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

Ambetter from Louisiana Healthcare Connections
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.louisianahealthconnect.com/2024-brochures.html, or call 1-833-635-0450 (TTY 711). For general definitions of common terms, such as allowed

amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at

https://www.healthcare.gov/sbc-glossary or call 1-833-635-0450 (TTY 711) to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket

$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

limit for this plan?

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

Will you pay less if you
use a network provider?

SBC-90787LA0020002-03-2024

family. Not applicable for out-of-network providers.

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

Yes. See
https://ambetter.louisianahealthconnect.com/findadoc or
call 1-833-635-0450 (TTY 711) for a list of network

roviders.

Underwritten by Ambetter Health of Lousiana, Inc.

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-
ocket limit.

This plan uses a provider network. You will pay less if you use a provider in
the plan’s network. You will pay the most if you use an out-of-network
provider, and you might receive a bill from a provider for the difference
between the provider's charge and what your plan pays (balance billing). Be
aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get
services.
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Do you need a referral to . ,
‘ see a specialist? ‘ No. ‘ You can see the specialist you choose without a referral. ‘

A 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 Services You | Indian Health Non-IHCP In-Network | Non-IHCP Out-of- Limitations, Exceptions, & Other Important

Care Provider Network Provider

Medical Event May Need Provider Information

(IHCP) (You will (You will pay the

(You will pay more)

. Unlimited Virtual 24/7 Care Visits received from
Primary care

visitto freatan | No charge $45 Copay / visit Not covered Ambetter's designated telehealth provider covered at

iniurv or flness No Charge, providers covered in full. Cost sharing
fyouvisita waived at non-IHCP with IHCP referral.

health care Covered No Limit. Cost sharing waived at non-IHCP

e Specialist visit | No charge $115 Copay / visit Not covered with IHCP referral.
office or clinic : You may have to pay for services that aren’t
Preventive . L :
— preventive. Ask your provider if the services needed
care/screening/ | No charge No charge Not covered . .
immunization are preventive. Then check what your plan will pay for.
Cost sharing waived at non-IHCP with IHCP referral.
$60 Copay / visit for
?ebrSirsézry & professional Prior authorization may be required. Covered No Limit.

Other places of service may include: Hospital,
50% Coinsurance for x-ray Emergency Room, or Outpatient Facility.

Diagnostic test & diagnostic imaging

(x-ray, blood No charge Not covered Eail btain ori horization f ice th
lfyou havea  work) 50% Coinsurance for ailure to obtain prior authorization for any service that
t yt laboratory & professional requires prior authorization will result in a denial of

e services and x-ray & benefits. Cost sharing waived at non-IHCP with [HCP
diagnostic imaging at other referral.
places of service

Imaging , . , -

(CTIPET scans, | No charge 0% CalaEnes Not covered Prior authorization may be required. Covered No Limit.

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

Page 2 of 8



What You Will Pa

Common Services You | Indian Health Non-IHCP In-Network | Non-IHCP Out-of- Limitations, Exceptions, & Other Important
Medical Event May Need Care Prowde_r Provider Networll( P Information
(IHCP) (You will . (You will pay the
(You will pay more)
Preferred Generic Retail: $3 Prior authorization may be required. Prescription drugs
: ot are provided up to 30 days retail and up to 90 days
C_%r(ienre1r|c drugs No charge M/ presc.rllptlon Not covered through mail order. Mail orders are subject to 2.5x retail
(Tier ) Generic Retail: $35 Copay / cost-sharing amount. Cost sharing waived at non-IHCP
prescription with IHCP referral.
If you need Prior autlr;o:;zatic;n g;)a()j/ be re?u.ilredaPre?crg)Otign drugs
. are provided up to ays retail and up to ays
drugs_, D Preferreq e No charge Retall._$1.95 Carzeri Not covered through mail order. Mail orders are subject to 2.5x retail
your illness or | drugs (Tier 2) prescription . . .
condition Mg amount. Cost sharing waived at non-I[HCP
More with IHCP referral.
information Prior authorization may be required. Prescription drugs
about are provided up to 30 days retail and up to 90 days
rescription Non-preferred Retail: $250 Copay / through mail order. Mail orders are subject to 2.5x retail
p—p_dru coverage brand drugs No charge prescription; subject to Rx Not covered cost-sharing amount. $3,800 individual / $7,600 family
_g—g_is available at (Tier 3) drug deductible Rx drug deductible for noq-preferred brand and .
httos: {/ a mbett Tﬁgc;arltta\;edrglqs. Cost sharing waived at non-IHCP with
—:Irt.:\c::‘:::::?encath:o Prior authorization may be required. Prescription drugs
m/2024formula are provided up to 30 days retail and up to 30 days
O through mail order. (Note: Limited to copayment or
. Specialty druas Retail: 50% Coinsurance coinsurance applicable to specialty tiered drug amount
M_(Tier 4) No charge $150 hax 3 M' Not covered not to exceed $150 dollars per month for each drug up
' to a thirty-day supply, is met). $3,800 individual /
$7,600 family Rx drug deductible for non-preferred
brand and specialty drugs. Cost sharing waived at non-
[HCP with IHCP referral.
Facility fee
(e.g., o) A Prior authorization may be required. Covered No Limit.
U !lave ambulatory No charge 50% Coinsurance Not covered Cost sharing waived at non-IHCP with IHCP referral.
outpatient
surgery surgery center) . P . P
Physician/surge No charae 50% Coinsurance Not covered Prior authorization may be required. Covered No Limit.
on fees 9 B Cost sharing waived at non-IHCP with IHCP referral.
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What You Will Pa

Indian Health Non-IHCP Out-of-
Care Provider Non-HCP In-Network Network Provider

Services You

Common

Limitations, Exceptions, & Other Important

Medical Event

May Need

Provider

Information

(IHCP) (You will . (You will pay the
pay the least) T [FE e, most)
$2500 Copay /
$2500 Copay / visit ($1250 | visit ($1250 Copay
Emergency No charge Copay / visit for facility; [ visit for facility; Covered No Limit. Cost sharing waived at non-IHCP
room care $1250 Copay / visit for $1250 Copay / with IHCP referral.
If you need physician fee) visit for physician
immediate fee)
medical Emeraenc Covered No Limit. Note: Prior authorization is not
guenten medical No charge 50% Coinsurance 50% Coinsurance TR O GRS t_ranqurt, howe\(er, .a" non-
transoortation eme_rgent transport requires prior authorization. Cost
HErspudlon sharing waived at non-IHCP with IHCP referral.
. Covered No Limit. Cost sharing waived at non-IHCP
Urgent care No charge $60 Copay / visit Not covered with IHCP referral.—g
Pl fee. Prior authorization may be required. Covered No Limit
If you have a ﬁgbgrﬁ)h“p'ta' MO GIEITE R0 Cloays | iy NISEEEIEE Cost sharing waived at non-IHCP with IHCP referral,
PERASIGE Physician/surge No charge No charge Not covered Prior authorization may be required. Covered No Limit.
on fees Cost sharing waived at non-IHCP with IHCP referral.
If you need Office Visit: $45 Copay / Prior authorization may be required. Covered No Limit.
mental health, = Outpatient No charge visit; Not covered (Primary Care Provider (PCP) and other practitioner
behavioral services Other Outpatient Services: office visits do not require prior authorization.) Cost
health, or 50% Coinsurance sharing waived at non-IHCP with IHCP referral.
substance . , o , .
Inpatient Prior authorization may be required. Covered No Limit.
:2:2?: es services No charge $3000 Copay / day Not covered 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
If you are o . required for other gervices. Cost-shqring does not apply
oregnant Office visits No charge $45 Copay / visit Not covered 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
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What You Will Pa

Indian Health Non-IHCP Out-of-
Care Provider Non-IHIEr I:\:?(;(r;lftwork Network Provider

Services You
May Need

Common

Limitations, Exceptions, & Other Important

Medical Event Information

(IHCP) (You will . (You will pay the
pay the least) T [FE e, most)
described elsewhere in the SBC (i.e., ultrasound). Cost
sharing waived at non-IHCP with IHCP referral.
Childbirth/delive Prior authorization may be required. Cost-sharing does
ry professional | No charge No charge Not covered not apply for preventive services. Depending on the
services type of services, copayment, coinsurance or deductible
I : may apply. Maternity care may include tests and
Chfllaciti)lzith/dehve No charae $3000 Copay / da Not covered services described elsewhere in the SBC (i.e.,
;yerviceg g ~00ay / aay ultrasound). Cost sharing waived at non-IHCP with
IHCP referral.
Home health o) Prior authorization may be required. Covered No Limit.
care No charge 50% Coinsurance Not covered Cost sharing waived at non-IHCP with IHCP referral.
Outpatient: 50% Outpatient: Pr!or.authorization may be required.
Rehabilitation N Coinsurance Cove.red.No.lelt. - .
Services 0 charge Inpatient: $3000 Copay / Not covered Inpatller)t. Prior authorization may be required. Covered
= day — No Limit.
Cost sharing waived at non-IHCP with IHCP referral.
Outpatient:50% 8utpati3n'\tl: PLr!or. tauthorization may be required.
—_ . overed No Limit.
Lfe):;u L % No charge %000 Conav | Not covered Inpatient: Prior authorization may be required. Covered
. = ' —— No Limit.
:‘eac‘:lc;vgtr;]r;gr] or day Cost sharing waived at non-IHCP with IHCP referral.
. Skilled nursing Prior authorization may be required. Covered No Limit.
rs\zzglsal et care N B $3000 Copay / day M EBTERER Cost sharing waived at non-IHCP with IHCP referral.
Prior authorization may be required. Covered No Limit.
Note: Medical foods/low protein food products for the
Durable treatment of inherited metabolic diseases are subject to
medical No charge 50% Coinsurance Not covered applicable deductible, coinsurance & copayment
equipment amounts; member's cost share shall not exceed more
than $200 dollars per month. Cost sharing waived at
non-IHCP with IHCP referral.
Hospice o) An: Prior authorization may be required. Covered No Limit.
services MO GIEEE Sl CElTELENES MIBEIEIE Cost sharing waived at non-IHCP with IHCP referral.
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What You Will Pa

Common Services You | Indian Health Non-IHCP In-Network | Non-IHCP Out-of- Limitations, Exceptions, & Other Important

Care Provider Network Provider

Medical Event May Need (IHCP) (You will . vPvzch)w:erm - (You will pay the Information
pay the least) pay most)
Children’s eye Limited to 1 visit per year. Cost sharing waived at non-
. exam No charge No charge Not covered IHCP with IHCP referral,

Ly Sl Children’s Limited to 1 item per year. Cost sharing waived at non-
needs dental No charge No charge Not covered , '

glasses IHCP with IHCP referral.
oreye care Children’s

Not covered Not covered Not covered None
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.)

e Abortion e Cosmetic surgery e Long-term care

e Acupuncture e Dental care (Children) o Non-emergency care when traveling outside the
- . u.s.

e Bariatric surgery e Infertility treatment

o Weight loss programs

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

e Chiropractic care e Hearing aids (Limited to 1 per ear every 3 years.) e Routine eye care (Adult-one visit & one item per
e Dental care (Adult-visit & item limits apply per e Private-duty nursing (On home and outpatient year. Dollar allowance applies to hardware.)
year. $1,000 annual dollar limit per year per basis only (inpatient excluded)) e Routine foot care
person.)

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 Louisiana Healthcare Connections at 1-833-635-0450 (TTY 711); 1702 N. Third Street; P.O. Box 94214; Baton Rouge, LA 70802;
Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); 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
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assistance, contact: 1702 N. Third Street; P.O. Box 94214; Baton Rouge, LA 70802 Additionally, a consumer assistance program can help you file your appeal.
Contact 800-259-5300

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 1-833-635-0450 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-635-0450 (TTY 711).
Chinese (1 37): AR TFEF L a9 E D), 1BIRFTXN S8 1-833-635-0450 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-635-0450 (TTY 711).

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

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

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

Peg is Having a Baby

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

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)

M The plan’s overall deductible $0
B Specialist copayment $115
W Hospital (facility) copayment $3000

B Other coinsurance 50%

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)

condition)
M The plan’s overall deductible $0
B Specialist copayment $115
W Hospital (facility) copayment $3000

B Other coinsurance 50%

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)

M The plan’s overall deductible $0
B Specialist copayment $115
W Hospital (facility) copayment $3000
B Other coinsurance 50%

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 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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‘ &Y'4 louisiana
I ron | 949 healthcare
connections.

English:

If you, or someone you are helping, have questions about Ambetter from Louisiana Healthcare Connections, 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 1-833-635-0450 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter de Louisiana Healthcare Connections y no
domina el inglés, tiene derecho a obtener ayuda e informacién 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 1-833-635-0450 (TTY 711).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Louisiana Healthcare Connections
et que vous ne maitrisez pas l'anglais, vous pouvez bénéficier gratuitement et en temps utile d'aide et d'informations dans votre
langue. Si vous-méme ou une personne que vous aidez souffrez d'un trouble auditif ou visuel qui entrave la communication, vous
pouvez bénéficier gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction ou de
services auxiliaires, veuillez contacter Services aux membres au 1-833-635-0450 (TTY 711).

Vietnamese:

Néu quy vi hogc nguo’l ma quy vi dang giup d& co cau hoi vé Ambetter from Louisiana Healthcare Connections va khong thanh
thao tiéng Anh, quy vi c6 quyén dworc tro giup va nhén thong tin béng ngon ngu ctia minh mién phi va kip thoi. Néu quy vi hodc
ngu’m ma quy vi dang giup d& mac bénh vé thinh giac va/hodc thi giac gay can tré giao tiép, quy vi ¢6 quyén dwoc nhan cac hd
tro va dich vu phu tro' mién phi va kip thei. D& nhan dich vu théng dich hoadc dich vu phu trg, vui long lién hé bd phan Dich Vu
Thanh Vién theo s 1-833-635-0450 (TTY 711).

Chinese:

WRER, HEEIEERERES, BRI Ambetter from Louisiana Healthcare Connections FHEIHIRIRE, BEFNEEREE, HERER
REWRFUSNESEEERTINS. NRE, S EERMNESREENTISAENLRE, B 788, TEENREIREE
ESHESTE RS, AEDSHIESEERTS, BIEYEIREER, R 1-833-635-0450 (TTY 711),

Arabic:

Glo Jsmanll 8 el elali & Iy 3L & ) oS5 W5 «Ambetter from Louisiana Healthcare Connections Jss i sxelis pasd s ol bl (< 13
L_l‘.\c\.uw‘fihsﬁd;“ L—\J.\h sdm\)ﬂ\deH‘s\/}wdbuAéiuem@uaMé1 )\ el guSU‘\ L._mLuJ\ ;\5}“ ‘;A‘,AAXS_\@\ u}dwduhuu)u\‘se&w\
.1-833-635-0450 (TTY 711) ile sbme¥l cilart o Juai¥) ooy cdilin) ciland 5f dan il clead 1 Cundiall g 85 3815 5 )50 (e Adlia] llea

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Louisiana Healthcare Connections, 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, 0 ang iyong tinutulungan, ay may kondisyon sa pandinig at/o paningin na nakakaapekto sa komunikasyon, may
karapatan kang makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa maagap na paraan. Para makatanggap
ng mga serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag-ugnayan sa Mga Serbisyo para sa Miyembro sa
1-833-635-0450 (TTY 711).

Korean:

o] =28 #h= 20| Ambetter from Louisiana Healthcare Connectionsd| CH$H 2 20| &= AL o0 555X
x

AHO|Z A X ™A 28 X[ Jnt YEE B2 A7t JASLICH Hot e Ao =22 &
AR S0 ZOoH7F A= 2 A HSIAH F8 EX &7 W MH[AE 8BS HE|7t JAE LI
Al2{™ 1-833-635-0450(TTY 711)H O 2 J7HA X MH| A RO HEIS|FAA|L,
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Portuguese:

Se tiver davidas acerca da Ambetter from Louisiana Healthcare Connections, 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 condicao visual e/ou auditiva que dificulte a comunicacgao ou estiver a ajudar uma pessoa com uma condi¢cao deste
tipo, tem o direito de receber equipamentos ou servigos de assisténcia sem qualquer custo e de forma atempada. Para receber
tradug@es ou servigos de assisténcia, contacte servicos de membro através do numero 1-833-635-0450 (TTY 711).

Laotian:

mm‘mmn ) cg'?ocguugmmumog?mmuqoecma Dernaunyonu Ambetter from Louisiana Healthcare Connections, ccos
be5oMWIFIB9H0, twdSolosunivgoscie s 2Qnmcunmzvasgmm?oeuum‘lqma €t BT, TPILINUIL G
loauhyiitionm39luinavgoscde, Stwavnnmulody wat/d nmcdaciiviisozongnimwdsm, twdSalogunivgoacie wat
nWO3MmucSulosdiSanlgee ot Hincoor. cBeltloSuNIVLINMCVWITI § O3MVCSD, nzqmﬁoc'wmv Member Services
(MO3MDSTLIZN) 101 1-833-635-0450 (TTY 711).
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Japanese:

CHBVLHEANEL T30 AA. Ambetter from Louisiana Healthcare Connections(ZD 0\ T B % HiFs OIS, HiE
CEENE THERN DA A L) —ICCHRBOTETALTPEREBICLENTEET, CHEO. HHLLEMANEL TS
DODADEEPREOREBO-HPYERYLNEHEL IMEETH., BRADEA L) —([THEIY—EXEZ 5N TEZXY, FIRP
MBI —EX&EZ 1T BIZ(E, 1-833-635-0450 (TTY 711)D A V /N—H —E R TELR &L,

Urdu:

e e 53 K 05 ) e s US O 5w e o b S Ambetter from Louisiana Healthcare Connections o5 oy =S 33 G S G b o Rl
u.\au)\..aa\fj)}\‘_\cmu.u,_\\ ‘uucijﬁihu\éunh‘u\)sl C}d&l&:)sdmléh_\u}lu)}‘)MJ)})}‘MJ\MJ—\UMUL\)@J‘jsn_li"dﬂu.uu.u,i
A.\LAA;UJL\.A\JM;)J C\a;l&f)sd.al;u\xh)j‘A\AA‘UJ\A.A;E})JJ}M_&A}SQ‘}4‘51‘51}.\1@«.}5\5)&;\&;4‘}4:“%}4%).\‘51@)4‘51}5
S Al s Sess e spas 5 1-833-635-0450 (TTY 711) oS ol e S 38 Jeals

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Louisiana Healthcare Connections hat und nicht Englisch
spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu erhalten. Falls Sie oder jemand,
dem Sie helfen, eine Hor- und/oder Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie das Recht,
kostenlos und zeitnah zusétzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusétzliche
Dienstleistungen zu erhalten, wenden Sie sich an den Kundendienst unter 1-833-635-0450 (TTY 711).

Persian:

S a5l G iyl 3l 5 <y Ambetter from Louisiana Healthcare Connections e_Jbs (o) 5w cuiSae S ol 43 351348 50 8 L Lad R
i |y ol ) (s Ay 48 ala (i b ) sid S A e S gl byl aS saji b les R i€ s w8 se ds s K 40 A gl 4 ) cledal
o ladi 45 Liae ) cilend b Laal salad) cilard 5 eSS il 1 (5l _AQSSQGQJJ@,AA__\}Q&;’UA_;Quqﬁgg)gljdalul Glaad 5 CSLS 25y (3 2
2,80 (il 1-833-635-0450 (TTY 711)

Russian:

Ecnwu y Bac unn y nnua, KoTopoMmy Bbl NOMOraeTe, BO3HUKIU kakne-nmbo BOnpockl 0 nporpamMme cTpaxoBaHnus Ambetter from
Louisiana Healthcare Connections, npu 3ToM Bbl HEAOCTAaTOYHO XOPOLLO BfliaAeeTe aHrMUACKUM S3bIKOM, Bbl UMEeTe NpaBo Ha
6ecnnaTHylo 1 CBOEBPEMEHHYIO NOMOLLb M MHGOPMALMIO Ha CBOEM POAHOM sA3blke. Ecnu y Bac nunu y nuua, KoTopomy Bbl
rnomoraeTe, HabnopaeTcs Kakoe-nNMbo HapyLLeHne cnyxa u/unm 3peHuns, KOTopoe NPenATCTBYET KOMMYHUKaLMK, Bbl UMEeTe Npaso
Ha BecnnaTHble 1 CBOEBPEMEHHbIE BCNIOMOraTesibHble YCNyr 1 nomoLlb. [Ins nonyyYeHus ycnyr nepesofa unm BcnomMoraTtenbHbIX
ycnyr obpatuTeck B oTAen obcnyxmnBaHusl yHacTHUKOB NPOrpaMMbl CTpaxoBaHus no Homepy 1-833-635-0450 (TTY 711).

Thai:

vnnﬂmmaﬂumﬂmmm‘lvimmmumaaummmnmnu Ambetter from Louisiana Healthcare Connections
u,aw"anmcu‘i,ums‘l‘umi:naonqw ﬂmuamwmmasnmwmmv]aau,auuaua’Lumi:nma\mm‘iﬂu”Lmaum’meamomumom
vnnﬂmmaﬂumﬂmmm‘lvimmmmvnaaum’;"mumsﬂou,aV/mamsnaomumﬂuaﬂaﬁﬂmamsaams
ﬂmuﬂmwmwaiummﬁmmaaLLa.,uin*nsLa%u'Imﬂ"LuLaﬂm‘i,?f:nﬂamaﬁumam winaaINITLENITAIUATTLL UG AL NTLREY
Tusadiasia usnsawmsuaundn Mvianaa 1-833-635-0450 (TTY 711)
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Statement of Non-Discrimination

Ambetter from Louisiana Healthcare Connections is underwritten by Ambetter Health of
Louisiana, Inc. which is a Qualified Health Plan issuer in the Louisiana Health Insurance
Marketplace. Ambetter Health of Louisiana, 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
Ambetter Health of Louisiana, Inc. All rights reserved. Ambetter.LouisianaHealthConnect.com

If you, or someone you are helping, have questions about Ambetter from Louisiana Healthcare
Connections, 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 1-833-635-0450 (TTY 711). If you believe that
Ambetter Health of Louisiana, 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 1-833-635-0450 (TTY 711).
You may submit a grievance by mail to Attn: Appeals and Grievances PO Box 10341 Van Nuys,
CA, 91410, by phone to 1-833-635-0450 (TTY 711) or fax 1-833-886-7956. 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.sf.
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Ambetter from Louisiana Healthcare Connections is underwritten by Ambetter Health of
Louisiana, Inc., which is a Qualified Health Plan issuer in the Louisiana Health Insurance
Marketplace.

This is a solicitation for insurance. © 2023 Ambetter Health of Louisiana, Inc. All rights reserved.



