Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026

Ambetter Health Coverage for: Individual/Family |[Plan|Type: HMO
Ambetter Health Solutions Gold 0: Standard Gold 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
u share the cost for covered health care services. NOTE: Information about the cost of this|plan [called the 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/2026-brochures.htmljor call 1-833-543-3145 (TTY 711). For general definitions of common terms, such as|allowed amount |balance
billing Jeoinsurance Jcopayment,Jdeductible|[provider,Jor other underlined terms, see the Glossary. You can view the Glossary at[https://www.healthcare.qgov/sbc-
glossary|or call 1-833-543-3145 (TTY 711) to request a copy.

Important Questions m Why This Matters:

What is the overall

deductible $0 individual / $0 family. See the Common Medical Events chart below for your cost for services thiscovers.
Are there services This|[|J_Ian|covers some items and services even if you haven't yet met the|deductibleJamount.

. . But a[copayment or|coinsurance|may apply. For example, this{plan|covers certain[preventive |
coyered befc_:re TemieE: | Ve Ve e dsuudiis | services|without|cost sharingland before you meet your|deductible| See a list of covered
your|deduct|ble,?

[preventive services|at|https://www.healthcare.gov/coverage/preventive-care-benefits/|

Are there other

deductibles for specific No. You don't have to meet|deductibles|for specific services.
services?

For|network providers| $8,500

What is the[out-of-pocket] | individual / $17,000 family. Not The|out-of-pocket limit]is the most you could pay in a year for covered services. If you have
or thi anolicable forIo’ut-of-netw)grk | other family members in this|plan| they have to meet their own|out-of-pocket limits|until the
plank pp out-of-pocket limit

. overall family has been met.
roviders

[Premiums|[balance-billing]charges,
What is not included in penalties for failure to obtain

the[out-of-pocket limit} reauthorization]for services, and Even though you pay these expenses, they don’t count toward the|out-of-pocket limit]
health care this|p|an|doesn’t cover.

Yes. See This|plan|uses a[providerlnetwork| You will pay less if you use a[provider|in the[plans{network]

Will you pay less if you el o ieal You will pay the most if you use an out-of—ngtwork provider| and you might receive a bill from a
e |Lde <all 1-833.543.3145 Ty 719) Iplro'wder for the difference between thechare and what our pays [balance |
NeWork provicerk for a list offnetwork providers] {Lbilling}. 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.

[

Do you need alreferral to — :
cee a’mkﬂ?—‘ No. You can see the[specialist]you choose without a[referral
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4\ Alllcopayment|and|coinsurance|costs shown in this chart are after your|deductible]has been met, if a|deductible]applies.

Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

If you visit a health care
office or

Primary care visit to treat an
injury or illness

(You will pay the least)

$25[Copay]/ visit

(You will pay the most)

Not covered

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

[provider]|covered at No Charge, [providers]

covered in full.

[Specialist]visit $50{Copay]/ visit Not covered None
clinic You may have to pay for services that aren’t
|lPreven't|ve' care|screening] No charge Not covered preventive. Ask your provider]if the services
immunization needed are preventive. Then check what
yourplan]will pay for.
$25(Copay|/ visit for
laboratory &

If you have a test

Diagnostic test|(x-ray, blood

work)

professional services

30%[Coinsurancelfor x-

ray & diagnostic imaging

30%[Coinsurancelfor

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

Not covered

Prior authorization may be required. Covered
No Limit. Other places of service may
include: Hospital, Emergency Room, or
Outpatient Facility.

Failure to obtain prior authorization for any
service that requires prior authorization will
result in a denial of benefits.

Imaging (CT/PET scans, 30% Not covered Prlor_agthorlzatlon may be required. Covered
MRIs) — No Limit.
Tier 1a - Preferred Prior authorization may be required.

If you need drugs to enerlc Retail: $3 [Prescription drugsare provided up to 30
treat your illness or Generic drugs [Capay]/ prescription Not covered days retail and up to 90 days through mail
condition Tier 1b - Generic Retail: order. Mail orders are subject to 2.5x retail
More information about $20[Copay|/ prescription amount.
prescription drug Tier 2 - Retail: $60 Prior authorization may be required.

s availableat | Freferred brand drugs [Copayl/ prescription ASESTIED [Prescription drugs]are provided up to 30
https://ambetterhealth.c Non-preferred brand drugs Tier 3 - Retail: $150 days retail and up to 90 days through mail
om/2026formulary and Non-preferred generic / etall. h Not covered order. Mail orders are subject to 2.5x retail

pay|/ prescription [cost-sharing]amount.

drugs.
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Prior authorization may be required.

Tier 4 - Retail: 50% [Prescription drugslare provided up to 30
Specialty drugs| [Coinsurance] Not covered days retail and up to 30 days through mail
order.
Facility fee (e.g., ambulatory o Ao Prior authorization may be required. Covered
If you have outpatient surgery center) 30%|Coinsurance Not covered No Limit.
surgery POy SiGATauGeanIioss 30% Not covered Prlor'agthorlzatlon may be required. Covered
—_— No Limit.

$1250[Copay]/ visit | $1250[Copay]/ visit (8625
($625|Copay]/ visit for  [Copayl/ visit for facility;
[Emergency room care| facility: $625[Copay]l  $625[Copayl/ visit for None

visit for physician fee) physician fee)

Covered No Limit. Note: Prior authorization
If you need immediate is not required for emergency transport,
medical attention enee e | however, all non-emergent transport requires
R 30%|Coinsurance] 30%|Coinsurance] prior authorization. If you receive service
Liransportation| from an out of|network|ground/water
you may be subject to

ambulance

balance billing
|Urgent care| $35|Copayl/ visit Not covered None
Facility fee (e.g., hospital o Ao Prior authorization may be required. Covered
N .
If you have a hospital room) 30%|Coinsurance| ot covered No Limit.
stay Physician/surgeon fees 30% Not covered Egol_ri;Lijtthorlzatlon may be required. Covered
?\Zn;f Visit: $25{Copay] Prior authorization may be required. Covered

If you need mental No Limit. [Primary Care Provider|(PCP) and

health, behavioral ST ECEE gg;siggstggg/ent Mol eoiee other practitioner office visits do not require
. 0 . . .

health, or substance [T prior authorization.)
abuse services , Y :

. . 0 . Prior authorization may be required. Covered

Inpatient services 30%|Coinsurance Not covered No Limit
Prior authorization not required for deliveries

If you are pregnant Office visits $25/ visit Not covered within the standard timeframe per federal

regulation, but may be required for other
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Common Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

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).

Childbirth/delivery

If you need help
recovering or have
other special health
needs

. Prior authorization may be reguired.|Cost-
0

professional services 30%|Coinsurance Not covered sharing|does not apply for{preventive
services| Depending on the type of services,

Childbirth/delivery facili copayment |coinsurance|or|deductiblelmay

lidbirth/aelivery 1actiity 30%|Coinsurance] Not covered apply. Maternity care may include tests and

services —_— : - :
services described elsewhere in the SBC
(i.e., ultrasound).

[Home health care] 30%|Coinsurance] Not covered Prior authorization may be required. Limited

to 42 visits per year.

[Rehabilitation services|

Outpatient: $35[Copay]/

visit

Inpatient: 30%

Not covered

Outpatient: Prior authorization may be
required. Limited to 60 visits per year
(combined for outpatient physical, speech,
occupational, 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.

|Habi|itation services|

Outpatient; $35[Copay]/

visit

Inpatient; 30%

Not covered

Outpatient: Prior authorization may be
required. Limited to 60 visits per year
(combined for outpatient physical, speech,
occupational, cardiac and pulmonary
therapy). Note: Limits do not apply when
treatment is 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 Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need NetV\_lork Provider Out-of-l\_letwork Provider Important Information
(You will pay the least) | (You will pay the most)
. . . Prior authorization may be required. Limited
0
|Skilled nursing care| 30%|Coinsurance] Not covered t0 90 days per year.
|Durable medical equipment| | 30%|Coinsurance Not covered lli’lgol_riril:tt horization may be required. Covered
[Hospice services| 30% Not covered lIi’lgol_rirzi::tthorlzatlon may be required. Covered
Children’s eye exam g:e(;h:(;?z;pgleyductlble Not covered Limited to 1 visit per year.
If your child needs i -
dental or eye care Children’s glasses 1 iy EERl il 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 locument for more information and a list of any other|excluded services|)

e Abortion (Except in cases of rape, incest, or e Dental care (Children) ¢ Non-emergency care when traveling outside the
when the life of the member is endangered) e Infertility treatment u.S.

e Cosmetic surgery e Long-term care ¢ Routine eye care (Adult)

e Dental care (Adult) o \Weight loss programs

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

e Acupuncture (Limited to 12 visits per year) e Chiropractic care (Limited to 20 visits per year) e Private-duty nursing
e Bariatric surgery e Hearing aids (Limited to 1 hearing aid perear e Routine foot care
per year)

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); Arizona Department of Insurance, 100 N. 15th Avenue, Suite 261, Phoenix, AZ, 85007-2630, Phone: 1-
602-364-2499 or 1-800-325-2548; 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- rogram/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 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 ajclaim.|This complaint is called a
larievance prlappeal.|For more information about your rights, look at the explanation of benefits you will receive for that medical|claim.|Your(plan flocuments also
provide complete information on how to submit a[claim,Jappeal,|or a[grievance for any reason to yourFor more information about your rights, this notice, or
assistance, contact: Arizona Department of Insurance, 100 N. 15th Avenue, Suite 261, Phoenix, AZ, 85007-2630, Phone: 1-602-364-2499 or 1-800-325-2548.
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Does this plan provide Minimum Essential Coverage? Yes

[Minimum Essential Coverage fenerally includes|plans||health insurance|available through the[Marketplacelor other individual market policies, Medicare, Medicaid,

CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of]

Minimum Essential Coverage,

Does this plan meet the Minimum Value Standards? Not Applicable
i

you may not be eligible for the

premium tax credit

If your|plan floesn’t meet the[Minimum Value Standards, lyou may be eligible for a[premium tax credit {o help you pay for ahrough 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 (0 XX): IR BB XHIEER, 1HRITIXA 514 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.
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About these Coverage Examples:

depending on the actual care

ou receive, the prices your

This is not a cost estimator. Treatments shown are just examples of how thismight cover medical care. Your actual costs will be different
y #

[}

-
& B
u

{deductibles|{copayments|an

pay under different health|plans

providers|charge, and many other factors. Focus on the[cost-sharinglamounts
coinsurance} and|excluded services|under the Use this information to compare the portion of costs you might
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)

@ overallldeductible

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

controlled condition)

overall|deductible

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)

$0 $0 $0

W |Specialistlcopayment| $50 m|Specialistlcopayment| $50 m|Specialistlcopayment| $50
® Hospital (facility)[coinsurance] 30% M Hospital (facility)|coinsurance] 30% M Hospital (facility)|coinsurance] 30%
® Other|coinsurance] 30% ™ Other[coinsurance] 30% ™ Other[coinsurance] 30%
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-ra
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 Sharing Cost Sharing Cost Sharing
Deductibles $0 |Deductibles $0 |Deductibles $0
$400 [Copayments $1,300 $1,000
Coinsurance $2,600 |Coinsurance $200 [Coinsurance $400

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 $3,060 The total Joe would pay is $1,520 The total Mia would pay is $1,400

The|planfwould be responsible for the other costs of these EXAMPLE covered services.
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ambetter
HEALTH

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

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de alguno de los ofrecimientos de
Ambetter Health 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 comunicacidn, 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 1-833-543-3145 (TTY 711).

Navajo:

Daa ni, doodaii la’da ni’bineesh’a dzaadi, be’esdzadh na’idikid ‘aa haagoo Ambetter Health t’aa iiyisi
bee nihe’ani, d66 bineesh’a gdd t'oo ‘adee naash’ne di Bilagaana bizaad, ni be’esdzaah la’ t'aa ‘ako géd
bil hanish’aash dzaadi déé bika’ashkid di nihi saad gi ‘adin t’dadoo baahilinigoo doo di Iéi na’alkid lahgo
‘at’éego. D33 ni, doodaii la’da ni’bineesh’a dzaadi, be’esdzaah la nish’j déé/doodaii na’ach’aah
‘ahooszoli eii biniishl’aah bil’alnaa’alwo, ni be’esdzaah la’ t’aa ‘ako gd6 baa yiltsdds ‘ooljee’lahgo
‘anaa’niil bika'iishyeed doo tse’esgizii gi ‘adin t’aadoo baahilinigoo déé di 1éi na’alkid lahgo ‘at’éego.
G40 yiltsdds saad ndanalahdéé’ doodaii ‘ooljee’lahgo ‘anaa’niil tse’esgizii, t'aa shoodi deistse’
‘Anishtah Tse’esgizii gi 1-833-543-3145 (TTY 711).

Chinese
Traditional:

WIS B IETE W B3 % 5 Ambetter Health T2 (it (Tl RES A 8, HARGEIGE, &6
FEEF) 47 B2 310 B By DA AAS ()RR E 08 78 B AN I o SR 1A s 0 TE A 1 B A S A g /ey
IREIRE, BEBE 7 i8E, AR S Bl S R AT B B S AR BUIR .  4 EEAAS B R B B IS
AR & BIRESER, HERS/E 1-833-543-3145 (TTY 711).

Chinese
Simplified:

YR IEAE RS BIHY AT Ambetter Health f2{EHUEMIIR S5 ARER] - H HAREILE - A
LLog gk B s Y5 RS UG RV E S BRI BIAE R - WUREEIEIEARE B AT
WA/ SRR - M SECE AR - MEE R st B 5 2R S RBI A B AR 35 -
WFIRIGENEEARBIR 5 » 1B 2 1-833-543-3145 (TTY 711) > BAHZ GAARSSED -

Vietnamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hai vé bat ky dich vu nao clla Ambetter Health va
khong thanh thao tiéng Anh, quy vi cé quyén dworc tre gitp va nhan théng tin bing ngdn ngit ctia minh
mié&n phi va kip thoi. NEu quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hoac thi
giac gay can tr& giao tiép, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip
thoi. D& nhan dich vu théng dich hodc dich vu phu tro, vui ldng lién hé bd phan Dich Vu Thanh Vién
theo s6 1-833-543-3145 (TTY 711).

Arabic:

G Gl wems oS5 o9 cAmbetter Health (29,5 e 025 &1 s> Al suclud asess W ol ebdd 0613
(3 S 13] L aliall 3 5)1 (39 GRS (6T 195 ¢y iy ilaglanlly B lusedl s Jguamd] (§ 3l clold ¢Syl
0 &L] lodsg lelus (4l § 3l Sold ¢ ol gl §and d s 91/3 dnos Al (p0 codelud paseds T of il

e sbacdl Olaas 5 Juail oy @dli] Ol ol daa ] olads i) .cawliall cBg)l 39 WIS 6l 09
©.1-833-543-3145 (TTY 711)

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa alinman sa mga inaalok ng
Ambetter Health, 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 paningin 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 1-833-543-3145 (TTY 711).
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Korean:

gt= 20| Ambetter Health XS0l L&t 2 20| /Y=
ANHMNE AHZ A EHEGIH RS XN HEE 2= Hel ot Y
IOl =32 8= 20| H2A L/E= NLAEZ QA A

| OIH R BXx R L AEIAE 2 At ASLICEL S
8O Alcd ™ 1-833-543-3145 (TTY 711)H O 2 DI X MHIA L0 HEHFA AL,

French:

Si vous méme ou une personne que vous aidez avez des questions a propos de I'une des offres
d’Ambetter Health et que vous ne maitrisez pas I'anglais, vous pouvez bénéficier gratuitement et en
temps utile d’aide et d’informations dans votre langue. Si vous méme ou une personne que vous aidez
souffrez d’un trouble auditif ou visuel qui entrave la communication, vous pouvez bénéficier
gratuitement et en temps utile d’aides et de services auxiliaires. Pour profiter de services de traduction
ou de services auxiliaires, veuillez contacter les Services aux membres au 1-833-543-3145 (TTY 711).

German:

Falls Sie oder eine Person, der Sie helfen, Fragen zu Angeboten von Ambetter Health 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 H6r und/oder Sehbeeintrachtigung hat,

die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Mitgliederservice unter 1-833-543-3145 (TTY 711).

Russian:

Ecnmy Bac nan y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAM BOMPOCHI O N0BbIX NpeaoKeHNAxX
Ambetter Health, npu aTom Bbl HE4OCTAaTOYHO XOPOLIO BNAZEETE AHIIMIUCKUM A3bIKOM, Bbl UMeeTe
NpaBo Ha 6ecniaTHyO U CBOEBPEMEHHYIO MOMOLLL U MHOPMALMIO Ha CBOEM POAHOM fA3biKe. Eciny
BAC WK Yy 1ML, KOTOPOMY Bbl MOMOFaeTe, eCTb HapyLUEHUS CAyXa UK 3PEHUA, KOTOpble NPenaTcTByoT
KOMMYHUKaLMK, Bbl UMeeTe NpaBo Ha becniaTHble U CBOEBPEMEHHbIE BCMOMOTraTe/IbHble YCAYrU U
nomoub. 118 Nnoay4eHus ycayr nepesoga nam BCnomoraTtesibHbIX yeayr obpatutech B oTaen
06CNyKMBaHUA yYacTHMKOB no TenedoHy 1-833-543-3145 (TTY 711).

Japanese:

CEEOHLEEANTEL TSSO AN, Ambetter HealthhN B3 2 EBREIZOLNVT Z B
é&ﬁ%d)bﬁﬁ“ FEIZBENGS THERDNDAA LY —ICCHFLDEETANILTOERE
BEIIENTEFET, CEEP. HELHINELTLIMDOADEREOREDIKED DY
HS(UfJ\‘ﬁL,L\iaA'Cts BENDAA L) —IZHBMY—EREZZTEHIENTEET, FIRO
WY —ERXEZ(+5I21%. 1-833-543-3145 (TTY 711)D * U NN—H—E R [ZTHEHK L &L,

Persian (Farsi):

1o 5 (ol 5 ciyls Ambetter Health sbslgiw 5 S5 50 0lys Jlgew S 2 SS9l 4 dls 48 53,8 b Lo S
A0S g SS9l ) dls 4 (63,8 b e ST .S iy gdga b 9 OBLD) 4 0Bdg3 0L 0 by wledlbol 9 SeS yyls 3>

OBl 4 0B3s3 O 4 ) Goldal Sleds 9 LS Wyl 3> S s e |y L3 135 45 3l 3l b 3lgids D e
1-833-543-3145 (TTY 711) oyless 4 Las! cilods b lakal (solial lous 9 WSS dlys (sl auiS cdlys adge 4 9
DS poles

Syriac:

(s 48 o L odu Yo Ambetter Health 1o <itas (aaal <ok (€ hou Kicudh=i b ok (MK (<
i b o) RIK @ hin Givns XNoao L anaisls Khaliase chugm Cohunlr <én (anal b
wtaal hmd (¢ (AN Goha KRudhmt chenh Mael <hiin Kiss Nos <heneha <huam (dhulas

1-833-543-3145 (TTY 711) aX_ < alaars aics Shigpn e ) _asm o

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 pomoc¢ i informacije na svom jeziku.
Ako Vi, ili neko kome pomaZzete, imate neki poremecaj sluha i/ili vida zbog kojeg je onemogucena
komunikacija, imate pravo da besplatno i blagovremeno dobijete pomagala i pomoéne usluge. Obratite
se odeljenju za pruzanje usluga ¢lanovima pozivom na broj 1-833-543-3145 (TTY 711) da biste dobili
usluge prevoda ili pomoéne usluge.

Thai:

mnaanianuiaaidelianuhamdaidanuAsifuraiguauad Ambetter Health uaglai
g lunslidmudongy aafidniiazaaiuanuhamdauasdayalumeuasaaiing bilde
A ld[naataiuvinem 'mnnmusaﬂummmmmmmmmﬂmaaum)umumsﬁaLLau/Msams
vasiudiflualassasianisdasns aafdnanasuaiuanuhamdauasusnnssulan iy

A ladAnaaeuriaed windasasusnseunsuilaniarinsiasy lusadasa usassusuy
gudn MuNELRY 1-833-543-3145 (TTY 711)
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