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

Ambetter Health
Elite Bronze + Vision + Adult Dental: Limited|Cost Sharing|Plan|Variation

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

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/fl/2026-brochures.html|or call 1-877-687-1169 (Relay Florida 1-800-955-8770). For general definitions of common terms, such as
allowed amount,|balance billing fcoinsurance Jcopayment,fdeductible||provider,or other underlined terms, see the Glossary. You can view the Glossary at
or call 1-877-687-1169 (Relay Florida 1-800-955-8770) to request a copy.

will be provided

What is the overall

|deductib|e|?

$0 individual / $0 family

oot Guestons | A | 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 carelservices, 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
deductiblelamount. But a[copayment|or|coinsurance|may apply. For example,
this[plan|covers certain|preventive services|without|cost sharing

meet your|deductible| See a list of covered|preventive services|
https://www.healthcare.gov/coverage/preventive-care-benefits/

Are there other

deductibles for specific

services?

$0 at Indian Health Care[Provider|(IHCP) or with
IHCP[referrallat non-IHCP: or Yes, $3,800 individual

/ $7,600 family for|prescription drug coverage
There are no other specific|deductibles

You must pay all of the costs for these services up to the specific(deductible
amount before this[plan]begins to pay for these services.

What is the|out-of-

I

ocketllimit for this
planf

For|network providers| $10,500 individual / $21,000

family. Not applicable for|out-of-network providers] [

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

ou have other family members in this|plan| they have to meet their own|out-of-
éocket Iimits|unti| the overall family|out-of-pocket limit|has been met.

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

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

[limft]

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

Will you pay less if you

use a|network

providerf

Yes. Seelhttps://ambetterhealth.com/en/flffindadoc|
or call 1-877-687-1169 (Relay Florida 1-800-955-
8770) for a list of{network providers|

This

planjuses a[provider]network| You will pay less if you use alprovider]in the
[planis{network] You will pay the most if you use an[out-of-network provider] and

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

you might receive a bi
rovider|before you get services.

work). Check with your

Do you need alreferral |

No.

charge and what your:
ﬁroviderlmight use an
You can see the[specialist|you choose without alreferrall

SBC-49004FL0020004-03-2026

Underwritten by Centene Venture Company Florida
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Why This Matters:

Important Questions

to see a|specialist}

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

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

Common Medical Services You May

Event Need

least)

most)

Unlimited Virtual 24/7 Care Visits received from

Primary care visit to Ambetter's designated telehealth provider]
treat an injury or No charge $60/ visit Not covered covered at No Charge,[providers|covered in full.
iliness Cost sharing|waived at non-IHCP with [HCP
- referral
il iakiea O None|Cost sharing|waived at non-IHCP with
care[provider's|  [Specialist]visit No charge $120[Copay]/ visit  Not covered IHCPm_qJ
office or clinic You may have to pay for services that aren’t
|Preventive preventive. Ask your[provider]if the services
| care|screening] No charge No charge Not covered needed are preventive. Then check what your
immunization [plan]will pay for.[Cost sharing]waived at non-
IHCP with IHCP|referral
$65(Copay|/ visit for
laboratory &
professional
Services Prior authorization may be required. Covered No
50%]| Coinsurance Limit. Other places of service may include:
for x-ray & Hospital, Emergency Room, or Outpatient
If you have a test (X' No charge diagnostic imaging Not covered Facilty.

ray, blood work)

50%]|Coinsurance
for laboratory &
professional
services and x-ray &
diagnostic imaging
at other places of
service

Failure to obtain prior authorization for any
service that requires prior authorization will result
in a denial of benefits.[Cost sharing|waived at
non-IHCP with IHCP{referrall
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What You Will Pay

Indian Health Non-IHCP In- Non-IHCP Out-
Common Medical Services You May Care Provider Network Provider of-Network Limitations, Exceptions, & Other Important

Event Need (IHCP) (You will pay Provider Information
(You will pay the more) (You will pay the
least) most)

Prior authorization may be required. Covered No

LT:S;”?\A(I%Z;PET No charge 50%)|Coinsurance|  Not covered Limit.[Cost sharing]waived at non-IHCP with
’ IHCP|referral
Tier 1a - Preferred
Generic Retail: $3 Prior authorization may be required.[Prescription |
[Copayl/ prescription [drugslare provided up to 30 days retail and up to
Generic drugs No charge . _ Not covered 90 days through mail order. Mail orders are
Tier 1b - Generic subject to 2.5x retail[cost-sharinglamount.[Cost |
Retail: $40[Copay]/ [Sharigwaived at nonHCP with HCPrslee]
If you need drugs prescription
to treat your Prior authorization may be required.|Prescription |
illness or condition . . [drugslare provided up to 30 days retail and up to
More information (I;’rrjfirred S No charge /R(:;as|(l".ri$ li%i Not covered 90 days through mail order. Mail orders are
9 b3y |/ prescrip subject to 2.5x retail[cost-sharinglamount.[Cost ]
drug coveragelis [sharing]waived at non-IHCP with IHCP|referral
available at . . Prior authorization may be required.[Prescription |
[https:/lambetterhe | Non-preferred brand Tlelr 3 - Retail: 45% [drugs]are provided up¥[o 30 diys retail and up to
alth.com/en/fl/2026] drugs and Non- No charge Coinsurance Not covered 90 days through mail order. Mail orders are
formula preferred generic

Zte’téféﬁéfem e I&bje_ctlto 2.5x retail[cost-sharinglamount.[Cost__

sharing|waived at non-IHCP with IHCP|referrall
Tier 4 - Retail: 50% Prior authorization may be required.

Coinsurance [drugs]are provided up to 30 days retail and up to
Specialty drugs| MO EIETgE subject to Rx drug MISEIEED 30 days through mail order.[Cost sharing|waived
deductible

drugs

at non-IHCP with [HCP

Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery  No charge 50%|Coinsurance| | Not covered Limit.[Cost sharing]waived at non-IHCP with

If you have center) IHCPIreferral

outpatient surgery Physician/surgeon Prior authorization may be required. Covered No
oo No charge 50%|Coinsurance| | Not covered Il_lllrgllta Cost sharingJwaived at non-IHCP with

If you need |Emergency room | No char $2500(Copayl/ visit | $2500[Copayl/ None|Cost sharing|waived at non-IHCP with

immediate medical | care| 0 charge ($1250 Copay]/ visit | visit ($1250 IHCP|referral
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What You Will Pay

Indian Health Non-IHCP In- Non-IHCP Out-
Common Medical Services You May Care Provider Network Provider of-Network Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay Provider Information
(You will pay the more) (You will pay the
least) most)
attention for facility; $1250  [Copay]/ visit for
[Copay]/ visit for facility; $1250
physician fee) Copay|/ visit for
physician fee)
Covered No Limit. Note: Prior authorization is
not required for emergency transport, however,
Emeraency medical . . all non.-err)ergent tranqurt requir.es prior
No charge 50%|Coinsurance| | 50%|Coinsurance| = authorization. If you receive service from an out
of[network]|ground/water ambulance[provider
ou may be subject to
sharing|waived at non-IHCP with IHCP|referral
. None|Cost sharing|waived at non-IHCP with
No charge $65[Copay]/ visit | Not covered HCPeara]
Facility fee (e.g Prior authorization may be required. Covered No
Ao I No charge 50%|Coinsurance| | Not covered Limit.[Cost sharing]waived at non-IHCP with
ospital room)
If you have a IHCP{referral
hospital stay Physician/surgeon Prior authorization may be required. Covered No
fee); No charge 50%|Coinsurance| | Not covered Limit.[Cost sharing]waived at non-IHCP with
IHCP|referral
Office Visit: $60 Prior authorization may be required. Covered No
[Copay]/ visit; Limit. [Primary Care Provider](PCP) and other
Hegtuh"g:garcg::' Outpatient services  No charge Other Outpatient Not covered practitioner office visits do not require prior
health, o Services: 50% aythorizatwaived at non-IHCP
substance abuse [Coinsurance] WI’Fh [HCP rgfer.ral |
S Prior authorization may be required. Covered No
Inpatient services No charge 50%|Coinsurance| | Not covered Limit.|Cost sharing|waived at non-IHCP with
IHCP|referral
Prior authorization not required for deliveries
If you are pregnant = Office visits No charge $60/ visit Not covered Ut (e SfFEme 2 {TABENTS P20 1202l

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

Indian Health Non-IHCP In- Non-IHCP Out-
Common Medical Services You May Care Provider Network Provider of-Network Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay Provider Information
(You will pay the more) (You will pay the
least) most)
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).
waived at non-IHCP with IHCP|referral
Childbirth/delivery . Prior authorization may be required.|a)st- |
professional services No charge 50%|Coinsurance|  Not covered [sharing]does not apply for[preventive services|
Depending on the type of services,[copayment]
i , [coinsurance|or{deductible]may apply. Maternity
Sl AT No charge 50%|Coinsurance| | Not covered care may include tests and services described
facility services elsewhere in the SBC (i.e., ultrasound).[Cost |
[sharing]waived at non-IHCP with IHCP[referral
Prior authorization may be required. Limited to
[Home health care| ~ No charge No charge Not covered 20 visits per yeawaived at non-
IHCP with IHCP|referral
Outpatient: Prior authorization may be required.
Outpatient rehabilitation therapy is limited to a
combined 35 visits per year, including
chiropractic care. Note: Limits do not apply when
If you need help Outpatient: 50% provided for a mental health/substance use
recovering or have | [Rehabilitation | m disorder diagnosis.
other special | services| No charge Inpatient: 50% NESEREIE Inpatient: Prior authorization may be required.
health needs m Limited to 21 days per year. Note: Limits do not
apply when provided for a mental
health/substance use disorder diagnosis.
Cost sharin§|waived at non-I[HCP with IHCP
referral
Outpatient:50% Outpatient: Prior authorization may be required.
[Habilitation services| ' No charge m Not covered Outpatient habilitation therapy is limited to a
Inpatient: 50% combined 35 visits per year, including
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What You Will Pay

Indian Health Non-IHCP In- Non-IHCP Out-
Common Medical Services You May Care Provider Network Provider of-Network Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay Provider Information
(You will pay the more) (You will pay the
least) most)
Coinsurance chiropractic care. Note: Limits do not apply when
provided for a mental health/substance use
disorder diagnosis.

Inpatient: Prior authorization may be required.
Limited to 21 days per year. Note: Limits do not
apply when provided for a mental
health/substance use disorder diagnosis.

Cost sharin§|waived at non-IHCP with [HCP
referral

Prior authorization may be required. Limited to
|Skilled nursing care] | No charge 50%)|Coinsurance|  Not covered 60 days per year.[Cost sharing|waived at non-
IHCP with IHCP{referral
[Durable medical | Prior authorization may be required. Covered No

(squipment] No charge 50%|Coinsurance|  Not covered Limit.[Cost sharing]waived at non-IHCP with
referral

IHCP
Prior authorization may be required. Covered No
|Hosgice services| No charge 50%|Coinsurance|  Not covered Limit.{Cost sharing|waived at non-IHCP with
IHCP|referral
. , Limited to 1 visit per year.|Cost sharing|waived
Children’s eye exam  No charge No charge Not covered at non-IHCP with IHCPW_CH
If your child needs N Limited to 1 item per year.|Cost sharing|waived
dental or eye care Children’s glasses No charge No charge Not covered at non-IHCP with IHCPreferral

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 document for more information and a list of any other|excluded services!)

e Abortion (Except in cases of rape, incest, or e Dental care (Children) ¢ Non-emergency care when traveling outside the
when the life of the member is endangered) e Hearing aids us.

e Acupuncture e Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care o Weight loss programs
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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 Cosmetic surgery

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

e Chiropractic care (Limited to a combined 35 e Routine eye care (Adult-one visit, one frame, ¢ Routine foot care
visits per year, including outpatient therapy) and one pair of lenses. Dollar allowances apply

e Dental care (Adult-visit & item limits apply per to hardware.)
year. $1,000 annual dollar limit per year per
person.)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Ambetter Health at 1-877-687-1169 (Relay Florida 1-800-955-8770); Florida Office of Insurance Regulation, 200 East Gaines Street, Tallahassee, FL,
32399-4288, Phone: 1-877-693-5236; 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-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 thevisit
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
|grievance 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: Florida Office of Insurance Regulation, 200 East Gaines Street, Tallahassee, FL, 32399-4288, Phone: 1-877-693-5236.

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 youroesn’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 1-877-687-1169 (Relay Florida 1-800-955-8770).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1169 (Relay Florida 1-800-955-8770).

Chinese (X): INRFEHXHIEEBN, 1ERTTIXA 54 1-877-687-1169 (Relay Florida 1-800-955-8770).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1169 (Relay Florida 1-800-955-8770)

] 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)

$0 $0 $0

W|Specialistfcopayment] $120 m([Specialistjcopayment| $120 m|Specialist|copayment| $120
® 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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ambetter
HEALTH

English:

If you, or someone you’re helping, have questions about Ambetter Health, and are not proficient in
English, you have the right to get help and information in your language at no cost and in a timely
manner. If you, or someone you're 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
1-877-687-1169 (Relay Florida 1-800-955-8770).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter Health y no domina el
inglés, tiene derecho a obtener ayuda e informacidn en su idioma sin costo alguno y de manera
oportuna. Si usted, o alguien a quien esta ayudando, tiene un impedimento auditivo o visual que le
dificulta la comunicacion, tiene derecho a recibir ayuda y servicios auxiliares sin costo alguno y de
manera oportuna. Para recibir servicios auxiliares o de traduccién, comuniquese con Servicios para
Miembros al 1-877-687-1169 (Relay Florida 1-800-955-8770).

Frenche Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter Health, epi nou pa metrize Angle,
nou gen dwa pou jwenn ed ak enfomasyon nan lang nou gratis epi nan moman ki apwopriye a. Si ou
menm, oswa yon moun w ap ede, gen yon pwoblém pou tande ak/oswa yon pwoblém pou we ki
pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sevis oksilye gratis epi nan moman
ki apwopriye a. Pou resevwa sevis tradiksyon oswa sévis oksilye yo, tanpri kontakte Sevis Manm yo
nan 1-877-687-1169 (Relay Florida 1-800-955-8770).

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& cé ciu hdi vé Ambetter Health va khéng thanh thao
tiéng Anh, quy vj cé quyén duoc tro gitp va nhan thong tin bing ngdn ngit ciia minh mi&n phi va kip
thoi. Néu quy vi hodc ngudi ma quy vi dang gitp d& mac bénh vé thinh giac va/hoic thi gidc gay can
trd giao ti€p, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip thoi. D& nhan
dich vu théng dich hodc dich vu phu tro, vui long lién hé bd phan Dich Vu Thanh Vién theo s6
1-877-687-1169 (Relay Florida 1-800-955-8770).

Portuguese:

Se tiver duvidas acerca da Ambetter Health, ou estiver a ajudar uma pessoa com duvidas acerca
desta, e ndo dominar o inglés, tem o direito de obter ajuda e informagdes no seu idioma sem
qualquer custo e de forma atempada. Se tiver uma condic¢do visual e/ou auditiva que dificulte a
comunicagao ou estiver a ajudar uma pessoa com uma condig¢ao deste tipo, tem o direito de receber
equipamentos ou servicos de assisténcia sem qualquer custo e de forma atempada. Para receber
traducgGes ou servicos de assisténcia, contacte servicos de membro através do nimero
1-877-687-1169 (Relay Florida 1-800-955-8770).

Chinese:

WIERAEG > BUEIEAEHBIRTE R - ARAI Ambetter Health JTHIHVHRE - HAKETE - 68
FER Al R iy UCHY B BIAIERE. - AIERIE > s IEAE GBIV SRR IR/ 55 1 £
FYFEIRE - PHBRE 7R - A RERI R B I M B SR IR TS - 5 TS BB RS
Ete e SRFSED - EEhE 1-877-687-1169 (Relay Florida 1-800-955-8770) ©

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter Health et
gue 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 1-877-687-1169 (Relay Florida 1-800-955-8770).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter Health, 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 1-877-687-1169 (Relay Florida 1-800-955-8770).
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Russian:

Ecam y BaC MAM y MLa, KOTOPOMY Bbl MOMOraeTe, BO3HUKAN Kakne-nnbo BoNpockl 0 nporpamme
cTpaxoBaHua Ambetter Health, npu 3Tom Bbl HELOCTAaTOYHO XOPOLLO BNAAEETE aHITMINCKUM A3bIKOM,
Bbl MMeeTe NPaBo Ha 6eCnNaTHYIO0 U CBOEBPEMEHHYH0 MOMOLLb U MHDOPMALMIO Ha CBOEM POLHOM
A3blKe. EC/IM y Bac MAK y anua, KOTOPOMY Bbl MOMOraeTe, Hablo4aeTca Kakoe-nnMbo HapyLieHne
cyxa U/Mnm 3peHmns, KOTopoe NPenATCTBYET KOMMYHMKaLMKM, Bbl MMeeTe Npaso Ha 6ecnnaTHble

M CBOEBPEMEHHbIE BCMOMOraTesibHble YCAYrM U NOMOLLb. 1A NoayyYeHus ycayr nepesosa uam
BCMOMOraTe/bHbIX YCAYr 06paTUTeCh B OTAE 06C/YKMBAHUA YH4AaCTHUKOB NPOrPaMmbl CTPAXo0BaHWA
no Homepy 1-877-687-1169 (Relay Florida 1-800-955-8770).

Arabic:

Jgmaxd! 3 3ol eold (AsdSSY1 AL )b oS5 odg cAmbetter Health s> dsud suelud pases s ol chad o613
dpraw A oo (S suslud paseds ST g el CuS 18] L casliall Bl (39 AaSS (ST 093 o clialy Ologlanllg sl e
Gloas ) . Conbiall CBgll 39 285 (8T 093 o ddlid) oty lisluce (A (§ 3o Ehlld ol ax3 d e 9l/9
.1-877-687-1169 (Relay Florida 1-800-955-8770) s sbac¥l cilods 5 Juaidl 2y cdidlis] wlods ol daz

Italian:

Se Lei 0 una persona a cui sta fornendo assistenza ha domande su Ambetter Health 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 1-877-687-1169 (Relay Florida 1-800-955-8770).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter Health hat und nicht Englisch spricht,
haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu erhalten.
Falls Sie oder jemand, dem Sie helfen, eine Hér- und/oder Sehbeeintrachtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-687-1169 (Relay Florida 1-800-955-8770).

Korean:

ot L= Hote =32 &= 20| Ambetter HealthOll it 2 20| Y= AL I s=06HA
UOAHGNY AHZ AMABEGHH L2 NN HEE 2SS Aot USLICHL Aot &=
ot ESS¢=E 20| EL Y/E= AIZEH2Z QAALSH HOHIH U= B A ZESHA
LE2EXCR Y ANUAS S HEIUASLICH HE C= EX AHAS BFO A H
1-877-687-1169 (Relay Florida 1-800-955-8770)H 2 2 DI Xt MBI A S0 Aol =& Al 2.

|'_H

Polish:

Jesli Ty lub osoba, ktorej pomagasz, macie pytania dotyczgce Ambetter Health, ale nie postugujecie
sie biegle jezykiem angielskim, macie prawo do uzyskania pomocy i informacji w swoim jezyku bez
dodatkowych kosztow i w odpowiednim czasie. Jesli Ty lub osoba, ktérej pomagasz, macie problemy
ze stuchem i/lub wzrokiem, ktore utrudniajg komunikacje, macie prawo do otrzymania pomocy i
ustug pomocniczych bez dodatkowych kosztéw i w odpowiednim czasie. Aby uzyskaé ttumaczenie lub
ustugi pomocnicze, nalezy skontaktowad sie z Ustugi cztonkowskie pod numerem

1-877-687-1169 (Relay Florida 1-800-955-8770).

Gujarati:

%) dda WeYdl d BUe{l Hee 53 8l &l Ad] S1E UlSdal Ambetter Health [A2) Uil €14 4
2 A2ui Ul of €1, d) dHa 516 WA sUT (Aetl M UHAUR dHIZ] GINIHI Hes dell Hiled]
Haddiell AU(Es1R 8. %) di Ad| di Bl Hee 53] @l ) Ad] 516 (5 gariRLsd

el ed] ¢BlaNUs wdellel] l(Sd Sl 3 B AUl udAudl €1, dl dHal S16 W suf
(Clotl A UHUUR USIUS ASIU dedl A UIH 5clst] AU (SR B. Wsjdle W] ASUS

Ad 2] UIH 5dl HI, SUL 53ol 1-877-687-1169 (Relay Florida 1-800-955-8770) UR AUs{|

Ad 1)) A4u5 53,

Thai:

mnaaviTanuaadidelvinnuzhawdaidianuieiAu Ambetter Health
wazhithwglunsldanmdengy
aafidnanazuasuanuhamdauaztayalunuasnalaa Bitdaa a3 aaa 19 Ui
vnnﬂmmaﬂumnmmao‘lummmﬂmaaumaumumsﬁoLLau/mamsnaomumLﬂuaﬂassmams
faans ﬂmuawsmauasumm?hrJmaaLtavnsmsl,a%nimﬂ"L:JLaﬂﬂ'flmwaﬂ'\amumam
wnsasMsusMssunsulaniauinisasu Tusadasa usnsdmsusingn Avunaa
1-877-687-1169 (Relay Florida 1-800-955-8770)
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