 08 eafes ot
Torerehr 3 Feg X T ¥, G 3R/AT S F FHEAT gl § 3R s58 aredid iy gl ¥, df 3ment faar e @t & 3R 'Hg W
HEIH FElIdT AR 1T U ¥ 1 HABR . Igd1G AT Ferdeh JaTt Urd it & folt HuAT 1-833-270-5443 (Relay 711) T TG
[ATT ¥ TUH .

Mon-Khmer,
Cambodian:

UNSIUHA USinmen HMISUHABOHESW N SUMNIHA Ambetter from Absolute Total Care NWE SN SAMNNS NSNS
mn{ymm:—:t‘nﬁm HEADISIUSSSUTISNSW SHNSISMMIUNHA TSN WSS A SI0 S.‘:nsimammtmnmapju%
[UISIUHA HSImmﬁfﬁmHﬁﬁﬂﬁﬁm | SuUlmAINm Sﬁ/gmimuiﬁmﬂﬂﬁﬁmmi§$ﬁ98ﬁ HEBI1SIUSSSIUTS
NSW SHINAYUGINGSISNNWNSASIY Sﬁﬁtﬂimmﬁﬂﬂwaﬁﬁuﬂ iﬁq]@gmmST,ﬁ]ﬂﬁHUﬁ‘fLU UinuNPmgomIoc I
NHSIMSH IWNAYUERA MUIiie 1-833-270-5443 (Relay 711)4
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Statement of Non-Discrimination

Ambetter from Absolute Total Care is underwritten by Absolute Total Care, Inc., which is a
Qualified Health Plan issuer in the South Carolina Health Insurance Marketplace. Absolute Total
Care, 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 Absolute Total Care, Inc.

All rights reserved. Ambetter.AbsoluteTotalCare.com

If you, or someone you are helping, have questions about Ambetter from Absolute Total Care,
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 1-833-270-5443 (Relay 711). If you believe that Absolute Total
Care, 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 1-833-270-5443 (Relay 711). You may also
submit a grievance by phone to 1-833-270-5443 (Relay 711). For information on filing a
discrimination complaint directly with the U.S. Department of Health and Human Services,
Office of Civil Rights, please visit https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf.
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