Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 - 12/31/2025
Ambetter from Peach State Health Plan Coverage for: Individual/Family | Plan Type: HMO
Standard Silver + Vision + Adult Dental: Standard Silver On Exchange Plan

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.pshpgeorgia.com/2025-brochures.html, or call 1-877-687-1180 (TTY 1-877-941-9231). 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 1-877-687-1180 (TTY 1-877-941-9231) to request a copy.

mporant Questions | Answers | WhyThs Maters

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
$5,000 individual / $10,000 family. 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/.

What is the overall
deductible?

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).

Are there services
covered before you meet
your deductible?

Are there other

deductibles for specific | No. You don't have to meet deductibles for specific services.
services?
What is the out-of-pocket | For network providers: $8,000 individual / $16,000 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-

e 7 475 [ e, i el o Gl T O pocket limits until the overall family out-of-pocket limit has been met.

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

What is not included in
the out-of-pocket limit?

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

This plan uses a provider network. You will pay less if you use a provider in the
Yes. See plan’s network. You will pay the most if you use an out-of-network provider, and
Will you pay less if you https://ambetter.pshpgeorgia.com/findadoc or call | you might receive a bill from a provider for the difference between the provider's
use a network provider? | 1-877-687-1180 (TTY 1-877-941-9231) for a list of | charge and what your plan pays (balance billing). Be aware, your network
network providers. provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?
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No. You can see the specialist you choose without a referral.



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

Common Sl ot T e N P Y\éhat You ‘g'" P:N  Provid Limitations, Exceptions, & Other
Medical Event y el A By Ul Pl by Important Information
You will pay the least You will pay the most

Primary care visit to treat an $40 Copay / visit; Not covered Covered No Limit
injury or illness deductible does not apply ’
.. e $80 Copay / visit;
Eaxgu \r’::/litdz ?:ﬂg‘ice Specialist visit deductible does not apply Not covered None
or clilnic You may have to pay for services that aren’t

Preventive care/screening/

No charge; deductible

preventive. Ask your provider if the services

immunization does not apply MIBEITEIER needed are preventive. Then check what
your plan will pay for.
40% Coinsurance for
laboratory & professional
services Prior authorization may be required. Covered
No Limit. Other places of service may
40% Coinsurance for x- include: Hospital, Emergency Room, or
Diagk;]ostic test (x-ray, blood ray & diagnostic imaging Not covered Outpatient Facility.
worl
If you have a test 40% Coinsurance for Failure to obtain prior authorization for any
laboratory & professional service that requires prior authorization will
services and x-ray & result in a denial of benefits.
diagnostic imaging at
other places of service
Imaging (CT/PET scans, MRIs) | 40% Coinsurance Not covered Ego[i;lijtthonzatlon T ESEEE, Clovaise
Tier 1a - Preferred
ggn:n(/: [I;{ritsatlzlr.igtizc?n' Prior authorization may be required.
If you need drugs to _Ude ductible does not ’a | Prescription drugs are provided up to 30 days
treat your illness or Generic drugs - PPY 1 Not covered retail and up to 90 days through mail order.

condition , , . Mail orders are subject to 2.5x retail cost-
Tier 1b - Generic Retail: sharing amount
$20 Copay / prescription; shanng '
deductible does not apply

Page 2 of 7



Common :
Medical Event Services You May Need

More information about
prescription drug
coverage is available at
https://ambetter.pshpg
eorgia.com/2025formu

lary.

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

Preferred brand drugs

Non-preferred brand drugs and
Non-preferred generic drugs

Specialty drugs

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least
Tier 2 - Retail: $40 Copay
| prescription; deductible
does not apply
Tier 3 - Retail: $80 Copay
/ prescription

Tier 4 - Retail: $350
Copay / prescription

40% Coinsurance

40% Coinsurance

40% Coinsurance

40% Coinsurance

$60 Copay / visit;
deductible does not apply

40% Coinsurance

40% Coinsurance

Office Visit: $40 Copay /
visit; deductible does not
apply;

Other Outpatient
Services: 40%
Coinsurance

40% Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

40% Coinsurance

40% Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 90 days through mail order.
Mail orders are subject to 2.5x retail cost-
sharing amount.

Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 30 days through mail order.
Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

None

Covered No Limit. Note: Prior authorization is
not required for emergency transport,
however, all non-emergent transport requires
prior authorization. If you receive service from
an out of network ground/water ambulance
provider, you may be subject to balance

billing.
None

Prior authorization may be required. Covered
No Limit.
Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit. (Primary Care Provider (PCP) and
other practitioner office visits do not require
prior authorization.)

Prior authorization may be required. Covered
No Limit.
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Common :
Medical Event Services You May Need

If you are pregnant

If you need help
recovering or have
other special health
needs

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

$40 Copay / visit;
deductible does not apply

40% Coinsurance

40% Coinsurance

40% Coinsurance

Outpatient: $40 Copay /
visit; deductible does not
apply

Inpatient: 40%
Coinsurance

Outpatient:

$40 Copay / visit;
deductible does not apply
Inpatient:

40% Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. Cost-sharing does not apply for
preventive services, such as routine pre-natal
and post-natal screenings. Depending on the
type of services, coinsurance, deductible or
copayment may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e., ultrasound).

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).

Prior authorization may be required. Limited
to 120 visits per year.

Outpatient: Prior authorization may be
required. Limited to a combined 40 visits per
year for chiropractic care, speech therapy,
physical therapy and occupational 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.

Outpatient: Prior authorization may be
required. Limited to a combined 40 visits per
year for chiropractic, speech therapy,
physical therapy and occupational therapy.
Note: Limits do not apply when provided for a
mental health/substance use disorder
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Common :
Medical Event Services You May Need

What You Will Pa Limitations, Exceptions, & Other

Out-of-Network Provider

Network Provider
You will pay the least

Important Information

diagnosis. Inpatient: Prior authorization may
be required. Covered no limit.
Prior authorization may be required. Limited

Skilled nursing care 40% Coinsurance Not covered
to 60 days per year.
Durable medical equipment 40% Coinsurance Not covered Egolfir?'lli]’: horization may be required. Covered
Hospice services 40% Coinsurance Not covered Zgo[i;l#honzatlon TER I3 e Coveree
Children’s eye exam No charge; deductible Not covered Limited to 1 visit per year.
. does not apply
If your child needs : .
. , No charge; deductible - .
dental or eye care Children’s glasses Not covered Limited to 1 item per year.
does not apply
Children’s dental check-up Not covered Not covered None

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
member is endangered)

e Acupuncture
e Bariatric surgery

e Cosmetic surgery

Dental care (Children)
Hearing aids
Infertility treatment

Long-term care

Non-emergency care when traveling outside the
U.S.

Private-duty nursing

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 a combined
maximum of 40 visits per year for chiropractic
care, speech therapy, physical therapy and
occupational therapy)

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

Routine eye care (Adult-one visit, one frame, and
one pair of lenses. Dollar allowances apply to

hardware.)

Routine foot care
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: Ambetter from Peach State Health Plan at 1-877-687-1180 (TTY 1-877-941-9231); Georgia Office of Insurance and Safety Fire Commissioner, Two Martin Luther
King, Jr. Drive, West Tower, Suite 716, Atlanta, Georgia 30334, Phone No. 1-404-656-2070 or 1-800-656-2298.; 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 Georgia Access, visit https://georgiaaccess.gov/ or call 1-888-687-1503.

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; Georgia Office of Insurance and Safety Fire Commissioner, Two Martin Luther King, Jr. Drive, West Tower, Suite 716, Atlanta, Georgia 30334, Phone No. 1-404-
656-2070 or 1-800-656-2298.

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 1-877-687-1180 (TTY 1-877-941-9231).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1180 (TTY 1-877-941-9231).
Chinese (1 32): AR FFE A sC iy B8, 1BIRFT XS 1-877-687-1180 (TTY 1-877-941-9231).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1180 (TTY 1-877-941-9231).

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

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

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

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture

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

B The plan’s overall deductible $5,000 m The plan’s overall deductible ~ $5,000 m The plan’s overall deductible $5,000
B Specialist copayment $80 m Specialist copayment $80 m Specialist copayment $80
M Hospital (facility) coinsurance 40% ™ Hospital (facility) coinsurance 40% ™ Hospital (facility) coinsurance 40%
B Other coinsurance 40% ® Other coinsurance 40% m Other coinsurance 40%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests (x-ray)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Durable medical equipment (crutches)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Rehabilitation services (physical therapy)
Specialist visit (anesthesia) Durable medical equipment (glucose meter)
Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharin Cost Sharing Cost Sharin
Deductibles $5,000 Deductibles $900 Deductibles $2,100
Copayments $50 Copayments $1,100 Copayments $400
Coinsurance $2,000 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $7,110 The total Joe would pay is $2,020 The total Mia would pay is $2,500

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7
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health plan.

English:

If you, or someone you are helping, have questions about Ambetter from Peach State Health Plan,
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 1-877-687-1180 (TTY 1-877-941-9231).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from Peach State
Health Plan 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 alguno y de manera oportuna. Para recibir servicios auxiliares o de
traduccidn, comuniquese con Servicios para Miembros al 1-877-687-1180 (TTY 1-877-941-9231).

Viethamese:

NE&u quy vi hodc ngudi ma quy vi dang gilp d& cé cau hoi vé Ambetter from Peach State Health
Plan va khéng thanh thao ti€éng Anh, quy vi cé quyén dugc tro gitip va nhan thdng tin bang ngén
nglt ctia minh mi&n phi va kip thoi. NEu quy vi hodc ngudi ma quy vi dang gitp d& mac bénh vé
thinh gidc va/hodc thi gidc gay can tré giao ti€p, quy vi cé quyén dwoc nhan cac hé tro va dich vy
phu trg mién phi va kip thoi. D& nhan dich vu thong dich hodc dich vu phu tro, vui long lién hé bo
phan Dich Vu Thanh Vién theo s6 1-877-687-1180 (TTY 1-877-941-9231).

Korean:

?ﬂ;} = 73}e] =28 HH= F o] Ambetter from Peach State Health Plan©l] tf 3+ ]1'5:0]
N A Golol Tk FoAH oﬁﬁ*oﬁoii A A A F5 AL A RE v
A7 dFUTH Ast BE Aste] =S e o] H7 /s A Ao R -‘W}i
el 7t A= A A YA EsHA F = S L AR5 WS A7 A5 U 59
EE BHE AH2AE o A 1-877-687- 1180(TTY 1-877-941-9231)H & & 7} =}

Au| 2=Ho A OHT Al

Ol-m mlo

l

Chinese:

R IEAE T B % 22 A R8> Ambetter from Peach State Health Plan J5EIAYRIRE > H R
i TERE 1&’:%%%%%&&5@1@6@&%% SEEHAEIER - RS EIEE Tfmﬂj]ﬂ’]%‘f%
AHESIR/BAR T EAIRTRE o THBSE T - AR Bl M RS SR R TS - B
HUSENGESCEBI AR - shlas S BIRSED > BE5h/21-877-687-1180 (TTY 1-877-941-9231),

Gujarati:

oSl duel Medl di FHs{l Hee 53] @l €l Ad] 518 culsdl Ambetter from Peach State Health Plan (@9l
yal Sl 2 AL Ul of 1Y, dl dHA S16 W U] (Coll WA HHAU dHIZ] HINIMI Hee dell HUSd)
Naddlel AUEs1R 8. %) di Aedl di Bueil Hee 531 6l €l Ndl 516 cUl5d AR5 WAl ¢[BlaNs
wdzellef]l Yl(Sd €1d 3 B AARA wdAdl €14, dl dHa 516 W sl (deil 1 YHAUR USIUS U dell Ad 1)
UL Scllell H[dS1R 8. Wajdle weldl Helds Ac ) UIH 5dl HIZ, sUl 53 1-877-687-1180

(TTY 1-877-941-9231) U2 el Ad(ilell AuS 53).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from
Peach State Health Plan 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 1-877-687-1180 (TTY 1-877-941-9231).
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Ambharic:

hCAP @LI° \A 29091 (@-F AA Ambetter from Peach State Health Plan 7£& NAP+ AS AT ILHT N&
NAPRE PATPIIP D6, AG NLHO- NRIRP ACAT AG 0048 09I T T av(I+ AAPH: hCAP OLI° AA 0901
@ ITEPET P10 LGPE Lo Tt WG /DRIP Ph L F ToC NAPTE AT hCAFPTT WG AININET7 S 9o79°
D¢, AG NVLHD- PaPA a2 AAPT: PTCTI° DLI° L5 T ATANETT AT T A0hP N 1-877-687-1180
(TTY 1-877-941-9231) PAOA A1 IAHT 7 £G4z

Hindi:

37T 31T IT IS VET e ieh Tordehl 31T T & & &, & urd Ambetter from Peach State Health Plan &
S Ut & 3R 3T 2t 3 F AR A &, A 3nuet e s 3 AEd 3R FHT R FErdn 3R AAERY o
&I BT HTABR ¥. IR IR AT vl TN =afeh 1 [SIEhT 31T Fee A T8 &, oot AR/ S@a # Foream eiehl ©
3R 5@ arerha e @1 ¥, d 3mge) e fed) st & 3R TeT W) T Terddr 3R ard urg ae B
3P §. WWWWWW%%‘QF@W 1-877-687-1180 (TTY 1-877-941-9231) R @e&g
[T H TUH B,

French Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from Peach State Health Plan, epi
nou pa metrize Anglé, nou gen dwa pou jwenn ed 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
pwoblem pou we ki pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sévis oksilye
gratis epi nan moman ki apwopriye a. Pou resevwa sévis tradiksyon oswa sevis oksilyé yo, tanpri
kontakte Sevis Manm yo nan 1-877-687-1180 (TTY 1-877-941-9231).

Ecnm y Bac MaM y iMua, KOTOPOMY Bbl NOMOraeTe, BOSHUKAW Kakne-1Mbo BOMpock! 0 Nporpamme
cTpaxoBaHusa Ambetter from Peach State Health Plan, npy aTom Bbl HE4OCTaTOYHO XOPOLLO BAaAEETE
QHIIMMCKUM A3bIKOM, Bbl MMEeTe NpaBo Ha 6ecniaTHYo M CBOEBPEMEHHYO NMOMOLLb U MHPOPMaLMIo
Ha CBOeM POJHOM fA3biKe. EcM y Bac uam y anua, KOTOpomy Bbl MOMOraeTe, HabtogaeTca Kakoe-nmbo

Russian: HapyLlLeHWe cyxa u/Uam 3peHns, KOTopoe NPeNnATCTBYET KOMMYHMKaLMK, Bbl UMEeTe Npaso Ha
6ecnnaTHble M CBOEBPEMEHHbIE BCMOMOraTe/ibHble YCYrv U MOMOLLb. [Ins NoayyYeHus ycayr nepesosa
WM BCMOMOTaTe/IbHbIX YCAYr 0bpaTuTech B OTAEN 0BC/YKMBAHMS YH4aCTHUKOB NPOrpPammbl
CTpaxoBaHus no Homepy 1-877-687-1180 (TTY 1-877-941-9231).
ARl Gaaill aa oS3 ol (Ambetter from Peach State Health Plan Jss aiul saclus add sl 5l dlal (1S 13)
el i€ 1Y) i) g 85 AEISS (gl (50 (pe lialy il slaall g saebusall e Jsanl) b Gall Slala o 5K
Arabic: 039 O Ailia) land g Clacbise A6 & 3ol @bl (Jual il Gaxs Ay oy i/ 5 Amans Alas (g co2e b G gl Sl il
e slac ¥ clexd o Jlai¥l o diln) et dea il cilend AR Canliall < 1 b 5 2315
.1-877-687-1180 (TTY 1-877-941-9231)
Se tiver duvidas acerca da Ambetter from Peach State Health Plan, ou estiver a ajudar uma
pessoa com duvidas acerca desta, e ndo dominar o inglés, tem o direito de obter ajuda e
informacGes no seu idioma sem qualquer custo e de forma atempada. Se tiver uma condicdo
Portuguese: visual e/ou auditiva que dificulte a comunicagdo ou estiver a ajudar uma pessoa com uma
condicdo deste tipo, tem o direito de receber equipamentos ou servicos de assisténcia sem
qualquer custo e de forma atempada. Para receber tradugbes ou servigos de assisténcia,
contacte servicos de membro através do nimero 1-877-687-1180 (TTY 1-877-941-9231).
5 «2,ls Ambetter from Peach State Health Plan s b3 (5w caiS e <SS 5l 4s 3y jla 48 538 L i R
S 528 b lad 81 i€ il 50 alge dn 5 501 40 liasa L) 4o 1) e DUl 5 oSS s B iy e oSl
Persian: el Gladd 5SS 3y Hla a2 e idi )y dals ) (5 )18 3 aS 3l (b U/ 5 ol sid el Jalisi ) (5 ) 8 éﬂ.n

o Jbadt 43 Lime ) iland L alal ¢ SaS a5 dan i il 53 (51 288 il 3 @ige 4 5 O8G0 liasa i) s )
2,80 il 1-877-687-1180 (TTY 1-877-941-9231)
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Peach State Health Plan 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 H6ér- und/oder
Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und
zeitnah zusétzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche
Dienstleistungen zu erhalten, wenden Sie sich an den Kundendienst unter 1-877-687-1180

(TTY 1-877-941-9231).

Japanese:

CBEEOHLEE-INEL TSmO AI., Ambetter from Peach State Health Planl[Z DU\ T
BRZHEFLDEE. HEBICBEN G THLEADNDFIA LY —ICZHEDEETAILT
PFW/EFICENTEFET, CEHEDO, HLEEANEL TV LMD ADEREOHEEDK
REROEOPYRYLAHLIMEATEH, BHMADIA LY —IZHEY—ERXRERITHIEN
TEFET, BIEROHBIY—ERXREZIT 521, 1-877-687-1180 (TTY 1-877-941-9231)D * &
N—H—ERIZTELKLS S,
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Ambetter from Peach State Health Plan is underwritten by Ambetter of Peach State Inc., which is a

Qualified Health Plan issuer in the Georgia Health Insurance Marketplace. This is a solicitation for insurance.
©2024 Ambetter of Peach State Inc., Ambetter.pshpgeorgia.com. If you, or someone you’re helping, have
questions about Ambetter from Peach State Health Plan, 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 1-877-687-1180 (TTY 1-877-941-9231). For more information on your right to receive an
Ambetter from Peach State Health 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.



