Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter Health of Delaware Coverage for: Individual/Family | Plan Type: EPO
Complete Gold + 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://ambetterhealthofdelaware.com/2025-brochures.html, or call 1-833-919-3214 (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 1-833-919-3214 (TTY 711) to request a copy.

Important Questions _ Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
$0 at Indian Health Care Provider (IHCP) or with | before this plan begins to pay. If you have other family members on the plan, each
IHCP referral at non-IHCP; or $1,450 individual / | family member must meet their own individual deductible until the total amount of

What is the overall
deductible?

$2,900 family deductible expenses paid by all family members meets the 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 specialist, and urgent care visits, and certain deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | prescription drugs are covered before you meet plan covers certain preventive services without cost sharing and before you meet
your deductible? your deductible (see additional information your deductible. See a list of covered preventive services at

below). 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?
For network providers: $7,500 individual / $15,000 | The out-of-pocket limit is the most you could pay in a year for covered services. If

What is the out-of-pocket

limit for this plan? family. Not applicable for out-of-network you have other family members in this plan, they have to meet their own out-of-
- plan 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://ambetterhealthofdelaware.com/findadoc or | you might receive a bill from a provider for the difference between the provider's
use a network provider? call 1-833-919-3214 (TTY 711) for a list of charge and what your plan pays (balance billing). Be aware, your network provider

network providers. 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.

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

What You Will Pa

Common Services You May (I':nadri:grl:?/iaé?r Non-IHCP In-Network ::tnv;lglrii%:/tiﬁef; Limitations, Exceptions, & Other Important
Medical Event Need . Provider . Information
(IHCP) (You will . (You will pay the
(You will pay more)
Primary care visit to $15 Copay / visit; . . .
treat an injury or No charge deductible does not Not covered |(|3_|ovgreq t:\l ICI)-IL"FT’“t fC—gostlshann WELHE el
ilness apply CP with IHCP referral.
. $35 Copay / visit; . . .
UL V's'.t a I:ealth_ Specialist visit No charge deductible does not Not covered None Cost sharing waived at non-IHCP with IHCP
care provider’s office — referral.
or clinic apply
Preventive You may have to pay for services that aren’t
care/screening/ No charde No charge; deductible Not covered preventive. Ask your provider if the services
muggnization g does not apply needed are preventive. Then check what your
plan will pay for.
$15 Copay / visit;
deductible does not
app}ly fqr IatToratqry & Prior authorization may be required. Covered No
protessional services Limit. Other places of service may include:
20% Coinsurance for Hospital, Emergency Room, or Outpatient
Diagnostic test (x- x-ray & diagnostic Facility.
T No charge imaging Not covered
ray, blood work) Failure to obtain ri thorization f
If vou have a test 20% Coinsurance for ailure to obtain prior authorization for any
y IaboratoryT service that requires prior authorization will result
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
imaging (CT/PET Prior authorization may be required. Covered No
scar?s ?\AR|S) No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with

[HCP 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

Limitations, Exceptions, & Other Important
Information

Common Services You May

Medical Event Need

Tier 1a - Preferred
Generic Retail: $3

g_gc%i/bmﬁfﬁg?; Prior authorization may be required. Prescription
aoolv drugs are provided up to 30 days retail and up to
Generic drugs No charge PRl Not covered 90 days through mail order. Mail orders are
Tier 1b - Generic subject to 2.5x retail cost-sharing amount. Cost
If you need drugs to Retail: $15 Copay / sharing waived at non-IHCP with IHCP referral.
treag}:pur s el prescription; deductible
K/lo" ! '?" tion about does not apply
More nformaton abo Tier 2- Retal: $30
coverage is available at PR AT No charge Loy ./ S oIE Not covered Prior authorization may be required. Prescription
- drugs deductible does not . ,
https://ambetterhealth a00| drugs are provided up to 30 days retail and up to
ofdelaware.com/2025f PRYY 90 days through mail order. Mail orders are
Non-preferred . . .
ormulary. brand druas and Tier 3 - Retail: 25% subject to 2.5x retail cost-sharing amount. Cost
g No charge . Ol Not covered sharing waived at non-IHCP with IHCP referral.
Non-preferred Coinsurance
generic drugs
Tier 4 - Retail: 30% Prior authorization may be required. Prescription
. Coinsurance. $150 drugs are provided up to 30 days retail and up to
szl diuge NDEIEgE max applies after Mol ez 30 days through mail order. Cost sharing waived
deductible is met at non-IHCP with IHCP referral.
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery | No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
If you have outpatient | center) IHCP referral.
surgery Phvsician/suraeon Prior authorization may be required. Covered No
fee)g g No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Eanr]:rqencv room No charge 20% Coinsurance 20% Coinsurance :\le?grera(fost sharing waived at non-IHCP with IHCP
::lzgit::::le :t(ti e'::ir:ﬁd'ate E_merqencv medical Covered No Limit. Note: Prior authorization is not
No charge 20% Coinsurance 20% Coinsurance | required for emergency transport, however, all

transportation

non-emergent transport requires prior
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What You Will Pa

Indian Heglth Non-IHCP In-Network Non-IHCP Out-of-
Care Provider

Notocrk Providey | Limitations, Exceptions, & Other Important
(IHCP) (You will Provider etwork Provider

Information

Common Services You May

Need

Medical Event

(You will pay the

(You will pay more)

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 [HCP referral.

$35 Copay / visit; . . .
Urgent care No charge deductible does not Not covered :\le?grer jwﬂg waived at non-IHCP with IHCP
apply —
Facility fee (6.9 Prior authorization may be required. Covered No
hospi NG No charge 20% 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 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
/Of.f'(?‘? Ul $.15 Uy Prior authorization may be required. Covered No
visit; deductible does Limit. (Primary Care Provider (PCP) and other
. . not apply; Mit. (ZTimary ~.are tTovice ( .)a  0the
If you need mental Outpatient services | No charge Other Outoati Not covered practitioner office visits do not require prior
. patient R . .
health, behavioral Services: 20% aytrcl)lilléaglonf) Ccist sharing waived at non-IHCP
. wi referral.
health, o sutance Consuranc
Prior authorization may be required. Covered No
Inpatient services | No charge 20% 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
$15 Copay / visit; services, such as routine pre-natal and post-natal
If you are pregnant Office visits No charge deductible does not Not covered screenings. Depending on the type of services,
apply 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 20% 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. Limited to
Home health care | No charge 20% Coinsurance Not covered 100 visits per year. Cost sharing waived at non-
IHCP with [HCP referral.
Outpatient: Prior authorization may be required.
Limited to 30 visits per year (combined for
occupational and physical therapy), limited to 30
Outpatient: visits per year for speech therapy. Note: Limits do
Rehabilitation N 20% Coinsurance not apply when treatment is provided for a mental
. 0 charge — Not covered . . :
services Inpatient: health/substance use disorder diagnosis.
20% Coinsurance Inpatient: Prior authorization may be required.
Covered No Limit.
Cost sharing waived at non-IHCP with IHCP
referral.
Outpatient: Prior authorization may be required.
Limited to 30 visits per year (combined for
occupational and physical therapy), limited to 30
Outpatient: 20% visits per year for speech therapy. Note: Limits do
Habilitation No charae Coinsurance not apply when treatment is provided for a mental
services g Inpatient: 20% health/substance use disorder diagnosis.
Coinsurance Inpatient: Prior authorization may be required.
Covered No Limit.
Cost sharing waived at non-IHCP with IHCP
referral.
Prior authorization may be required. Limited to
120 days per admission in a facility. Benefits
renew after 180 days without care. Cost sharing
waived at non-IHCP with IHCP referral.
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Childbirth/delivery

” . No charge 20% Coinsurance Not covered
facility services

If you need help
recovering or have
other special health
needs

Not covered

Skilled nursing care | No charge 20% Coinsurance Not covered




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 . Provider . Information
(IHCP) (You will . (You will pay the
(You will pay more)
Durable medical Prior authorization may be required. Covered No
—— No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
equipment
IHCP referral.
Prior authorization may be required. Covered No
Hospice services No charge 20% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with
IHCP referral.
Children’s eye No charge No charge; deductible Not covered Limited to 1 .VISI’[ per year. Cost sharing waived at
exam does not apply 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 GileRTS@EEEss | NOSEEE does not apply Mltearzizs 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
life of the member is endangered)

[ ]
e Acupuncture

o Cosmetic surgery

Non-emergency care when traveling outside the
us.

o Weight loss programs

Dental care (Children) o

Long-term care

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

e Bariatric surgery o
e Chiropractic care (Limited to 30 visits per year)

e Dental care (Adult-visit & item limits apply per year.
$1,000 annual dollar limit per year per person.) o

Hearing aids (Limited to 1 hearing aid per ear per e
3 years)

Routine eye care (Adult-one visit & one item per

year. Dollar allowance applies to hardware.)
Infertility treatment ¢ Routine foot care

Private-duty nursing

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 Health of Delaware at 1-833-919-3214 (TTY 711); Delaware Department of Insurance, Insurance Commissioner, 1351 West North Street, Suite 101 Dover, DE
19904, (302) 674-7300; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); or Office of Personnel Management Multi-State Plan
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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: Delaware
Department of Insurance, Insurance Commissioner, 1351 West North Street, Suite 101 Dover, DE 19904, (302) 674-7300

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 1-833-919-3214 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-919-3214 (TTY 711).
Chinese (1 32): AR FFE 32 iy BB, 1BIRITX NS 1-833-919-3214 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-919-3214 (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)

B The plan’s overall deductible $1,450
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible ' $1,450
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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)

Mia’s Simple Fracture

(in-network emergency room visit and
follow up care)

M The plan’s overall deductible $1,450'
B Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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 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.

Page 8 of 8




CU N o delaware

English:

If you, or someone you are helping, have questions about Ambetter Health of Delaware, 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
1-833-919-3214 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter Health of Delaware 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 1-833-919-3214 (TTY 711).

Chinese:

WIS BRI BNV 5 » AR Ambetter Health of Delaware J7HIFYRIRE » HAKE 5L
56 WA REN BN S DUER R EEER BIAIERE. - AR > SIEAE Tmﬂﬂﬂ’]%i%ﬁﬁ”ﬁjﬁﬂ/jz
iﬁﬁiﬁﬁf‘ﬁﬁﬁ PEBSE 1% - A RER e Bl R R S BN S PR B S - S RS EIEE S

Mt > SElE G B A ED - BEEE/E 1-833-919-3214 (TTY 711) ©

Frenche Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter Health of Delaware, epi nou pa
meétrize Anglée, nou gen dwa pou jwenn éd ak enfomasyon nan lang nou gratis epi nan moman ki
apwopriye a. Si ou menm, oswa yon moun w ap ede, gen yon pwoblém pou tande ak/oswa yon
pwobléem pou we ki pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sevis oksilye gratis
epi nan moman ki apwopriye a. Pou resevwa sevis tradiksyon oswa sevis oksilye yo, tanpri kontakte
Sévis Manm yo nan 1-833-919-3214 (TTY 711).

Gujarati:

| dHal Heudl dl FHs{] Hee 531 2@l €] Ad] 516 cU[Sdal Ambetter Health of Delaware [d12] WSl
S1U W AU UNRL ol 1, ) dAHA 516 WA SUL (el el YHABR dAHIZ] HINIHE HeE del
Hiledl Aaddlell 148512 8. %) dR Adl di BUeil Hee 531 8l €l Ad] S8 s ddRiRlsd
wel/aeldl ¢ [BlaNUs waelel Yl(Sd €U 3 % AURA U] €1, d) dua 516 Wl suf (Qstl
ol AHUU ASIUS USIA dell Ad 1] UIH 5 lell M [ES1R B, Wajdle MUdL AsIUS A1) UIH
Sl HI2, SUL S 1-833-919-3214 (TTY 711) U UeUefl A1l HUS 53,

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter Health of
Delaware et que vous ne maitrisez pas I'anglais, vous pouvez bénéficier gratuitement et en temps utile
d'aide et d'informations dans votre langue. Si vous-méme ou une personne que vous aidez souffrez
d'un trouble auditif ou visuel qui entrave la communication, vous pouvez bénéficier gratuitement et en
temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction ou de services
auxiliaires, veuillez contacter Services aux membres au 1-833-919-3214 (TTY 711).

Korean:
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Italian:

Se Lei o una persona a cui sta fornendo assistenza ha domande su Ambetter Health of Delaware e non
ha una perfetta padronanza della lingua inglese, ha il diritto di ricevere aiuto e informazioni nella Sua
lingua gratuitamente e tempestivamente. Se Lei o una persona a cui sta fornendo assistenza presenta
una condizione uditiva e/o visiva che impedisce la comunicazione, ha il diritto di ricevere servizi
ausiliari gratuitamente e tempestivamente. Per ricevere una traduzione o un servizio ausiliario,
contatti i Servizi per i membri al numero 1-833-919-3214 (TTY 711).

Viethamese:

NE&u quy vi hodc ngudi ma quy vi dang gilp d& cd cau hoi vé Ambetter Health of Delaware va khéng
thanh thao ti€ng Anh, quy vi cé quyén duoc tro gitip va nhan théng tin bing ngdn ngit cla minh mién
phi va kip thoi. N&u quy vi hodc ngudi ma quy vi dang gidp d& mac bénh vé thinh gidc va/hoic thi giac
gay can tré giao tiép, quy vi c6 quyén duoc nhan cac hd tro va dich vu phu tro mién phi va kip thoi.
D& nhan dich vu théng dich hodc dich vu phu trg, vui long lién hé bo phan Dich Vu Thanh Vién theo s8
1-833-919-3214 (TTY 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter Health of Delaware hat und nicht Englisch
spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu
erhalten. Falls Sie oder jemand, dem Sie helfen, eine Hor- und/oder Sehbeeintrachtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-833-919-3214 (TTY 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter Health of Delaware,
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 1-833-919-3214 (TTY 711).

Hindi:

mmmaﬁéﬂmwﬁﬁm@rmmwr@%ﬁ & UTH Ambetter Health of Delaware @'Ggg
wreet § 3R 39 SNt 313 7 AT AET 8, A 3Tarent 379t AT 7 et R FHT R Hraam 3R
SR ITS et T AP . IR I AT AT U caferd 1 ST 39 Hag o @ §, Tolor
3iRy/ar Ea A gEEAT 1A § 3R 3T arahia S1fad g 8, at 3t faar e amerd & 3R @E
TR FETTh HETIT 3R ATV UTecl et T TR 8. 3Te]dTe; AT TETTeh YaTU JTCeT it oh Tl o
1-833-919-3214 (TTY 711) R HEET TATT & U 1.

Urdu:

09 29) com Sz ByS ©lgu (e 2 )L & Ambetter Health of Delaware o9 om w18 3de ©T (§ pur b « T S
DT 8  3> 6358 ol Slaghas ygl 3o 895 )9 Audglas Do e 0L) @9 S T 95 o e e e 532555
A e ©98) (ne cdiolge av e w0 Giad QLo 355 oo il bl gl Ceslow gl ey @) S 30 OF (§ pux b
‘dig;&ob@lﬂbuﬂ&nlgw)i -db&Séﬁybulﬁb_ﬂ‘sbﬂQﬁwc,éjﬁ)jlijngﬁi ‘@
xS dasly a sy w aes y 1-833-919-3214 (TTY 711) oS ol

Arabic:

ehdld Sy b &)L S5 oJg cAmbetter Health of Delaware Js> dkiwl oiclud jaseds 4 o ehd 06 13)
odelud s ¢ ol ol oS 3] L caliadl Bl (39 45 (ST 090 oo cliady Gl glaally Bielucall e Josaxll (§ 3)
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Als u, of iemand die u helpt, vragen heeft over Ambetter Health of Delaware en de Engelse taal niet
machtig is, hebt u het recht om kosteloos en tijdig hulp en informatie in uw taal te krijgen. Als u,

of iemand die u helpt, een auditieve en/of visuele beperking heeft die de communicatie belemmert,
hebt u recht om kosteloos en tijdig hulpmiddelen en ondersteuning te ontvangen. Om vertaal- of
ondersteuningsdiensten te ontvangen, kunt u contact opnemen met Ledenservice via
1-833-919-3214 (TTY 711).
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Ambetter Health of Delaware is underwritten by Celtic Insurance Company, which is a Qualified Health Plan issuer in

the Delaware Health Insurance Marketplace. This is a solicitation for insurance. ©2024 Celtic Insurance Company,
AmbetterHealthofDelaware.com. If you, or someone you're helping, have questions about Ambetter Health of Delaware,
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 1-833-919-3214 (TTY 711). For more information on your right to
receive an Ambetter Health of Delaware 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.



