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 Superior HealthPlan Coverage for: Individual/Family | Plan Type: HMO
Standard Ambetter Virtual Access Gold (Virtual PCP selection required): Zero 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.superiorhealthplan.com/2024-brochures.html, or call 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989). 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 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) to request a copy.

Important Questions m Why This Matters:

What is the overall $0
deductible?

Are there services

covered before you meet @ Yes.
your deductible?

Are there other

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.

deductibles for specific | No. You don't have to meet deductibles for specific services.
services?

What is the out-of-pocket , . i

limit for this plan? Not Applicable. This plan does not have an out-of-pocket limit on your expenses.

What is not included in

the out-of-pocket limit? Not Applicable. This plan does not have an out-of-pocket limit on your expenses.

Yes. See

https://ambetter.superiorhealthpla
Will you pay less if you n.com/findadoc or call 1-877-687-
use a network provider? | 1196 (Relay Texas/TTY 1-800-

735-2989) for a list of network

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.

providers.
Do you need a referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but only if you
see a specialist? ' have a referral before you see the specialist.
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‘“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Indian Health Care
Provider (IHCP) & Non-Hcp | Non-IHCP Out-Of-
Network Provider

In-Network Provider .
You will pay the least) | \1°u Will pay the most)

Common
Medical Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

Primary care visit to treat

Unlimited Virtual Primary Care Visits received
from Ambetter's designated telehealth
provider covered at No Charge, providers

an injury or illness 1O GETEE NP covered in full. Virtual Primary Care Visits are
If you visit a health only available for adult members (18 years of
care provider’s office age and older).
or clinic Specialist visit No charge Not covered None
You may have to pay for services that aren’t
Preveqtlvg 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.
No fc harge flor Iab.oratory & Prior authorization may be required. Covered
professional services No Limit. Other places of service may
No charge for x-ray & include: Hospital, Emergency Room, or
t[))lfo gcv)fc’glrcl‘,( )test (x-ray, diagnostic imaging Not covered Outpatient Facility.
No charge for laboratory & . o o
It youlhave a test prc())f(zaszriggarge?vigeasc:x dx- Failure to obtain prior authorization for any
ray & diagnostic imaging at service that requires prior authorization will
other places of service result in a denial of benefits.
Imaging (CT/PET scans, No charge Not covered Prlor.agthorlzatlon may be required. Covered
MRIs) No Limit.
Preferred Generic Retail: No Prior authorization may be required.
Generic drugs (Tier 1) charge Not covered Prescription drugs are provided up to 30 days
If you need drugs to Generic Retail: No charge retail and up to 90 days through mail order.
treat your illness or
condi):ion I(D.lfgfg)ed brand drugs Retail: No charge Not covered Prior authorization may be required.
Non-oreferred brand druas Prescription drugs are provided up to 30 days
P 95 | Retail: No charge Not covered retail and up to 90 days through mail order.

(Tier 3)
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What You Will Pa

Indian Health Care Non-IHCP Out-Of-
Network Provider

Limitations, Exceptions, & Other
Important Information

Common
Medical Event

Services You May Need | Provider (IHCP) & Non-IHCP
In-Network Provider
You will pay the least

(You will pay the most)

More information about
z;zz::pctalci;na(\j/:ijlgble at Prior authorization may be required.
—g_httpS' T g Specialty drugs (Tier 4) Retail: No charge Not covered Prescription drugs are provided up to 30 days
- - retail and up to 30 days through mail order.
orhealthplan.com/2024
formulary.
_ Facility fee (e.g., No charge Not covered Prlor_aL_Jthorlzatlon may be required. Covered
If you have outpatient = ambulatory surgery center) No Limit.
surgery Physician/surgeon fees No charge Not covered Prior authorization may be required. Covered
No Limit.
Emergency room care No charge No charge None
Covered No Limit. Note: Prior authorization is
If you need immediate = Emergency medical not required for emergency transport,
medical attention transportation SO EEIE NBEEE however, all non-emergent transport requires
prior authorization.
Urgent care No charge Not covered None
' Facility fee (e.g., hospital No charge Not covered Prlor_agthorlzatlon may be required. Covered
If you have a hospital ' room) No Limit.
et Physician/surgeon fees No charge Not covered Egol_ri;Liltt horization may be required. Covered
Prior authorization may be required. Covered
If you need mental . . No Limit. (Primary Care Provider (PCP) and
health, behavioral S AINEETIEE MICIEE AU other practitioner office visits do not require
health, or substance prior authorization.)
abuse services . . Prior authorization may be required. Covered
Inpatient services No charge Not covered L
No Limit.
Prior authorization not required for deliveries
within the standard timeframe per federal
L regulation, but may be required for other
If you are pregnant Office visits No charge Not covered services. Cost-sharing does not apply for
preventive services, such as routine pre-natal
and post-natal screenings. Depending on the
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What You Will Pa

Common Indian Health Care

Non-IHCP Out-Of- Limitations, Exceptions, & Other

Network Provider Important Information
(You will pay the most)

Services You May Need | Provider (IHCP) & Non-IHCP
In-Network Provider
(You will pay the least)

Medical Event

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
No charge Not covered apply. Maternity care may include tests and

Childbirth/delivery

) . No charge Not covered
professional services

Childbirth/delivery facility

services services described elsewhere in the SBC
(i.e., ultrasound).
Home health care No charge Not covered Prior authorization may be required. Limited

to 60 visits per year.

Outpatient: Prior authorization may be
required. Limited to 35 combined visits per
year (combined with chiropractic care). Note:
Limits do not apply to treatment or care
determined to be medically necessary as a
result of and related to an acquired brain

Outpatient: No charge

If vou need hel Sl shess Inpatient: No charge NPEER injury, for treating developmental delays or
youne P for any mental health/substance use disorder
recovering or have diagnosis

other special health

Inpatient: Prior authorization may be
needs

required. Covered No Limit.

Outpatient: Prior authorization may be
required. Limited to 35 visits per year. Note:
Limits do not apply when treatment is

Not covered provided for a mental health/substance use
disorder diagnosis or developmental delays.
Inpatient: Prior authorization may be
required. Covered No Limit.

Outpatient: No charge

Habilitation services Inpatient: No charge
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What You Will Pa

Common Indian Health Care

Non-IHCP Out-Of- Limitations, Exceptions, & Other

Network Provider Important Information
(You will pay the most)

Services You May Need | Provider (IHCP) & Non-IHCP
In-Network Provider
You will pay the least

Medical Event

Prior authorization may be required. Limited

Skilled nursing care No charge Not covered

to 25 days per year.
Durable medical Prior authorization may be required. Covered
. No charge Not covered -
equipment No Limit.
Hospice services No charge Not covered Ego[i;l# TOPEHER [ 0D BEYAREE, CEvEice
. Children’s eye exam No charge Not covered Limited to 1 visit per year.
If your child needs Children’s No ch Not q Limited to 1 it
dental or eye care ildren’s glasses o0 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 Abortion (Except when the life of the mother is ¢ Dental care (Adult) ¢ Non-emergency care when traveling outside the
endangered if the fetus were carried to term or . U.s.
Dental care (Children)

delivered.) " e Private-duty nursing
e Infertility treatment

 Acupuncture e Routine eye care (Adult)
L e Long-term care
e Bariatric surgery e Weight loss programs

e Cosmetic surgery

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 35 combined visits e Hearing aids (Limited to 2 items every 3 years) ¢ Routine foot care
per year (combined with outpatient rehabilitation
therapy).)

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 Superior HealthPlan at 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989); Texas Department of Insurance, 333 Guadalupe, Austin, TX
78701, Phone No. 1-800-578-4677; the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/agencies/ebsa/about-ebsa/ask-a-question/ask-ebsa; or the 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.
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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: Texas Department of Insurance, 333 Guadalupe, Austin, TX 78701, Phone No. 1-800-578-4677.

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 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).
Chinese (1 32): AR FF Ly #Bl), 1BIRFTX S8 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

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

Page 6 of 7



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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

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

a hospital delivery) controlled condition) up care)
M The plan’s overall deductible ' $0 m The plan’s overall deductible ' $0 m The plan’s overall deductible $0
M Specialist coinsurance 0% M Specialist coinsurance 0% ™ Specialist coinsurance 0%
M Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0% ™ Hospital (facility) coinsurance 0%
B Other coinsurance 0% m Other coinsurance 0% ™ Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost 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

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7
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English:

If you, or someone you are helping, have questions about Ambetter from Superior HealthPlan, 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
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Superior HealthPlan 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 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Vietnamese:

Néu quy vi hodc ngwdi ma quy vi dang gidp d& c6 cau hdi vé Ambetter from Superior HealthPlan va khdng thanh thao tiéng Anh,
quy vi c6 quyén duoc trer gidip va nhan thong tin b&ng ngon ngu cda 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 thdng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo sb
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Chinese:

WMRE, HEEEERERES, BEEFS Ambetter from Superior HealthPlan S EIRIERE, BREEREE, SEENRERIFLL
IEREHEEEINE. NRE, SREEERINSESEEII/ERNENRE, BN T EE, FaErRBlNFEEHSIE
EAfRTE. EEEUSHIETEHEIRE, EME D EIRFEES, BEEE 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989),

Korean:

FBt = Hote| =22 g 20| Ambetter from Superior HealthPlandi| TS & 20| Q= 22 HO0of| 5&81X| QoA H 8T
AN Z A M HSIA 28 K|t HEE &S He[7t AL st £ 75t

OIAIASO| TOh7t U= B2 A HHSHH FE X =7 W MH[AE & 7t .
1-877-687-1196(Relay Texas/TTY 1-800-735-2989)H O = 7t QIX} MH|A L0 A2 FAAIL,

Arabic:

o dpanll (8 Gall elals &, 301 Bl & ) ¢S5 o5 <Ambetter from Superior HealthPlan Js Al s2cld i sl i bl S 1)
Gl s ool 5l Baa Ay pemny gff 5 Lmans Alla (o it ode s i (o of ol i€ 1) Caniall gl 85 A5 g 50 (g lialy il shaall 5 BacLusdll
e sbae ¥ claas o Juai¥) a y dgilia) Claxd sl A i) et A1) il gl 5 A8SE (6 (50 (g Alia) ilend g ilaclise 315
.1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

Urdu:

G5 om om ke e 5 S 05 sl e s LS @) g e o) S Ambetter from Superior HealthPlan o5 oz =S 23 o (S g b o S
i 58 e Db s Celan Gl o )y S22l (S pa bl 8o 38 8 S duala Glasbee 5l 20 Sllg ) masbee e ) o) S
=S S8 deala clasd Gglaa by men ji 0 3 S 8 Juala et gl el (sle g sl e Sl g5 (S DS 5 (e lleal e s e 5 Gl 0
S Abl ) g e 3 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) a8 ol x ¢« -

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Superior HealthPlan, 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 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Superior HealthPlan 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 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Hindi:

3R 3179 AT S QAT AT TordehT 1T HERIAT < T8 8, 3 9TH Ambetter from Superior HealthPlan & 53 92 8 31 319 2l 3i@iei
AR LT &, AT JTTeRT 379aAT 78T 3 HF HR FHT I FETIAT HR STARRT ATecl A 1 ATRR 8. IR 39T AT fonely TF g
TSreehT 319 Fee o 3¢ &, Goiot /AT W= H T el & 3R S8 arcriied S1fere gielt €, ot 3maeht foar fohely et & 3R aag )
TEIh HRICT 3R HATU YISl hled T TR &. 3fefdle; AT HgTeh JaTU UIed oA & Tl T 1-877-687-1196 (Relay Texas/TTY
1-800-735-2989) W TEET TATT A TUH 1.

Persian:

4l el 5 Sl ay )y Ba el i G...glﬁ.‘.\ s «x > Ambetter from Superior HealthPlan s ko (35 S oo SaS gl 43 250048 52,8 L Lad )§\
G e o 1 Bl ) (5518 52 48 200 (i b o) s e 28 SaS 4y 21 48 (528 L Ladk RIS il 53 e 4y 5 OB 4 A Gl

o jladi 43 Liac| Gilead b Ll galadl cilard jm_i..ssgé\_"ﬁts\),\_A:\:\Sg;é\_».ﬁ@)‘q)o@_lbqom}s L)) ol dlaad 5 lacSas a Hla

2,8 ol 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)




German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Superior HealthPlan 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
Hoér- und/oder Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah
zusétzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusétzliche Dienstleistungen zu erhalten, wenden
Sie sich an den Kundendienst unter 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Guijarati:

oSl dHa weldl di BHefl Hee 531 28dl €l Ad] 518 cusdal Ambetter from Superior HealthPlan (2] Wsll €14 3el AU udlal
o 1, dl dHA 516 W sUL [cloil A AHUUR AHIZ] NI Het del HIfEd] Anddisl SR 8. %) dRl wedl di BHsil Hee
531 28l €\ Ad] 516 < (5 HARIAGS w2l ¢(BIANUS el 1] Yl[Sd E1U 3 B AARA 4] SN, dl dHa 516 W suf
(Clotl ol UHUUR USIUS AEIY dell A UIH Sclell WS D). Wsidle Meld] AU A UIH 5l HIZ, 5Ul 53]
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) U Y®is{l Ac(2leil U5 30,

Russian:

Ecnu y Bac unu y nuua, KoTopomy Bbl NOMOraeTe, BO3HUKN Kakue-nnbo Bonpockl 0 nporpamMme ctpaxoBaHusi Ambetter from
Superior HealthPlan, npy aTom Bbl HE4OCTATOYHO XOPOLLO BriafieeTe aHrMUACKMM S3bIKOM, Bbl MIMEETE NpaBo Ha GecnnaTHyto u
CBOEBPEMEHHYIO NMOMOLLb ¥ HPOPMALIMIO HA CBOEM POAHOM A3bike. Ecnn y Bac unu y nuua, KoTopomy Bbl nomoraete,
HabntogaeTcs kakoe-nMbo HapyLueHue cryxa u/unu 3peHusi, KOTopoe NpensaTCTByeT KOMMYHMKaLMK, Bbl UMeeTe NpaBo Ha
6ecnnaTtHble 1 cCBOeBPeMeHHble BCoMoraTernbHble YCIyr 1 NMomoLLe. [ns nony4eHus ycnyr nepeBoAa Unm BcrnomoraTernbHbIX
ycnyr obpatuteck B oTAen 00Cny>XnBaHNS y4aCTHUKOB NPorpaMmbl CTpaxoBaHus no Homepy 1-877-687-1196 (Relay Texas/TTY
1-800-735-2989).

Japanese:

CHEYHEEANEL T\ B3O AA. Ambetter from Superior HealthPlanIZD 0\ T B % S5 OIRS. EEECEEAEC
THERDLDEZA L) —ICCHFEOTETANILTPBEREBDCENTEEYS, THEP., HBEANEL T 2MBOADEEE®
REDKRRED-HPYEBY ML MBETH, BN DZA LY -V —EXEZTEHIENTEET., FROEBY—ER

%#52(T %2, 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)() A > /N—H —E X ([CTHELE L &0,

Laotian:

nmINuL § og'?ooguugmmumog?mmuqoecma Bernrwnyosiv Ambetter from Superior HealthPlan, ccos H93089MWWIFNSIH0,
viwSSoldgumugosciie war 2yviictvwIzrzegumlost Serlgae ccor umco:r) mmmm‘m )
co’?oc.aumgmmmmog?mmnqoecme S2w01m99mlody «cat/d mucsociiviisozonnavSsmw, mm.usoEosumuqoe)cme oy
nWL3NWcSuloedislgse war Hiucwad. e llagunIui3NmctwIzr § B3NS, N:guIGacn Member Services
(MOSMDTTLIZN) I 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).
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Statement of Non-Discrimination

Ambetter from Superior HealthPlan includes EPO products that are underwritten by Celtic Insurance Company,
and HMO products that are underwritten by Superior HealthPlan, Inc. These companies are each Qualified
Health Plan issuers in the Texas Health Insurance Marketplace. These companies comply with applicable
Federal civil rights laws and do 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.
© Superior HealthPlan, Inc. All rights reserved. Ambetter.SuperiorHealthPlan.com

If you, or someone you are helping, have questions about Ambetter from Superior HealthPlan, 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 1-877-687-1196 (Relay Texas/TTY
1-800-735-2989). If you believe that Celtic Insurance Company or Superior HealthPlan, 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 1-877-687-1196 (Relay
Texas/TTY 1-800-735-2989). You may also submit a complaint by phone to 1-877-687-1196 (Relay Texas/TTY
1-800-735-2989). 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.

Declaracion de No Discriminacion

Ambetter de Superior HealthPlan incluye productos EPO que estan suscritos por Celtic Insurance Company, y
productos HMO que estan suscritos por Superior HealthPlan, Inc. Estas empresas son proveedores
Calificados de Planes de Salud en el Mercado de Seguros de Salud de Texas. Estas empresas cumplen con
las leyes de derechos civiles Federales aplicables y no discriminan por motivos de raza, color de piel,
nacionalidad de origen (incluidos un nivel de inglés limitado y la lengua materna), edad, discapacidad o sexo
(incluidos el embarazo, la orientacion sexual, la identidad de género o las caracteristicas sexuales). Esta es
una solicitud de seguro. © 2023 Celtic Insurance Company. © Superior HealthPlan, Inc. Todos los derechos
reservados. Ambetter.SuperiorHealthPlan.com

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Superior HealthPlan 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 1-877-687-1196
(Servicio de Retransmision de Texas o TTY 1-800-735-2989). Si considera que Celtic Insurance Company o
Superior HealthPlan, Inc. no le proporcionaron estos servicios o lo discriminaron de otra manera por motivos
de raza, color de piel, nacionalidad de origen (incluidos un nivel de inglés limitado y la lengua materna), edad,
discapacidad o sexo (incluidos el embarazo, la orientacion sexual, la identidad de género o las caracteristicas
sexuales), comuniquese con Servicios para Miembros al 1-877-687-1196 (Servicio de Retransmision de Texas
o TTY 1-800-735-2989). También puede presentar una queja por teléfono al 1-877-687-1196 (Servicio de
Retransmision de Texas/TTY: 1-800-735-2989). Para obtener informacion sobre cédmo presentar una queja
por discriminacion directamente ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios
Humanos de EE. UU., visite https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf.
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