Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter from SilverSummit Healthplan Coverage for: Individual/Family | Plan Type: HMO
Elite Gold: 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.silversummithealthplan.com/2025-brochures.html, or call 1-866-263-8134 (TTY 1-855-868-4945). 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 1-866-263-8134 (TTY 1-855-868-4945) to request a copy.

Important Questions _ Why This Matters:

$0 at Indian Health Care Provider (IHCP) or with
IHCP referral at non-IHCP; or $0 individual / $0

What is the overall See the Common Medical Events chart below for your cost for services this plan

deductible? family covers.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | There is no deductible. plan covers certain preventive services without cost sharing and before you meet
your deductible? your deductible. See a list of covered preventive services at
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?
What is the out-of-nocket For.network proyiders: $5,500 individual / $11,000 | The out-of-pocket Iimit is the mogt you could pay in a year for covgred services. If
limit for thisgp—plﬂ P family. Not applicable for out-of-network you have other family members in this plan, they have to meet their own out-of-
— ' 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.silversummithealthplan.com/finda | you might receive a bill from a provider for the difference between the provider's
use a network provider? | doc or call 1-866-263-8134 (TTY 1-855-868-4945) | charge and what your plan pays (balance billing). Be aware, your network provider
for a 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.

Do you need a referral to

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

SBC-45142NV0010061-03-2025 Underwritten by SilverSummit Healthplan, Inc. Page 1 of 8



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

Common
Medical Event

Services You May

Need

What You Will Pa

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 Ambetter's designated telehealth provider
treat an injury or No charge $5 Copay / visit Not covered covered at No Charge, providers covered in full.
iliness Cost sharing waived at non-IHCP with IHCP
If you visit a health referral.
zaru;;ipnir;)wder s office Specialist visit No charge $60 Copay / visit Not covered rlec;grera(l,‘.ost sharing waived at non-I[HCP with IHCP
P . You may have to pay for services that aren’t
reventive : L .
care/screening/ No charge No charge Not covered SEEHITVEL (8 € O HNIOST 71 EEIREEES
T needed are preventive. Then check what your
immunization ;
plan will pay for.
$40 Copay / visit for
laboratory &
professional services Prior authorization may be required. Covered No
$75 Copay / visit for x- Limit. Other places of service may include:
~opay /v Hospital, Emergency Room, or Outpatient
. _ ray & diagnostic Facility
—g—rDalj Slgf)tclicvtisr:()(x- No charge maging N Not covered
’ $200 Copay / visit for Failure to obtain prior authorization for any
laboratory & service that requires prior authorization will result
If you have a test professional 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
Prior authorization may be required. Covered No
Limit. Diagnostic mammograms and other
Imaging (CT/PET . imaging that may be used for the detection of
scans, MRIs) MO BT $75 Copay / visit Mol eaEiEs breast cancer are covered without cost share in
accordance with Nevada law. Cost sharing
waived at non-IHCP with IHCP referral.
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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

Common Services You May Limitations, Exceptions, & Other Important

Information

Medical Event Need

Tier 1a - Preferred
Generic Retail: $3

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
90 days through mail order. Mail orders are

Copay / prescription subject to 2.5x retail cost-sharing amount.
Generic drugs No charge Not covered Pharmacy transactions where manufacturer
Tier 1b - Generic discount or copay assistance cards are used will
Retail: $15 Copay / count towards the member's cost share and
If you need drugs to prescription maximum out of pocket. Cost sharing waived at
treat your iliness or non-IHCP with IHCP referral.
K/I(:)r:glitr:?o?mation about E:S;ered I No charge gsrf ) /T)Erlct;ltl:.ri)?ign Not covered Prior authoriza.tion may be required. Rrescrigtion
. . ~opay drugs are provided up to 30 days retail and up to
prescription drug Non-preferred : -
coverage is available at | brand drugs and Tier 3 - Retail: 45% SUGEND LN ENET 35 1 el e e
https://ambetter.silver | Non-preferred No charge Coinsurance ' Not covered subject to 2.5x retail cost-sharing amount. Cost
" - : —_— sharing waived at non-IHCP with IHCP referral.
summithealthplan.com | generic drugs
[2025formulary. Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to
30 days through mail order. Pharmacy
Specialty druas No charge Tier 4 - Retail: 50% Not covered transactions where manufacturer discount or
S e Coinsurance copay assistance cards are used will count
towards the member's cost share and maximum
out of pocket. Cost sharing waived at non-IHCP
with IHCP referral.
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery | No charge $200 Copay / visit Not covered Limit. Cost sharing waived at non-IHCP with
If you have outpatient | center) IHCP referral.
surgery PhVS(Ci Prior authorization may be required. Covered No
ysician/surgeon N - . . . .
fees o charge $200 Copay / visit Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
. . Emergency room No charge 30% Coinsurance 30% Coinsurance None Cost sharing waived at non-IHCP with IHCP
If you need immediate  care - — | referral.
medical attention Emergency medical No charge 30% Coinsurance 30% Coinsurance Covered No Limit. Note: Prior authorization is not

transportation required for emergency transport, however, all
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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 (IHCP) (You will P.rowder (You will pay the Information
(You will pay more)

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

None Cost sharing waived at non-IHCP with IHCP

Urgent care No charge $35 Copay / visit Not covered

referral.
Facility fee (6.9 . P.rio.r authorizatipn may be required. Covered No
hospi NG No charge 30% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
. ospital room)
If you have a hospital IHCP referral.
stay Physician/surgeon Prior authorization may be required. Covered No
fees No charge 30% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Office Visit: $5 Copay / Prior authorization may be required. Covered No
visit; Limit. (Primary Care Provider (PCP) and other
If you need mental Outpatient services | No charge Other Outpatient Not covered practitioner office visits do not require prior
health, behavioral Services: $200 Copay authorization.) Cost sharing waived at non-IHCP
health, or substance [ visit with IHCP referral.
abuse services Prior authorization may be required. Covered No
Inpatient services | No charge 30% 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
services, such as routine pre-natal and post-natal

If you are pregnant Office visits No charge $5 Copay / visit Not covered screenings. Depending on the type of services,
coinsurance, deductible or copayment may apply.
Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound).
Cost sharing waived at non-IHCP with IHCP
referral.
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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 30% 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. Unlimited
except for the following: limited to 1 medical
Home health care | No charge 30% Coinsurance Not covered social service consultation per course of
treatment and 1 nutrition consultation. Cost
sharing waived at non-IHCP with IHCP referral.
Outpatient: Prior authorization may be required.
Inpatient and outpatient rehabilitation services are
limited to a combined 120 visits per year. Note:
Limits do not apply when provided for a mental

Childbirth/delivery

” . No charge 30% Coinsurance Not covered
facility services

Outpatient: health/substance use disorder diagnosis.
Rehgbllltatlon No charge ;$50 t(;og:\y [ visit Not covered :npa?en:: Pr(ljor atuthtgrlztat|c;]n g}le.itytpe reqm.red.
If you need help services npatient: npatient and outpatient rehabilitation services are
. 30% Coinsurance limited to a combined 120 visits per year. Note:
recovering or have o )
. Limits do not apply when provided for a mental
other special health health/ . ; :
needs ealt sut_)stance_: use disorder dlagq03|s.
Cost sharing waived at non-IHCP with IHCP
referral.
Outpatient: Prior authorization may be required.
Inpatient and outpatient rehabilitation services are
limited to a combined 120 visits per year.
Outpatient: $50 Copay Inpatient; Prior authorization may be required.
Habilitation No charae [ visit Not covered Inpatient and outpatient rehabilitation services are
services g Inpatient: 30% limited to a combined 120 visits per year. Note:
Coinsurance Limits do not apply when provided for a mental

health/substance use disorder diagnosis.
Cost sharing waived at non-IHCP with IHCP
referral.
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What You Will Pa

(I.Ina(:::grlzs?cli?r Non-IHCP In-Network u::‘v;lglriig‘\‘lti::; Limitations, Exceptions, & Other Important
(IHCP) (You will Provider (You will pay the Information

Common Services You May
Medical Event Need

(You will pay more)

Prior authorization may be required. Limited to
Skilled nursing care | No charge 30% Coinsurance Not covered 100 days per year. Cost sharing waived at non-
IHCP with IHCP referral.

Prior authorization may be required. Purchased

. No charge 30% Coinsurance Not covered items are limited to 1 every 3 years. Cost sharing
equipment waived at non-IHCP with IHCP referral,

Prior authorization may be required. Unlimited
except for the following: bereavement services
Hospice services No charge 30% Coinsurance Not covered are limited to 5 group therapy sessions per
episode. Cost sharing waived at non-IHCP with
IHCP referral.

Limited to 1 visit per year. Cost sharing waived at

Durable medical

Children’s eye No charge; deductible

exam No charge does not apply Not covered non-IHCP with IHCP referral.
If your child needs . , No charge; deductible Limited to 1 item per year. Cost sharing waived at
dental or eye care Childrensiglasses S Noieharge does not apply Holaiiee non-IHCP with IHCP referral.

Children's dental Not covered Not covered Not covered None

check-up

Excluded Services & Other Covered Services:

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

o Abortion (Except in cases of rape, incest, or when the e  Dental care (Adult) e Non-emergency care when traveling outside the
life of the member is endangered) « Dental care (Children) u.s.
e Acupuncture e Routine eye care (Adult)
e Long-term care
o Cosmetic surgery e Weight loss programs

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

o Bariatric surgery (Limited to 1 procedure per lifetime) e  Hearing aids (Limited to 1 item every 3 years) e Private-duty nursing

e Chiropractic care (Limited to 20 visits per year) o Infertility treatment (Artificial insemination ¢ Routine foot care
services are limited to 6 cycles per lifetime)
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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 SilverSummit Healthplan at 1-866-263-8134 (TTY 1-855-868-4945); Nevada Division of Insurance, 3300 W. Sahara Ave., Suite 275, Las Vegas, Nevada
89102 1-888-872-3234.; 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 assistance, contact: Nevada
Division of Insurance, 3300 W. Sahara Ave., Suite 275, Las Vegas, Nevada 89102 1-888-872-3234.

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 1-866-263-8134 (TTY 1-855-868-4945).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-263-8134 (TTY 1-855-868-4945).
Chinese (1 30): AR FFE Ly E D), 1BIRIT XS5 1-866-263-8134 (TTY 1-855-868-4945).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-263-8134 (TTY 1-855-868-4945).

] 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)

B The plan’s overall deductible ' $0 m The plan’s overall deductible ' $0 m The plan’s overall deductible $0
M Specialist copayment $60 m Specialist copayment $60 m Specialist copayment $60
M Hospital (facility) coinsurance 30% M Hospital (facility) coinsurance 30% ™ Hospital (facility) coinsurance 30%
B Other coinsurance 30% m Other coinsurance 30% ™ Other coinsurance 30%
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

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. si[versummit
healthplan

English:

If you, or someone you are helping, have questions about Ambetter from SilverSummit 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 1-866-263-8134 (TTY 1-855-868-4945).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from

SilverSummit 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 comunicacidn, 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 1-866-263-8134 (TTY 1-855-868-4945).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from

SilverSummit 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 pannikin 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 1-866-263-8134 (TTY 1-855-868-4945).

Chinese:

MR S IEAE BN ES - ARATY Ambetter from SilverSummit Healthplan 77 HifY# »
BARKEETEE - SRR R Bl 5 s DU B R Bh AR S » 250 YIQETTMWJE’J%%
HEESIMI/ S5 7 EHEIRE - PHBSE 7 o SRR e B R R G B S PR AR - SRS
BRI - SEIAS & BRI - BE5EE 1-866-263-8134 (TTY 1-855-868-4945) -

Korean:
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Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gilip d& c6 cau hoi vé Ambetter from SilverSummit Healthplan
va khoéng thanh thao tiéng Anh, quy vi cé quyén duoc tro gidp va nhan thong tin bang ngdn ngit cla
minh mié&n phi va kip thai. Néu quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh giac
va/hoic thj gidc gay can trd giao ti€p, quy vi cé quyén duoc nhan cac ho tro va dich vu phu tro mién
phi va kip thoi. D& nhan dich vu théng dich hodc dich vu phu tro, vui long lién hé bé phan Dich Vu
Thanh Vién theo s6 1-866-263-8134 (TTY 1-855-868-4945).

Ambharic:

ACNP MLI® AA PAY P Ht AM-7 NA Ambetter from SilverSummit Healthplan M 2% NAP T AT
ATIAHE Nk NAPFT PAIRTIIR Meh, AT NIHO: NRILP ACSF AT O/E Qo) T4 Aot AAPF:
ACNP MLID AA PO9 LT AM-T 917 7YTT PARPLESE PADNTY T 45/ MLID PAL F F9C NAPFT
AIH ACEFPTT AT ATAIRSTT PA IRI9° Mgh, AT NLHO- PORPNA OONF AAPT: PTCTFIR DLID
8T R1AARTTY AT T ANNP N 1-866-263-8134 (TTY 1-855-868-4945) PANA A7A1ATT 7
LT
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wnaunsoruinumas e NuTnmaaiisnnuAiu Ambetter from SilverSummit Healthplan
wazligunayTumsTomunssnae
Al ansiamesuamuthuimndouastoya lunmuvesnailas idsen TR wotwiuring

Thai: wnRunsoruinumasTWauThomdaiinmzdunmalaua/miomsuaaiuiiitiugUassasionsdoans
A avsiamesuamurhumiouazuanmaasn s Lidorn T3 wotwiuvine

mndasMsusnIssuMSIlansausmsiady Wsn@nsio usMsdusuaIngn fiviinoia
1-866-263-8134 (TTY 1-855-868-4945)

CBHEOHLEENNEL TULStD AL, Ambetter from SilverSummit HealthplanZ 2L T Z
BERZHEBELOGEE. REBICBGI LG TLEHIDAA L) —ICTHFLEDERETAILTP
BRE/DIENTEET, CEHEWL. HEEANELTLIHMDOADEREPLHEEDKED
FHOYVRYMNHELIMEETH, BEHMNDIA L) —ICHBIY—ERERTHIENTEE
T, RO —EREZZ(+5IZ1E. 1-866-263-8134 (TTY 1-855-868-4945)(D A 1/ \—
Y—ERICTEHLK SN,

Japanese:

&L &)L oSS o9 cAmbetter from SilverSummit Healthplan Js> diwl saclud ases 4 o ebdd 0513

T 9l il cuST13) cwliadl B9l 39 A5 ST 0190 (po cliady Slaghandly Buieluall e Jgsazll (§ @) chiddd (LS

Arabic: ST 095 o0 ddlis] Wladsg ildelne (il (3 G2l bl ¢ Juolgill Band D 31/ dunons D> o (3lad odelud paseds
e eLac¥l Sloss s JUaiYl oy c4dlo) Slads of daz il @lods Al oliall byl 39 421G

1-866-263-8134 (TTY 1-855-868-4945)

Ecnny Bac naun y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUK/AM KaKue-1Mbo BONpoCh! 0 nporpamme
cTpaxoBaHus Ambetter from SilverSummit Healthplan, npu aTom Bbl HegoCTaTOUYHO XOpoOLLO BlageeTe
AHTIMACKUM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecniaTHYO U CBOEBPEMEHHYIO NMOMOLLb U MHOOPMaLMIO
Ha cBOEM PoAHOM fi3biKe. Ecnn y Bac Man y anua, KOTopomy Bbl NOMoraeTte, HabatogaeTca Kakoe-1mbo
HapyLeHune cayxa U/uav 3peHuns, KoTopoe NPenAaTCTBYeT KOMMYHMKALLMK, Bbl UMeeTe NpPaBo Ha
6ecnnaTHble M CBOeBPeMeHHble BCMOMOraTe/ibHble YCYTM U NOMOLb. [18 NoyYeHus ycayr nepesosa
WM BCMOMOTaTe/IbHbIX YCIYT 06paTUTECh B OTAE 0BCYKUBAHUA Y4aCTHUKOB MPOrPaMmmbl
CTpaxoBaHuA nNo Homepy 1-866-263-8134 (TTY 1-855-868-4945).

Russian:

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

SilverSummit Healthplan et que vous ne maftrisez 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
French: 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

1-866-263-8134 (TTY 1-855-868-4945).

(5\-«:‘&‘5 «yls Ambetter from SilverSummit Healthplan o)bys (15w auS s S gl ds duyls a5 (63,8 L Luﬁ

SS9l 4 s 45 63,8 b Lo 81 .S by @890 4 9 OBLD) 4 B39 0L 4 [y leMbl 9 Sl > il

Persian: 0L 4 by soluel leds 9 LSS Wyls 3> S 5 Ciew |y Lyl ()85 4S5yl Bl b lgids CWCine 1S 2
olads 4 Lacl lous b lalal Galuel ilads 9 S 3l Sl S il adge 4 9 0K 4 OB

LS peled 1-866-263-8134 (TTY 1-855-868-4945)

Afai e te le lelei i le Igilisi ma 0 oe po'o se tasi 0 lo'o e fesoasoani i ai o lo'o i ai ni fa'afitauli e uiga i le
Ambetter from SilverSummit Healthplan, o lo'o ia te oe le ai e maua fua ai ma vave fesoasoani ma
fa'amatalaga i lau lava gagana. E iai lau ai tatau e maua fua ma vave fesoasoani fesoasoani ma
au'aunaga pe afai 0 oe po'o se tasi o lo'o e fesoasoaniiai o lo'oi ai se fa'aletonu i le va'ai po'o le
fa'alogo e faigata ai feso'ota'iga. Ina ia maua auaunaga faaliliu upu poo tulaga tau aafiaga tumauiile
soifua, faamolemole, faafesoota'i le 'Auauanga a le au paia le 1-866-263-8134 (TTY 1-855-868-4945).

Samoan:
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from SilverSummit 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 Hor- und/oder Sehbeeintrichtigung 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 1-866-263-8134 (TTY 1-855-868-4945).

llocano:

No sika, wenno ti maysa a tultulungam, ket addaan kadagiti saludsod maipapan iti Ambetter from
SilverSummit Healthplan, ken saan a nalaing iti Ingles, adda karbengam a makagun od iti tulong ken
impormasion iti pagsasaom nga awan ti gastos ken iti naintiempuan a wagas. No sika, wenno ti maysa
a tultulungam, ket addaan iti problema iti panagdengngeg ken/wenno panagkita a manglapped iti
komunikasion, adda karbengam nga umawat kadagiti kanayonan a tulong ken serbisio para ti
disabilidad nga awan ti gastos ken iti naintiempuan a wagas. Tapno makaawat kadagiti serbisio ti
panagipatarus wenno para ti disabilidad, maidawat a kontakem ti Serbisio iti Miembro iti
1-866-263-8134 (TTY 1-855-868-4945).
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Ambetter from SilverSummit Healthplan is underwritten by SilverSummit Healthplan, Inc. which is a Qualified Health Plan
issuer in the Nevada Health Insurance Marketplace. This is a solicitation for insurance. ©2024 SilverSummit Healthplan,
Inc., Ambetter.SilverSummitHealthplan.com. If you, or someone you’re helping, have questions about Ambetter from
SilverSummit 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’re 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 1-866-263-8134 (TTY 1-855-868-4945).
For more information on your right to receive an Ambetter from SilverSummit Healthplan free of discrimination, or your
right to receive language, auditory and/or visual assistance services, please visit AmbetterHealth.com and scroll to the
bottom of the page.



