Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter of Oklahoma Coverage for: Individual/Family | Plan Type: PPO
Everyday Bronze + Vision + Adult Dental: 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://ambetterofoklahoma.com/2025-brochures.html, or call 1-833-492-0679 (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 1-833-492-0679 (TTY 711) to request a copy.

Important Questions _ Why This Matters:

$0 at Indian Health Care Provider (IHCP) or with | Generally, you must pay all of the costs from providers up to the deductible
IHCP referral at non-IHCP; or network providers: | amount before this plan begins to pay. If you have other family members on

What is the overall

deductible? $8,450 Individual / $16,900 Family. the plan, each family member must meet their own individual deductible until
- Out-of-network providers: $20,000 Individual / the total amount of deductible expenses paid by all family members meets the
$40,000 Family. overall family deductible.
Yes. Preventive care services, primary care, This plan covers some items and services even if you haven't yet met the
Are there services covered | specialist, and urgent care visits, and certain deductible amount. But a copayment or coinsurance may apply. For example,
before you meet your prescription drugs are covered before you meet this plan covers certain preventive services without cost sharing and before
deductible? your deductible (see additional information you meet your deductible. See a list of covered preventive services at
below). https://www.healthcare.gov/coverage/preventive-care-benefits/.
;Are therg _other c.jeduc—tlbles No. You don't have to meet deductibles for specific services.
or specific services?
For network providers: $9,200 Individual / The out-of-pocket limit is the most you could pay in a year for covered
What is the out-of-pocket $18,400 Family. services. If you have other family members in this plan, they have to meet their
limit for this plan? For out-of-network providers: Not applicable own out-of-pocket limits until the overall family out-of-pocket limit has been
Individual / Not applicable Family. met.

Premiums, balance-billing charges, penalties for
failure to obtain preauthorization for services, and

What is not included in the Even though you pay these expenses, they don’t count toward the out-of-

out-of-pocket limit? health care this plan doesn't cover. pocket limit.
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,
Will you pay less if you use | https:/ambetterofoklahoma.com/findadoc or call | and you might receive a bill from a provider for the difference between the
a network provider? 1-833-492-0679 (TTY 711) for a list of network provider’s charge and what your plan pays (balance billing). Be aware, your
providers. 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?

‘ You can see the specialist you choose without a referral. ‘

A 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

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

Non-IHCP In-
Network
Provider

(You will pay

more)

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important Information

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

Primary care $40 Copay / visit; ) . .
. . ’ , designated telehealth provider covered at No Charge, providers
)
ivr:'SLllt tootrrﬁfnteir; MOBTEIS _ggf[j:ctl?le do | 00 ColEIEnED covered in full, deductible does not apply. Cost sharing waived at
. jury PRl non-IHCP with IHCP referral.
TR E $90 Copay / visit
health care e . ’ o o . . .
rovider's office Specialist visit | No charge % does | 60% Coinsurance | None Cost sharing waived at non-IHCP with IHCP referral.
or clinic
. . , .| You may have to pay for services that aren’t preventive. Ask
)
Ereventive . No chqrge, 60% —Cpmsurance, your provider if the services needed are preventive. Then check
care/screening/ | No charge deductible does | deductible does what your plan will pay for. Cost sharing waived at non-IHCP
immunization not apply not apply with IHCP referral e
$50 Copay / visit; | 60% Coinsurance
deductible does | for laboratory &
not apply for professional . o _ o
laboratory & services Prior authorlze_mon may be requwed._ Covered No Limit. Other
. . profgsswnal 60% Coinsurance places Iof service may include Hospital, Emergency Room, or
Diagnostic test services forxrav& Outpatient Facility.
If you have atest  (x-ray, blood No charge 50% Coinsurance | dia nosytic imaain
work) for ;_W g 9"9 ' Failure to obtain prior authorization for any service that requires
dia nosytic 60% Coinsurance | prior authorization will result in a denial of benefits. Cost sharing
im 9 in for laboratory & waived at non-IHCP with IHCP referral.
Imaging professional
50% Coinsurance | services and x-ray
for laboratory & & diagnostic
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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)

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

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

most)

imaging at other
places of service

Limitations, Exceptions, & Other Important Information

Imaging . - . -
(CT/PET scans, | No charge 50% Coinsurance | 60% Coinsurance Pt:lor author |zadt|otn mayleggqulr:eldH.CCPovefred ll\lo Limit. Cost
MRIs) sharing waived at non- wit referral.
Tier 1a -
Preferred Generic
Retail: $3 Copay /
prescription;
deductible does Prior authorization may be required. Prescription drugs are
, not apply provided up to 30 days retail and up to 90 days through mail
:f ytou ?eed drugs | Genericdrugs | No charge Not covered order. Mail orders are subject to 3x retail cost-sharing amount.
o treat your Tier 1b - Generic Cost sharing waived at non-IHCP with IHCP referral.
iliness or "
. Retail: $30 Copay
condition S
More informati | prescription;
ore Information deductible does
about prescription not apply
drug COVerage s poterreq prand Tier 2 - Retail:
available at No charge o A Not covered
) drugs 45% Coinsurance . L . -
https://ambetterof Non-oreferred Prior authorization may be required. Prescription drugs are
oklahoma.com/20 branc? druas provided up to 30 days retail and up to 90 days through mail
25formulary. and Non-g No charae Tier 3 - Retail: Not covered order. Mail orders are subject to 3x retail cost-sharing amount.
orefarred g 45% Coinsurance Cost sharing waived at non-IHCP with IHCP referral.
generic drugs
Tier 4 - Retail: Prior authorization may be required. Prescription drugs are
Specialty drugs | No charge ' Not covered provided up to 30 days retail and up to 30 days through mail

50% Coinsurance

order. Cost sharing waived at non-IHCP with IHCP referral.
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Indian

Non-IHCP In-
Common Services You Health_Care Network Non-IHCP Out.-of- - : :
. Provider : Network Provider Limitations, Exceptions, & Other Important Information
Medical Event May Need Provider .
(IHCP) (You . (You will pay the
will pay the DT ET) most)
least) eis)
Facility fee
(e.g., o A o A Prior authorization may be required. Covered No Limit. Cost
If you have ambulatory No charge 50% Coinsurance | 60% Coinsurance sharing waived at non-IHCP with IHCP referral.
outpatient surgery | surgery center)
Physician/surge o o Prior authorization may be required. Covered No Limit. Cost
on fees MO @GS oVt CHEINAES | (B2 ColIETe: sharing waived at non-IHCP with IHCP referral.
%%%Y No charge 50% Coinsurance | 50% Coinsurance | None Cost sharing waived at non-IHCP with IHCP referral.
Covered No Limit. Note: Prior authorization is not required for
Emeraenc emergency transport, however, all non-emergent transport
!f you r]eed —g_yme dical No charge 50% Coinsurance | 50% Coinsurance | "€quires prior authorization. If you receive service frc_>m an out of
immediate iransportation network water ambulance provider, you may be subject to
medical attention | “ooRordion balance billing. Cost sharing waived at non-IHCP with IHCP
referral.
$50 Copay / visit; | 60% Coinsurance;
Urgent care No charge deductible does | deductible does None Cost sharing waived at non-IHCP with IHCP referral.
not apply not apply
Facility fee . — . .
: : : Prior authorization may be required. Covered No Limit. Cost
0, () AN
If you have a gfn.q,)hospltal 1B BIETES SVl CHBIENES | (30 LElIEIEE sharing waived at non-IHCP with IHCP referral.
hospital stay - . —r . -
Physician/surge o A o A Prior authorization may be required. Covered No Limit. Cost
on fees No charge 50% Coinsurancg | 60% Coinsurance sharing waived at non-IHCP with IHCP referral.
Office Visit: $40
Ir:ga(:tuhngzﬂan\:;'::l g_gc%i/b\l/:gé)es Prior authorization may be required. Covered No Limit. (Primary
’ Outpatient —— o Care Provider (PCP) and other practitioner office visits do not
health, or . No charge not apply; 60% Coinsurance — g ) :
services . require prior authorization.) Cost sharing waived at non-IHCP
substance abuse Other Outpatient .
. . Emo with IHCP referral.
services Services: 50%
Coinsurance
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Indian
Health Care
Provider
(IHCP) (You
will pay the

Non-IHCP In-
Network
Provider

(You will pay

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Services You
May Need

Common
Medical Event

Limitations, Exceptions, & Other Important Information

more)

Inpatient , , Prior authorization may be required. Covered No Limit. Cost
services No charge 50% Coinsurance | 60% Coinsurance 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
$40 Copay / visit ser\;]ices. C(i§t-sharingtd(|)es c?ot afplytfcrr preveptive sDerviceds.,
Office visits No charge deductible does | 60% Coinsurance such as rou |?e pre-nalal and post-na da d_g_scrgglnln 5. Uepending
not apply on the type o services, coinsurance, de uctible or copavment
may apply. Maternity care may include tests and services
If you are described elsewhere in the SBC (i.e., ultrasound). Cost sharing
pregnant waived at non-IHCP with IHCP referral.
Childbirth/delive Prior authorization may be required. Cost-sharing does not apply
ry professional | No charge 50% Coinsurance | 60% Coinsurance | for preventive services. Depending on the type of services,
services copayment, coinsurance or deductible may apply. Maternity care
Childbirth/delive may include tests and services described elsewhere in the SBC
ry facility No charge 50% Coinsurance | 60% Coinsurance | (i.e., ultrasound). Cost sharing waived at non-IHCP with IHCP
services referral.
Home health , , Prior authorization may be required. Limited to 30 visits per year.
care No charge 50% Coinsurancg | 60% Coinsurance Cost sharing waived at non-IHCP with IHCP referral.
Outpatient: Prior authorization may be required. Limited to a
combined 25 visit limit for occupational, speech and physical
Outpatient: 50% | Outpatient: 60% therapy. Note: Limits do not apply when provided for a mental
If you need help Rehabilitation No charge Coinsurance Coinsurance health/substance use disorder diagnosis.
recovering or services Inpatient: Inpatient: Inpatient: Prior authorization may be required. Limited to 30 days
have other special 50% Coinsurance | 60% Coinsurance | per year. Note: Limits do not apply when provided for a mental
health needs health/substance use disorder diagnosis. Cost sharing waived at
non-IHCP with IHCP referral.
Outpatient: 50% | Outpatient: Outpatient: Prior authorization may be required. Limited to a
Habilitation No charge Coinsurance 60% Coinsurance | combined 25 visit limit for occupational, speech and physical
services Inpatient: 50% Inpatient: 60% therapy. Note: Limits do not apply when provided for a mental
Coinsurance Coinsurance health/substance use disorder diagnosis.
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Common
Medical Event

Services You
May Need

Indian

Health Care

Provider

(IHCP) (You
will pay the

Non-IHCP In-
Network
Provider

(You will pay

more)

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important Information

Inpatient: Prior authorization may be required. Limited to 30 days
per year. 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 nursing o) A o) A Prior authorization may be required. Limited to 30 days per year.
care B e ol (TGS | (07 COIEg: Cost sharing waived at non-IHCP with IHCP referral.
Durable . - . -
medical No charge 50% Coinsurance | 60% Coinsurance Er::rri:Utwhgir\I/Ze%“ZP nrgsylHbglge\?vﬁlr:elﬁl.CCPO\r/:f:aer?all\lo Limit. Cost
equipment —t —
Hospice o) A o) A Prior authorization may be required. Covered No Limit. Cost
services 1B EIENEE oVl CEBINENGS (30 CEIEEIeE sharing waived at non-IHCP with IHCP referral.
, : No charge; Covered up to - . . .
S:;Ig]ren seye No charge deductible does $38.50; deductible I;mvgfgdtﬁ 1t\c/)|s?$|’\£3 gesroyear. Out-of-network provider eye exam
not apply does not apply P T
If your child needs , : No charge; Covered up to - . .
Children’s ) ) : Limited to 1 item per year. Out-of-network provider frames or
AN G QD ED glasses 1O EIEVEE deductible does | $50; deducfible contacts covered up to $50, see schedule for lens limit.
not apply does not apply
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 (Except in cases when the life of the o
member is endangered)

Cosmetic surgery e Long-term care

e Dental care (Children) ¢ Non-emergency care when traveling outside the

us.

Weight loss programs

e Acupuncture e Infertility treatment

e Bariatric surgery o
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Chiropractic care e Hearing aids (Limited to 1 per ear every 4 years) e Routine eye care (Adult-one visit & one
e Dental care (Adult-visit & item limits apply per e Private-duty nursing (Limited to 85 visits per year) tem per year. Dollar allowance applies to
- hardware.)
year. $1,000 annual dollar limit per year per
person.) e Routine foot care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Ambetter of Oklahoma at 1-833-492-0679 (TTY 711); Oklahoma Insurance Department, 400 NE 50th St. Oklahoma City, OK 73105.; Department of
Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Health Options at 1-800-522-0071; 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: Oklahoma Insurance Department, 400 NE 50th St. Oklahoma City, OK 73105. Additionally, a consumer assistance program can help you file
your appeal. Contact 800-522-0071.

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 1-833-492-0679 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-492-0679 (TTY 711).
Chinese (1 32): AT E A sery B, 1BIRITX S8 1-833-492-0679 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-492-0679 (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
condition)

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

M The plan’s overall deductible $8,450
W Specialist copayment $90
M Hospital (facility) coinsurance 50%
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)

B The plan’s overall deductible $8,450
W Specialist copayment $90
M Hospital (facility) coinsurance 50%
M 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)

B The plan’s overall deductible $8,450
W Specialist copayment $90
M Hospital (facility) coinsurance 50%
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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& ambetter:

of Oklahoma

English:

If you, or someone you are helping, have questions about Ambetter of Oklahoma, 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
1-833-492-0679 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of Oklahoma y no
domina el inglés, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno y de
manera oportuna. Si usted, o alguien a quien esta ayudando, tiene un impedimento auditivo o visual
que le dificulta la comunicacion, tiene derecho a recibir ayuda y servicios auxiliares sin costo algunoy
de manera oportuna. Para recibir servicios auxiliares o de traduccidn, comuniquese con Servicios para
Miembros al 1-833-492-0679 (TTY 711).

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gilp d& cé cau hoi vé Ambetter of Oklahoma va khdng thanh
thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngit cla minh mién phi va
kip thei. N&u quy vi hodc ngudi ma quy vi dang gitp d& mac bénh vé thinh giac va/hoic thi gidc gay can
tr® 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 bd phan Dich Vu Thanh Vién theo s6
1-833-492-0679 (TTY 711).

Chinese:

R UZ%,_\E?‘TBBEJJEI’J%% 7% 87> Ambetter of Oklahoma JHIAYRTRE - HAKGHEILEE -
T HER Bl R DU BB BRI E » RIS > S IESE Tmﬁﬁﬁ’]%i%ﬁ IR/ T
HIRERE > THESE 7 - F T&%U%E’I&Hﬂ% SHHEN ST PR OIRS - B EAVS RSB RTS
ek e BARTEYS » EEESE 1-833-492-0679 (TTY 711) o
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Oklahoma 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 Sehbeeintrachtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusétzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-833-492-0679 (TTY 711).

Arabic:

@ 31 hald (dundsBY1 AL )b oSS odg <Ambetter of Oklahoma Jy> il sdelud pases s of el o6 13)
oo A odelud ez S ol il caS 1] Lcwsliadl c3g)l (39 45 ST 095 oo cliads Sileglaally Buelinall e Jgsaxll
iliall B g1 (39 A5 (ST 0195 (y Adlis] Soladsg olieluns (A (3 31 Sblld ¢ ol gl (3exS Lo ps /9 dunas Dl

.1-833-492-0679 (TTY 711) e sbacl las 5 Juaidl oy «ddls] Glods of dazfll Glods S
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Yog tias koj, los sis ib tug neeg twg uas koj tab tom muab kev pab, muaj cov lus nug hais txog

Ambetter of Oklahoma, thiab tsis paub lus Askiv zoo heev, koj muaj cai tau txais kev pab thiab tej ntaub
ntawv ghia paub ua koj hom lus yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Yog tias koj,
los sis ib tug neeg twg uas koj tab tom pab, muaj tsos mob txog kev hnov lus thiab/los sis kev pom kev
uas cuam tshuam txog kev sib txuas lus, koj muaj cai kom tau txais cov kev pab thiab cov kev pab cuam
ntxiv yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Txhawm rau kom tau txais cov kev pab
cuam txhais ntawv los sis kev pab ntxiv, thov tiv tauj Member Services (Cov Chaw Muab Kev Pab Cuam
Tswv Cuab) tau ntawm 1-833-492-0679 (TTY 711).

Hmong:

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

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
Tagalog: 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 1-833-492-0679 (TTY 711).

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter of Oklahoma
et que vous ne maitrisez pas |'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 1-833-492-0679 (TTY 711).

French:

mmmtmu ) w”?owwuamm‘)Dnﬁog?mnvvaoecms DOMIVNIONUL Ambetter of Oklahoma,
€% VFJOFIVWIFISHTIO, m‘m»soZosumvaoecms oz
21)DmcUDw‘)maegmmioeuum?am@ CO% YTDCODI. TIMINVIL §)
cé‘lowuvgmmDm:)g‘lmmvaoecme Dzwr0n919nNILIodL a/d
NcBcivingn2079nITI, m‘mnsolosumwaoecms ccor
mvuomuczuioeuum?qme CCT YO, cwa?m”losomvuomvcwmm )
03NS L, NEAVIAOOMI Member Services (NIVOINIVILLIZN) Zom
1-833-492-0679 (TTY 711).

Laotian:

AMB24-0K-C-00014



mnRaurioruiinfids A uThomaaiisauiAeiu Ambetter of Oklahoma
LLa:VlzJ'szi"mmsyTuﬂ'ﬁT‘ﬁmma"aﬂm:y
Al ansiasasuamuthumdouastoya lunenvesnailas idse T wotwiuving

Thai: mnRurioruiinuia A uThomdaiinmidunslaua/miomsuaaiuiiiiugUassasionsdoans
Amudavsiiasvosuamuthomdsuasusmsiasu oo bidsen Tonpenaviuvinai

mindasMsUsMssumMsuUansousnsiasu lsa@insio usAsdmsuasngn fivinua
1-833-492-0679 (TTY 711)

o G551 09 3l o Zlz ByS @Ylgu e 2 5L S Ambetter of Oklahoma o oy w8 3o T § ez b e T S

CT S o b T 3 -y 35 65,5 ol laglas yol sce B9, 19l dzslas o e O (a4l 58 T 55 com o o

Urdu: ST e Gow e ©96) o Cdiolge aw e @ > Lo 35S e oyl Lygl caslos (gl e ) LS ke
@50\).3 ‘42@5&05 Glods Oglas b dazys - &sa;dpb Glods H9l oldel Oglae B9y H9l i

00 Al an o9 pao s 1-833-492-0679 (TTY 711)

Ed hBT TR, DS YGT AD SPWO»W0» DedSMb, O°VLID O°SLW O°rJC: DLO»bek_SAD,

Dd SGWQrio0S ke0Jd DbO% Ambetter of Oklahoma, TRV O°VLID Zd DIdc0Y B8N\ DYD De0SMob

Dd SNQJv Ed TAON TENToOJ FOhC obJ JEGGJ DI EJ a TGGhAA DEAJC. Ed hBT TADV?,
Cherokee: Dd YGT AD SPWOeW0r DeoSMek, O°VLID Zd DSG° Q005 DJ/DJ JhGeoLOvA FGY oY DWRAY

C°UJET, TRV O°VLID Zd DAY BNV LLhAS D4AY DooSMek DS O°VWh FOhC bJ JEGGJ DS

Ed a TGGhAA DEAJC. B8rV° LLhAS DNodJek DS D4AY O°VWh, DWARAY DRhey BO O°VWh FHOhC
1-833-492-0679 (TTY 711).

SaS duld 3> cdld el (ol 9 oyl Ambetter of Oklahoma o)bys 1w cdS (s S 5l 4 yls 4S (83,8 b b 3]

b glgid ke S (2 S 31 0 Ayl 48 53,8 b Lot 81 .S cdls gdge 0 9 0BG @ 06395 0 4 ) oledbl

Persian: 3l aBge 4 9 OKGD 4 OB3g3 0L 4 |y Goldel Cileds 9 LS Uyyls 3 S 2 Cdeas |y L3I G385 45 pyls 3l
o)las 4 Las! Glous b lada) saluel Gleds 9 LSS cdbys Sly S

DS peole3 1-833-492-0679 (TTY 711)

AMB24-0OK-C-00014

Ambetter of Oklahoma is underwritten by Celtic Insurance Company which is a Qualified Health Plan issuer in the
Oklahoma Health Insurance Marketplace. This is a solicitation for insurance. ©2024 Celtic Insurance Company,
AmbetterofOklahoma.com. If you, or someone you’re helping, have questions about Ambetter of Oklahoma, 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 1-833-492-0679 (TTY 711). For more information on your right to receive an
Ambetter of Oklahoma 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.



