Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter from Buckeye Health{Plan|

Choice Bronze + Vision + Adult Dental: Limited|Cost Sharing|Plan|Variation

Coverage Period: 01/01/2026 — 12/31/2026

Coverage for: Individual/Family | Plan Type: HMO

amount,balance billing,Jcoinsurance Jcopayment,Jdeductible

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/oh/2026-brochures.html]or call 1-877-687-1189 (TTY 1-877-941-9236). For general definitions of common terms, such as[allowed
[provider,|or other underlined terms, see the Glossary. You can view the Glossary at
or call 1-877-687-1189 (TTY 1-877-941-9236) 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 $7,250 individual /
$14,500 family

Why This Matters:

Generally, you must pay all of the costs from
amount before this|plan|begins to pay. If you have other

providers

u

p to the

family members on the
each family member must meet their own individualm
amouexpenses paid by all family members meets the overall
family|deductible

until the total

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

~J

Yes.[Preventive care|services 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
deductiblelamount. But a[copayment|or{coinsurance|ma . For example,
this|plan|covers certain[preventive services|without|cost sharing

' i preventive services
https://www.healthcare.gov/coverage/preventive-care-benefits/

appl
and
|at

before you

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| $7,250 individual /

$14,500 family. Not applicable for|out-of-network

roviders

Theout-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.

o]

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

Will you pay less if you

Yes. See
[https://ambetterhealth.com/en/oh/findadoc]or call

use a|network providerp

1-877-687-1189 (TTY 1-877-941-9236) for a list

of| network Qrovidersl

This

lan

provider|before you get services.

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

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
[ providermight use an|out-of-network provider|for some services (such as lab

work). Check with your

SBC-410470H0030045-03-2026

Underwritten by Buckeye Community Health

Plan| Inc.
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Important Questions

Why This Matters:

Do you need alreferral to

~J

see a[specialist

No.

You can see the[specialist|you choose without a|referral

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

Common Medical

Event

Services You May

Need

What You Will Pay

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

Indian
Health Care
Provider
(IHCP)
(You will

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

Limitations, Exceptions, & Other Important
Information

Primary care visit to - , .
. Covered No Limit.[Cost sharing]waived at non-IHCP
;[lrlﬁzts :n injury or No charge No charge Not covered with IHCP[referral
If you visit a health . . .
care[provider's| Specialist|visit No charge | No charge Not covered :\é?grera?%t sharing|waived at non-IHCP with IHCP
office or clinic _ ,
[Preventive No charae [deductible You may have to pay for services that aren’t
| care]screening] No charge does noStJa’ I Not covered preventive. Ask your, §rovider|if the services needed
immunization e are preventive. Then check what your[plan]will pay for.
No charge for
laboratory &
professional services Prior authorization may be required. Covered No Limit.
No charge for x-ray & Other places of service may include: Hospital,
. . ) diagnostic imaging Emergency Room, or Outpatient Facility.
gaglzz[écvt%ﬁ()(x No charge No charge for Not covered Failure to obtain prior authorization for any service that
If you have a test Yy laboratory & requires prior authorization will result in a denial of
: : benefits.[Cost sharing]waived at non-IHCP with IHCP
professional services toral
and x-ray & diagnostic [referrall
imaging at other
places of service
Imaging (CT/PET No charde No charde Not covered Prior authorization may be required. Covered No Limit.
scans, MRIs) g g [Cost sharing|waived at non-IHCP with IHCP]referral
If you need drugs to  Generic drugs No charge | Tier 1a - Preferred Not covered Prior authorization may be required.[Prescription drugs|
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Common Medical
Event

Services You May
Need

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

treat your illness or Generic Retail: No are provided up to 30 days retail and up to 90 days
condition charge through mail order. Mail orders are subject to 2.5x retail
More information Tier 1 - Generic nt.waived at non-IHCP
I—Lal—lgtr)ﬁ;tcx:g;et'ign Retail: No charge with IHCP]referral
- Preferred brand Tier 2 - Retail: N
available at drrsgirre ran No charge Crl]earrge clalk 1o Not covered | Prior authorization may be required.[Prescription drugs|
|https:/lambetterheal \ torred brand are provided up to 30 days retail and up to 90 days
th.com/en/oh/2026f d&g’:;enzr;\leon ran Tier 3 - Retail: No through mail order. Mail orders are subject to 2.5x retail
ormulary B No charge ) ' Not covered [cost-sharinglamount [Cost sharing]waived at non-IHCP
preferred generic charge with IHCP[referral
drugs =
Prior authorization may be required.|Prescription drugs|
Tier 4 - Retail: No are provided up to 30 days retail and up to 30 days
Specialy drugs| NS G charge MISEIEED through mail order.[Cost sharing]waived at non-IHCP
with IHCP| referral|
zs%ttl}; {gf (:u?e No charae No charae Not covered Prior authorization may be required. Covered No Limit.
If you have cente) Y Il ? 9 Cost sharing|waived at non-IHCP with IHCP|referral]
outpatient surgery Physician/surgeon No charde No charde Not covered Prior authorization may be required. Covered No Limit.
fees g 9 [Cost sharing)waived at non-IHCP with IHCP[referral]
[Emergency room | None|Cost sharing|waived at non-IHCP with IHCP
[ care] No charge No charge No charge o —
Covered No Limit. Note: Prior authorization is not
If you need E il o § h I
immediate medical mergency medica No charge No charge No charge required for emergency t_ranqurt, owever, all non-
attention | transportation| emergent transport requires prior authorization[Cost ]
waived at non-IHCP with IHCP|referrall
No charge No charge Not covered r(lecf)grera?OSt sharing|waived at non-IHCP with IHCP
If you have a Facility fee (e.g., No charge No charge Not covered Prior authorization may be required. Covered No Limit.
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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) Network Information
. Provider
(You will .
(You will pay
U the most)
least)
hospital stay hospital room) Cost sharing|waived at non-IHCP with IHCP{referral
Physician/surgeon No charae No charae Not covered Prior authorization may be required. Covered No Limit.
fees g g Cost sharing|waived at non-IHCP with IHCP{referral
f d tal Office Visit: No Prior authorization may be required. Covered No Limit.
" y(ituhnseh UL a: Outoatient services | Nocharge | C18T9€: Not covered {Primary Care Provider](PCP) and other practitioner
heal th, ehaviora P g Other Outpatient office visits do not require prior authorization.
eafth, or Services: No charge [sharing]waived at non-IHCP with IHCP[referral
substance abuse , " , .
services Inpatient services No charge No charge Not covered Prior authorization may be required. Covered No Limit
Cost sharing|waived at non-IHCP with IHCP|referral
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
Office visits No charge | No charge Not covered | and post-natal|screenings| Depending on the type of
services [coinsurance||deductible]or] copavmentimay
apply. Maternity care may include tests and services
i ¢ described elsewhere in the SBC (i.e., ultrasound).[Cost |
you are pregnan [sharinglwaived at non-IHCP with IHCPI referral|
Childbirth/delivery Prior authorization may be required.|Cost-sharing|does
\ ! No charge No charge Not covered . . .
professional services not apply for[preventive serwces] Depending on the
type of services,[copayment|[coinsurance]or[deductible]
I . may apply. Maternity care may include tests and
fC hl_IIqtbwth/d.ehvery No charge | No charge Not covered | services described elsewhere in the SBC (i.e.,
aciiity services ultrasound).|Cost sharing|waived at non-IHCP with
IHCP[referrall
If you need help Prior authorization may be required. Limited to 100
recovering or have |Home health care| No charge No charge Not covered visits per year.[Cost sharinglwaived at non-IHCP with
other special health IHCP|referral|
needs |Rehabilitation | No charge Outpatient: No charge  Not covered Outpatient: Prior authorization may be required.
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Common Medical
Event

Services You May
Need

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)

Inpatient: No charge

Limitations, Exceptions, & Other Important
Information

Rehabilitation therapy: speech, occupational, and
physical therapy limited to 20 visits each, cardiac
limited to 36 visits and pulmonary limited to 20 visits
per year. Services may be used for intensive day
rehabilitation. Note: Limits do not apply when provided
for a mental health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required. Limited
to 60 days per year. Note: Limits do not apply when
provided for a mental health/substance use disorder

diagnosis.
|Cost sharinq|waived at non-IHCP with IHCP| referral|

Outpatient: No charge

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

|Habilitation services|  No charge Inpatient: No charge Not covered to GQ days per year. Note: Limits do not apply_ when
' provided for a mental health/substance use disorder
diagnosis.
|Cost sharing|waived at non-IHCP with IHCP| referrall
Prior authorization may be required. Limited to 90 days
[Skilled nursing care|  No charge No charge Not covered Iper yealr.|Cost sharing|waived at non-IHCP with IHCP
referral
[Durable medical | No ch No ch No 4 Prior authorization may be required. Covered No Limit.
[ equipment]| 0 charge 0 charge ot covere |Cost sharing|waived at non-IHCP with IHCP| referrall
Tl e No charge No charge Not covered Prior authprizatiqn may be required.. Covered No Limit.
[Cost sharing|waived at non-IHCP with IHCP]referral
Children's eye exam  No charge lc;lo charge;|deductible] Not covereq | Limited to 1 visit per year.|Cost sharing|waived at non-
_ oes not apply IHCP with IHCP|referrall
:eyrﬁglrg:]:;(jen::is Children's glasses | No charge zlo charge;|deductible] Not covereq | Limited to 1 item per year.|Cost sharing|waived at non-
oes not apply IHCP with IHCP|referrall
Children’s dental Not covered | Not covered Not covered None
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What You Will Pay

Indian Non-IHCP In-
Health Care | Network Provider Non-IHCP

Common Medical Services You May Provider (You will pay more) Out-of- Limitations, Exceptions, & Other Important

Network
Provider
(You will pay
the most)

Event Need (IHCP)
(You will

pay the

least)

Information

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|)

e Abortion (Except in cases of rape, incest, or e Cosmetic surgery o Non-emergency care when traveling outside the
when the life of the member is endangered) e Dental care (Children) u.S.
e Acupuncture e Long-term care o Weight loss programs

o Bariatric surgery

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

o Chiropractic care (Limited to 12 visits per year) e Infertility treatment (Limited to services for ¢ Routine eye care (Adult-one visit, one frame, and
e Dental care (Adult-visit & item limits apply per diagnostic tests to find the cause of infertility) one pair of lenses. Dollar allowances apply to
year. $1,000 annual dollar limit per year per e Private-duty nursing (Limited to 90 visits per hardware.)
person.) year) ¢ Routine foot care

e Hearing aids (Limited to 1 hearing aid per
hearing impaired ear up to $2,500 every 48
months for members aged 21 and under.)

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 Buckeye Healthat 1-877-687-1189 (TTY 1-877-941-9236); Ohio Department of Insurance, 50 West Town Street, Third Floor - Suite
300, Columbus, Ohio 43215, Phone:1-800-686-1526; 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 a[claim.|This complaint is called a
lgrievance pr|appeal.|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,Jor a[grievance for any reason to your|plan.]JFor more information about your rights, this notice, or
assistance, contact: Ohio Department of Insurance, 50 West Town Street, Third Floor - Suite 300, Columbus, Ohio 43215, Phone:1-800-686-1526.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage generally includes{plans||health insurancelavailable through the[Marketplace|or other individual market policies, Medicare, Medicaid,
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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

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 hrough the[Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-687-1189 (TTY 1-877-941-9236).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1189 (TTY 1-877-941-9236).

Chinese (1 3X): tNREZEhSCHIEERN, 1B ILITIX /510 1-877-687-1189 (TTY 1-877-941-9236).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1189

(TTY 1-877-941-9236)

] 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)

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)

@ overallldeductible

W |Specialist|coinsurance| 0% m|Specialistlcoinsurance| 0% m|Specialist|coinsurance] 0%
® Hospital (facility)[coinsurance] 0% ™ Hospital (facility)|coinsurance] 0% M Hospital (facility)|coinsurance] 0%
m Other[coinsurance] 0%  Other[coinsurance] 0% ® Other[coinsurance] 0%
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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LG Fom | buckeye
health plan

English:

If you, or someone you are helping, have questions about Ambetter from Buckeye 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
1-877-687-1189 (TTY 1-877-941-9236).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Buckeye Health Plan
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 comunicacién, tiene derecho a recibir ayuda y servicios auxiliares sin costo algunoy
de manera oportuna. Para recibir servicios auxiliares o de traduccidn, comuniquese con Servicios para
Miembros al 1-877-687-1189 (TTY 1-877-941-9236).

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from Buckeye Health Plan, 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 1-877-687-1189 (TTY 1-877-941-9236).

Ukrainian:

AKWo y Bac abo ocobu, sKil BU gonomaraete, BAHUKIM 3aNUTaHHA Woa0 naaHy Ambetter from
Buckeye Health Plan, ane Bu 41 ua ocoba He BosIoAi€Te aHINIMCbKOIO MOBOIO, BM MaETe NPaBo OTPMMaTH
nornomory Ta iHpopmauito CBOEIO MOBOO 6E3KOLITOBHO M cBOEYacHO. AKLWO y Bac abo ocobu, sKili Bu
[0NoMaraere, € Bagm c/yxy abo 30py, AKi 3aBaXKatoTb CMi/IKkyBaHHIO, BU MA€ETE NPABO OTPUMATU AOMNOMIXKHI
3acobu Ta nocnyrm 6e3KoLTOBHO i1 cBoevacHo. LLLob oTpumaTtn nepeknag abo AoaaTKosi nocayru,
3B’AXiTbCA 3i Cny»K60t0 06C/NYroByBaHHSA y4acHUKIB 32 Homepom 1-877-687-1189 (TTY 1-877-941-9236).

Nepali:

aﬁmmmm@ﬁmmaﬁﬁmAmbetter from Buckeye Health Plan
T STt TRAGE Tl T TS G ITASHAT FAGUT Gofgeret $1ed TUTSHIT el [k FAT T HAZH
HTFAT $TNTHT Fegd ¥ STAshRT YT aTet HTRR & | FE TS aT AUTS e Hegel ITRIGHTH!
SATFdH T H>aRA] STEIT Y137 Aq0T I/aT GRIFF T FHE] m#racrréﬁwﬁr:a;wmr
FHIH TETh SUHOT T HATGE TTCcT Tt ITRRR | JieTare; aT HgTeh YaTg® JTCeT Tt Hod]
1-877-687-1189 (TTY 1-877-941-9236) HT HEEY QAT TS HFIeh Ilg I |

Arabic:

S AalL &)L S5 el <Ambetter from Buckeye Health Plan Js> dliwl sdelud pasess o) of ebd) 05 13)
oasei Gl gl il caST13 L cliadl B gIl 39 4SS ST 090 (o eliay Ologhandly Bielundl e Jguamll § 3ol chald
39 445 T 093 (e AdLd| Gledsg Cilaelus A (3 3ol Cbld ¢ ol il Ban & 81/9 dumo Al oy 35 odelud
) e las¥l Sloas 5 JLail sy cdedls] Slods gl damill Slods (A aslioll Bl
.1-877-687-1189 (TTY 1-877-941-9236)

Somali:

Haddii adiga, ama gof aad caawinaysaa, uu gabo su’aalo ku saabsan Ambetter from Buckeye Health
Plan, oo aanu si wanaagsan ugu hadal Ingiriisiga, waxaad xaq u leedahay inaad hesho caawimo iyo
macluumaad ah lugaddaada oo aan kharash ahayn iyo wakhti habboon. Haddii adiga, ama qof aad
caawinayso, aad gqabtaan xaalado maqalka ah iyo/ama araga ah oo xanibta wada xidhiidhka, waxaad
xag u leedahay inaad hesho kaalmada wada xidhiidhka iyo adeegyada oo aan kharash kugu joogin gaab
wakhti habboon ah. Si aad u hesho turjumaad iyo adeegyada kaalmada wada xidhiidhka, fadlan la
xidhiidh Adeegyada Xubinta lambarka 1-877-687-1189 (TTY 1-877-941-9236).
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Russian:

Ecnn y Bac nam y nnua, KOTopomy Bbl MOMOraeTe, BO3HUK/M Kakne Mbo BONpPOCk! 0 Nporpamme
cTpaxoBaHua Ambetter from Buckeye Health Plan, npu aTom Bbl HeAOCTAaTOYHO XOPOLLO BRageeTe
AHMIMMCKUM A3bIKOM, Bbl UMEEeTE NPaBo Ha 6ecniaTHYI0 U CBOEBPEMEHHYIO MOMOLLL U MHOPMALMIO
Ha CBOeM pogHOM s3blKe. ECnun y Bac Man y Mua, KOTopomMy Bbl NOMOraeTe, HabaogaeTcs Kakoe 1Mbo
HapyLeHue cayxa U/uam 3peHuns, KoTopoe NPenaTcTByeT KOMMYHUKALLMM, Bbl UMeeTe NPaBo Ha
b6ecnnaTHble N CBOEBPEMEHHbIE BCMOMOraTe/ibHble YCAYrM U NOMOLLb. [ANA NoayvyeHus ycayr nepesosa
WK BCMOMOTaTe/IbHbIX YCAYr obpaTutech B 0TAEN 06CNYKMBAHMA YYaCTHUKOB MPOrpaMmbl
CTpaxoBaHua no Homepy 1-877-687-1189 (TTY 1-877-941-9236).

Swahili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter from Buckeye 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 1-877-687-1189 (TTY 1-877-941-9236).

French:

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

Buckeye 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 1-877-687-1189 (TTY 1-877-941-9236).

Kinyarwanda:

Niba wowe, cyangwa undi muntu uri gufasha, mufite ibyo mwibaza kuri Ambetter from

Buckeye Health Plan, ndetse mukaba mutazi neza Icyongereza, Ufite uburenganzira bwo guhabwa
ubufasha n’amakuru mu rurimi rwawe nta kiguzi utanze ndetse ku gihe. Niba wowe, cyangwa undi
muntu uri gufasha, afite uburwayi mu kumva na/cyangwa kureba bubangamiye itumanaho, ufite
uburenganzira bwo guhabwa inyunganirangingo mu kumva na serivisi bijyanye nta kiguzi utanze ndetse
ku gihe. Kugira ngo uhabwe ubusemuzi cyangwa serivisi z’inyunganirangingo mu kumva, turagusabye
vugana na Serivisi zishinzwe Umunyamuryango kuri 1-877-687-1189 (TTY 1-877-941-9236).

Uzbek:

Sizda yoki siz yordam berayotgan kimdirda Ambetter from Buckeye Health Plan hagida savollar tug‘ilsa
va ingliz tilini yaxshi bilmasangiz, oz tilingizda bepul va 0’z vagtida yordam hamda axborot olish
huqugiga egasiz. Sizda yoki siz yordam berayotgan kimdirda muloqotga xalal beradigan eshitish va/yoki
ko‘rish muammolari bo‘lsa, go‘shimcha yordam va xizmatlardan bepul va o‘z vaqtida foydalanish
huquqiga egasiz. Tarjima yoki go‘shimcha xizmatlardan foydalanish uchun Mijozlarga xizmat bo‘limiga
murojaat qiling 1-877-687-1189 (TTY 1-877-941-9236).

Pashtu:
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gieys 27 (55 3 9l (zr (od 45 31 3 (3 155) O3S en I 3 /51 9yl 3 €S5S dianye Dy 9uls 37 Sy
ETSR] 6)53 dbjé-" oyl 51554w>’yyln4> dgdiiwye b LS‘)L{) 8 6§Ml’y 0w 9 4y 9l dSg3 Lys ul.o_\>3! G
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Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gilip d& cé cau hdi vé Ambetter from Buckeye Health Plan va
khdng thanh thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngit clla minh
mién phi va kip thoi. Néu quy vi hodc ngudi ma quy vi dang giup d& mac bénh vé thinh gidc va/hodc 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 1-877-687-1189 (TTY 1-877-941-9236).

Tigrinya:
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Dari:
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