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

Elite Bronze: Limited Cost Sharing Plan Variation

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

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetteroftennessee.com/2025-brochures.html, or call 1-833-709-4735 (Relay 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 1-833-709-4735 (Relay 711) to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket

$0 individual / $0 family

Yes. Medical visits and certain prescription drugs

See the Common Medical Events chart below for your cost for services this plan
Covers.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,

are covered before you meet your deductible (see
additional information below).

$0 at Indian Health Care Provider (IHCP) or with
IHCP referral at non-IHCP; or Yes, $3,800
individual / $7,600 family for prescription drug
coverage. There are no other specific deductibles.

For network providers: $9,200 individual / $18,400

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 referral to
see a specialist?

SBC-70111TN0110026-03-2025

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

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

Yes. See https://ambetteroftennessee.com/findadoc

or call 1-833-709-4735 (Relay 711) for a list of
network providers.

No.

Underwritten by Celtic Insurance Company

this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible
amount before this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services.
If you have other family members in this plan, they have to meet their own out-
of-pocket limits until the overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket

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.

What You Will Pa

Indian Health

Services You
May Need

Common

Medical Event

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

Primary care visit UnIimitedl Virtugl 24/7 Care Visits rece'ived from
to treat aninjury | No charge $60 Copay / visit Not covered AIEAETE deS|gna.ted teienealn .p_rowder covered
iIness at NQ Charge, providers covergd in full. Cost
i you visit a ort sharing waived at non-IHCP with IHCP referral.
health care Specialist visit No charge $115 Copay / visit Not covered Pe?gﬁaw waived at non-IHCP with IHCP
%ﬁnic You may have to pay for services that aren’t
Preventive preventive. Ask your provider if the services
care/screening/ No charge No charge Not covered needed are preventive. Then check what your
immunization plan will pay for. Cost sharing waived at non-IHCP
with IHCP referral.
$60 Copay / visit for
Iabor atory & professional Prior authorization may be required. Covered No
Services Limit. Other places of service may include:
50% Coinsurance for x-ray Hospital, Emergency Room, or Outpatient Facility.
Diagnostic test (x- & diagnostic imaging
i h ray, blood work) No charge 50% Coinsurance for Not covered Failure to obtain prior authorization for any service
youhave a laboratorv & professional that requires prior authorization will result in a
LB servicesrgnde(-ray 8 denial o.f benefits. Cost sharing waived at non-
diagnostic imaging at other IHCP with IHCP referral.
places of service
Imaging (CT/PET . P.rio.r authorizatipn may be required. Covered No
scans, MRIs) No charge 50% Coinsurance Not covered LIr];nIt. Cllost sharing waived at non-IHCP with IHCP
’ referral.
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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)

Tier 1a - Preferred Generic
Retail: $3 Copay /
prescription

What You Will Pa

Non-IHCP Out-of-
Network Provider

(You will pay the most)

Limitations, Exceptions, & Other Important
Information

Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to

Generic drugs No charge Not covered 90 days through mail order. Mail orders are
Tier 1b - Generic Retail: subjgct to Qx retail cost-shanng' amount. Cost
T $35 Copay / prescription sharing waived at non-IHCP with IHCP referral.
drugs to treat Prior authorization may be required. Prescription
your illness or : . drugs are provided up to 30 days retail and up to
condition (I;’rrsézrred JERE No charge 7&;?&:;5;?" $195 Copay Not covered 90 days through mail order. Mail orders are
More subject to 3x retail cost-sharing amount. Cost
information sharing waived at non-IHCP with IHCP referral.
about Prior authorization may be required. Prescription
prescription Non-preferred drugs are provided up to 30 days retail and up to
drug coverage bran(Fi) druas and Tier 3 - Retail: 45% 90 days through mail order. Mail orders are
is available at Non- refe%re d No charge Coinsurance; subject to Rx | Not covered subject to 3x retail cost-sharing amount. $3,800
https://ambett P d drug deductible individual / $7,600 family Rx drug deductible for
eroftennessee,  9°NeNC OMUGS non-preferred brand and specialty drugs. Cost
com/2025form sharing waived at non-IHCP with IHCP referral.
ulary. Prior authorization may be required. Prescription
Tier 4 - Retail: 50% drugs are provided up to 30 days reltallla_nd up to
Specialty drugs No charge Coinsurance; subject to Rx | Not covered Sy thrgugh LR G $?3’800 individual /
drug deductible $7,600 family R.x drug deductible for pon-prgferred
E— brand and specialty drugs. Cost sharing waived at
non-IHCP with IHCP referral.
Facility fee (e.g., Prior authorization may be required. Covered No
If you have ambulatory No charge 50% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with IHCP
toatient surgery center) referral.
::rgew Physician/surgeo Prior authorization may be required. Covered No
n fees No charge 50% Coinsurance Not covered Lir]pit. (|303t sharing waived at non-IHCP with IHCP
referral.
If you need Emergency room No charge $2500 Copay / visit ($1250 | $2500 Copay / visit None Cost sharing waived at non-IHCP with IHCP
immediate care g Copay / visit for facility; ($1250 Copay / visit for | referral.
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What You Will Pa

Indian Health
Common Services You | Care Provider | Non-IHCP In-Network Non-IHCP Out-of- Limitations, Exceptions, & Other Important
Medical Event May Need (IHCP) (You Provider Network Provider Information
will pay the (You will pay more) (You will pay the most)
least)
medical $1250 Copay / visit for facility; $1250 Copay /
attention physician fee) visit for physician fee)
Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all
Emergency non-emergent transport requires prior
medical No charge 50% Coinsurance 50% Coinsurance authorization. If you receive service from an out of
transportation network ground/water ambulance provider, you
may be subject to balance billing. Cost sharing
waived at non-IHCP with [HCP referral.
Urgent care No charge $60 Copay / visit Not covered :\le?gﬁa—g?w sharing walved at non-IHCP with [HCP
Facility fee (e.g Prior authorization may be required. Covered No
hospi 7| No charge $3000 Copay / day Not covered Limit. Cost sharing waived at non-IHCP with IHCP
ospital room)
If you have a referral.
hospital stay Physician/surgeo Prior authorization may be required. Covered No
0 fees No charge No charge Not covered Limit. Cost sharing waived at non-IHCP with IHCP
referral.
e Prior authorization may be required. Covered No
If you need . O.ff.u.:e Visit: $60 Copay / Limit. (Primary Care Provider (PCP) and other
fentalhisattigy) Outpatient No ch el Not covered ractitioner office visits do not require prior
behavioral services 0 charge Other Outpatient Services: © P N . equire p
health. or 50% Coinsurance agthorlzatlon.) Cost sharing waived at non-IHCP
’ - with IHCP referral.
substance : —— .
abuse . . P.I‘IO.I' authorlzatlpn may be required. Covered No
services Inpatient services | No charge $3000 Copay / day Not covered Llrfnlt. (.I‘,ost 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.
LTI Office visits No charge $60 Copay / visit Not covered —gCost.-shann poe not. apply for preventive
pregnant services, such as routine pre-natal and post-natal
screenings. Depending on the type of services,
coinsurance, deductible or copayment may apply.
Maternity care may include tests and services
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Common

Medical Event

Services You
May Need

What You Will Pa

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

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

described elsewhere in the SBC (i.e., ultrasound).
Cost sharing waived at non-IHCP with IHCP
referral.

Childbirth/delivery
professional
services

No charge No charge Not covered

Childbirth/delivery
facility services

No charge $3000 Copay / day Not covered

Prior authorization may be required. Cost-sharing
does not apply for preventive 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.

If you need
help
recovering or
have other
special health
needs

Home health care

No charge 50% Coinsurance Not covered

Prior authorization may be required. Limited to 60
visits per year. Cost sharing waived at non-IHCP
with IHCP referral.

Rehabilitation
services

Outpatient: 50%
Coinsurance

Inpatient: $3000 Copay /
day

No charge Not covered

Outpatient: Prior authorization may be required.
Limited to 20 visits per year per therapy
(occupational therapy, physical therapy and
speech therapy); limited to 36 visits per year per
therapy for cardiac and pulmonary therapy. Note:
Limits do not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Covered No Limit.

Cost sharing waived at non-IHCP with IHCP
referral.

Habilitation
services

Outpatient:50%
Coinsurance

Inpatient: $3000 Copay /
day

No charge Not covered

Outpatient: Prior authorization may be required.
Limited to 20 visits per year per therapy
(occupational therapy, physical therapy and
speech therapy); limited to 36 visits per year per
therapy for cardiac and pulmonary therapy. Note:
Limits do not apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Covered No Limit.
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What You Will Pa
Indian Health
Common Services You | Care Provider | Non-IHCP In-Network Non-IHCP Out-of- Limitations, Exceptions, & Other Important

Medical Event May Need (IHCP) (You Provider Network Provider Information
will pay the (You will pay more) (You will pay the most)

Cost sharing waived at non-IHCP with IHCP

referral.
Skilled nursin Prior authorization may be required. Limited 60
e nursing No charge $3000 Copay / day Not covered days per year. Cost sharing waived at non-IHCP

care with IHCP referral.

Prior authorization may be required. Covered No

Durable medical

cquioment No charge 50% Coinsurance Not covered ll'_(l,rfgl:r.‘aCI:OSt sharing waived at non-IHCP with IHCP
Prior authorization may be required. Covered No

Hospice services | No charge 50% Coinsurance Not covered Limit. Cost sharing waived at non-IHCP with IHCP
referral.

Children’s eye Limited to 1 exam per year. Cost sharing waived

. exam No charge No charge Not covered at non-IHCP with IHCP referral.
LT Gk Children’s Limited to 1 item per year. Cost sharing waived at
needs dental No charge No charge Not covered . '
glasses non-IHCP with IHCP referral.
oreye care 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.)

e Abortion (Except in cases when the life of the e Dental care (Adult) e Non-emergency care when traveling outside the

member is endangered) « Dental care (Children) us.
e Acupuncture e Infertility treatment e Private-duty nursing
e Bariatric surgery e Long-term care e Routine eye care (Adult)
e Cosmetic surgery e Weight loss programs

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

e Chiropractic care (Limited to 20 visits per year) e Hearing aids (Limited to 1 item per ear every 3 e Routine foot care
years)
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Ambetter of Tennessee at 1-833-709-4735 (Relay 711); Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., 10th Floor,
Nashville, TN 37243-0565, Phone No. 1-615-741-2218 or 1-800-342-4029.; 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: Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., 10th Floor, Nashville, TN 37243-0565, Phone No. 1-615-
741-2218 or 1-800-342-4029..

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 1-833-709-4735 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-709-4735 (Relay 711).
Chinese (W 3): A SEFE b LRy #BBh, B ITX NS5 1-833-709-4735 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-709-4735 (Relay 711).

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

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

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

Peg is Having a Baby

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

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

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

M The plan’s overall deductible $0
B Specialist copayment $115
® Hospital (facility) copayment $3,000
W Other coinsurance 50%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

condition)
M The plan’s overall deductible $0
B Specialist copayment $115

W Hospital (facility) copayment $3,000
B Other coinsurance 50%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

M The plan’s overall deductible $0
B Specialist copayment $115
® Hospital (facility) copayment $3,000
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 Tennessee

English:

If you, or someone you are helping, have questions about Ambetter of Tennessee, 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
1-833-709-4735 (Relay 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of Tennessee 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 1-833-709-4735 (Relay 711).

Arabic:

@ 31 ehald Syl Al &)L oSS o9 cAmbetter of Tennessee Jg> Al sdslud pasd s of bl 0813|
oo B odelud ased S ol il caS 1] L cwsliadl 391 (39 45 (ST 095 (o cliads ilo glaally Buelinall e Jgsaxll
liall Bl 39 4885 (5T 093 (e AdLB] ledsg laslae a5 @ 3 bl (Jolgill Ban s 91/ 9 dpmaw Al

.1-833-709-4735 (Relay 711) s sLashl clods 5 Juail oy ddls] lads ol damill lads 3

Chinese:

WRE - SR EIEEEIRES: - HRATY Ambetter of Tennessee J7HIHYE » HAKEEILEE -
EHERERREG S DU RSB E B FIERE » 2054 Y,_\IETTU;JEJJE’J%ﬁ%ﬁﬁ'ﬁﬁﬁﬂ/&iﬁjﬂ
IR > FHESE 7088 - OO RER R B R R S B S B AR - #5 S BN SHEnAR
sEsser SHRTSES » BEE T 1-833-709-4735 (Relay 711) o

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gilip d& c6 cau hoi vé Ambetter of Tennessee va khéng thanh
thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngi¥ cla minh mién phi va
kip thoi. N&u quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hoac thj giac 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 trg, vui long lién hé bd phan Dich Vu Thanh Vién theo s8
1-833-709-4735 (Relay 711).

Korean:
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French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter of Tennessee
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 1-833-709-4735 (Relay 711).
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Laotian:

mmmtmu ) w”?owwuamm‘)Dnﬁog?mnvvaoecms D6H9M207 30770 Ambetter of Tennessee,
(ca VFJOFIVWITISIHO, m‘m»soZosumvaoecms ccaz
21)DmcUDw‘)maegmmioeuum?am@ oL YCODI. mm‘mmm B
cé‘lowuvgmmDm:)g‘lmmvaoecme Dzwr0n919nNILIOBL a/H
NWCcBciviign2099nIWS9W, m‘mnsolosumwaoecms ot
m‘uoomvcsn?oeonm‘lame CCOT YCODI. cwa‘lm')losumnuomvcwwmv 0
O3MCSD, N¥QLIROOTI Member Services (NIVVINIVTTVIZN) ) 15

1-833-709-4735 (Relay 711).

Ambharic:

ACNP MLI™ AA P9 Lottt AM-F AA Ambetter of Tennessee ™PE NAPF AT ATIAHE Nk NAUR:
PAIRTIR Mgk, AT NLHD- NRILP AC8F AT AOLE PAR9)TH ANt AAPT: ACAP DLI® AA

P Pt NM-T 1Ry FY PR PLTPE PAPAMYT AT/MELID PAL F FoIC NAPTT AIH ACSFPTY AT
ATAIRRFT PA 92192 Mk, AT NLHE PADPNA AONF AAPT: PHCFID DLIR 8T ATd%l ST
AT ANAP N 1-833-709-4735 (Relay 711) PANA ATAIAST 7 PToY6s:

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Tennessee 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 H6r- und/oder Sehbeeintrichtigung 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 1-833-709-4735 (Relay 711).

Gujarati:

| dHal Weudl dl Bl Hee 531 2@l €l A 516 U(SdA Ambetter of Tennessee (A2 WSl €1y
e wiAHi Ul ot S, dl dH 16 W UL [cotl A YHUUR dHIZ] GINIME Hes dell HilSd)
Naddlell A(d51R 8. | dA wdl di FHs{] Hee 53] @l €] Ad] 516 U (5 YariLlsd

e ed] ¢(BlaNs wdelel] Ul(Sd ld 3 % AUk 1dAudl €1, dl dual 516 Wl suf (Al
ol AHUU ASIYS USIY deUl Ad ] UIH 5 lell M [ES1R B, Wojdle MUdL AsIUS A1) UIH
SALHIR, UL 539\ 1-833-709-4735 (Relay 711) UR Ul Ad2lel] U5 5.

Japanese:

CBEECHEEANEL TSmO AD., Ambetter of TennesseelZTDWT ZCEEZHEH NG
B, BEICBEN G TEEHIDZA L) —ICCHFEDERBTANILTOERERDI LN
TEFET, CBEP. HBEEHPNEL TV SO ADREELCREDIKRED-HPYIY HE#
LWMEETH., EBHM DALY —ICWHBIYV—EREZITHENTEET, FIROHEE
H—EREZ(+5IZIE., 1-833-709-4735 (Relay 711)D A o /N—H—E X T TEK LS,

Tagalog:

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

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 1-833-709-4735 (Relay 711).
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WmmaﬁéwwﬁmmWW@%,*WAmbetter of Tennessee QG_SEFQH%
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Hindi:

Ecnvy Bac nan y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUK/IM Kakue-11Mbo BONpPOCh! 0 Nporpamme
cTpaxoBaHua Ambetter of Tennessee, Npu 3TOM Bbl HE40CTAaTOYHO XOPOLIO BAAAEETE aHTUNCKUM
A3bIKOM, Bbl UMeeTe MPaBo Ha 6ecnNaTHYO U CBOeBPEMEHHYIO MOMOLLb U MHGOPMALMIO Ha CBOEM
poAHOM a3bike. Ecan y Bac uav y anua, KOTOPOMy Bbl MOMoOraeTe, HabatoaaeTcs Kakoe-nmbo
HapyLIeHue Cayxa u/uam 3peHuns, KOTopoe NPenATCTBYeT KOMMYHMKaLMM, Bbl MMEeTe Npaso Ha
6ecnnaTHble M CBOEBPeMeHHble BCNOMOraTe ibHble YCAYrM U NOMOLb. s NofyyeHus ycayr nepesoaa
WM BCNOMOTaTe/bHbIX YCYr 06paTuTech B OTAEN 06CYKMBAHMA YUaCTHUKOB NPOrPammbl
CTpaxoBaHus no Homepy 1-833-709-4735 (Relay 711).

Russian:

SaS unyls 3> s ekl g cdyls Ambetter of Tennessee 8)byd 15w S o SS9l b dyls 45 (83,8 L Lo S
b glghds CidECan 4S5 SS9l b s 45 (63,3 b Lo )51 .S By @90 40 9 OBLD @ 0G93 0Ly 4 )y wledbl
3o adge 4 9 OB 4 Obg3 0L 4 1y (Salel ileds 9 LCSES yyls 3> (liS (s Csas |y byl (§)8y 45 Hyls 3l
xS wles 1-833-709-4735 (Relay 711) oo 4 Lacl @lads b Tala) liel @olads g eSS cdbys Sl S

Persian:
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Ambetter of Tennessee is underwritten by Celtic Insurance Company which is a Qualified Health Plan issuer in the
Tennessee Health Insurance Marketplace. This is a solicitation for insurance. ©2024 Celtic Insurance Company,
AmbetterofTennessee.com. If you, or someone you’re helping, have questions about Ambetter of Tennessee, 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 1-833-709-4735 (Relay 711). For more information on your right to receive an
Ambetter of Tennessee 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.



