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

Ambetter from WellCare of New Jersey
Elite Gold $0 Deductible + $0 Virtual 24/7 Care Visits: Limited Cost Sharing Plan Variation

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

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

would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetterhealth.com/en/nj/2026-brochures.html or call 1-844-606-1926 (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 1-844-606-1926 (TTY 711) to request a copy.

What is the overall
deductible?

$0 at Indian Health Care Provider (IHCP) or with
IHCP referral at non-IHCP; or $0 individual / $0
family

mporantQuestons | Answers | Wy This Maters

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

Are there services
covered before you meet
your 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).

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/.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

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

For network providers: $6,500 individual /

$13,000 family. Not applicable for out-of-network

roviders.

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.

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

Will you pay less if you
use a network provider?

Yes. See
https://ambetterhealth.com/en/nj/findadoc or call
1-844-606-1926 (TTY 711) for a list of network

roviders.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

No.

You can see the specialist you choose without a referral.

SBC-17970NJ0010011-03-2026

Underwritten by WellCare Health Insurance Company of New Jersey, Inc.
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45 Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Indian Health Care | Non-IHCP In-Network | Non-[HCP Out-of-
Provider (IHCP) Provider Network Provider
(You will pay the (You will pay more) | (You will pay the

Common Medical
Event

Limitations, Exceptions, & Other
Important Information

Services You May Need

Unlimited Virtual 24/7 Care Visits
received from Ambetter's designated
Primary care visit to treat - telehealth provider covered at No
an injury or illness NOGIEEE o G vl NIESIES Charge, providers covered in full. Cost
o sharing waived at non-IHCP with IHCP
If you visit a health referral.
care provider’s o : : )
office or clinic Specialist visit No charge $60 Copay / visit Not covered I’\Il-locrj]lg gﬁmg&?g{ed atnon
Preventive You may have to pay for services that
PO aren'’t preventive. Ask your provider if
.caﬁ/@g/ Mo Bl 1O EEIE Heleaiee the services needed are preventive.
immunization Then check what your plan will pay for.
$40 Copay / visit for
laboratory & = Prior authorization may be required.
professional services Covered No Limit. Other places of
$75 Copay / visit for x- service may include: Hospital,
ray & diagnostic Emergency Room, or Outpatient
Diagnostic test (x-ray, No charge 'maging Not covered Falellty. I o
blood work) $200 Copay / visit for Failure to obtain prior authorization for
If you have a test laboratory & any service that requires prior
professional services authorization will result in a denial of
: - benefits. Cost sharing waived at non-
and x-ray & diagnostic IHCP with IHCP referral
imaging at other places Wi relerr’.
of service
Imaging (CT/PET scans Prior authorization may be required.
MRI% ) 9 " No charge $75 Copay / visit Not covered Covered No Limit. Cost sharing waived
at non-IHCP with IHCP referral.
If you need drugs to : Tier 1a - Preferred Prior authorization may be required.
treat your iliness or Generic drugs No charge Generic Retail: $3 Not covered Prescription drugs are provided up to
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What You Will Pay

Common Medical Indian Health Care | Non-IHCP In-Network | Non-lHCP Out-of-

Limitations, Exceptions, & Other

Event Services You May Need Provider (IHCP) Provider Network Provider Important Information
(You will pay the (You will pay more) | (You will pay the
least) most)
condition Copay / prescription 30 days retail and up to 90 days
More information Tier 1b - Generic through mail order. Mail orders are
about prescription Retail: $15 Copay / subject to 3x retall_wg
drug coverage is orescripti on_u amount. Cost sharing waived at non-
available at IHCP with IHCP referral.
https://ambetterheal Preferred brand d No ch Tier 2 - Retail: $50 Not q Prior authorization may be required.
th.com/en/nj/2026fo "' er"ed brand arugs 0 charge Copay / prescription ot covere Prescription drugs are provided up to
rmulary 30 days retail and up to 90 days
Non-preferred brand Tier 3 - Retail: 45% thro.ugh mail ordgr. Mail ordt-;rs are
drugs and Specialty No charge Coinsurance Not covered subject to 3x retail cost-sharing
drugs —_— amount. Cost sharing waived at non-
IHCP with IHCP referral.
Facility fee (e.g., Prior authorization may be required.
ambulatory surgery No charge $200 Copay / visit Not covered Covered No Limit. Cost sharing waived
If you have center) at non-IHCP with IHCP referral.
outpatient surgery Prior authorization may be required.
Physician/surgeon fees | No charge $200 Copay / visit Not covered Covered No Limit. Cost sharing waived
at non-I[HCP with IHCP referral.
Emergency room care No charge 30% Coinsurance 30% Coinsurance I’\Il-locrt]lg gﬁmgf\gﬁgfd at non-
Covered No Limit. Note: Prior
authorization is not required for
emergency transport, however, all
If you need non-emergent transport requires prior
. . . Emergency medical o o i authorization. If you receive service
immediate medical . No charge 30% Coinsurance 30% Coinsurance
attention transportation from an out of ngtwork ground/water
ambulance provider, you may be
subject to balance billing. Cost sharing
waived at non-IHCP with IHCP
referral.
. . None Cost sharing waived at non-
Urgent care No charge $35 Copay / visit $35 Copay / visit IHCP with IHCP referral.
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Common Medical
Event

If you have a
hospital stay

Services You May Need

Facility fee (e.g., hospital
room)

What You Will Pay

Indian Health Care | Non-IHCP In-Network | Non-[HCP Out-of-
Provider (IHCP) Provider Network Provider
(You will pay the (You will pay more) | (You will pay the
least) most)
Not covered

No charge 30% Coinsurance

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
Covered No Limit. Cost sharing waived
at non-IHCP with IHCP referral.

Physician/surgeon fees

No charge 30% Coinsurance Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived
at non-IHCP with IHCP referral.

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

Outpatient services

Office Visit: $5 Copay /
visit;

Other Outpatient
Services: $200 Copay /
visit

No charge Not covered

Prior authorization may be required.
Covered No Limit. (Primary Care
Provider (PCP) and other practitioner
office visits do not require prior
authorization.) Cost sharing waived at
non-IHCP with IHCP referral.

Inpatient services

No charge 30% Coinsurance Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived
at non-IHCP with IHCP referral.

If you are pregnant

Office visits

No charge $5 Copay / visit Not covered

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). Cost sharing waived at
non-IHCP with IHCP referral.

Childbirth/delivery
professional services

No charge 30% Coinsurance Not covered

Childbirth/delivery facility

No charge 30% Coinsurance Not covered

Prior authorization may be required.
Cost-sharing does not apply for
preventive services. Depending on the
type of services, copayment,
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What You Will Pay

Indian Health Care | Non-IHCP In-Network | Non-lHCP Out-of-

C Medical
ommon ledica Network Provider

. Limitations, Exceptions, & Other
Provider

Event

Services You May Need

services

Provider (IHCP)
(You will pay the
least)

(You will pay more)

(You will pay the
most)

Important Information

coinsurance or deductible may apply.
Maternity care may include tests and
services described elsewhere in the
SBC (i.e., ultrasound). Cost sharing
waived at non-IHCP with IHCP referral

If you need help
recovering or have
other special health
needs

Home health care

No charge

30% Coinsurance

Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived
at non-IHCP with IHCP referral.

Rehabilitation services

No charge

Outpatient: $50 Copay
[ visit

Inpatient: 30%
Coinsurance

Not covered

Outpatient: Prior authorization may be
required. Outpatient rehabilitation
services are limited to 30 visits per
year per therapy (occupational
therapy, physical therapy, cognitive
and speech therapy). Note: Limits do
not apply when provided for a mental
health/substance use disorder
diagnosis.

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

Cost sharing waived at non-IHCP with
IHCP referral.

Habilitation services

No charge

Outpatient: $50 Copay
[ visit

Inpatient: 30%
Coinsurance

Not covered

Outpatient: Prior authorization may be
required. Outpatient rehabilitation
services are limited to 30 visits per
year per therapy (occupational
therapy, physical therapy, cognitive
and speech therapy).

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

Cost sharing waived at non-IHCP with
IHCP referral.

Skilled nursing care

No charge

30% Coinsurance

Not covered

Prior authorization may be required.
Covered No Limit. Cost sharing waived

Page 5 of 8


https://www.healthcare.gov/sbc-glossary/#coinsurance
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/#home-health-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/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
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

What You Will Pay

Indian Health Care | Non-IHCP In-Network | Non-[HCP Out-of-
Services You May Need | Provider (IHCP) Provider Network Provider
(You will pay the (You will pay more) | (You will pay the

least) most)

Common Medical

Limitations, Exceptions, & Other

Event Important Information

at non-IHCP with IHCP referral.
Prior authorization may be required.

Durable medical

. No charge 30% Coinsurance Not covered Covered No Limit. Cost sharing waived
equipment at non-IHCP with IHCP referral.
Prior authorization may be required.
Hospice services No charge 30% Coinsurance Not covered Covered No Limit. Cost sharing waived

at non-IHCP with IHCP referral.
Limited to 1 visit per year. Cost

No charge; deductible

Children’s eye exam No charge does not apply Not covered ?:fzrrlrr;gllwalved at non-IHCP with IHCP
If your child needs No charae: deductible Limited to 1 item per year. Cost
dental or eye care Children’s glasses No charge ge, SEQUCID ot covered sharing waived at non-IHCP with IHCP
does not apply eferral
Children’s dental check- Not covered Not covered Not covered None

up
Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

o Cosmetic surgery e long-term care ¢ Routine eye care (Adult)
o Dental care (Adult) ¢ Non-emergency care when traveling outside the e  Weight loss programs
e Dental care (Children) U.S.

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

e Abortion e Chiropractic care (Limited to 30 visits per year) e Private-duty nursing (Only covered as part of a
e Acupuncture (Acupuncture is covered when e Hearing aids (Limited to 1 per ear every 2 home health care plan)

used as an alternative to anesthesia) years) ¢ Routine foot care
o Bariatric surgery o Infertility treatment (Coverage includes artificial

insemination and standard dosages, lengths of
treatment and cycles of therapy of prescription
drugs used to stimulate ovulation for artificial
insemination or unassisted conception.)
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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 WellCare of New Jersey at 1-844-606-1926 (TTY 711); New Jersey Department of Banking and Insurance, P.O. Box, 325, Trenton, New
Jersey, 08625, Phone: 1-800-446-7467; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); New Jersey Consumer
Assistance Program at 1-800-446-7467; 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.getcovered.nj.gov or call 1-833-677-1010.

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: New Jersey Department of Banking and Insurance, P.O. Box, 325, Trenton, New Jersey, 08625, Phone: 1-800-446-7467. Additionally, a
consumer assistance program can help you file your appeal. Contact New Jersey Consumer Assistance Program at 1-800-446-7467.

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 the 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 1-844-606-1926 (TTY 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-606-1926 (TTY 711).

Chinese (P X): INRBFERXXHIFLRN, HEIRITXA 565 1-844-606-1926 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-606-1926 (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:

'
“
3

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

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

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

a hospital delivery)

controlled condition)

follow up care)

M The plan’s overall deductible $0 M The plan’s overall deductible $0 M The plan’s overall deductible $0
W Specialist copayment $60 m Specialist copayment $60 m Specialist copayment $60
M Hospital (facility) coinsurance 30% ® Hospital (facility) coinsurance 30% ™ Hospital (facility) coinsurance 30%
B Other coinsurance 30% m Other coinsurance 30% m 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-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 Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $0  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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ambetter. N\ WellCare

of New Jersey

English:

If you, or someone you are helping, have questions about Ambetter from WellCare of New Jersey, 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
1-844-606-1926 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from WellCare of New
Jersey y no domina el inglés, tiene derecho a obtener ayuda e informacidén 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 1-844-606-1926 (TTY 711).

Chinese:

WMRAE IR IELE ‘rmHjJE’J%%% Ambetter from WellCare of New Jersey T AL iR #A [ RE
HARWE @RS ﬁffiéﬂ%gjﬂiﬁwuuéﬁl SEBAERER - REE EETMHJJE’J%T
%ﬁﬁ%jﬁﬂ/jzﬁﬁj:é’jﬁ wH o FHESE 7 #aE o H%H%%’I)EZM%H%EEE’ZTEE@HW‘ FEHL

Korean:

(SEE BN IR - SR BIRESED - 3 *EE 1-844-606-1926 (TTY 711) -

Aot = Aot E 282 &= 20| Ambetter from WellCare of New Jersey il L8 2 2 0] U
22 200l sl\—ofxl LOAMHMNG AHZ AIAFEGHH R ANJAL ZESE &S AH2lD
USLICH Aot &= Aot S22 = 20| H2 L/E= AAEOZ S| AFAS 0l & 01Ot
a2 /\Iolj—(*.é*oUﬂ PEEXICR U MUIAE LS A USLICEL EY E= EX AU
BFO Al & 1-844-606-1926 (TTY 711)H O 2 DI XF A HI A L0 ST AIL.

i

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter from WellCare of
New Jersey e ndo falar inglés, tem direito a obter ajuda e informagdes no seu idioma, sem qualquer custo
e de forma atempada. Se tiver uma condicdo visual e/ou auditiva que dificulte a comunicac¢do ou estiver
a ajudar uma pessoa com uma condic¢do deste tipo, tem direito a receber equipamentos ou servigos de
assisténcia, sem qualquer custo e de forma atempada. Para ter acesso a tradugdes ou a servicos de
assisténcia, contacte os Servicos de Membros através do nimero 1-844-606-1926 (TTY 711).

Gujarati:

B A AUl AR BHe{l HeE 53] 6L 8l AL 5185 Sl Ambetter from WellCare of New Jersey
(A Yyl slat W BiYyHi ycllal ot A, Al el 5165 WL sl (Aotl Wl AHAUR AHIZL AMH
HeE daul Hledl Ronciatell @SR B. 8l dR wacll AN FHo{l HeE 53] 6l 8l Al 5 s
Rl Ao/l £RAMas vaRUu WS d 8la ¥ % dutral waAudl 82, dl dHal 51
W sl (Aoil Aol UHAUR UGLAS U2 el AclB Ylict sclloll AU S1R B, vofclle wacll
UsLAS Al Ylict sl HIZ, UL 53 1-844-606-1926 (TTY 711) UR UeJUo{l Aol A US 3.

Polish:

Jesli Ty lub osoba, ktérej pomagasz, macie pytania dotyczgce Ambetter from WellCare of New Jersey,
ale nie postugujecie sie biegle jezykiem angielskim, macie prawo do uzyskania pomocy i informacji w
swoim jezyku bez dodatkowych kosztéw i w odpowiednim czasie. Jesli Ty lub osoba, ktérej pomagasz,
macie problemy ze stuchem i/lub wzrokiem, ktére utrudniajg komunikacje, macie prawo do otrzymania
pomocy i ustug pomocniczych bez dodatkowych kosztéw i w odpowiednim czasie. Aby uzyskaé
ttumaczenie lub ustugi pomocnicze, nalezy skontaktowac sie z Ustugi cztonkowskie pod numerem
1-844-606-1926 (TTY 711).

Italian:

Se Lei 0 una persona a cui sta fornendo assistenza ha domande su Ambetter from WellCare of New Jersey
e non ha una perfetta padronanza della lingua inglese, ha il diritto di ricevere aiuto e informazioni nella
Sua lingua gratuitamente e tempestivamente. Se Lei o una persona a cui sta fornendo assistenza
presenta una condizione uditiva e/o visiva che impedisce la comunicazione, ha il diritto di ricevere
servizi ausiliari gratuitamente e tempestivamente. Per ricevere una traduzione o un servizio ausiliario,
contatti i Servizi per i membri al numero 1-844-606-1926 (TTY 711).
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Arabic:

S A3lL &)L oSS el <Ambetter from WellCare of New Jersey Js> il odslud jases g of ehad oE'13)
oasei Gl gl el caST13] L cliadl B gl 39 4SS ST 90 (o eliay Ologhandly Buelundl e Jguamll § 3ol chald

39 4885 (6T 0193 (0 AdL] oledsg Wl e (J5 (3 3ol Shlls ol 530l 3ux5 Loy 91/ dmas D>y (3lad 0l
1-844-606-1926 (TTY 711) e sbasc¥l Sloss 5 JUadVl 20 cddlip] Slods ol daz ) oloss Al . ausliall 351

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from WellCare of
New Jersey, at hindi ka mahusay sa Ingles, may karapatan ka na makakuha ng tulong at impormasyon
sa iyong wika nang walang gastos at sa maagap na paraan. Kung ikaw, o ang iyong tinutulungan, ay
may kondisyon sa pandinig at/o pannikin na nakakaapekto sa komunikasyon, may karapatan kang
makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa maagap na paraan.
Para makatanggap ng mga serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag
ugnayan sa Mga Serbisyo para sa Miyembro sa 1-844-606-1926 (TTY 711).

Russian:

Ecav y Bac naum y nnua, KOTOpomy Bbl MOMOraeTe, BO3HUK/IM Kakune IMbo BOMpPOCh! 0 Nporpamme
cTpaxoBaHua Ambetter from WellCare of New Jersey, npy asTom Bbl HEAOCTAaTOYHO XOPOLLO BAageeTe
aHIIMMCKUM A3BIKOM, Bbl UMeeTe NpaBo Ha 6ecnnaTHyY0 U CBOEBPEMEHHYIO MOMOLLb U MHOPMALUIO
Ha cBOeM poaHOM s3blKe. Ecnun y Bac am y avua, KOTopomy Bbl NOMoraeTte, HabatogaeTcs Kakoe 1Mbo
HapyLeHue cayxa U/Mam 3peHuns, KoTopoe NPenaTcTByeT KOMMYHMKALIMK, Bbl UMeeTe NPaBo Ha
b6ecnnaTHble U CBOEBPEMEHHbIE BCMOMOraTe/ibHble YCAYrM U NoMOLLb. [ANA NoayvyeHus ycayr nepesosa
WK BCNOMOTaTe/IbHbIX YCAyr obpaTutech B 0TAEN 06CNYKMBAHMA YYaCTHUKOB MPOrpaMmbl
CTpaxoBaHua no Homepy 1-844-606-1926 (TTY 711).

French Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from WellCare of New Jersey, epi
nou pa metrize Anglé, nou gen dwa pou jwenn éd 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 sevis oksilye gratis
epi nan moman ki apwopriye a. Pou resevwa sevis tradiksyon oswa sevis oksilye yo, tanpri kontakte
Sevis Manm yo nan 1-844-606-1926 (TTY 711).

Hindi:

mmmaﬁéﬂwwﬁﬁmﬁmmw%%ﬁwmbetter from WellCare of New Jersey
A 53 9% & 3R 3T et 3eh A AT 78T 8, ct JToehY 37T $1T9T 7 A 3R THT R Ferarcll
3R STTHRY ITod et T TSR §. 3R 3T AT fohelt T safFra ot foraehr 3mT Aee R E,
Gelot 3R/AT ST F THEAT Il & 3R ST STcreiicd STierd giell 8, ot 3maeht T fahedt amore & 3R
HHY T HRIeh TETIA iR YU JTec et A1 IR . 3HedTe; T HeTeh JATT YT lel & foIT
ST 1-844-606-1926 (TTY 711) TR HEET HATT H HYh .

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gitip d& cd cau hdi vé Ambetter from WellCare of New Jersey va
khdéng thanh thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngit cla minh
mié&n phi va kip thoi. Néu quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hoac thi
giac gy can trd giao ti€p, quy vi cé quyén dwoc nhan cac ho 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 1-844-606-1926 (TTY 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter from

WellCare of New Jersey 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 1-844-606-1926 (TTY 711).

Urdu:

on Sxlr S Ylge (e 2 5L & Ambetter from WellCare of New Jersey o9 s w 1)S 3o OF (§ e b T S
Slew 58355 dol> Olaglan 9l sde 39y 49l diglae Do o 0L 1 95 ST 55 com L rele L 6525551 09 )
s G398 (e Ciolge o e 0 Gad BLaos (95 e b LY )sl Ceelows () e )5S e T (§ e b T
§ 3.8 duols Wlads Oglae b dorys -4&Séﬁybobbjjl.>|J~A|03lanc,‘§5_).3)3|c,‘.iu3§yT53‘db Y

-02S 4y aw g pes 5 1-844-606-1926 (TTY 711) oS ol ¢
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