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

Ambetter of Alabama

Elite Bronze: Standard Expanded Bronze On Exchange

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

balance billing Jcoinsurance Jcopayment,

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/al/2026-brochures.html| or call 1-800-442-1623 (TTY 711). For general definitions of common terms, such as|allowed amount |
deductible[provider,|or other underlined terms, see the Glossary. You can view the Glossary at
or call 1-800-442-1623 (TTY 711) to request a copy.

will be provided

Important Questions m Why This Matters:

What is the overall

|deductib|e|?

$0 individual / $0 family.

See the Common Medical Events chart below for your cost for services thiscovers.

Are there services
covered before you meet
your|deductible_?

Yes.|Preventive carelservices,

primary care, [specialist| and[urgent
care|visits, and certain{prescription

drugslare covered before you meef

]]Thislglglan|covers some items and services even if you haven't yet met the[deductible[amount.
But a|copaymentlor|coinsurance|may apply. For example, this|plan|covers certain|preventive

services|without{cost sharing|and before you meet your|deductible| See a list of covered

your|deductible|(see additional
information below).

|preventive services|at{https://www.healthcare.gov/coverage/preventive-care-benefits/]

Are there other

Yes, $3,800 individual / $7,600

family for|prescription drug

deductibles for specific |

coverage| There are no other

services?

specificldeductibles

[plan]begins to pay for these services.

| You must pay all of the costs for these services up to the specific|deductiblelamount before this

For|network providers| $10,500

What is the|out-of-pocket
[limit for this|planf

individual / $21,000 family. Not

applicable forlout-of-network

roviders

The|out-of-pocket limit]is the most you could pay in a year for covered services. If you have

| other family members in this|plan| they have to meet their own[out-of-pocket limits|until the
overall family[out-of-pocket Iimit|has been met.

What is not included in

[Premiums]|balance-billing|charges,
penalties for failure to obtain

the|out-of-pocket limit}

reauthorization|for services, and
health care this|plan|doesn’t cover.

Even though you pay these expenses, they don’t count toward the|out-of-gocket Iimit|

Will you pay less if you

Yes. See

This|plan|uses a[providernetwork| You will pay less if you use a[provider|in the[plan’s|network|

[https://ambetterhealth.com/en/al/fin

use alnetwork providerp |

dadoc]or call 1-800-442-1623 (TTY|

You will pay the most if you use anout-of-network provider| and you might receive a bill from a
l[providerlfor the difference between the[provider's|charge and what your|plan]pays [balance

billing). Be aware, your{network provider|might use an|out-of-network provider|for some

711) for a list of|network providers|

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

SBC-53932AL0100014-01-2026

Underwritten by Celtic Insurance Company
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Important Questions

Why This Matters:

Do you need afreferral to

see a|specialistp

You can see the|specialistlyou choose without a|referral

4A  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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Unlimited Virtual 24/7 Care Visits received
from Ambetter's designated telehealth

injury or illness 50{Copay] visit feteniiee [provider|covered at No Charge, [providers]

If you visit a health care covered in full.

office or [Specialist]visit $115(Copay]/ visit Not covered None

clinic You may have to pay for services that aren’t

I!Dreveqtivg care]screening] No chargs Not covered preventive. Ask your provider]if the services
immunization needed are preventive. Then check what
yourplan]will pay for.
$60[Copay|/ visit for
laboratory &
professional services
o [F i Prior authorization may be required. Covered
r530yA>&for X _NolLijmit.H Othgtr ;I)IaEces of servilge may
. . L include: Hospital, Emergency Room, or
(x-ray, blood |mag|ng. Not covered Outpatient Facility.

If you have a test 50%[Coinsurancelfor Failure to obtain prior authorization for any
laboratory & service that requires prior authorization will
professional services result in a denial of benefits.
and x-ray & diagnostic
imaging at other places
of service

:\rﬂnsg)ng (CT/PET scans, 50%[Comsurance Not covered lIi’lgol-ri;a:]Ltht'horlzatlon may be required. Covered

If you need drugs to Tier 1a - Preferred Prior authorization may be required.

treat your iliness or Generic Retail: $3 [Prescription drugslare provided up to 30

condition Generic drugs [Copay]/ prescription Not covered days retail and up to 90 days through mail

More information about

[prescription drug

Tier 1b - Generic Retail:

order. Mail orders are subject to 2.5x retail

|cost-sharinq|amount.
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need Network Provider Out-of-Network Provider Important Information

(You will pay the least) | (You will pay the most)
$40|Copay|/ prescription

coveragelis available at

ps:/lambetterhealth.c Tier 2 - Retail: $195

om/en/al/2026formulary | Preferred brand drugs |%[r)ay'| | p?easléripti - Not covered Prior authorization may be required.

: Tier 3 - Retail: $250 [Prescription drugs|are provided up to 30
Non-preferred brand drugs | ?easlc'ri e days retail and up to 90 days through mail
and Non-preferred generic b ttp R dp ’ Not covered order. Mail orders are subject to 2.5x retail
drugs 32 dl?((‘,:tib?e xdrug [cost-sharingJamount.

Tier 4 - Retail: 50% Prior authorization may be required.
Sl o [Prescription drugs|are provided up to 30
Specialy drugs| ;?S:Ct 9 | NgieEEe days retail and up to 30 days through mail
gloeauctbe order.
Facility fee (e.g., ambulatory %[Consurance Prior authorization may be required. Covered
If you have outpatient surgery center) 50%|Cainsurance Not covered No Limit.
surgery Physician/surgeon fees 50% Not covered Zgol_rira:]l#horlzatlon may be required. Covered

$2500[Copay|/ visit $2500[Copay|/ visit
($1250[Copay]/ visit for | ($1250]Copay]/ visit for
[Emergency room care] facility: $1250[Copayll  facilty: $1250[Copayl | \O"

visit for physician fee) visit for physician fee)

Covered No Limit. Note: Prior authorization
If you need immediate is not required for emergency transport,
medical attention i | however, all non-emergent transport requires
e 50%|Coinsurance] 50%|Coinsurance prior authorization. If you receive service
Liransportation| from an out of|network|ground/water
ambulance|provider| you may be subject to
balance billing

|Urgent care| $60| Coga¥|/ visit Not covered None

Facility fee (e.g., hospital 50% Not covered Prior authorization may be required. Covered
If you have a hospital room) - No Limit.
stay Physician/surgeon fees 50% Not covered ZroloLri;Lththonzatlon may be required. Covered
If you need mental Office Visit: $50]Copay|/ Prior authorization may be required. Covered
health, behavioral Outpatient services visit; Not covered No Limit. {Primary Care Provider|(PCP) and
health, or substance Other Outpatient other practitioner office visits do not require
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need NetV\_lork Provider Out-of-l\_letwork Provider Important Information
(You will pay the least) | (You will pay the most)

abuse services Services: 50% prior authorization.)
[Coinsurance]

Prior authorization may be required. Covered
No Limit.

Prior authorization not required for deliveries
within the standard timeframe per federal

regulation, but may be required for other
does not apply for
preventive services| such as routine pre-
Office visits $50/ visit Not covered natal and post-natal|screenings| Depending
on the type of services,|coinsurance.
[deductible]orfcopayment|may apply.
Maternity care may include tests and

services described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery o Ao Prior authorization may be required.|Cost-
professional services 50% Not covered sharingldoes not apply for|preventive

services| Depending on the type of services,
Childbirth/deliverv facil copayment][coinsurance]or[deductible]may
lidoirth/aetivery facility 50%|Coinsurance] Not covered apply. Maternity care may include tests and

services services described elsewhere in the SBC
(i.e., ultrasound).

[Home health care] 50% Not covered ’Ii’lgoLri?nL:tthonzatlon may be required. Covered

Outpatient: Prior authorization may be
required. Limited to 30 visits per year
(combined for outpatient physical,

If you need help occupational, pulmonary and speech
recovering or have Outpatient: 50% therapy). Note: Limits do not apply when
other special health |Rehabi|itation services| m Not covered WEEITIERL i EIEB2E ier & Wehi)

needs —_— Inpatient: 50% health/substance use disorder diagnosis.
m Inpatient: Prior authorization may be
required. Limited to 100 days per year
(combined for speech, occupational,

pulmonary, cardiac and physical therapy.)
Note: Limits do not apply when treatment is

Inpatient services 50%|Coinsurance Not covered

If you are pregnant
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

provided for a mental health/substance use
disorder diagnosis.

Outpatient: Prior authorization may be
required. Limited to 30 visits per year
(combined for outpatient physical,
occupational, pulmonary and speech
therapy). Note: Limits do not apply when

Outpatient: 50% treatment is provided for a mental
|Habi|itation services| m Not covered health/substance use disorder diagnosis.
—_— Inpatient: 50% Inpatient: Prior authorization may be

m required. Limited to 100 days per year

(combined for speech, occupational,
pulmonary, cardiac and physical therapy.)
Note: Limits do not apply when treatment is
provided for a mental health/substance use
disorder diagnosis.

[Skilled nursing care| 50%|Coinsurance] Not covered E:)lol_rire:]l#honzatlon Tty ED BTt Gzt
|Durable medical equipment| | 50%|Coinsurance| Not covered Egol_ri;Lijtt horization may be required. Covered
|Hos . services| 50% Not covered Zgol_ri;l#horlzatlon may be required. Covered
i hild need Children’s eye exam No charge Not covered Limited to 1 visit per year.
your chiid neeas \ Children’s glasses No charge Not covered Limited to 1 item per year.
dental or eye care ,
Children’s dental check-up Not covered Not covered None

Excluded Services & Other Covered Services:
Services Your|Plan Generally Does NOT Cover (Check your policy or|plan ocument 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) o Non-emergency care when traveling outside the
member is endangered) e Hearing aids us.

e Acupuncture e Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care ¢ Routine eye care (Adult)

e Cosmetic surgery o Weight loss programs

o Dental care (Adult)
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan locument.)
e Chiropractic care (Limited to 15 visits per year) e Routine foot care

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 of Alabama at 1-800-442-1623 (TTY 711); Alabama Department of Insurance, P.O. Box 303351, Montgomery, AL, 36160-3351, Phone: 1-800-
433-3966; 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 thelMarketﬁlace‘ 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
|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,|appeal, |or a[grievance for any reason to yourFor more information about your rights, this notice, or
assistance, contact: Alabama Department of Insurance, P.O. Box 303351, Montgomery, AL, 36160-3351, Phone: 1-800-433-3966.

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 through the[Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-442-1623 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-442-1623 (TTY 711).
Chinese (FX): INRFEHPXHIFER, 1HILITIXA T 1-800-442-1623 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-442-1623 (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)

$0 $0 $0

W|Specialistfcopayment] $115 W |[Specialistjcopayment| $115 m|Specialistcopayment| $115
® 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
$600 [Copayments $3,400 $1,100
Coinsurance $4,400 |Coinsurance $400 [Coinsurance $900

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

Limits or exclusions $60 Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $5,060 The total Joe would pay is $3,820 The total Mia would pay is $2,000

The|plan|would be responsible for the other costs of these EXAMPLE covered services.

*Note: This[plan]has other[deductibleslfor specific services included in this coverage example. See “Are there other[deductibleslfor specific services?” row above.
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@ ambetter;

insured by Celtic
of Alabama | e company

English:

If you, or someone you are helping, have questions about Ambetter of Alabama, 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
1-800-442-1623 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of Alabama 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 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 1-800-442-1623 (TTY 711).

Korean:
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Chinese:

RIS AT (7B 52 Ambetter of Alabama PR (EFV(ET IR B A RIRE - H AR EEE -
1A FER SRl R s DU BB S E B RIEREEN - ﬁ[lﬁ%ujzﬁilETTmﬁjJB’Jﬁ%ﬁﬁﬁjj%D/&%E
jjJiE’JF"?IE'E FEBSE T 7 > AR e Bl R RSB SR IR AS - & HHVS RIS B Ak
7% SElRAS S BARESES  BEEE/E 1-800-442-1623 (TTY 711) ©

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilip d& c6 cdu hoi vé Ambetter of Alabama va khéng thanh thao
tiéng Anh, quy vi cé quyén duoc tro gitip va nhan théng tin bang ngén ngitt ctia minh mién phi va kip
thoi. Néu quy vi hodc ngudi ma quy vi dang gidp d& méc bénh vé thinh gidc va/hoic thi gidc gdy can
tré giao ti€p, quy vi cé quyén dwoc nhan cac ho tro va dich vu phu tro mién phi va kip thoi. D& nhan
dich vu théng dich hodc dich vu phu trg, vui Iong lién hé bd phan Dich Vu Thanh Vién theo s6
1-800-442-1623 (TTY 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter of Alabama, 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 1-800-442-1623 (TTY 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Alabama hat und nicht Englisch spricht,
haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in |hrer Sprache zu erhalten. Falls
Sie oder jemand, dem Sie helfen, eine H6r und/oder Sehbeeintrichtigung hat, die die Kommunikation
beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und Dienstleistungen zu
erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten, wenden Sie sich an den
Kundendienst unter 1-800-442-1623 (TTY 711).

Arabic:

& 31 bl (sdSSY1 AL Byl oSS oJg cAmbetter of Alabama Js= dlil odslud pases s of chad 0813

o0 Al odelud ased S ol il caS 1] Lcwliadl c39)1 (39 45 ST 095 oo cliads Sileglaally Buelunal e Jgsaxll
bl B3l (39 A5 (8T 09 (po AdL] Dladsg laslus (A5 (3 31 hoald (ool 3l (Bexd dnay o1/ dunos Ul
1-800-442-1623 (TTY 711) e sbas¥l Slaus 5 Jaidl (s cddlis] Slods gl dazll Sloss Al
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Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter of Alabama, na huelewi Kiingereza
vizuri, una haki ya kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote na kwa wakati
ufaao. Ikiwa 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. lli kupata huduma za tafsiri au za ziada, tafadhali wasiliana na Huduma kwa Wanachama
1-800-442-1623 (TTY 711).

Gujarati:

o] dHa Wl d BHe{] Hee 531 2@l €l A 516 U (Sdal Ambetter of Alabama (AR Uil €l
uiel WU Ul of S, dl dHe 516 WL sUL (ol 4ol YHABR AHIZ] HINIHI HEE del
Hiledl Angdlel 4[Es12 8. ) dA wedl di FUs{l Hee 53] @l €l Ad] 516 U [5d AdriRLsd
el /aeldl ¢(BlaNY s wdellef]l Ul(Sd S1d 3 B AR wddd] €1, dl dHa 516 Wl sul (@il
o UHUUR UEIUS USIU dell Ad ) UIH 5 lell W[ES1R B, wojdle 1eUd] H&IUS Ad 1] UIH
Sl HI2, SUL S\ 1-800-442-1623 (TTY 711) U U&Uefl Actiilel Aqus 53

Hindi:

mmmaﬂéﬁwwﬁamﬁmmwrﬁ,%wmbener of Alabama ﬁ?jg‘;ﬁﬂ%
3T 31T AT 37T F AT TET §, Y JTTRT 37T ATST 3 T R FHT T FETar 3R Sy
STCcl et T TR &. 31T JTIeh AT TRl T earferc sh ToTarehT 319 Hee oY 3¢ €, oot 3R/
ST H TATAT BIcit § 3R ST STl STTeid giail &, ar 3TIehT ToreT fohdll dIeTd o 3R TAT W
HETIH G 3R FATT Yol et T ITUHR §. 3feTdTe AT FeTdeh HaTU GTod &t o fort o
1-800-442-1623 (TTY 711) TR HEET TATT & UF .

Italian:

Se Lei 0 una persona a cui sta fornendo assistenza ha domande su Ambetter of Alabama 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 1-800-442-1623 (TTY 711).

Japanese:

CBEEVOHLEENANEL TULSD AN, Ambetter of AlabamalZ DWW T Z BIZ HFH DG
B, REICBEN G TEHEEHNDFZA L) —ICCHFEDESETANLTOEREFLEN
TEET, CEEP. HEEHINEL TSI MO ADEFEOCREDIKED-HOY ERY HE
LWMEETH., BREINDEA L) —IZHEIY—EREZZITAHIENTEETT, FIROHEE
H—EREZ(+3ITIE, 1-800-442-1623 (TTY 711)D A U /IN—H—E X [T TEHK S,

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter of Alabama e ndo
falar inglés, tem direito a obter ajuda e informacgdes no seu idioma, sem qualquer custo e de forma
atempada. Se tiver uma condicdo visual e/ou auditiva que dificulte a comunicacdo ou estiver a ajudar
uma pessoa com uma condicdo deste tipo, tem direito a receber equipamentos ou servigos de
assisténcia, sem qualquer custo e de forma atempada. Para ter acesso a tradugdes ou a servigos de
assisténcia, contacte os Servicos de Membros através do nimero 1-800-442-1623 (TTY 711).

Yoruba:

Bi iwo, tabi enikan ti iwo i ran [0wo, ba ni ibéeré nipa Ambetter of Alabama, ti o ko si mo edé Geési so
daradara, o ni eté Iati riiranldwd ati alayé gba ni éde re 16feé ati ni akoko to ye. Biiwo, tabi enikan ti
iwo A ran 16wo, ba niisoro ighoro ati/tabi iriran t6 r di ibdraenisoro 10wd, o ni éto lati gba awon ohun
iranwo ighoro ati awon isé iranwo laisanwo ati ni akdko to ye. Lati gba awon ise itumo éde tabi awon
ise iranlowd, jowo kan si Awon ise Omo egbé ni 1-800-442-1623 (TTY 711).

Laotian:

0 1 @ 2 A o o 2 ' o Ao 1 5] 1
fNamanNaU g rg?ongzmgmzn%mas?mmuaamm@, Uaanaungony Ambetter of Alabama, (ag uggog9u
v o 1 sy (Y3 3) 1 I % A 1 A 2 1 1) [%
wagad9fin, mauidatdSunaugoecdis was agumcﬂuwqmasgmnﬁmuumﬁaqw (RS NUCDAN. MmN

] a2 2 b A o o 2 ' a A v A & o Aov L
RIVEI]] tg?nrguugmmsmmagfmmuaayczga, Uggwavmaonaultou «az/d mucugcmumgoamgmugmu,
' A T ' o ° dAn 2 1 o ch 2y v °
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m ° 0 o 1) ° 0 [a) 2w r!x
waga g JAnaucsy, NBJUIANNOTA NAWYINIUIFBUIN LA 1-800-442-1623 (TTY 711).
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