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

Ambetter from Coordinated Care Corporation
Ambetter Cascade Silver: Limited Cost Sharing Plan Variation

a5

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual/Family | Plan Type: HMO

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.coordinatedcarehealth.com/2025-brochures.html, or call 1-877-687-1197 (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 1-877-687-1197 (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 limit for this
plan?

What is not included

in the out-of-pocket
limit?

Will you pay less if
you use a network
provider?

Do you need a

$0 at Indian Health Care Provider (IHCP)
or with IHCP referral at non-IHCP; or
$2,500 individual / $5,000 family.

Yes. Preventive care services, primary
care, specialist, and urgent care visits,
and certain prescription drugs are
covered before you meet your deductible
(see additional information below).

No.

For network providers: $9,200 individual /
$18,400 family. Not applicable for out-of-
network providers.

Premiums, balance-billing charges, health
care this plan doesn’t cover, costs for
non-covered services, and services
provided by out-of-network providers.

Yes. See
https://ambetter.coordinatedcarehealth.co
m/findadoc or call 1-877-687-1197 (TTY
711) for a list of network providers.

referral to see a No.
specialist?
SBC-61836WA0050017-03

Generally, you must pay all of the costs from providers up to the deductible amount before this
plan begins to pay. If you have other family members on the plan, each family member must
meet their own individual deductible until the total amount of deductible expenses paid by all
family members meets the overall family deductible.

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 don't have to meet deductibles for specific 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-pocket 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.

You can see the specialist you choose without a referral.
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“\ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Services
You May
Need

Indian Health Care
Provider (IHCP)
(You will pay the

least)

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

First two visits: $1

Non-IHCP
Out-of-
Network
Provider

(You will pay

Limitations, Exceptions, & Other Important Information

Primary o :
care visit to _Uggesanét\/;sn] deductible Unlimited Virtual 24/7 Care Visits covered at No Charge,
treat an No charge Additional F\)/E)s?;s $30 Not covered | providers covered in full, deductible does not apply. Cost sharing
. !lrluury or Copay / visit: deductible waived at non-IHCP with IHCP referral.
If youvisita | Iliness does not apply.
health care it
provider’s Specialist $65 Copay / visit;
office or visit No charge deductible does not Not covered | None Cost sharing waived at non-IHCP with IHCP referral.
clinic : apply
Preventive
care/screen No charae: deductible You may have to pay for services that aren’t preventive. Ask
ing/ No charge ge, Gedlcible Not covered | your provider if the services needed are preventive. Then check
, L does not apply :
immunizati what your plan will pay for.
on
No charge for $40 Copay / visit;
laboratory & deductible does not
professional services | apply for laboratory &
professional services Prior authorization may be required. Covered No Limit. Other
No charge for x-ray - : ! :
. L $65 Copay / visit; places of service may include Hospital, Emergency Room, or
Di .| &diagnostic imaging bl Outpatient Eacil
If you have a Diagnostic deductible does not utpatient Facility.
test (x-ray, apply for x-ray & Not covered
test No charge for ; A . o L . .
blood work) laboratory & diagnostic imaging Failure to obtain prior authorization for any service that requires
professional services | $600 Copay / visit for prior a dthor'Zatl'l?lgg'” .rtislllj_litér;a c]icenlall of benefits. Cost sharing
and x-ray & laboratory & professional walved at non- W feferra’

diagnostic imaging at
other places of
service

services and x-ray &
diagnostic imaging at
other places of service
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Non-IHCP

Common | Services | Indian Health Care | \ = oo o nee Out-of-
Medical You May Provider (IHCP) Sl Prov?(;ere o Network Limitations, Exceptions, & Other Important Information
Event Need (You will pay the : Provider
least) O [ T, (You will pay
Imaging
(CT/PET o) i Prior authorization may be required. Covered No Limit. Cost
scans, RO N Stk LonSIEnE: Moleanzize sharing waived at non-IHCP with IHCP referral.
MRIs)
If you need , . Prior authorization may be required. Prescription drugs are
drugs to treat Genenc. . Retall..$25 _p_ypo d /. provided up to 30 days retail and up to 90 days through mail
. drugs (Tier | Retail: No charge prescription; deductible | Not covered . . . .
your illness 1) does not aool order. Mail orders are subject to 2.5x retail cost-sharing amount.
or condition i Cost sharing waived at non-IHCP with IHCP referral.
mgorr?mation Err:;%rred Retail: $75 Copay/
, Retail: No charge prescription; deductible | Not covered
about drugs (Tier . L . -

r does not apply Prior authorization may be required. Prescription drugs are
dpiln B ided up to 30 days retail and up to 90 days through mail
dru Non- provided up to 30 days retail and up to 90 days through mai
_gcovera els preferred order. Mail orders are subject to 2.5x retail cost-sharing amount.
available at brand Retail: No charge Rg:gr:i $§§: Copay / Not covered ol el Ve SR G P L,
https://lambett = drugs (Tier P P
er.coordinate = 3)
dcarehealth.c = Specialty Retail: $250 Copay / Prior authorization may be required. Prescription drugs are
om/2025form | drugs (Tier | Retail: No charge escrintion S Not covered | provided up to 30 days retail and up to 30 days through mail
ulary. 4) P P order. Cost sharing waived at non-I[HCP with IHCP referral.

Facility fee
(e.q., Pri L . -
. rior authorization may be required. Covered No Limit. Cost
If you have ambulatory | No charge $600 Copay / visit Not covered sharing waived at non-IHCP with IHCP referral.
outpatient surgery sharing ==
surgery center)
Physician/s . Prior authorization may be required. Covered No Limit. Cost
urgeon fees 1O HETE $200 Copay / vt Maleazize sharing waived at non-IHCP with IHCP referral.
Emeraenc $800 Copay / Covered No Limit. For emergency services in Washington state
W No charge $800 Copay / visit visit =0T ang out-of-state, only in-network cost sharing amounts are

applicable; providers/hospitals aren't permitted to balance bill
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Non-IHCP
Out-of-
Network
Provider
(You will pay

Common Services
Medical You May
Event Need

Indian Health Care
Provider (IHCP)
(You will pay the
least)

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

Limitations, Exceptions, & Other Important Information

the most)

members - despite network status. (See note on balance billing
above this chart.) Cost sharing waived at non-IHCP with IHCP
referral.

Covered No Limit. In-network cost sharing applies to air and
ground ambulance services in Washington state and out-of-state
air ambulance services. Providers, including air ambulance and

If vou need Emerdenc $375 Copay / | ground ambulance service organizations, aren’t permitted to
i youn Emetjercy $375 Copay / trip; trip; balance bill for these emergency services. Water ambulance
immediate medical . . : s
. . No charge deductible does not deductible services are excluded from federal and state balance billing
medical transportati e . .
: apply does not prohibition requirements and may balance bill for emergency
attention on ) g oo .
apply services. Note: Prior authorization is not required for emergency
transport, however, all non-emergent transport requires prior
authorization. Cost sharing waived at non-IHCP with IHCP
referral.
$65 Copay / visit;
Urgent care | No charge deductible does not Not covered | None Cost sharing waived at non-IHCP with IHCP referral.
apply
Facility fee Prior authorization may be required. The per day copayment is
(e.g., No ch $800 Copay / day, up to Not d | limited o 5 t tav. Cost shari ved at
lfyouhavea | hospital o charge 5 days ot covere imited to 5 copayments per stay. Cost sharing waived at non-
. IHCP with [HCP referral.
hospital stay | room)
Physician/s No charae Included in facility fee Not covered Prior authorization may be required. Covered No Limit. Cost
urgeon fees g sharing waived at non-IHCP with IHCP referral.
First two office visits:
$1 Copay 2 U Prior authorization may be required. Covered No Limit. (Primary
. deductible does not . o o
Outpatient " : Care Provider (PCP) and other practitioner office visits do not
: No charge apply. Additional office Not covered — g ) :
services require prior authorization.) Cost sharing waived at non-IHCP

visits: $30 Copay / visit;
deductible does not
apply.

with IHCP referral.
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Non-IHCP

Common | Services | Indian Health Care | \ = oo o nee Out-of-
Medical You May Provider (IHCP) Sl Prov?(;ere o Network Limitations, Exceptions, & Other Important Information
Event Need (You will pay the : Provider
least) O [ T, (You will pay
the most)
Irt‘zzralneed Other outpatient
services: $30 Copay /
health, visit; deductible does not
behavioral apply
health, or
substance . Prior authorization may be required. The per day copayment is
abus_e Inpaltlent No charge ngOO Copay / day, up to Not covered | limited to 5 copayments per stay. Cost sharing waived at non-
services Services ays IHCP with IHCP referral.
Prior authorization not required for deliveries within the standard
timeframe per federal regulation, but may be required for other
No charge: deductible services or sick newborns. Depending on the type of services,
Office visits | No charge does not a’ppl— Not covered | coinsurance, deductible, or copayment may apply. Maternity
y care may include tests and services that have cost-sharing found
under a different benefit category, such as diagnostic tests like
If you are ultrasounds. Cost-sharing does not apply for preventive services.
pregnant Childbirth/d Prior author.iza.tio.n may be required. The per day inpatient
elivery . No charge Included in faciliy fee Not covered copayment is Ilmlted to 5 copaymeqts per stay. Dependllng on
professiona the type of services, copayment, coinsurance or deductible may
| services apply. Maternity care may include tests and services that have
Childbirth/d cost-sharing found under a different benefit category, such as
elivery No charae $800 Copay / day, up to Not covered diagnostic tests like ultrasounds. Cost-sharing does not apply for
facility g 5 days preventive services. Cost sharing waived at non-IHCP with IHCP
services referral.
Ifyouneed  Home No ch 233 C_(t)_gl_ayé day; t Nol 4 | Prior authorization may be required. Limited to 130 visits per
help health care | © “"ar9° gecuctiDe does no OLCOVETEd | vear. Cost sharing waived at non-IHCP with IHCP referral.
recovering or apply
have other .. . Outpatient: $40 Copay / Outpatient: Prior authorization may be required after 6th visit.
special health on Services No charge visit; deductible does not | Not covered | Limited to 25 outpatient visits per year. Note: Limits do not apply

needs

apply

when provided for a mental health/substance use disorder
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Common
Medical
Event

Services

You May
Need

Indian Health Care
Provider (IHCP)
(You will pay the
least)

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

Inpatient: $800 Copay /
day, up to 5 days

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

Limitations, Exceptions, & Other Important Information

diagnosis. Inpatient: Prior authorization may be required. Limited

to 30 inpatient days per year. The per day copayment is limited
to 5 copayments per stay. Note: Limits do not apply when
provided for a mental health/substance use disorder diagnosis.
Cost sharing waived at non-IHCP with IHCP referral.

Outpatient: $40 Copay /
visit; deductible does not

Outpatient: Prior authorization may be required after 6th visit.
Limited to 25 outpatient visits per year. Note: Limits do not apply
when provided for a mental health/substance use disorder
diagnosis.

w No charge apply Not covered | Inpatient: Prior authorization may be required. Limited to 30
= Inpatient; $800 Copay / inpatient days per year. The per day copayment is limited to 5
day, up to 5 days copayments per stay. Note: Limits do not apply when provided
for a mental health/substance use disorder diagnosis. Cost
sharing waived at non-IHCP with IHCP referral.
Skilled . L . -
; Prior authorization may be required. Limited to 60 days per year.
ggglng No charge $800 Copay / day Not covered Cost sharing waived at non-IHCP with IHCP referral.
Durgble : Prior authorization may be required. Covered No Limit. Cost
medical No charge 30% Coinsurance Not covered har ved at IHCP with IH.CP torral i
equipment sharing waived at non- wi referral.
Hospice $30 Copay / day; Prior authorization may be required. Limited to 14 days per
Ho= e No charge deductible does not Not covered | lifetime for respite care covered in conjunction with hospice
services . . : .
= apply services. Cost sharing waived at non-IHCP with IHCP referral.
Children's No charge No charge; deductible Not covered | Limited to 1 visit per year.
eye exam does not apply
If your child  Children’s No charge; deductible Limited to 1 item per year. Limited to one frame and one pair
No charge Not covered -
needs dental  glasses does not apply (two lenses) per calendar year or contacts in lieu of glasses.
or eye care Children’s
dental Not covered Not covered Not covered | None
check-up
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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 Bariatric surgery e Long-Term Care (Long Term Acute Care is a e Private-duty nursing
e Cosmetic surge covered benefit. Long Term Nursing Care/
gery Custodial Care is not a covered benefit.)

o Dental care (Adult)

¢ Routine eye care (Adult)

¢ Non-emergency care when traveling outside the Weight loss programs

u.S.

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

e Abortion e Chiropractic care (Limited to 10 visits per year.) e Infertility treatment (Limited to services for

e Acupuncture (Limited to 12 visits per year. Note: e Hearing aids (Covered for cochlear implants and diagnostic tests to find the cause of infertilty.

visits are unlimited for chemical dependency bone anchored hearing aids (BAHA) only.) ¢ Routine foot care
treatment.)

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 Coordinated Care Corporation at 1-877-687-1197 (TTY 711); Consumer Advocacy/SHIBA Office of the Insurance Commissioner, 5000
Capitol Blvd., SE, Turnwater, WA 98501, Phone No. (800) 562-6900 or (360) 725-7080.; 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: Consumer Advocacy/SHIBA Office of the Insurance Commissioner, 5000 Capitol Blvd., SE, Turnwater, WA 98501, Phone No. (800) 562-6900 or (360) 725-
7080.

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 1-877-687-1197 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1197 (TTY 711).

Chinese (H30): AN A2 SRy ARE), BRFT XS5 1-877-687-1197 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1197 (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)

condition)
B The plan’s overall deductible $2,500 m The plan’s overall deductible $2,500 m The plan’s overall deductible $2,500
M Specialist copayment $65 M Specialist copayment $65 M Specialist copayment $65
M Hospital (facility) copayment $800 m Hospital (facility) copayment $800 m Hospital (facility) copayment $800
B Other coinsurance 30% m Other coinsurance 30% m 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 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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English:

If you, or someone you are helping, have questions about Ambetter from Coordinated Care
Corporation, 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 1-877-687-1197 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from Coordinated Care
Corporation 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 comunicacidn, tiene derecho a recibir ayuda y servicios auxiliares sin
costo alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccién, comuniquese con
Servicios para Miembros al 1-877-687-1197 (TTY 711).

Chinese:

R > B IEE T BIEVE S » AR Ambetter from Coordinated Care Corporation J5HFY [
#E o HAKEETERE A REFRED S DU BEEEE B AIERE - WRE > SEIEEREINY
SR TR R/ T AR RE o PEBE TR o SRR B R RSB SR RS - B
ES-EEREEE BN IR » SAEas g BRI - EahEE 1-877-687-1197 (TTY 711) -

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& cé ciu hoi vé Ambetter from Coordinated Care
Corporation va khong thanh thao tiéng Anh, quy vi c6 quyén duwoc tro gidp va nhan théng tin bang
ngdn ngtt cia minh mién phi va kip thoi. Néu quy vi hodc ngwdi ma quy vi dang gitp d& méac bénh vé
thinh gidc va/hodc thi gidc gdy can tré giao ti€p, quy vi cé quyén dwoc nhan cac hé tro va dich vu phu
trg mién phi va kip thoi. P& nhan dich vy théng dich hodc dich vu phu tro, vui long lién hé bd phan Dich
Vu Thanh Vién theo s6 1-877-687-1197 (TTY 711).

Korean:
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Russian:

Ecan y Bac nam y nnua, KOTOpomy Bbl MOMOraeTe, BO3HMK/U KakMe-1mbo BONpockl 0 nporpamme
cTpaxoBaHusa Ambetter from Coordinated Care Corporation, npy 3Tom Bbl HE4OCTaTOYHO XOPOLLO
BNaZeeTe aHINIMACKMM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecnaaTHYO U CBOEBPEMEHHYHO MOMOLLb U
MHpOpMaLMIO Ha CBOEM POAHOM A3blKe. Ecan y BaC Mau y nnMua, KOTOPOMy Bbl MOMOTaeTe,
HabnogaeTcA Kakoe-Mbo HapyLeHne Ciyxa M/Mam 3peHmns, KOTOpoe NPenATCTBYET KOMMYHMKaLMK,
Bbl MMeeTe NPaBo Ha 6ecnnaTHble M CBOEBPEMEHHbIE BCMNOMOTaTe/IbHble YCAYyrn U nomolb. [na
NONy4YeHUA YCAyr NnepeBoa UAN BCMOMOraTeNbHbIX yCayr obpaTutech B oTAeN 06CNyKMBaHMA
YYaCTHMKOB NPOrpammbl CTPaxoBaHUA nNo Homepy 1-877-687-1197 (TTY 711).

AMB24-WA-C-00014



Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Coordinated Care
Corporation, 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 1-877-687-1197 (TTY 711).

Ukrainian:

AKWo y Bac abo ocobu, AKin B gonomaraere, BAHUKAN 3aNUTaHHA Woao naaHy Ambetter from
Coordinated Care Corporation, ane B4 41 Uua ocoba He BO/IOAJETE aHTINCbKOK MOBOO, BU MaETe NpaBo
oTpUMaTh Aonomory Ta iHpopmMalito CBOEH MOBOK HE3KOLITOBHO 11 CBOEYacHO. AKLLO y Bac abo ocobu,
AKiIN BW goNomaraeTe, € Baan cnyxy abo 30py, AKi 3aBaKatoTb CMiJIKYBaHHIO, BU MA€ETe NPaBo OTPUMaTn
[OMNOMIXKHi 3ac0bu Ta nocnyr 6e3KoWTOoBHO 11 cBOeYacHo. LLLob oTpumaTtu nepeknag abo AonaTKoBI
nocayru, 38’ axiTbca 3i Cny:k60t0 06CNYroByBaHHA y4acHUKIB 3a Homepom 1-877-687-1197 (TTY 711).

Mon-Khmer,
Cambodian:

[LESIOHA USInmMeATRIUEAANREW snSa0iH e Ambetter from Coordinated Care
Corporation B SEISAMNNSESUNHHAMNOMONHEIS N gRENSSsgumsSSSw
SHASHISMMAMIUNEMIENWSSSSIY SHisTfuInuiiMmusiut US04
USIIMESIRUHAANHEEW s1SUNsSuim §m/gﬁwzﬁﬂu{umnﬁmamm1§@#ﬁ§sm
HFTBWSNSQSHJG‘IS&’SLU Sq‘:ﬂtﬁjﬁﬁam@@@@‘lm WA SIY
SmﬁmmmtmﬂmaLﬁJUﬂ i8gjs g smmﬁﬁa‘ump gimﬁﬁammaensw WYSIFSH
HEUNAYENRMS MUIUUe 1-877-687-1197 (TTY 711)¢

Japanese:

CBEOHLEEINEL TLDMHMD AL, Ambetter from Coordinated Care Corporation|Z 2D LY T
CEMEBSELDEE. REICEBEN IS THLEHMDAA L) —IZCHFEDEETALT

PIR|BER/RSH t?ﬁ‘f%i?"o CBEWR., HBEEANELTLWSMMONDFERDOREDIRE
DE=HPYRYMNHLIMEETH, BHEMNDFIA L) —ICHBY—ERERITHIEMNTE
9, FIEROHBY—ERZEZT5IZ1E, 1-877-687-1197 (TTY 711)D * U N\—H—E X2 THE
S,

Ambharic:

ACNP MLI® AA PAY PorHF AM-T NA Ambetter from Coordinated Care Corporation ™ f% NAPT AT
ATTIAHE N hAPFT PATRIIR e, AT NLHE NETLP ACSF AT OPZE P99 TH AT AAPF=
ACNP MLID AA POY P AM-T 917 FYFY POY,PLLTSG PADNART A6/ ML IR PAL - FoIC NAPTFT
AIH ACBFPTT AT ATAATTT PA 9190 Meh, AT NLHD PARPNA AONF AAPF: PFLTFID MLID
8%F A1A1ARTTT ATR9 T ANAP N 1-877-687-1197 (TTY 711) PANA A1A N etT T PTo14.n

Cushite:

Isin, ykn namni biraa isin gargaartan, Ambetter from Coordinated Care Corporation gaaffii gabdu yoo
ta’ee fiAfaan Ingiliffaa hin beektanu taanan, yeroodhaan afaan barbaaddaniin kaffaltii tokko malee
odeeffannoo barbaaddan argachuudhaaf mirga gabdu. Isin, ykn namni isin gargaartan, rakkoo dhageettii
fi/ykn agartii kan haasaa keessan irratti dhiibbaa gabu gabdu taanan, gargaarsa dhageettii argachuu fi
tajaajiloota kaffaltii malee argachuudhaaf mirga gabdu. Tajaajiloota hiikkaa afaanii fi dhageettii
argachuudhaaf, maaloo Tajaajiloota Maamilaa karaa 1-877-687-1197 (TTY 711) qunnamaa.

Arabic:

4L &)L S5 ol cAmbetter from Coordinated Care Corporation Js> &kl odelud jaseds 4 ol ehd 0613
I 9l il cuST13) . Cwliall B gl (39 AasSS (ST 090 (e itk Ologhaally Buslundl e Jguasdl (§ @) chuld (Sl
ST 093 0 &dL] Oladsg Oldelune (il (3 Gl odld ¢ ol gl 3x5 Do s 91/ dmoe Dl (y0 Jlad 0deld yaseds
e sbacl lads 3 JUaidl 2oy cidli] lads ol dazdl Olods A canlial] CBgl (35 348G

.1-877-687-1197 (TTY 711)
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A A, 7 373 TS HET a3 A @& R fanial 3t € Ambetter from Coordinated Care Corporation
T3 I8 AT I&, W3 IH wiASH R8 HO93 odl JuR I, 3t ITd wiE I Re faet R a3 ©
w3 AR T HeEe W3 AEadt U3 996 © iftiard 31 7 397G, A 3973 ©9T Hee ol 3 e @8 oA
fona3t § Bee w3/A SxT Hedt & mrfimr I, 7 Hog ife garee uGel J, 37 396 fae fam
3 3 AR g ATTfed A3 w3 ATre Yu3 396 e witidrg I wgee o Aded ATe U3
IS B, fagur a39 1-877-687-1197 (TTY 711) '3 HEI A< &% HUIH |

Panjabi:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Coordinated Care Corporation 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 Hér- und/oder Sehbeeintrachtigung
hat, die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe
und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-687-1197 (TTY 711).

German:

T]‘)U)‘)T)U)‘?D ) w”?owwuf)mm‘mmoi)?mquoecms J.)E)‘)T]‘)JJD'UOT)U Ambetter from
Coordlnated Care Corporation, e UQJOQ‘)DL«)‘)S‘)SQT)O U)‘)DJJ?JOZOSUT)‘)DQO@)CU)& CC®
21)1)U)CUDw‘)ﬁ‘)283m9DSOE)UU§)‘)?Q®‘7§) CCOY 1IVCODM. T]‘)U)‘)D’?U)‘)'L) )
Ca‘J“ZO(’s‘)UDQ(DID‘)DD’?‘)Q?(ZU)'D‘)DQOE)CU)8 DIJe tmumgngoem CCQ“’/U’)
D?DCUQCU)DmZOQO‘)Qﬂ‘)Dﬁﬁ‘?D U’)‘)DJJ%OZOSUT)‘)UQO@)CU)& CC®
ﬂ?DUQT)‘)DCﬁ.UEO@)UJ.)E)‘)(ZQQ‘)E) CCO% VIVCODM. CM&?U)%OSUD’T)DUQD’?‘)DCCUM‘)%‘) U)

03NICSL, NTQVIAOAMI Member Services (NIVOINIVTLLIZN) ) 5%
1-877-687-1197 (TTY 711).

Laotian:
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Ambetter from Coordinated Care is underwritten by Coordinated Care Corporation which is a Qualified Health Plan issuer
in the Washington Health Benefit Exchange. This is a solicitation for insurance. ©2024 Coordinated Care Corporation,
Ambetter.CoordinatedCareHealth.com. If you, or someone you’re helping, have questions about Ambetter from
Coordinated 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’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 1-877-687-1197 (TTY 711). For more information on
your right to receive an Ambetter from Coordinated Care plan 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.
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Statement of Non-Discrimination

Ambetter from Coordinated Care Corporation complies with applicable Federal and Washington state 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, gender identity, sexual orientation or sexual
characteristics). Ambetter from Coordinated Care does not exclude people or treat them differently because of
race, color, national origin (including limited English proficiency and primary language), age, disability, or sex
(including pregnancy, gender identity, sexual orientation or sexual characteristics).

If you, or someone you are helping, have questions about Ambetter from Coordinated 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. Ambetter from Coordinated Care:

+ Provides free aids and services to people with disabilities to communicate effectively with us, such as:
* Qualified sign language interpreters
«  Written information in other formats (large print, audio, accessible electronic formats,
other formats)

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. Ambetter from
Coordinated Care:

+ Provides free language services to people whose primary language is not English, such as:
* Qualified interpreters
* Information written in other languages

To receive translation or auxiliary services, please contact Ambetter from Coordinated Care at
1-877-687-1197 (TTY 711).

If you believe that Ambetter from Coordinated Care 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, gender identity, sexual orientation or sexual characteristics), you can file
a grievance with: Ambetter from Coordinated Care, 1557 Coordinator, P.O. Box 31384, Tampa, FL 33631, 1-
855-577-8234 (TTY 711), Fax 1-866-388-1769. You can file a grievance by mail, fax, or email
SM_Section1557Coord@centene.com. If you need help filing a grievance, Ambetter from Coordinated Care is
available to help you. You can also file a civil rights complaint with:

+ The U.S. Department of Health and Human Services, Office for Civil Rights electronically through
the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue
SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

+ The Washington State Office of the Insurance Commissioner, electronically through the Office of the
Insurance Commissioner Complaint portal available at https://www.insurance.wa.gov/file-complaint-
or-check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint
forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Ambetter from Coordinated Care is underwritten by Coordinated Care Corporation, which is a
Qualified Health Plan issuer in the Washington Health Benefit Exchange. This is a solicitation for insurance.
© 2024 Coordinated Care Corporation. All rights reserved. Ambetter.CoordinatedCareHealth.com
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Declaraciéon de no discriminacién

Ambetter from Coordinated Care Corporation cumple las leyes federales y las leyes del estado de Washington
vigentes sobre derechos civiles y no discrimina por motivos de origen racial, color, nacionalidad (incluidos el
poco dominio del inglés y la lengua materna), edad, discapacidad o sexo (incluidos el estado de embarazo,

la identidad de género, la orientacidn sexual o las caracteristicas sexuales). Ambetter from Coordinated Care
no excluye ni trata a las personas de forma diferente por los motivos antes mencionados.

Si usted o alguien a quien ayuda tiene preguntas sobre Ambetter from Coordinated Care y no domina el inglés,
tiene derecho a recibir ayuda e informacién en su idioma sin costo alguno y en el momento oportuno.
Ambetter from Coordinated Care brinda:

+ Herramientas y servicios gratuitos a personas con discapacidad para que puedan comunicarse
eficazmente con nosotros, por ejemplo:
* Intérpretes calificados de lengua de sefias.
+ Informacion por escrito en otros formatos (letra grande, audio, formatos electrénicos
accesibles, otros formatos).

Si usted o alguien a quien ayuda tiene una condicion auditiva o visual que impide la comunicacion,
tiene derecho a recibir ayudas y servicios auxiliares sin costo alguno y en el momento oportuno.
Ambetter from Coordinated Care brinda:

* Servicios gratuitos de idiomas a las personas cuya lengua materna no sea el inglés, por ejemplo:
* Intérpretes calificados.
* Informacién escrita en otros idiomas.

Para recibir servicios de traduccion o auxiliares, llame a Ambetter from Coordinated Care al
1-877-687-1197 (TTY: 711).

Si cree que Ambetter from Coordinated Care no brindé estos servicios o discriminé de otro modo por motivos
de origen racial, color, nacionalidad (incluidos el poco dominio del inglés y la lengua materna), edad,
discapacidad o sexo (incluidos el estado de embarazo, la identidad de género, la orientacion sexual o las
caracteristicas sexuales), puede presentar una queja: Ambetter from Coordinated Care, 1557 Coordinator, P.O.
Box 31384, Tampa, FL 33631, 1-855-577-8234 (TTY 711), Fax 1-866-388-1769. Puede hacerlo por correo
postal, por fax o por correo electrénico a SM_Section1557Coord@centene.com.

Ambetter from Coordinated Care esta disponible si necesita ayuda para presentar una queja. También puede
presentar un reclamo sobre los derechos civiles ante estos organismos:

+ La Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU. a
través del portal en linea de la oficina para ese fin, en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o
por correo o por teléfono: U.S. Department of Health and Human Services,

200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, TDD: 800-537-7697. Los formularios de reclamo estan disponibles en
http://www.hhs.gov/ocr/office/file/index.html.

+ La Oficina del Comisionado de Seguros del Estado de Washington a través del portal en linea de la
oficina para ese fin, en https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status,
o por teléfono al 800-562-6900 o al 360-586-0241 (TDD). Los formularios de reclamo estan
disponibles en https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Ambetter from Coordinated Care esta cubierto por Coordinated Care Corporation, que es un emisor de planes
de salud calificados en el Mercado de Beneficios de Salud de Washington. Esta es una promocion de seguro.
© 2024 Coordinated Care Corporation. All rights reserved. Ambetter.CoordinatedCareHealth.com
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