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

Ambetter Health

Vantage Silver: Limited|Cost Sharing|Plan|Variation

Coverage Period: 01/01/2026 — 12/31/2026
Coverage for: Individual/Family | Plan Type: HMO

balance billing Jcoinsurance Jcopayment,

https://www.healthcare.gov/sbc-glossary

The Summary of Benefits and Coverage (SBC) document will help you choose a health|M|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
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/en/pa/2026-brochures.htmllor call 1-833-510-4727 (Relay 711). For general definitions of common terms, such as|allowed amount,|
deductible[provider,[or other underlined terms, see the Glossary. You can view the Glossary at
or call 1-833-510-4727 (Relay 711) to request a copy.

will be provided

What is the overall

deductiblef

$0 at Indian Health Care[Provider|(IHCP) or with
IHCP]referral]at non-IHCP; or $5,950 individual /
$11,900 family

Why This Matters:

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
each family member must meet their own individual|deductiblefuntil the total
deductibl

amount 0 elexpenses paid by all family members meets the overall
family|deductible

Are there services
covered before you meet
your|deductib|e,.

~J

Yes.|Preventive carelservices, primary care,

specialist| and|urgent care|visits, and certain
prescription drugsfare covered before you meet
your|deductible|(see additional information

This[plan|covers some items and services even if you haven't yet met the
deductiblelamount. But a[copayment|or|coinsurance|may apply. For example,
this|plan]covers certain cost sharingland before you
i preventive services|at

services?

below). https://www.healthcare.gov/coverage/preventive-care-benefits/
Are there other
deductibles for specific No. You don't have to meet|deductibles|for specific services.

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

For|network providers| $10,600 individual /

Theout-of-pocket limit]is the most you could pay in a year for covered services. If

$21,200 family. Not applicable for|out-of-network

roviders

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.

What is not included in
the|out-of-pocket limit}

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

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

o]

Will you pay less if you
use a|network providerp

Yes. See
https://ambetterhealth.com/en/pa/findadoc|or call
1-833-510-4727 (Relay 711) for a list of|network

grovidersl

This

ilan‘uses alproviderlnetwork| You will pay less if you use alproviderlin the
[planis{network] You will pay the most if you use an[out-of-network provider] and

lan
Il from a|providerlfor the difference between the|provider's
plan|pays [balance billing). Be aware, your|network
out-of-network provider|for some services (such as lab

charge and what your,
rovider|might use an

you might receive a bi
work). Check with your|provider|before you get services.

SBC-15983PA0010008-03-2026

Underwritten by Ambetter Health of Pennsylvania
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Why This Matters:

Important Questions

Do you need alreferral to
see a|specialist

4A  Alllcopayment|and|coinsurance]costs shown in this chart are after your[deductible|has been met, if a[deductible|applies.

What You Will Pay

Indian Non-IHCP In-
Health Care | Network Provider NST.}':EP
Provider (You will pay more)
(IHCP)
(You will

No. You can see the[specialist]you choose without a[referral

~J

Limitations, Exceptions, & Other Important
Information

Common Medical Services You May

Event

Network
Provider
(You will pay
the most)

Unlimited Virtual 24/7 Care Visits received from
Primary care visit to $30[Copay|/ visit; Ambetter's designated telehealthed at
treat an injury or Nocharge  [deductible|doesnot | Notcovered | No Chargovered in full [deductible]does
illness apply not apply.|Cost sharing|waived at non-IHCP with IHCP
If you visit a health [referrall
care|[provider’s| $60|Copay// visit; , . .
office or clinic visit No charge mjdoes not Not covered N(;newawed at non-IHCP with IHCP
apply referal
[Preventive | No charae [deductible You may have to pay for services that aren’t
| care]screening] No charge does no?abply Not covered preventive. Ask your, §rovider|if the services needed
immunization are preventive. Then check what your[plan]will pay for.
$30| Coiaill visit;
deductible|does not
apply for laboratory &
professional services Prior authorization may be required. Covered No Limit.
40%[Comsurancalfor Other places of service may |_ncIude. lI-lIospltaI,
(x- v-rav & diaanostic Emergency Room, or Outpatient Facility.
If you have a test ray, blood work) No charge imaging g Not covered Failure to obtain prior authorization for any service that
’ requires prior authorization will result in a denial of
40%]Coinsurancelfor beneﬁts.lpCosts,—harmlwaived at non-IHCP with IHCP
laboratory & |referral|
professional services
and x-ray & diagnostic
imaging at other
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What You Will Pay

Indian Non-IHCP In- Non-IHCP
Health Care | Network Provider Out-of
Common Medical Services You May Provider (You will pay more) s Limitations, Exceptions, & Other Important
Event Need (IHCP) Eetwlzrk Information
(You will rovicer
av the (You will pay
ple!\st) the most)
places of service
Imaging (CT/PET o [ Prior authorization may be required. Covered No Limit.
scans, MRIs) Nocharge  40%Coinsurance|  Notcovered  rsC i ived at non-IHGP with IHCP[referral
Tier 1a - Preferred
Generic Retail: $3
Copay|/ prescription;
deductibleldoes not Prior authorization may be required.|Prescription drugs|
apply are provided up to 30 days retail and up to 90 days
Generic drugs No charge Ter b - Gener Not covered through mail order. Mail orders are subject to 3x retail
Ier 10 - Lenernc cost-sharinglamount[Cost sharing]waived at non-IHCP
If you need drugs to Retail: $20[Copay]/ with IHCP|referral
treat your illness or prescription;
condition deductible|does not
More information apply
about|{prescription Tier 2 - Retail: $55
drug coverage|is Pref C iption;
available at drrjgesrred brand No charge %d;)dl?cti/blerzsocgspr:g?’ Not covered  Prior authorization may be required.|Prescription drugs|
[https://ambetterheal apply are provideq up to 30 d.ays retail and up to 90 days .
th.com/en/pal2026fo] p terred brand through mail order. Mail orders are subject to 3x retail
ity don-pre grlr\le ran Tier 3 - Retail: 45% nt.waived at non-IHCP
rugs and Non- No charge o 0 - REIAIL 497 Notcovered  with IHCP[referral]
preferred generic [Coinsurance]
drugs
Prior authorization may be required.|Prescription drugs|
Tier 4 - Retail: 50% are provided up to 30 days retail and up to 30 days
Spedialy drugs| Mo BIEEE Coinsurance Mol through mail order.[Cost sharing]waived at non-IHCP
with IHCP|referrall
Facility fee (e.g., , o , i
If you have ambulatory surgery | Nocharge  40%|Coinsurance Not covered Prior authprlzatlgn may be requwed.. Covered No Limit.
outpatient surgery | center) [Cost sharingwaived at non-IHCP with IHCP[referrall
Physician/surgeon No charge  40%)|Coinsurance] Not covered Prior authorization may be required. Covered No Limit.
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Common Medical
Event

Services You May

Need

fees

What You Will Pay
Non-IHCP In-
Network Provider

(You will pay more)

Indian

Health Care
Provider

(IHCP)

(You will
pay the

least)

Non-IHCP
Out-of-
Network
Provider

(You will pay

the most)

Limitations, Exceptions, & Other Important
Information

Cost sharing|waived at non-IHCP with IHCP|referral

[Emergency room

40%

. None|Cost sharing|waived at non-IHCP with IHCP
0
[ care| Nocharge  40%|Cainsurance [Coinsurance] |referra|i
Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all non-
If you need Emeraency medical 40% emergent transport requires prior authorization. If you
: . , : No charge  40%|Coinsurance . receive service from an out of|network|ground/water
;Tt'::t?;te S Coinsurance| | ;b jance[provider you may be subject to[balance |
billing||Cost sharing|waived at non-IHCP with IHCP
referral|
$60|Copay|/ visit; . , .
No charge  [deductible|does not  Not covered wa|ved at non-IHCP with [HCP
apply E—
Facility fee (e.g., o Ao Prior authorization may be required. Covered No Limit.
If you have a hospital room) Nocharge  40%|Coinsurance Not covered [Cost sharing]waived at non-IHCP with IHCP|referral]
hospital stay Physician/surgeon o A Prior authorization may be required. Covered No Limit.
foes Nocharge  40%|Coinsurance|  Notcovered feocchornctcived at nonIHCP with IHCPlreferl
Office Visit: $30
Copay// visit;
ﬂ—‘ ' Prior authorization may be required. Covered No Limit.
If you need mental , , deduc.;tlble does not (Primary Care Provider|(PCP) and other practitioner
health, behavioral Outpatient services | No charge | apply; Mol office visits do not require prior authorization
health, or Other Outpatient , ) : f
el Services: 40% [sharing]waived at non-IHCP with IHCP[referral
services [Coinsurance]
Inpatient services Nocharge  40%|Coinsurance] Not covered ‘?Vt&']?:er;g :snr_?ﬂgge&itﬁ:%g't'
$30| Coiaill visit; Prior authorization not required for deliveries within the
If you are pregnant  Office visits No charge deductible|does not Not covered

apply

standard timeframe per federal regulation, but may be
required for other services.[Cost-sharing]does not
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What You Will Pay

Indian Non-IHCP In- Non-IHCP
Health Care | Network Provider Out-of-
Common Medical Services You May Provider (You will pay more) Network Limitations, Exceptions, & Other Important
Event Need (IHCP) Pe w.:;r Information
(You will rovicer
(You will pay
U the most)
least)
apply for[preventive services| such as routine pre-natal
and post-natal|screenings| Depending on the type of
services,[coinsurance||deductible]or] copavmentimay
apply. Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound) [Cost ]
[sharing]waived at non-IHCP with IHCP[referrall
Childbirth/delivery o [ Prior authorization not required for deliveries within the
professional services No charge 40%|Cainsurance Not covered standard timeframe per federal regulation, but may be
required for other services. does not
apply for|preventive services| Depending on the type of
Childbirth/delivery Nocharge  40% Not covered services,|coinsurance|deductible o copavmentlmay
facility services S apply. Maternity care may include tests and services
described elsewhere in the SBC (i.e., ultrasound).[Cost]
waived at non-IHCP with IHCP| referral|
Prior authorization may be required. Limited to 60 visits
o [ per year. Note: Limits do not apply when provided for a
[Home health care] No charge 40%|Cainsurance Not covered mental health/substance use disorder diagnosis.[Cost ]
[sharing]waived at non-IHCP with IHCP[referrall
Outpatient: Prior authorization may be required. Limited
to 30 visits per year for speech therapy; a combined
If you need help limit of 30 visits per year applies for physical &
recovering or have Outpatient: 40% occupational therapy; a combined limit of 36 visits per
other special health = |Rehabilitation | No ch m . g vear applies for cardiac, pulmonary & respiratory
needs | services| 0 charge Inpatient: 40% ot covere therapy. Note: Limits do not apply when provided for a
m mental health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required. Covered
No Limit.
|Cost sharing]waived at non-IHCP with IHCP| referrall
— . Outpatient: 40% Outpatient: Prior authorization may be required. Limited
w No charge [Coinsurance] Not covered to 30 visits per year for speech therapy; a combined
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Common Medical
Event

What You Will Pay
Non-IHCP In-
Network Provider

(You will pay more)

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

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

Services You May
Need

Inpatient: 40%

Limitations, Exceptions, & Other Important
Information

limit of 30 visits per year applies for physical &
occupational therapy; a combined limit of 36 visits per
year applies for cardiac, pulmonary & respiratory
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 sharinq|waived at non-IHCP with IHCP| referral|

Prior authorization may be required. Limited to 120
days per year.[Cost sharinglwaived at non-IHCP with

check-up

[Skilled nursing care| | Nocharge | 40%)|Coinsurance Not covered
IHCP|referrall
[Durable medical | o A Prior authorization may be required. Covered No Limit.
[ equipment]| Nocharge  40%|Cainsurance Not covered [Cost sharing|waived at non-IHCP with IHCP|referrall
. . . Prior authorization may be required. Covered No Limit.
0
|Hospice services| No charge | 40%|Coinsurance Not covered Cost sharinalwaived at non-IHCP with IHCP[referrel
. : No charge;|deductible] Limited to 1 exam per year.[Cost sharing|waived at
Children’s eye exam | Nocharge o 1ot apply Not covered o IHCP with IHCP[referral]
If your child needs Children’s glasses No charge No charge;|deductible] Not covered Limited _to 1 item per year.|Cost sharing|waived at non-
dental or eye care does not apply IHCP with IHCP|referrall
Children's dental Not covered | 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|)

Acupuncture
Bariatric surgery
Cosmetic surgery

Abortion (Except in cases of rape, incest, or
when the life of the member is endangered)

Dental care (Adult)
Dental care (Children)
Hearing aids
Long-term care

¢ Non-emergency care when traveling outside the

u.s.

Private-duty nursing
Routine eye care (Adult)
Weight loss programs

Page 6 of 8


https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services

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

e Chiropractic care (Limited to 20 visits per year) e Infertility treatment (Artificial insemination is ¢ Routine foot care
covered; IVF, GIFT and ZIFT are excluded)

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 1-833-510-4727 (Relay 711); Pennsylvania Insurance Department, 1326 Strawberry Square, Harrisburg, PA 17120, Phone: 1-877-
881-6388; Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); Pennsylvania Consumer Assistance Program at 1-877-881-
6388; 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 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
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: Pennsylvania Insurance Department, 1326 Strawberry Square, Harrisburg, PA 17120, Phone: 1-877-881-6388. Additionally, a consumer
assistance program can help you file your Contact Pennsylvania Consumer Assistance Program at 1-877-881-6388.

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,|you may not be eligible for the[premium tax credit

Does this plan meet the Minimum Value Standards? Not Applicable
If your[plan Hoesn’t meet the[Minimum Value Standards,Jyou may be eligible for a[premium tax credit o help you pay for a[plan {hrough the[Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-510-4727 (Relay 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-510-4727 (Relay 711).

Chinese (A X): IR FZHRXHIEERN, 1HILITIX A 504 1-833-510-4727 (Relay 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-510-4727 (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:

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 #

[}

'
“
3

{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)

$5,950 $5,950 $5,950

W |Specialistlcopayment| $60 m|Specialistlcopayment| $60 m|Specialistlcopayment| $60
® Hospital (facility)[coinsurance] 40% ® Hospital (facility)[coinsurance] 40% ® Hospital (facility)[coinsurance] 40%
® Other|coinsurance] 40% ® Other|coinsurance] 40% ™ 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-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
$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[referrallfrom 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
HEALTH

English:

If you, or someone you are helping, have questions about Ambetter Health, 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
1-833-510-4727 (Relay 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter Health y no domina el
inglés, tiene derecho a obtener ayuda e informacién 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 traduccién, comuniquese con Servicios para Miembros al
1-833-510-4727 (Relay 711).

Chinese
Traditional:

ARSI TEAE IR 3 Ambetter Health FirH& (it (1ol JR 75 A FEIRE
FRWHESSEE + (ARG EE B DU SRS BBV RTINS SR i B 21
AR R [R6E T3 (RS SRS A LRSS - 5SS
BRESEIING o S & BIISE, » B5E 1-833-510-4727 (Relay 711) -

Nepali:

I qUTE T a1 AUTS o HEgd ARIGTHTR! hIgT SATFAHT Ambetter Health HaT FFa i FeTe®
S T AUTE G JTASHAT TAYOT Gofgeret 37e TATSHIT ot Qoeh THT T HAIH IHToFeA) STTSTAT FHega T
ST Tl ATt TR | TS TUTS AT TUTS of Hegel ITRIGTTUhT TR T FSLRAT STET
T3 HGUT /AT GRAFFA HAEAT S Aol TUISHT To¥:3oh TIAT T HAGH HGRIeh SUH0TT HaATe®
STC 3ot TR | 3HeTdTG dT HETIh HATg® WTecl 3ot HUT 1-833-510-4727 (Relay 711) AT HEEd

YATEE TS HFI a6 147 |

Russian:

Ecnuy Bac MaM y iMua, KOTOPOMY Bbl NOMOraeTe, BO3HWUKAM Kakune 1Mbo BOMpoCkl O Nporpamme
cTpaxoBaHua Ambetter Health, npy 3TomM Bbl HE4OCTaTOYHO XOPOLLO BNaAeeTe aHIIMNCKMM A3bIKOM, Bbl
nmeeTe Npaso Ha 6ecniaTHyo U CBOEBPEMEHHYIO MOMOLLL 1 MHGOPMALLMIO Ha CBOEM POAHOM A3bIKE.
Ecnu y Bac nau y iMua, KOTOPOMy Bbl NoMoraeTe, HabtogaeTcs Kakoe IMbo HapyLleHue cayxa u/van
3pEHMSA, KOTOPOE NPEnATCTBYET KOMMYHUKaLMKM, Bbl UMeeTe Npaso Ha 6ecnnaTHble 1 CBOEBPEMEHHbIe
BCMOMOraTe/ibHble YTy ¥ MoMOLLb. [/18 NMOy4eHUA YCayr Nepesoaa Uan BCNOMOraTe ibHbIX yCayr
obpaTuTeck B 0TAEN 06CAYKMBAHMA Y4aCTHUMKOB NPOrpammbl CTPAXOBAHUA NO HOMepPY

1-833-510-4727 (Relay 711).

Arabic:

e Jgmamdl § @l chald Syl Al 1851 S5 o9 cAmbetter Health Jy= il suclud pases s gf el 05 '13)
/3 dpnons > 30 o sl pasids (S 91 il a8 13] L camliodl C3g) 9 2085 ST 095 (po il Ologlaally Bk Ll
doz Al Olaus- uaJ.:J cwliall cBgll (§ &9 485 le 093 o0 adls] Bledsg wildeluwe uo.b Lg &> ol (ol gl (§ua5 & any
.1-833-510-4727 (Relay 711) de sbacVl Glous 5 JuasVl 2y cidls] colods of

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter Health, epi nou pa metrize Angle, 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 pwoblém pou we ki pétibe
kominikasyon nou, nou gen dwa pou resevwa asistans ak sevis oksilye gratis epi nan moman ki apwopriye
a. Pou resevwa sévis tradiksyon oswa sévis oksilyé yo, tanpri kontakte Sevis Manm yo nan
1-833-510-4727 (Relay 711).

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang giip d& c6 cau hdi vé Ambetter Health va khéng thanh thao tiéng
Anh, quy vj ¢é quyén duoc tro gilp va nhan thong tin bang ngdn ngit cla minh mién phi va kip thoi. Néu
quy vi hodc nguwdi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hodc thi gidc gay can trd giao tiép,
quy vi cé quyén duoc nhan cac hd tro va dich vu phu tro mién phi va kip thoi. P& nhan dich vu thong dich
hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo s6 1-833-510-4727 (Relay 711).
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Ukrainian:

AKWo y Bac abo ocobw, sKiin BU AonomMaraete, BUHMKAWN 3anNuTaHHs Wwoa0 nnaHy Ambetter Health, ane Bu
4n ua ocoba He BONOAJETE aHININCbKOKO MOBOIO, BU MA€ETe NPaBO OTPMMATU AONOMOry Ta iHbopmalLito
CBOE MOBOI 6e3KOLITOBHO M CBOEYACHO. AKLWL0 y Bac abo ocobu, fAKili BM AOMNOMAraerte, € Bagm Cayxy
a60 30py, AKi 3aBarKalOTb CNi/IKYBaHHIO, BU MA€ETe MPaBO OTPMMATU AONOMIXKHI 3acobu Ta nocnyrm
6e3KOoLTOBHO i cBOeYacHo. LLLob oTpumaTtn nepeknag abo AoaaTKoBi Nocayru, 38’ axiTbea 3i Chyxboto
06CyroByBaHHA y4acHUKIB 3a Homepom 1-833-510-4727 (Relay 711).

Chinese
Simplified:

WRIEEIEIEER BT AT Ambetter Health H%E(0] - H HAKEEIE - AENLARE B AT

SRS LURET (B SR A BB AE & o QR SEUEIEERS BN AT I S A/ o [

Mﬁﬁ%’é&z/’jﬁﬂ% Mz ﬁwuﬁéﬁﬁﬁﬁé’]ﬁiﬁﬁ%ﬁﬂﬂﬁ?ﬁjﬁﬂﬁﬁ% WEHASENE BN
» THEHE 1-833-510-4727 (Relay 711) » Bt &= GIRSSES -

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter Health e nao falar
inglés, tem direito a obter ajuda e informagdes no seu idioma, sem qualquer custo e de forma atempada.
Se tiver uma condigdo visual e/ou auditiva que dificulte a comunicagdo ou estiver a ajudar uma pessoa
com uma condig¢do deste tipo, tem direito a receber equipamentos ou servicos de assisténcia, sem
qualquer custo e de forma atempada. Para ter acesso a tradug¢des ou a servigos de assisténcia, contacte
os Servicos de Membros através do nimero 1-833-510-4727 (Relay 711).

Bengali:

WA AT DN (FG AT AN AR FICRAN O Ambetter Health T 27 (ATFH ATHCA 8
2 AMGCO STONG NN =(A FNLIETT 8 TN WO NI [NTGF OrIte A=TT 8 OF A8
WGP AR | WA 1 (S M WA SR FARA O 2 I /AT NS
AN (ATF AT YN BNV [FAFS FE T CFG W [NLIEIT & ST Nl
STRIAF & AT ASAE NGHE IR TW_AM S FRITS AFCIRT (T AR
1-833-510-4727 (Relay 711) & STWSTY AFTIASTIR A ST (TS A |

French:

Si vous méme ou une personne que vous aidez avez des questions a propos 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 Services aux membres au 1-833-510-4727 (Relay 711).

Cambodian:

WEs0Es USINMESIRUESANHESIW NSaI0NIHE Ambetter Health
WWESEISMANAARSINERAMIOMnHNS N GRENSUSSguoSSgw
SHASTISMMNIUIERIENWSSASIY SHISTMunUiMmaguUs (U SIGHS
gsmmm%fwm:—m%mmm’m ENSUMAIUIM §m/gﬁwﬁmﬁwmnﬁmamm1§@%§sm
HRESH§sguosSSgw Smmﬁﬁammm@@tmmﬁﬁﬁﬁm
smﬁmmmﬁmmap}u% twqggmmmmﬁﬁaump gimﬁﬁammtsswsw HSIFSH
WUNAYUENSMA MEItUE 1-833-510-4727 (Relay 711)

Korean:

30101
PI

| pS|
=

oIr
H

ol
>

0y oY
\—O E -IO

Hot L= Hotel T2 2 &= 20| Ambetter HealthOfl T et & 20| /=
‘BE’EAID._ﬁH‘:*OJWE/\IEI A0t R AW FEE 2= A It U
CEEYU=E0 HAY/E=AAECZ QAASNH HHIH U= E R
E?%/\‘IHIA%%% He DI JUASULILL EY F=BX MUIASE oAl H

1-833-510-4727 (Relay 711)1 O 2 JtQI K} AMHIA S0l H2FH =&AL,

b

oII
Ka
qorir
4
1 2
I 1o

Q'E
=

Gujarati:

o] Ao Wl AR BHoll HEE 53] 8 8l AL S1E5 cU(Selal Ambetter Health (A Yl lat al
Byl Ulal ot 82, Al dAHa 515 W sl [Qotl A AHAUR AHIFL et HeE daut HIB AL
Anctelloll ARS1R B. %W AR WUl AR BHo{l HeE 53| 28U 8l A 5165 caulsel stetrtaisel
U/l glRAvas warenell U3 la s @ duRa AcAuUdl 8, dl dHal 516 w sal [Qot
ol AHAUR USLAUS A6 AU A YLt sclloll AUESIR B, Wajalle WU UslAs AU Yt
sl M2, UL 531a\ 1-833-510-4727 (Relay 711) UR Aeo{l Actlloll A US 3.
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