Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026
Ambetter from Sunflower Health Coverage for: Individual/Family | Plan Type: EPO
Everyday Gold + Vision + Adult Dental: Limited[Cost Sharing|Plan|Variation

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 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,
https://ambetterhealth.com/en/ks/2026-brochures.html] or call 1-844-518-9505 (TTY 711). For general definitions of common terms, such as|allowed amount, |
balance billing,Jcoinsurance,|copayment, jdeductible|| provider,|or other underlined terms, see the Glossary. You can view the Glossary at
https://www.healthcare.gov/sbc-glossary or call 1-844-518-9505 (TTY 711) to request a copy.

Important Questions

Answers Why This Matters:

$0 at Indian Health Care[Provider| | Generally, you must pay all of the costs from[providers|up to the|[deductiblefamount before this
What is the overall (IHCP) or with IHCP|referralfat [plan]begins to pay. If you have other family members on the[plan] each family member must
deductible? non-IHCP; or $800 individual / meet their own individual[deductible]until the total amount ofdeductiblelexpenses paid by all
$1,600 family family members meets the overall family|deductible]

Yes.|Preventive carelservices,
primary care, [specialist] and|urgent]]This|[|J_Ian|covers some items and services even if you haven't yet met the
carelvisits, and certain[prescription | But alcopayment]or{coinsurance]may apply. For example, this[plan]covers certain[preventive |
drugslare covered before you meef] services|without|cost sharingland before you meet your{deductible| See a list of covered

your{deductible|(see additional [preventive services|at|https://www.healthcare.gov/coverage/preventive-care-benefits/|
information below).

Are there services
covered before you meet
your|deductib|e?

Are there other

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

For|network providers| $7,250 — . .
What is the|out-of-ocket| individual / $14,500 family. Not 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
limt for this{planf afg\l'igae?;e forlout-of network | overall family|out-of-pocket limitjhas been met.

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

the|out-of-pocket limith reauthorizaionlfor 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 vou pav less if vou [https://ambetterhealth.com/en/ks/fi | You will pay the most if you use an[out-of-network provider] and you might receive a bill from a
use Z|netF\’N grk rovi¥ierP |_ndadoc]or call 1-844-518-9505 rovider|for the difference between the[provider's|charge and what xourh ﬁays [balance |
- ) (TTY 711) for a list of{network billing). Be aware, your|network provider|might use an{out-of-network provider|for some
services

[ providers (such as lab work). Check with your{provider|before you get services.
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Important Questions

Why This Matters:

Do you need afreferral to
see a|specialist

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

~J

45 All[copayment|and[coinsurance]costs shown in this chart are after your[deductible]has been met, if a[deductibleapplies.

What You Will Pay

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

Comméavnerl\llltedlcal STVlnaI;: :Ise:: . Provider (IHCP) Provider Network Provider LImIt?:‘::r;?.iai);clﬁ?:r?::t’ianther
(You will pay the (You will pay more) (You will pay the
Unlimited Virtual 24/7 Care Visits received
Primary care visit - - from_ meetter'sddets;\?nzé[ﬁd telehealt_t;
. Copayl/ visit; [provider]covered at No Charge,[providers]
E)or }Irliaetszn TG | W G deductible|does not apply Mot covered in full |deductible|does not apply.
If you visit a health |Cost sharing|waived at non-IHCP with
c:flze i No ch $55| Coga;ill visit; No d :\Il-ioi: E)e(:ir:tlwarin |waived at non-IHCP
office or clinic RECIFISIVIS! 0 charge deductible|does not apply ot covere with IHCP{referral
. You may have to pay for services that
||Ear1(reg[ir<]:trlt\a/2nin I | No charge No charge;|deductible] o aren't preventive. Ask yourif the
mmunization does not apply services needed are preventive. Then
check what yourwiII pay for.
$35|Copay|/ visit;
H does not apply
for laboratory & Prior authorization may be required.
professional services Covered No Limit. Other places of service
Diagnostic test 35%)[Coinsurancelfor x- gnraéllj?cgii't l;gzﬁ;,:al’ Emergency Room,
(x-ray, blood No charge ray & diagnostic imaging | Not covered Eai P actly. .
work) L — allqre to obtain prior a.uthorlzatlgn fpr any
If you have a test 35%[Coinsurance]for service that requires prior authorization will
laboratory & professional result in a denial of benefits.
services and x-ray & waived at non-IHCP with IHCP|referrall
diagnostic imaging at
other places of service
Imaging (CT/PET . Prior authorizqtiqn may be re.uiredl.
scans, MRIS) No charge 28%| Coinsurance] Not covered Covered No L|m|t.wa|ved at
’ non-IHCP with IHCP|referrall
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What You Will Pay

Indian Health Care

Non-IHCP In-Network | Non-IHCP Out-of-

Comm;vneililltedlcal S?ﬂ;c;i:g . Provid.er (IHCP) P.rovider Networll( Provider leIt?;;?&;’ﬁﬁ?:ﬁ:::t’ignOther
(You will pay the (You will pay more) (You will pay the
least) most)
Tier 1a - Preferred
Generic Retail: $3! Co%a | Prior authorization may be required.
/ prescription;[deductible] IPrescrlptpn drugsl|are provided up to 34 .
If you need drugs to js:;esr eﬁ;’;‘;gfgﬁg;, [cost-sharing[amount [Cost sharing]waived
irg::’%ic:)unr Hiness or deductible|does not apply atnon-HCP with IHCPlreferal
) : Tier 2 - Retail: $60 . o ,
More mformajuor] PREVETEE No charge Copay/|/ prescription; Not covered Prior a.uthorlzatlon UEYLE Feq””ed-
about{prescription | drugs Jeductibleld t 200l |Prescription drugs|are provided up to 34
| drug coveragelis sCcpRidoes Notapply days retail and up to 90 days through mail
available at Non-preferred , - order. Mail orders are subject to 2.5x retail
[https:/ambetterheal] branddrugsand . charge Tier 3 - Reall: 45% Not covered [cost-sharing]lamount.[Cost sharing]waived
th.com/en/ks/2026fo| Non-preferred Coinsurance at non-IHCP with IHCP[referrall
rmulary] generic drugs
Prior authorization may be required.
Tier 4 - Retail: 50% |Prescription drugs|are provided up to 34
Specialty drugs| = No charge M' Not covered days retail and up to 30 days through mail
— order.|Cost sharing|waived at non-IHCP
with IHCP{referrall
Facility fee (e.g., Prior authorization may be required.
ambulatory No charge 35%|Coinsurance| Not covered Covered No Limit.waived at
If you have surgery center) non-IHCP with IHCP|referral
outpatient surgery il Prior authorization may be required.
1 foos No charge 35%)| Coinsurance Not covered Covered No Limit.waived at
non-IHCP with IHCP|referral
Emergency room No charge 359 359 None[Cost sharing|waived at non-IHCP
[ care] —_— — with IHCP| referral
If you need Qovered Nlo Limit. Note: Prior authorization
immediate medical  [Emergency is not required for emergency transport,
attention medical No charge 35%|Coinsurance] 35%| Coinsurance] 1OTEEY, Ell e EE R WSO
transportation] requires prior authorization. If you receive
service from an out of|network
ground/water ambulance provider] you
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Common Medical

Event

Services You
May Need

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

least)

Non-IHCP In-Network
Provider
(You will pay more)

What You Will Pay

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other
Important Information

may be subject to[balance billingj[Cost
sharing|waived at non-IHCP with [HCP
referral

None|Cost sharing|waived at non-IHCP

$45| Cogaﬁll visit;
No charge deductible|does not apply Not covered with IHCP|referral
Facility fee (e.g. . Prior authorize)tic?n may be re.uired'.
“eeptel o) ' No charge 35%| Coinsurance] Not covered Covered No Limit Cost sharing|waived at
If you have a non-IHCP with I[HCP|referral
hospital stay Phvsician/ Prior authorization may be required.
YSICIAN/SUIGE0 N charge 35%| Coinsurance] Not covered Covered No Limit.[Cost sharingJwaived at
n fees .
non-IHCP with IHCP|referral
Office Visit: $35{Copayl/ Prior authorization may be required.
visit;{deductible|does not Covered No Limit. {Primary Care Provider|
If you need mental Outpatient apply; (PCP) and other practitioner office visits do
he¥alth, behavioral services 1O BIETEE Other Outpatient Mot not require prior authorization.)|Cost |
health, or Services: 35% sharin%|waived at non-IHCP with [HCP
substance abuse |Coinsurance| referral
services Prior authorization may be required.
Inpatient services = No charge 35%| Coinsurance] Not covered Covered No Limit.[Cost sharingJwaived at
non-IHCP with IHCP|referrall
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
If you are pregnant  Office visits No charge é;:sltr’]ot apply Not covered Depending on the type of
e services, coinsuranceor

[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
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What You Will Pay

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

Comm;vneililltedlcal S‘m;c;i:g . Provider (IHCP) Provider Network Provider leIt?;;?&;’:ﬁﬁ?;ﬁ:::t’ignOther
(You will pay the (You will pay more) (You will pay the
least) most)
Childbirth/deliver Prior authorization may be required.|Cost-
y professional No charge 35%|Coinsurance| Not covered sharing|does not apply for{preventive
services services| Depending on the type of

services,|copayment||coinsurance|or
deductible|may apply. Maternity care may
Childbirth/deliver : include tests and services described

y facility services MO BIETEE 35% Not covered elsewhere in the SBC (i.e., ultrasound).
Cost sharing|waived at non-IHCP with
IHCP|referral

Prior authorization may be required. Note:
|[Home health | Includes educational visits - limited to 3 per

o [Fs
| @| No charge 36%|Colnsurance Not covered year.lCost shariné |waived at non-IHCP

with IHCP|referral

Outpatient: Prior authorization may be
required. No limit per therapy for
occupational and physical therapy; speech
therapy limited to 1 service per day, up to
Outpatient: 35% a maximum benefit of 90 daily services per
|Rehabilitation | No ch - ’ year. Note: Limits do not apply when
| services| 0 charge Inpatient: 35% otcovere provided for a mental health/substance
If you need help use disorder diagnosis.
recovering or have Inpatient: Prior authorization may be
other special health required. Covered No Limit.
needs waived at non-IHCP with
IHCP|referral
TR Outpatient: Prior authorization may be
[Rabiitation | 5/° required. Covered No Limit. Inpatient: Prior
. No charge s Not covered authorization may be required. Covered
| services| Inpatient: 35% No Limit [Cost shari ved at non-IHCP
o Limit.|Cost sharing|waived at non
with IHCP|referral
Skilled nursing | Not Covered.|Cost sharing|waived at non-
No charge Not covered Not covered IHCP with IHCPreferral
No charge 359, Not covered Prior authorization may be required.

Covered No Limit.|Cost sharing|waived at
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What You Will Pay

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

least) most)

Limitations, Exceptions, & Other
Important Information

Common Medical Services You

Event May Need

non-IHCP with IHCP|referral

Prior authorization may be required.
|Hospice services| = No charge 35%| Coinsurance] Not covered Covered No Limit.[Cost sharing|waived at

non-IHCP with IHCP

Eye exams are covered as appropriate.
Children’s eye No charge;[deductible Additional visits beyond the initial exam will

exam No charge does not apply Not covered be billed as|specialist|visits.[Cost sharing]

waived at non-IHCP with IHCP|referral

If your child needs . , . . Limited to 3 sets of lenses and frames per
dental or eye care Children’s No charge;|deductible - .
No charge Not covered year.[Cost sharing|waived at non-IHCP
Jeeets el el with IHCP[referral
Children’s dental Not covered Not covered Not covered None
check-up

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|)

o Abortion (Except in cases when the life of the e Dental care (Children) ¢ Non-emergency care when traveling outside the
member is endangered) e Hearing aids u.s.

e Acupuncture e Long-term care . |Ski||ed nursing care|

o Bariatric surgery o 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 locument.)
o Dental care (Adult-visit & item limits apply per e  Private-duty nursing (On home and outpatient e  Routine foot care

year. $1,000 annual dollar limit per year per basis only (inpatient excluded)) e Spinal manipulation
person.) ¢ Routine eye care (Adult-one visit, one frame,

o |Infertility treatment (Limited to services for and one pair of lenses. Dollar allowances apply
diagnostic tests to find the cause of infertility) to hardware.)

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 Sunflower Health[Plan] at 1-844-518-9505 (TTY 711); Kansas Department of Insurance, 1300 SW Arrowhead Road, Topeka, KS, 66604,
Phone: 1-800-432-2484; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Kansas Consumer Assistance Program at 1-
800-432-2484; 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
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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

|arievance 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,|appeal, |or a[grievance for any reason to yourFor more information about your rights, this notice, or
assistance, contact: Kansas Department of Insurance, 1300 SW Arrowhead Road, Topeka, KS, 66604, Phone: 1-800-432-2484. Additionally, a consumer assistance
program can help you file your Contact Kansas Consumer Assistance Program at 1-800-432-2484.

Does this plan provide Minimum Essential Coverage? Yes

[Minimum Essential Coverage fenerally 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]
Does this plan meet the Minimum Value Standards? Not Applicable

Minimum Essential Coverage,

you may not be eligible for the

premium tax credit

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 jhrough the[Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-844-518-9505 (TTY 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-518-9505 (TTY 711).

Chinese (P X): INRFEZPXHIER), 1BKRITX NS5 1-844-518-9505 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-518-9505 (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 #

[}

'
“
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)

$800 $800 $800

W |Specialistlcopayment| $55 M|Specialistlcopayment| $55 M|Specialistlcopayment| $55
® Hospital (facility)[coinsurance] 35% m Hospital (facility)|coinsurance] 35% ® Hospital (facility)|coinsurance] 35%
® Other|coinsurance] 35% ® Other[coinsurance] 35% ® Other[coinsurance] 35%
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]
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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erom | SUNFlower
ambetter TR plan.

Insured by Celtic Insurance Company

English:

If you, or someone you are helping, have questions about Ambetter from Sunflower Health Plan, and
are not proficient in English, you have the right to get help and information in your language at no cost
and in a timely manner. If you, or someone you are helping, have an auditory and/or visual condition
that impedes communication, you have the right to receive auxiliary aids and services at no cost and in
a timely manner. To receive translation or auxiliary services, please contact Member Services at
1-844-518-9505 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from

Sunflower Health Plan 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 comunicacidn, tiene derecho a recibir ayuda y
servicios auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de
traduccion, comuniquese con Servicios para Miembros al 1-844-518-9505 (TTY 711).

Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter from Sunflower Health Plan va
khong thanh thao tiéng Anh, quy vi cé quyén duogc tro gilp va nhan thdng tin bang ngdn ngit cla 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 gy can tré giao tiép, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip
thoi. D& nhan dich vy théng dich hodc dich vu phu tro, vui ldng lién hé bd phan Dich Vu Thanh Vién
theo s6 1-844-518-9505 (TTY 711).

Chinese:

R IEAE RN ¥ 52 Ambetter from Sunflower Health Plan gy (F{a %A R
HAREETGEE - AR g R DUCHI R B ESE B REREN - ARS8 IER fmﬁﬂﬁﬁ%ﬁ
SOETEIA/SGR D ERIRTRE o THEEE 7S o A REF B R E S BN S PR B IR - AL
SEEESERENIRTS » ERRAS g B IRISES - EEEE/E 1-844-518-9505 (TTY 711) ©

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Sunflower Health Plan hat und nicht
Englisch spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in lhrer Sprache
zu erhalten. Falls Sie oder jemand, dem Sie helfen, eine Hor und/oder Sehbeeintrichtigung hat,

die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-844-518-9505 (TTY 711).

Korean:
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Laotian:

famannau § t’.j?nt’,;‘rzﬁgi’n‘zhﬂUﬁﬂ&’)a?ﬁmuéam{ﬁa, Jaanaunsofiu Ambetter from Sunflower Health Plan,
«ag U8sagauwagasfin, haud8aliSunaugoscde cas éyj‘u{ﬁcﬂummgagmwfneéﬁéﬂféﬁw g
Hucoa9. Gamannau § tZT?ﬂ@Uﬁgﬁmﬂuﬁqi’)g?ﬁmuéam@a, Dgswavmagnaul&oy cas/f naucdocdivi
gn2099naudsay, naudfaldSunaugoucdio cas nauddnaucdutoeuiaatsanae was Hiucoaa. (ielild
Sunauddnaucdwaga § JanaucSy, nga’)mﬁn(ﬁmﬂ naud8naUgLUasn LG 1-844-518-9505 (TTY 711).

Arabic:

ApISSYI Al ©L oS5 oJg cAmbetter from Sunflower Health Plan Js> diwl saclud jasess ) ol ebd 0513
RS 6|3| el oS 13wl gl ‘33 EEIY] LS‘ 099 (po Sisdy Ologlaally Buclwall e Jguall Lg RESRONIL]
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1°844-518-9505 (TTY 711) Je slae¥l wlads 3 Juaidl 2y cedlis] csladis of Aol olods i) aelial] gl

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from

Sunflower Health Plan, 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 1-844-518-9505 (TTY 711).
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Burmese:
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French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter from
Sunflower Health Plan 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 1-844-518-9505 (TTY 711).

Japanese:

Z 55"‘53?37&71?3‘ nﬁbfb‘%ﬁi’.@k?ﬁ\ Ambetter from Sunflower Health Plan[ZD WL\ T Z &R
#HELDBE. HEICBEN LGS THLERIDZA L) —IZCHFLEDEETAILTOER
#1735 C &ﬁ‘f%i"fo CBEEY. HBEEHANELTO MO ANDEREOCHREDIKRED -
PURYL#LIMEETEH, EBHIADIA LY —IZHBY—EREZRZTHIENTEET,
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Russian:

Ecnmy Bac nan y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAW Kakue 1Mbo BONpockl 0 nporpamme
cTpaxoBaHus Ambetter from Sunflower Health Plan, npu 3Tom Bbl HEAOCTAaTOYHO XOPOLIO BlajeeTe
AHTIMACKUM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecniaTHYO U CBOEBPEMEHHYIO NMOMOLLb U MHbOPMaLMIO
Ha cBOEM PoAHOM si3blKe. Ecnun y Bac uam y anua, KOTopomy Bbl MoMoraeTe, HabaogaeTcs Kakoe Mbo
HapyLeHue cayxa u/uav 3peHuns, KoTopoe NPENATCTBYET KOMMYHMKaLLMKM, Bbl MMeeTe Npaso Ha
6ecnnaTHble M CBOeBPeMeHHble BCMOMOraTe/lbHble YC/IYTM U MOMOLb. [18 NoyYeHus ycayr nepesosa
WM BCNOMOraTe/bHbIX YCIYr 06paTuTech B 0TAe/ 06CAYKUBAHUA YYaCTHUKOB NMPOrpammbl
CTpaxoBaHuA no Homepy 1-844-518-9505 (TTY 711).

Hmong:

Yog tias koj, los sis ib tug neeg twg uas koj tab tom muab kev pab, muaj cov lus nug hais txog

Ambetter from Sunflower Health Plan, thiab tsis paub lus Askiv zoo heev, koj muaj cai tau txais kev pab
thiab tej ntaub ntawv ghia paub ua koj hom lus yam tsis tau them dab tsi li thiab kom tau raws sij
hawm. Yog tias koj, los sis ib tug neeg twg uas koj tab tom pab, muaj tsos mob txog kev hnov lus
thiab/los sis kev pom kev uas cuam tshuam txog kev sib txuas lus, koj muaj cai kom tau txais cov kev
pab thiab cov kev pab cuam ntxiv yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Txhawm
rau kom tau txais cov kev pab cuam txhais ntawv los sis kev pab ntxiv, thov tiv tauj Cov Chaw Muab Kev
Pab Cuam Tswv Cuab tau ntawm 1-844-518-9505 (TTY 711).

Persian:

K51 9 «lyls Ambetter from Sunflower Health Plan o)lys J15e cduiS s SS9l 4 dypls 45 (63,8 b Lo S
SS9l 4 s 45 53,8 b Lo 81 .S by @Bge 4 9 OBLD) 4 B39 0L 4 [y leMbl 9 Sl > il
QU.)jé- 0L 4 | alael wleds 9 Ubg_ias.):{)b &> ‘J.}Su- Cew |y LS 6)!)3)9 453)\.) d“h;u L @lyﬁu OWino J.!.JSL;
olads 4 Lacl lous b lalal Galuel ilads 9 S 3l Sl S cdlys adga 4 9 OKD 4

DS ko3 1-844-518-9505 (TTY 711)

Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter from Sunflower Health Plan, na
huelewi Kiingereza vizuri, una haki ya kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote
na kwa wakati ufaao. lkiwa wewe, au mtu unayemsaidia, ana tatizo la kusikia na/au la kuona ambalo
linazuia mawasiliano, una haki ya kupata usaidizi na huduma za ziada bila kulipa ada yoyote na kwa
wakati unaofaa. Ili kupata huduma za tafsiri au za ziada, tafadhali wasiliana na Huduma kwa
Wanachama 1-844-518-9505 (TTY 711).
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