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

Coverage for: Individual/Family | Plan Type: EPO

Ambetter Health Solutions Bronze 1800 + Vision + Adult Dental: Standard Bronze Off 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://ambetterhealth.com/2025-brochures.html, or call 1-833-543-3145 (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 1-833-543-3145 (TTY 711) to request a copy.

Important Questions m Why This Matters:

Network providers: $1,800
Individual / $3,600 Family.
Out-of-network providers: Not
applicable Individual / Not
applicable Family.

Yes. Preventive care services,
primary care, specialist, and
Are there services urgent care visits, and certain
covered before you meet | prescription drugs are covered

What is the overall
deductible?

your deductible? before you meet your deductible

(see additional information
below).
Yes, $1,000 individual / $2,000

Are there other family f L
deductibles for specific amily for prescription drug
services? coverage. There are no other

specific deductibles.

For network providers: $9,200
Individual / $18,400 Family.
For out-of-network providers:
Not applicable Individual / Not
applicable Family.

Premiums, balance-billing
charges, penalties for failure to

obtain preauthorization for
SBC-76179IN0210001-00-2025

What is the out-of-pocket
limit for this plan?

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

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

This plan covers some items and services even if you haven't yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without costsharing 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 limit.
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Important Questions m Why This Matters:

services, and health care this
plan doesn’t cover.

Yes. See This plan uses a provider network. You will pay less if you use a provider in the plan’s network. You
https://ambetterhealth.com/finda = will pay the most if you use an out-of-network provider, and you might receive a bill from a provider
doc or call 1-833-543-3145 for the difference between the provider's charge and what your plan pays (balance billing). Be

(TTY 711) for a list of network | aware, your network provider might use an out-of-network provider for some services (such as lab

Will you pay less if you
use a network provider?

providers. work). Check with your provider before you get services.
Do you need a referral to No. You can see the specialist you choose without a referral.

see a specialist?

“ 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 Out-of-Network Limitations, Exceptions, & Other

Services You May Need Network Provider

Medical Event (You will pay the least)

Provider Important Information
You will pay the most

Unlimited Virtual 24/7 Care Visits received
Primary care visit to treat an $60 Copay / visit; Not covered from Ambetter's designated telehealth
injury or illness deductible does not apply provider covered at No Charge, providers
covered in full, deductible does not apply.

If you visit a health

oo e $120 Copay / visit;
zarlrce"pn:gwders office | Specialist visit deductible does not apply Not covered None
You may have to pay for services that aren’t
Preventive care/screening/ No charge; deductible N preventive. Ask your provider if the services
. "~ ot covered :
immunization does not apply needed are preventive. Then check what
your plan will pay for.
50% Coinsurance for Not covered for
laboratory & professional | laboratory & professional | Prior authorization may be required. Covered
services services No Limit. Other places of service may include

Hospital, Emergency Room, or Outpatient

If you have a test Diagnostic test (x-ray, blood 50% Coinsurance for x-ray | Not covered for x-ray & | Facility.

work) & diagnostic imaging diagnostic imaging
Failure to obtain prior authorization for any
50% Coinsurance for Not covered for service that requires prior authorization will
laboratory & professional | laboratory & professional | result in a denial of benefits.
services and x-ray & services and x-ray &
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Common
Medical Event

Services You May Need

What You Will Pa

Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your iliness or
condition

More information about
prescription drug
coverage is available at
https://ambetterhealth.

com/2025formulary.

If you have outpatient
surgery

Imaging (CT/PET scans, MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand drugs and

Non-preferred generic drugs

Specialty drugs

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

diagnostic imaging at other
places of service

50% Coinsurance

Tier 1a - Preferred Generic
Retail: $3 Copay /
prescription; deductible
does not apply

Tier 1b - Generic Retail:
$28 Copay / prescription;
deductible does not apply

Tier 2 - Retail: $75 Copay /
prescription; deductible
does not apply

Tier 3 - Retail: 45%
Coinsurance; subject to Rx
drug deductible

Tier 4 - Retail: 50%
Coinsurance; subject to Rx
drug deductible

50% Coinsurance

You will pay the most
diagnostic imaging at
other places of service

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Prior authorization may be required. Covered
No Limit.

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 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 90 days through mail order.
Mail orders are subject to 2.5x retail cost-
sharing amount. $1,000 individual / $2,000
family Rx drug deductible for non-preferred
brand and specialty drugs.

Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 30 days through mail order.
$1,000 individual / $2,000 family Rx drug
deductible for non-preferred brand and
specialty drugs.

Prior authorization may be required. Covered
No Limit.
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Common
Medical Event

Services You May Need

What You Will Pa

Out-of-Network

Network Provider
(You will pay the least)

Provider

Limitations, Exceptions, & Other
Important Information

If you need immediate
medical attention

If you have a hospital
stay

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

If you are pregnant

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care
Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

50% Coinsurance

50% Coinsurance
50% Coinsurance
$100 Copay / visit;

deductible does not apply

50% Coinsurance

50% Coinsurance

Office Visit: $60 Copay /
visit; deductible does not

apply;

Other Outpatient Services:

50% Coinsurance

50% Coinsurance

$60 Copay / visit;
deductible does not apply

50% Coinsurance

You will pay the most

Not covered

50% Coinsurance

50% Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

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.

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.

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
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What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other

Services You May Need Network Provider

Medical Event (You will pay the least)

Provider Important Information
You will pay the most
services. Depending on the type of services,
copayment, coinsurance or deductible may

50% Coinsurance Not covered apply. Maternity care may include tests and

Childbirth/delivery facility

ST services described elsewhere in the SBC
(i.e., ultrasound).
Home health care 50% Coinsurance Not covered Prior authorization may be required. Limited

to 100 visits per year.
Outpatient: Prior authorization may be
required. Limited to 60 combined visits per
year (20 visits each for outpatient physical,
speech and occupational therapy); limited to
20 visits per year for pulmonary rehabilitation.
Outpatient: 50% Outpatient: Note: Limits do not apply when provided for a
Coinsurance Not covered mental health/substance use disorder
Inpatient: 50% Inpatient: diagnosis.
Coinsurance Not covered Inpatient: Prior authorization may be
required. Limited to 60 days per year
If you need help (includes day rehabilitation therapy services
recovering or have provided on an outpatient basis). Note: Limits
other special health do not apply when provided for a mental
needs health/substance use disorder diagnosis.
Outpatient: Prior authorization may be
required. Limited to 60 combined visits per
year (20 visits each for outpatient physical,
speech and occupational therapy); limited to
Outpatient: 50% Outpatient: 20 visits per year for pulmonary rehabilitation.
Coinsurance P ' Note: Limits do not apply when provided for a
o Not covered .
Inpatient: 50% Inpatient: Not covered mental health/substance use disorder
Coinsurance P ' diagnosis.
Inpatient: Prior authorization may be
required. Limited to 60 days per year
(includes day rehabilitation therapy services
provided on an outpatient basis). Note: Limits

Rehabilitation services

Habilitation services
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What You Will Pa

Common Out-of-Network Limitations, Exceptions, & Other

Services You May Need Network Provider

Medical Event (You will pay the least)

Provider Important Information
You will pay the most

do not apply when provided for a mental
health/substance use disorder diagnosis.
Prior authorization may be required. Limited

Skilled nursing care 50% Coinsurance Not covered
to 90 days per year.

Durable medical equipment 50% Coinsurance Not covered Er;ol_ri;LiJ;[honzatlon may be required. Covered
Hospice services 50% Coinsurance Not covered Egol_ri;?:honzatlon e e EaE, Coreiet
. ) No charge; deductible Not covered; deductible | Limited to 1 visit per year. Out-of-network

Children’s eye exam .
does not apply does not apply provider eye exam .

If your child needs Limited to 1 item per year. Out-of-network

dental or eye care Children’s glasses MO GrEEE Bl Mot gget; dEiEide provider frames or contacts , see schedule
does not apply does not apply for lens limit ’
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 (Unless the abortion is permitted under e  Dental Care (Children) e long-term care
Indiana Code 16-34-2-1, or as required by e Hearing aids e Non-emergency care when traveling outside the
applicable law.) Us

e Bariatric surge o Infertility treatment
gery e \Weight loss programs

e Cosmetic surgery

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

e Acupuncture (Limited to 12 visits per year) o Dental care (Adult-visit & item limits apply per ¢ Routine eye care (Adult-one visit & one item per
year. $1,000 annual dollar limit per year per year. Dollar allowance applies to hardware.)

o Chiropractic care (Limited to 12 visits per year) oerson.)

¢ Routine foot care
e Private-duty nursing (Must be provided as part of
home health care; limited to 82 visits per year.)
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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 Health at 1-833-543-3145 (TTY 711); Indiana Department of Insurance, 311 West Washington Street, Suite 300, Indianapolis, IN, 46204,
Phone No. 1-317 232-2385 or 1-800 622-4461.; 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: Indiana Department of Insurance, 311 West Washington Street, Suite 300, Indianapolis, IN, 46204, Phone No. 1-317 232-2385 or 1-800 622-
4461.

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 1-833-543-3145 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-543-3145 (TTY 711).
Chinese (1 32): AR TFE A SCay#EE), 1BIRITX S8 1-833-543-3145 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-543-3145 (TTY 711).

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

Page 7 of 8



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 $1,800
W Specialist copayment $120
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)

M The plan’s overall deductible $1,800
W Specialist copayment $120
M Hospital (facility) coinsurance 50%
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)

B The plan’s overall deductible $1,800
W Specialist copayment $120
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* $1,800 Deductibles* $900 Deductibles* $1,800
Copayments $70 Copayments $1,800 Copayments $300
Coinsurance $4,100 Coinsurance $0 Coinsurance $300

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 $6,030 The total Joe would pay is $2,720 The total Mia would pay is $2,400

*Note: This plan has other deductibles for specific services included in this coverage example. See “Are there other deductibles for specific services?” row above.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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English

If you, or someone you’re helping, have questions about any of the Ambetter Health offerings,

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 for your specific Health Plan by electronic mail or by phone by referencing the Health Plan
Contact Information page below.

Spanish

Si usted o alguien a quien ayuda tiene preguntas sobre cualquiera de las ofertas de Ambetter Health
y no domina el inglés, tiene derecho a recibir ayuda e informacién en su idioma sin costo y de
manera oportuna. Si usted o alguien a quien ayuda tiene una condicidn auditiva o visual que impide
la comunicacidn, tiene derecho a recibir ayudas y servicios auxiliares sin costo y de manera
oportuna. Para recibir servicios de traduccion o auxiliares, comuniquese con Servicios para Miembros
de su plan de salud especifico por correo electrénico o por teléfono. Consulte la pagina de
informacién de contacto del plan de salud que figura mas adelante.

Chinese

E BB RS Ambetter Health PERLHY M EMASER - HAREISL > EAERE
DUGHE = SR ELR ’rmﬁjﬁﬂ“”:ﬂ ,u%u‘rmﬁﬂﬁ’]%}\%&uﬁﬁﬁfﬁ’ﬂ/iﬁ I AR
B R RSB THEARS - S EHUSBRSdmB IR - 5275 DL MR T SIS &N
I > DAET B B SRR R (R R T R A PR P IR B R -

Viethamese

N&u quy vi hodc ngudi dang duoc quy vi giup d& cé thac mac vé bat ky géi phuc loi ndo cla
Ambetter Health va khong thong thao Anh ngi, quy vi cé quyén nhan tro gilip va thong tin bing
ngdn ngit cla minh mot céch kip thoi va hoan toan mi&n phi. Néu quy vi hodc ngudi dang dwoc

quy vj gilp d& cé van dé vé thinh lyc va/hodc thi lwc khién viéc giao ti€p khé khan, quy vi cé quyén
nhan dich vu va thiét bj phu tro mdt cach kip thai va hoan toan mién phi. D& nhan dich vu dich thuat
hoac dich vu phu trg, vui I6ng lién hé v&i bd phan Dich Vu Hoi Vién clia Chuong Trinh Bdo Hiém Y T&
cu thé ctia quy vi qua thu dién tlr hodc qua dién thoai bang cach tham chiéu trang Théng Tin Lién Hé
clia Chwong Trinh Bao Hiém Y T& dudi day.

German

Wenn Sie oder eine Person, der Sie helfen, Fragen zu den Ambetter Health-Angeboten haben, jedoch
kein flissiges Englisch sprechen, sind Sie berechtigt, kostenfrei und zeitnah Hilfe und Informationen
in lhrer Sprache zu erhalten. Wenn Sie oder eine Person, der Sie helfen, an einer Hor- und/oder
Sehbehinderung leiden, die die Kommunikation beeintrdchtigt, sind Sie berechtigt, kostenfrei und
zeitnah Hilfsmittel und Hilfsdienste zu erhalten. Um Ubersetzungen oder Hilfsdienste zu erhalten,
wenden Sie sich an unsere Services fur Mitglieder, um lhren individuellen Gesundheitsplan
telefonisch oder per E-Mail anzufordern. Die entsprechenden Kontaktdaten finden Sie auf der
folgenden Webseite mit den Kontaktdaten zum Gesundheitsplan.

Korean
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Arabic

31 el (lasyl &) Gane cowly Ambetter Health b9,e oo T g i suslud jases S ol el 0 13|
oo QLS odelud ased of el cuS 3] Lcwlindl gl 39 clde 35 (90 cliak Ologlanlly iclunll e Jguaxdl §
e G235 095 Bl Dlodsg gawe Sligns (e Jgasd! (§ el Sblld e ol 53l 093 U525 Do 91/9 dunace Al
Elilase Lol elacl Glads ao Juolgil] 22y Basluall Gloasd! gl daz Al Olods e Jgpamnl) .asliall cBgll G
20T dusvall dasll Juasyl leghas A ] g9l IS (0 Clgl pe of 39SV dondl 3oyl oye dmsall

Serbo-Croatian

Ako vi ili neko kome pomaZete imate pitanja o bilo kojoj od ponuda od Ambetter Health, a ne
govorite dobro engleski, imate pravo da besplatno i pravovremeno dobijete pomo¢ i informacije

na svom jeziku. Ako vi ili neko kome pomazete imate problema sa sluhom i/ili vidom $to ometa
komunikaciju, imate pravo da besplatno i pravovremeno dobijete dodatna pomagala i usluge.

Da biste dobili prevod ili dodatne usluge, kontaktirajte Sluzbu za ¢lanove za vas odredeni zdravstveni
plan putem elektronske poste ili telefonom pozivajuéi se na stranicu sa kontakt informacijama
zdravstvenog plana u nastavku.

French

Si vous, ou une personne que vous aidez, avez des questions sur I'une des offres d'Ambetter Health
et que vous ne maitrisez pas l'anglais, vous avez le droit d'obtenir de I'aide et des informations dans
votre langue, gratuitement et dans les meilleurs délais. Si vous, ou une personne que vous aidez,
souffrez d'un trouble auditif et/ou visuel qui entrave la communication, vous avez le droit de
bénéficier d'aides et de services auxiliaires gratuitement et dans les meilleurs délais. Pour bénéficier
de services de traduction ou de services auxiliaires, veuillez contacter le service adhérents de votre
régime d'assurance maladie par courrier électronique ou par téléphone en vous référant a la page
des coordonnées du régime d'assurance maladie ci-dessous.

Pennsylvania
Dutch

Wann du, odder epper der du helfscht, hen Frooge iwwer die Ambetter Health Offerings, un sin net
gut in Englisch, du hoscht die Recht um Helfe un Information zu griege in die Schprooch mitaus
Koscht un in en zeitliche Manner. Wann du, odder epper der du helfscht, hen en Auditory un/odder
Sehlich Condition die schtoppt Communication, du hoscht die Recht um Auxiliary Aids un Services zu
griege mitaus Koscht un in en zeitliche Manner. Um Iwwersetzung odder Auxiliary Services zu griege,
sei so gut un contacte Member Services fer dei abbaddiche Health Plan bei Electronic Mail odder bei
Phone bei noochgucke die Health Plan Contact Information Blatt donunner.

Burmese
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Gujarati ol /AUl £ RAMA YRLadl dlal B At lcuAslRaA HUARAD B, Al dHA UslaAS UslA U
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Ecnmn y Bac uam yenoseKka, KOTOPOMY Bbl MOMOraeTe, eCTb BOMPOCHI O KAKOM-IMB0 NpeanoKeHnm
Ambetter Health 1 Bbl He BhageeTe aHIIMICKMM A3bIKOM, Y BaC €CTb NPaBo NoAy4nTb 6ecnaaTHyo 1
CBOEBPEMEHHYI0 NOMOLLb M MHPOPMALMIO Ha BaLLem A3blKke. ECAK y BaC MM YeI0BEKA, KOTOPOMY Bbl
MOMOraeTe, eCTb HapPYLEHUA CyXa U/UN 3PEHUSA, MELLaIoLLME KOMMYHUKALMK, Bbl UMEETE Npaso

Russian Ha 6ecniaTHOe 1 CBOEBPEMEHHOE NoJlyYeHre BCMOMOraTe ibHbIX CPEACTB U ycayr. YTobbl nofyunts
yCnyrv nepesoja Uav BCNoMoraTe/ibHble yCayru, 06paTuTech B 0TAEN 06CNYKMBAHUA YH4aCTHUKOB
KOHKPETHOro NniaHa MeguUMHCKOro CTPAXoBaHUA NO 3/1eKTPOHHOM NoyTe uau no tenedoHy,
BOCMO/1b30BaBLLMCb MHPOPMALMEN HA CTPAHMLE C KOHTAKTHbIMU AAaHHbIMM M1aHa MeAULMHCKOro
CTPaXOBaHWA HUKE.

Pokolh chi hattak, micha pisa hattak yakni, imahlbokma li kash chi shpisa akocha chiilli
Ambetter Health ofings, hokmi micha pisa ayyokma yvt micha biskakcha hattak, li chi hattak chi tok
opali, micha tukmvt li chahta ahofa chash hattak, micha isht ikbi chokma mvmchi hokma micha yvt
ayyokma chokma li kash chi héchifo, micha akocha mvmchi chokma chi micha yakni toklo chahta
Choctaw ahofa, micha kash chi yvt. Chishno kiyokmat kanah kiya ish apila ka, ishit haklo hicha/cho ishit pisa
ayina ka, isht ataklama atokésh annopa ik akostinichoh okma na isht apila yomika ish ishi dhina kat
chim ayalhpisah, na ahika iksho ikmat chikkdsi atahla hilah. Maashatinaa anumpuliha hattak pisa
ayyokvsat, micha tukmvt hattak ili hattak chokma falusaat ahofa, hokmi biskakcha hattak micha
tukmvt hattak ili tukmvt ahofa, falusaat okchifo pisa, toklo paali tukmvt ahofa yakni.

Kung ikaw o ang isang tao na tinutulungan mo, ay may mga tanong tungkol sa alinman sa mga
ino-offer ng Ambetter Health, at hindi mahusay sa Ingles, may karapatan kang makakuha ng libre
at nasa oras na tulong at impormasyon nang nasa iyong wika. Kung ikaw o ang isang tao na
tinutulungan mo, ay may kondisyon sa pandinig at/o paningin na nakakahadlang sa komunikasyon,
Tagalog may karapatan kang tumanggap ng libre at nasa oras na mga karagdagang tulong at serbisyo.
Para makatanggap ng mga serbisyo para sa pagsasalin-wika o karagdagang serbisyo, mangyaring
makipag-ugnayan sa Mga Serbisyo sa Miyembro para sa iyong partikular na Planong Pangkalusugan
sa pamamagitan ng elektronikong mail o telepono sa pamamagitan ng pagsangguni sa page ng
Impormasyon sa Pakikipag-ugnayan ng Planong Pangkalusugan na nasa ibaba.
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Hindi

Yoo isin yookiin namni isin gargaaraa jirtan, waa’ee dhiyeessii Ambetter Health gaaffii qabaattan,
akkasumas dandeettii afaan Ingiliffaa hin gabdan ta'e, gargaarsaa fi odeeffannoo afaan keessaniin
baasii tokko malee argachuuf mirga gabdu. Yoo isin yookiin namni isin gargaaraa jirtan, rakkoo
dhageettii fi/yookiin agartuu waliin dubbiif hin mijanne gabaattan, gargaarsaa fi tajaajilawwan
gargaaraa baasii tokko malee argachuuf mirga gabdu. Tajaajila hiikkaa afaanii yookiin gargaaraa
argachuuf, maaloo Tajaajiloota Miseensaa (Member Services) Karoora Fayyaa addaa keessaniif
poostaa elektiroonikii yookiin bilbilaan fuula Odeeffannoo Quunnamtii Karoora Fayyaa armaan
gadii qunnamaa.

Cushite

Si oumenm, oswa yon moun w ap ede, gen kesyon sou youn nan of Ambetter Health yo epi ou pa
pale angle, ou gen dwa pou jwenn éd ak enfomasyon nan lang ou gratis epi alé. Si oumenm oswa yon
moun w ap ede, gen pwoblém pou tande ak/oswa vizyon ki anpeche kominikasyon, ou gen dwa pou
resevwa ed ak sevis oksilyeé gratis epi ale. Pou resevwa sévis tradiksyon oswa oksilye, tanpri kontakte
Sevis Manm plan sante w la pa imél oswa pa telefon pandan w ap sevi avek paj enfomasyon kontak
plan sante ki anba a.

French Creole
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Se lei, o qualcuno che sta aiutando, ha domande su una qualsiasi delle offerte di Ambetter Health,

e non parla fluentemente inglese, ha il diritto di ottenere assistenza e informazioni nella sua lingua

gratuitamente e in tempi rapidi. Se lei, o qualcuno che sta aiutando, ha una condizione uditiva e/o
Italian visiva che impedisce la comunicazione, ha il diritto di ricevere sostegni e servizi ausiliari

gratuitamente e in tempi rapidi. Per ricevere i servizi di traduzione o ausiiari, contatti i Servizi per

i membri del suo Piano sanitario specifico tramite posta elettronica o telefono, facendo riferimento

alla pagina delle Informazioni di contatto del piano sanitario indicata di seguito.
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Se tiver duvidas sobre as ofertas da Ambetter Health (ou se alguém que esta a ajudar as tiver) e ndo
for proficiente em inglés, tem o direito de obter ajuda e informagdes no respetivo idioma sem custos
e de modo oportuno. Se tiver problemas auditivos e/ou visuais que impegam a comunicac¢io (ou se

Portuguese alguém que esta a ajudar os tiver), tem o direito de receber apoio e servigos auxiliares sem custos e
de modo oportuno. Para receber servigos de tradugdo ou de apoio auxiliar, contacte os Servigos para
Membros do seu Plano de Saude especifico por e-mail ou por telefone. Consulte os Dados de
Contacto do Plano de Saude na pagina abaixo.

35 Ll kSl 4 9 duyls Ambetter Health @lods 51 SO 5o 0)byd Jlgew S s SS9l b aS (S L oo S

34 aS (oS b Lk ,81 .S Cdlys OBags Ob) 4 b leMbl 5 S (@8gads 9 OB Cygaody dS dyls [y 3> ol eyl

Persian 3 ©lads (@Bg0ds 5 OB Cygaods 45 yls |y 3 ol dgitg L) e 45 wyls L b/ gl e S (2 S8
dio )3 0z Oledbl Gulul p laka) (il Glods b dazys Cdbys Sl S Cbys |y dbogape (il GlaSS

S kel 393 Caedlas b Slias! i b 02l b sad) @5k 516 03 «cdlas b ulad Sledbly

AKWo y Bac abo B Nt0AMHM, Kl BU AOMNOMAraeTe, € 3anmnTaHHA Npo AKYCb i3 NPono3unL,in

Ambetter Health i BM He BosioajieTe aHMNiINCbKOO MOBOLO, BU MA€ETe NPaBo OTPMMATH 6E3KOLWTOBHY

i cBOEYACHY Aonomory i1 iHpopmaLito BalLoo MOBOHO. AKLWO Y Bac abo B NH0AMHMU, AKil BU
[O0noMmaraerte, € NOPyLIEHHA CAyxy i/abo 30py, WO NepeLwwKoaKatoTb CNiKYBaHHIO, BU MaETe NPaBo
Ha 6e3KOoLITOBHE Ta CBOEYACHE OTPMMAHHSA JOMOMIXKHMX 3acobis i nocayr. LLLlob oTpumaTtn nepeknas,
abo AonomixKHI nocayru, 38’ AxKiTbcA 3 Bigainom o6cnyroByBaHHA Y4aCHUKIB KOHKPETHOTO NaaHy
MeZMYHOro CTPaxyBaHHA eNeKTPOHHO nowToto abo TenedpoHom. KOHTaKTHY iHbopMmalLito HaBegeHO
Ha BiANOBIAHIN CTOPIHLI NNaHY MeANYHOrO CTPaxyBaHHA HUXKYeE.

Ukrainian

Als u, of iemand die u helpt, vragen heeft over een van de Ambetter Health-aanbiedingen maar geen
Engels spreekt, heeft u het recht om op tijd en gratis informatie te krijgen in uw eigen taal. Als u,
of iemand die u helpt, problemen heeft met horen of zien waardoor er problemen zijn met

Dutch communiceren, heeft u het recht om gratis en op tijd extra hulp en diensten te ontvangen. Als u een
vertaling of extra diensten nodig heeft, kunt u per e-mail of per telefoon contact opnemen met de
Klantenservice van uw specifieke ziektekostenverzekering via de onderstaande pagina met
contactgegevens van die ziektekostenverzekering.
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Daca dvs. sau o persoanad pe care o ajutati aveti intrebari cu privire la oricare dintre ofertele
Ambetter Health si nu sunteti cunoscator al limbii engleze, puteti obtine ajutor si informatii in limba
dvs., in timp util si fara niciun cost. Daca dumneavoastrd sau o persoana pe care o ajutati suferiti de
o afectiune auditiva si/sau vizuala care va impiedica sa comunicati, aveti dreptul de a primi asistenta
si alte servicii auxiliare Tn timp util si fara niciun cost. Pentru a beneficia de servicii de traducere sau
de alte servicii de auxiliare, va rugam sa contactati Serviciile pentru membri, pentru planul
dumneavoastra specific de sanatate, prin e-mail sau telefonic, accesand pagina de informatii de
contact a planului de sandtate de mai jos.

Romanian
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Mon-Khmer,
Cambodian
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Ambetter Health is the brand name used for products and services provided by one or more of the wholly owned
subsidiaries of Centene Corporation, who are issuers in the states indicated at AmbetterHealth.com. Health benefits and
health insurance plans contain exclusions and limitations. This is a solicitation for insurance © Copyright 2024 Centene
Corporation, centene.com. All rights reserved. If you, or someone you’re helping, have questions about any of the
Ambetter Health offerings, 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 the Member Services for your specific Health Plan by
electronic mail or by phone by referencing the Health Plan Contact Information located at the state-specific link on
AmbetterHealth.com. For more information on your right to receive an Ambetter 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.
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GEORGIA

INDIANA

Plan Type: EPO

Plan Type: EPO and PPO

URL: AmbetterHealth.com

URL: AmbetterHealth.com

Member Services Phone #: 1-833-543-3145 (TTY 711)

Member Services Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Underwriter: Peach State Health Plan

Underwriter: Celtic Insurance Company

Copyright: Ambetter Health is underwritten by Peach State Health Plan.

©2025 Peach State Health Plan, AmbetterHealth.com.

Copyright: Ambetter Health is underwritten by Celtic Insurance
Company. ©2025 Celtic Insurance Company, AmbetterHealth.com.

MISSISSIPPI

MISSOURI

Plan Type: EPO

Plan Type: EPO and PPO

URL: AmbetterHealth.com

URL: AmbetterHealth.com

Member Services Phone #: 1-833-543-3145 (TTY 711)

Member Services Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Underwriter: Celtic Insurance Company

Underwriter: Bankers Reserve Life Insurance Co.

Copyright: Ambetter Health is underwritten by Celtic Insurance
Company. ©2025 Celtic Insurance Company,
AmbetterHealth.com.

Copyright: Ambetter Health is underwritten by Bankers Reserve Life
Insurance Co. ©2025 Bankers Reserve Life Insurance Co.,
AmbetterHealth.com.

OHIO

SOUTH CAROLINA

Plan Type: HMO

Plan Type: EPO

URL: AmbetterHealth.com

URL: AmbetterHealth.com

Member Services Phone #: 1-833-543-3145 (TTY 711)

Member Services Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Email:
ambetter centralized grievances appeals@centene.com

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Grievance Procedure Phone #: 1-833-543-3145 (TTY 711)

Underwriter: Buckeye Health Plan Community Solutions, Inc.

Underwriter: Celtic Insurance Company

Copyright: Ambetter Health is underwritten by Buckeye Health
Plan Community Solutions, Inc. ©2025 Buckeye Health Plan
Community Solutions, Inc., AmbetterHealth.com.

Copyright: Ambetter Health is underwritten by Celtic Insurance
Company. ©2025 Celtic Insurance Company, AmbetterHealth.com.
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