Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter from SilverSummit Healthplan
Battle Born State[Plan]Ambetter PCP[Referral|Required Bronze: 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/nv/2026-brochures.htmilor call 1-866-263-8134 (TTY 1-855-868-4945). 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 1-866-263-8134 (TTY 1-855-868-4945) 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 $5,750 individual /
$11,500 family

Why This Matters:

family|deductible

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

each family member must meet their own individual
amount of|deductible|expenses paid by all family members meets the overall

deductible

family members on the

deductible

until the total

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

~J

Yes.|Preventive care|services and certain

lp rescriition druF slare covered before you meet
your{deductible|(see additional information

this|plan|covers certain

preventive services|without

meet your|deductible| See a list of covered|preventive services

. For example,

This[plan|covers some items and services even if you haven't yet met the
deductiblelamount. But a[copayment|or|coinsurance|may appl!
cost sharing

and
|at

before you

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| $7,550 individual /

$15,100 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- 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/nv/findadoc]or call

use a|network providerp

1-866-263-8134 (TTY 1-855-868-4945) for a list

of| network Qrovidersl

This ilan‘uses alproviderlnetwork| You will pay le
[planis{network] You will pay the most if you use an

you might receive a bill from a[provider|for the difference between the|provider's
charge and what your|plan|pays
[ providermight use an|out-of-network provider|for some services (such as lab

lance billing). Be aware, your{network

work). Check with your

provider|before you get services.

ss if you use alprovider|in the

out-of-network provider| and

SBC-45142NV0110001-03-2026

Underwritten by SilverSummit Healthplan, Inc.
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Important Questions Why This Matters:

Do you need a|referral fo ThiswiII pay some or all of the costs to see for covered services
see a[specialist} ' but only if you have a[referral]before you see the[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
Common Medical Services You May Provider (You will pay more)

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

Limitations, Exceptions, & Other Important

Event (IHCP) Information

(You will

Unlimited Virtual 24/7 Care Visits received from

Primary care visit to Ambetter's designated telehealthed at
treat an injury or Nocharge  $55[Copay]/ visit Not covered | No Charge,[providers|covered in full,{deductible|does

o illness not apply.|Cost sharing|waived at non-IHCP with IHCP
If you visit a health [referrall
care_ rovider’s - . .
office or clinic Specialist|visit No charge $100/ visit Not covered I—g?gﬁa-l—qj(f%t sharing|waived at non-IHCP with IHCP

|Preventive | No charae:|dedudtbis You may have to pay for services that aren't
| care]screening] No charge does no?a’pply Not covered preventive. Ask your[provider]if the services needed

immunization are preventive. Then check what your[plan|will pay for.
$55|Copay// visit;
deductible|does not

apply for laboratory &

professional services Prior authorization may be required. Covered No Limit.

50%[Coinsurancelfor Other places of service may include: Hospital,
. . ) x-ray & diagnostic Emergency Room, or Outpatient Facility.
If you have a test g;&%itécvtﬁ)(x No charge imaging Not covered Failure to obtain prior authorization for any service that
: %[Comsurance requires prior authorization will result in a denial of
g%ﬁWfor benefits.|Cost sharing]waived at non-IHCP with IHCP
professional services [referrall

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

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

Limitations, Exceptions, & Other Important
Information

least)
Prior authorization may be required. Covered No Limit.
Imaging (CT/PET = Diagnostic mammograms and other imaging that may
scans, MRIs) No charge 50 /o Not covered be used for the detection of breast cancer are covered
’ without cost share in accordance with Nevada law.
[Cost sharing|waived at non-IHCP with IHCP]referral
Tier 1a - Preferred
Generic Retail: $3 Prior authorization may be required.|Prescription drugs|
@rscnptlon; are provided up to 30 days retail and up to 90 days
deductible|does not through mail order. Mail orders are subject to 2.5x retail
Generic drugs No charge aF)pIy . Not covered ar’.“’“”t- Phairmac traqsactions where
Tier 1b - Generic manufacturer discount or{copay|assistance cards are
Retail: $20[Copa used will count towards the member's cost share and
If you need drugs to orescri tio / maximum out of pocket.[Cost sharing|waived at non-
frea&){PUr ilness or m&oes not IHCP with IHCP[referral
condition
More information Preferred brand .T_.pplé Retail: $50
aboutlprescription drrl(J3 ere - No charge I%rr)avl/ ?easlc.ri ton | Notcovered | Prior authorization may be required.|Prescription drugs|
drug coverageis g presenp are provided up to 30 days retail and up to 90 days
available at Non-preferred brand _ N through mail order. Mail orders are subject to 2.5x retail
[https:/lambetterheal] drugs and Non-l No charge Tier 3 - Retail: .$2.00 Not covered amount.waived at non-IHCP
th.c<|>m/enlnv/2026fo g:ﬁges”ed generic [Copay]/ prescription with IHCP[referral
rmulary
Prior authorization may be required.|Prescription drugs|
are provided up to 30 days retail and up to 30 days
Tier 4 - Retail: $500 through mail order. Pharmacy transactions where
Specialty drugs| No charge | prescﬁption Not covered  manufacturer discount orﬁ assistance cards are
used will count towards the member's cost share and
maximum out of pocket.[Cost sharingJwaived at non-
IHCP with IHCP|referral
If you have Facility fee (e.g., No charge  50%|Coinsurance] 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) ut-oi= Limitations, Exceptions, & Other Important
Event Need (IHCP) Network Information
. Provider
(You will .
(You will pay
pay the
least) the most)
outpatient surgery  ambulatory surgery Cost sharing|waived at non-IHCP with IHCP|referral
center)
Physician/surgeon o [ Prior authorization may be required. Covered No Limit.
fees Nocharge  60%[Colnsurance] ot covered (3o b cluived at non-IHCP with IHCP{referral
|Emergency room | o [ 50% None|Cost sharing|waived at non-IHCP with IHCP
[ care| Nocharge  50%|Cainsurance [Coinsurance] [referral
Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all non-
If you need Eremarenmatteal | 509 emergent transport requires prior authorization. If you
immediate medical === qo rtat\i/on No charge | 50%|Coinsurance Coir:surance receive service from an out of{network]ground/water
attention Liransportation] =——=—c = ambulance[provider] you may be subject to[balance |
billing||Cost sharing|waived at non-IHCP with IHCP
referrall
No charge $60 /visit Not covered i(;gﬁa(iost sharing|waived at non-IHCP with IHCP
Facility fee (e.g., o Ao Prior authorization may be required. Covered No Limit.
If you have a hospital room) Nocharge | 50%|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  50%|Coinsurance]  Notcovered  rocrrrincluaived at non-IHCP with IHCPlreferal]
If you need mental \;I\?ilgit?Ss Prigr authorization may be required. Covered !\!o Limit.
_ . . , (Primary Care Provider|(PCP) and other practitioner
health, behavioral Outpatient services  No charge Other Outpatient Not covered fice visits d L horizati
health, or Services: 50% S'ts. 0 dnott requlllr_lecrglor_tiultl_lgrlgz st
il el e Iml d|walvea at non- Wi rererra
services Inbatient services No charae 50%[Comsurance Not covered Prior authorization may be required. Covered No Limit.
P g ° [Cost sharing)waived at non-IHCP with IHCP[referral]
Prior authorization not required for deliveries within the
If you are pregnant  Office visits No charge $55/ visit Not covered

standard timeframe per federal regulation, but may be
required for other services.[Cost-sharing]does not
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Common Medical
Event

Services You May
Need

Indian

Health Care
Provider

(IHCP)

(You will
pay the

least)

What You Will Pay

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

Non-IHCP

Out-of-
Network

Provider
(You will pay
the most)

Limitations, Exceptions, & Other Important
Information

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

Prior authorization may be required.|Cost-sharing|does

o7
professional services No charge 50%|Coinsurance Not covered not apply for[preventive services| Depending on the
type of services,|copayment||coinsurance|or, deductible]
I . may apply. Maternity care may include tests and
fitlillﬁslggr{\?iit\;ery No charge | 50%|Coinsurance Not covered  services described elsewhere in the SBC (i.e.,
ultrasound).|Cost sharing|waived at non-IHCP with
§ —
Prior authorization may be required. Unlimited except
for the following: limited to 1 medical social service
[Home health care|] ~ Nocharge | 50%|Coinsurance Not covered | consultation per course of treatment and 1 nutrition
consultation.|Cost sharing|waived at non-IHCP with
IHCP[referral
Outpatient: Prior authorization may be required.
If you need help I.np.atient and outpatientl rehgpilitation serviceslarg .
re)c,:overing or have gmlte? to aI comhblned 1'2d0 \(ﬁlts per yetalr. Note: Limits
. - o not apply when provided for a menta
otienspacialinealin — 0% health/substance use disorder or stuttering diagnosis.
e |Reh§b|||tat|on | No charge Comgura.nceo Not covered Inpatient: Prior authorization may be required. Inpatient
Lservices| /° and outpatient|rehabilitation services|are limited to a
Coinsurance combined 120 visits per year. Note: Limits do not apply
when provided for a mental health/substance use
disorder or stuttering diagnosis.
|Cost sharing|waived at non-IHCP with IHCP| referrall
[Habilitation services| ~ No charge Outpatient: 50% Not covered Outpatient: Prior authorization may be required.
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What You Will Pay
Indian Non-IHCP In-

Health Care | Network Provider
Common Medical Services You May Provider (You will pay more)

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

Limitations, Exceptions, & Other Important

Event Need (IHCP) Information

(You will
pay the
least)

Coinsurance Inpatient and outpatient{rehabilitation services|are
Inpatient: 50% limited to a combined 120 visits per year. Note: Limits
m do not apply when provided for a stuttering diagnosis.
Inpatient: Prior authorization may be required. Inpatient
and outpatient|rehabilitation services|are limited to a
combined 120 visits per year. Note: Limits do not apply

when provided for a mental health/substance use
disorder or stuttering diagnosis.

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

Prior authorization may be required. Limited to 100
[Skilled nursing care| | No charge | 50%|Coinsurance Not covered | days per year[Cost sharinglwaived at non-IHCP with

IHCP|referrall
[Durable medical | . Prior authorization may be required. Purchased items
— No charge | 50%|Coinsurance Not covered  are limited to 1 every 3 years.[Cost sharing]waived at
L equipment] non-IHCP with IHCP|referral|

Prior authorization may be required. Unlimited except
for the following: bereavement services are limited to 5
group therapy sessions per episode.
waived at non-IHCP with IHCP|referral|

Limited to 1 visit per year.|Cost sharing|waived at non-

[Hospice services| No charge | 50%|Coinsurance Not covered

No charge;|deductible]

Children’s eye exam  No charge does not apply Not covered IHCP with IHCP]referrall
If your child needs . , No charge;|deductible] Limited to 1 item per year.|Cost sharing|waived at non-
dental or eye care SRR g Eses Nocharge 6 not apply Not covered ' \iep with IHCP|referrall

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|)

e Abortion (Except in cases of rape, incest, or e Dental care (Adult) ¢ Non-emergency care when traveling outside the
when the life of the member is endangered) e Dental care (Children) u.sS.
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Services Your{Plan 3enerally Does NOT Cover (Check your policy or|plan fHocument for more information and a list of any other{excluded services|)
e Acupuncture e long-term care ¢ Routine eye care (Adult)
e Cosmetic surgery o Weight loss programs

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

e Bariatric surgery (Limited to 1 procedure per e Hearing aids (Limited to 1 item every 3 years) e Private-duty nursing
lifetime) e Infertility treatment (Artificial insemination e Routine foot care
e Chiropractic care (Limited to 20 visits per year) services are limited to 6 cycles per lifetime)

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 SilverSummit Healthplan at 1-866-263-8134 (TTY 1-855-868-4945); Nevada Division of Insurance, 3300 West Sahara Ave., Suite 275,
Las Vegas, Nevada, 89102, Phone: 1-888-872-3234; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Office of the

Consumer Health Advocate at 1-888-333-1597; 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.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,Jor a[grievance for any reason to your|plan.]JFor more information about your rights, this notice, or
assistance, contact: Nevada Division of Insurance, 3300 West Sahara Ave., Suite 275, Las Vegas, Nevada, 89102, Phone: 1-888-872-3234. Additionally, a consumer
assistance program can help you file your Contact Office of the Consumer Health Advocate at 1-888-333-1597.

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 1-866-263-8134 (TTY 1-855-868-4945).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-263-8134 (TTY 1-855-868-4945).

Chinese (FX): INRFEFXHIFRN, THIKITIX A5 1-866-263-8134 (TTY 1-855-868-4945).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-263-8134 (TTY 1-855-868-4945)

] 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 #

[}

«I" I '

{deductibles|{copayments|an

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
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
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)

$5,750 $5,750 $5,750

W|Specialistfcopayment] $100 m([Specialistjcopayment| $100 m|Specialistcopayment| $100
® Hospital (facility)[coinsurance] 50% m Hospital (facility)|coinsurance] 50% M Hospital (facility)|coinsurance] 50%
® Other|coinsurance] 50% ™ Other[coinsurance] 50% ® Other[coinsurance] 50%
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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v
4 rwon | Silversummit
healthplan

English:

If you, or someone you are helping, have questions about Ambetter from SilverSummit Healthplan,
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 1-866-263-8134 (TTY 1-855-868-4945).

Spanish:

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

SilverSummit Healthplan 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 estd 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 1-866-263-8134 (TTY 1-855-868-4945).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from
SilverSummit Healthplan, 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 1-866-263-8134

(TTY 1-855-868-4945).

Chinese:

YR > BB WIFAE BNV » BRI Ambetter from SilverSummit Healthplan J5HEIAYFIRE -
HARME@FERE - AR RED S DUER S B B BIAER R o QI5RA - jZ/_\IETTmEjJE']jﬁgE
BREFIR/ SR RAIRTRE o THEE T8 - A TR e Bl R S B SR SRS - 5 EHHS
BRSBTS - SEWeE S BIRESES » S5t/ 1-866-263-8134 (TTY 1-855-868-4945)

Korean:

Aot L= Hote &8 2 8= 20| Ambetter from SilverSummit HealthplanOfl T8 2 20| /=
2L N0 s=06tK | FOAHMNY HHZ ANAXEGHH 22 XA N HBEE &2 Aot
USLICH At E= Aot S22 &= 20| H2L L/E= AZE2Z QAL S HOHO U=
B AAXESH RPEEXT TR L AMEIAE LS AN JUSLICLHG = 22X HHIAE

8O Al2d ™ 1-866-263-8134 (TTY 1-855-868-4945)H O Z I Xt AHIA S0l HEHFAAIL.

on orno ﬂJIO

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter from SilverSummit Healthplan
va khdng thanh thao tiéng Anh, quy vi cé quyén duoc tro gitp va nhan thong tin bang ngdn ngit clia
minh mi&n phi va kip thai. Néu quy vi hodc ngudi ma quy vi dang giip d& mac bénh vé thinh giac
va/hodc thi gidc gdy can trd giao ti€p, quy vi cé quyén dwoc nhan cac ho tro va dich vu phu trg mién
phi va kip th&i. D& nhan dich vy théng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu
Thanh Vién theo s& 1-866-263-8134 (TTY 1-855-868-4945).

Ambharic:

ACOP @RI° AA P10 (@< A Ambetter from SilverSummit Healthplan 79 hAP+ AG AU (¢
NAPrE LATPTI° O, AG NLHD- ML TRP KWC8T AT aPLE 71T T  av 1T AP T ACOP OLI° AA LTLLMHT AW-3
ATTIET PTLELTPG PaPNT WG /DRI ChR T FOIC NAPFE AT KCAFPTT WG WIANETT PO TO79° Oen, A
LH@ LaoPA ao(VF AAP T PHCTI® DLIP 281 A1V 1T AT+ hQhP N 1-866-263-8134

(TTY 1-855-868-4945) PANA ATA AT 7 £G4z

Thai:

winAumsoRuinas TWaugsmaeiiFanuAeiu Ambetter from SilverSummit Healthplan uazlsi
ey TumsTdmensingy Anfiansiasesumuthumdouastoya lunmunvesnailas lidsen Tomne
ptNaviuvineil vnaaunsaauiinards Iienehumasfiinesunmsilauas/msansuaafiuiliuguassnsio
mafoans Aauilavdiiamesuamurhumiouasuanmaasu s lidoe T wotwiuvin mndesmsusnns
shunsuansousmsias Tusadiinsio usnsdmsuangn fiviinoia 1-866-263-8134 (TTY 1-855-868-4945)
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Japanese:

CEHEOHEHDNEL TLBHMD AL, Ambetter from SilverSummit Healthplan|Z DWW T Z
BERZEBELDGE. ZEBICBEI LG TELEHIDAA L) —ICTHFLDEEBTAILTR
BHREFLIENTEET, CBHEP, HBEEHANELTVSMOADEELREDIKRED
OPYRYDLEELWVMEETEH, BHIDZAM L) —ICHBY—EREZTHIENTESE
T, BRI —EREZ(T5IZ1E. 1-866-263-8134 (TTY 1-855-868-4945)(D * 1 /\—
H—ERIZTEKRLS S,

Arabic:

&AL &)L oS5 g cAmbetter from SilverSummit Healthplan Js> diwl saclud ases ) o ebd 0613

T 9l il cuST13) L cwliadl B9l 39 AT ST 0190 (o cliady Slaghandly Buieluall e Jgsazll (§ @) chiddd (S
ST 095 o0 dlis] Wladsg ildelne (Al (3 G2l bl ¢ uolgill Band D 31/ dunons D> o (3lad odeld paseds
e Lacl Gloas s JUaiYl oy cddls) Slous of Aozl Sloas Al . Cosliall byl 39 Ak
1-866-263-8134 (TTY 1-855-868-4945)

Russian:

Ecnny Bac nau y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAM KaKue-1Mbo BONpOoCh! 0 Nporpamme
cTpaxoBaHus Ambetter from SilverSummit Healthplan, npu aTom Bbl Heg0CTaTOUYHO XOpOLLO BageeTe
AHTIMACKUM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecniaTHYO U CBOEBPEMEHHYIO NMOMOLLb U MHbOPMaLMIO
Ha cBOEM PoAHOM fi3blKe. Ecin y Bac uan y inua, KOTopomy Bbl MomoraeTte, HabatogaeTcs Kakoe-1mbo
HapyLeHune cayxa u/uam 3peHuns, KoTopoe NPenATCTBYET KOMMYHMKaLLMK, Bbl MMeeTe NpPaso Ha
6ecnnaTHble U CBOEBPEMEHHbIE BCMOMOraTe /ibHble YCYrM U NOMOLLb. [15 NoAyYeHus ycayr nepesosa
WM BCNOMOTaTebHbIX YCAYTr 06paTuTech B 0TAEN 06CNYKMBAHUA Y4aCTHUKOB NPOrPamMmmbl
CTpaxoBaHus No Homepy 1-866-263-8134 (TTY 1-855-868-4945).

French:

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

1-866-263-8134 (TTY 1-855-868-4945).

Farsi:

Mﬁilj «yls Ambetter from SilverSummit Healthplan o)bys 15w «auiS s S gl ds duyls a5 (63,8 L LM)§|
SS9l 4 s 45 53,8 b Lo 81 .S 3y @890 4 9 OBLD 4 B39 0L 4 [y leMbl § Sl > il
0Ly 4 ) aldel wleus LMSASJ:JJD B> S s S ) LG G)lydy aS 3yls Qb b Qlges o WS 2

olads 4 Lacl lous b lalal Galuel ilads 9 S 3l Sl S cdlys adga 4 9 0K 4 OB

LS oleS 1-866-263-8134 (TTY 1-855-868-4945)

Samoan:

Afai e te le lelei i le Igilisi ma 0 oe po'o se tasi o lo'o e fesoasoani i ai o lo'o i ai ni fa'afitauli e uiga i le
Ambetter from SilverSummit Healthplan, o lo'o ia te oe le ai e maua fua ai ma vave fesoasoani ma
fa'amatalaga i lau lava gagana. E iai lau ai tatau e maua fua ma vave fesoasoani fesoasoani ma
au'aunaga pe afai o oe po'o se tasi o lo'o e fesoasoaniiai o lo'o i ai se fa'aletonu i le va'ai po'o le
fa'alogo e faigata ai feso'ota'iga. Ina ia maua auaunaga faaliliu upu poo tulaga tau aafiaga tumauile
soifua, faamolemole, faafesoota'i le 'Auauanga a le au paia le 1-866-263-8134 (TTY 1-855-868-4945).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from SilverSummit Healthplan 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 Sehbeeintrachtigung hat,

die die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-866-263-8134 (TTY 1-855-868-4945).

llocano:

No sika, wenno ti maysa a tultulungam, ket addaan kadagiti saludsod maipapan iti

Ambetter from SilverSummit Healthplan, ken saan a nalaing iti Ingles, adda karbengam a makagun od
iti tulong ken impormasion iti pagsasaom nga awan ti gastos ken iti naintiempuan a wagas. No sika,
wenno ti maysa a tultulungam, ket addaan iti problema iti panagdengngeg ken/wenno panagkita a
manglapped iti komunikasion, adda karbengam nga umawat kadagiti kanayonan a tulong ken serbisio
para ti disabilidad nga awan ti gastos ken iti naintiempuan a wagas. Tapno makaawat kadagiti serbisio
ti panagipatarus wenno para ti disabilidad, maidawat a kontakem ti Serbisio iti Miembro iti
1-866-263-8134 (TTY 1-855-868-4945).
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