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

Ambetter from Meridian

Everyday Gold + 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/mi/2026-brochures.htmllor call 1-833-993-2426 (TTY Relay 711). 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 1-833-993-2426 (TTY Relay 711) 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 $800 individual /
$1,600 family

Why This Matters:

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

family members on the
each family member must meet their own individual|deductiblefuntil the total
deductibl

amount 0 elexpenses paid by all family members meets the overall
family|deductible

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

~J

Yes.|Preventive carelservices, primary care,

specialist| and|urgent care|visits, and certain
prescription drugsfare covered before you meet
your|deductible|(see additional information

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 cost sharingland before you
i preventive services|at

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| $7,250 individual /

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

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

roviders

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.

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

Will you pay less if you

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

use a|network providerp

1-833-993-2426 (TTY Relay 711) for a list of

|network grovidersl

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

This|plan]uses a[providernetwork| 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

work). Check with your|provider|before you get services.
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Why This Matters:

Important Questions

Do you need alreferral to
see a|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 NST.}':EP
Provider (You will pay more)
(IHCP)
(You will

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

~J

Limitations, Exceptions, & Other Important
Information

Common Medical Services You May

Event

Network

Provider
(You will pay
the most)

Unlimited Virtual 24/7 Care Visits received from
Primary care visit to $35(Copay|/ visit; Ambetter's designated telehealthed at
treat an injury or Nocharge  [deductible|doesnot | Notcovered | No Chargovered in full [deductible]does
illness apply not apply.|Cost sharing|waived at non-IHCP with IHCP
If you visit a health [referrall
care|[provider’s| $55|Copay// visit; , . .
office or clinic visit No charge mjdoes not Not covered N(;newawed at non-IHCP with IHCP
apply referal
[Preventive | No charae [deductible You may have to pay for services that aren’t
| care]screening] No charge does no?abply Not covered preventive. Ask your, §rovider|if the services needed
immunization are preventive. Then check what your[plan]will pay for.
$35| Coiaill visit;
deductible|does not
apply for laboratory &
professional services Prior authorization may be required. Covered No Limit.
35%[Comsurancalfor Other places of service may |_ncIude. lI-lIospltaI,
(x- wrav & diaanostic Emergency Room, or Outpatient Facility.
If you have a test ray, blood work) No charge imaging g Not covered Failure to obtain prior authorization for any service that
’ requires prior authorization will result in a denial of
35%[Coinsurancelfor beneﬁts.lpCosts,—harmlwaived at non-IHCP with IHCP
laboratory & |referral|
professional services
and x-ray & diagnostic
imaging at other
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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) Network Limitations, Exceptions, & Other Important
Event Need (IHCP) Pe w.:;r Information
(You will rovicer
pay the (You will pay
least) the most)
places of service
Imaging (CT/PET . Prior authorization may be required. Covered No Limit.
scans, MRIs) Nocharge  35%|Coinsurance|  Notcovered  rsC oo aived at non-IHGP with IHCP[referral
Tier 1a - Preferred
Generic Retail: $3
Copay|/ prescription;
&does not Prior authorization may be required.|Prescription drugs|
apply are provided up to 30 days retail and up to 90 days
Generic drugs No charge Ter 1b - Generic Not covered through mail order. Mzgl orde;]rs are subjegt to 2.5xI Ir_(iact;aFi)I
- cost-sharing] amount._-losts aring|waived at non-
If you need drugs to Retail: $15[Copayl/ *
treat your illness or prescription; with IHCPlreferral
condition does not
More information apply
about|{prescription Tier 2 - Retail: $60
g\r,:”af)?g :;'a IS (I?rrl?;esrred brand No charge %ﬁc&pgg?’ Not covered Prior autlhorization may be requ.ired.lPrescription drugs|
[https://ambetterheal apply are prowdeq up to 30 d.ays retail and up to 90 days .
th.com/en/mi/2026fo Non-preferred brand through rr_1a|I order. Mail orders are sul_)Ject to 2.5x retail
TR i < Non, Tier 3 - Retail: 45°% [cost-sharinglamount[Cost sharing]waived at non-IHCP
ugs and Non- No charge o 0 - REIAIL 497 Notcovered  with IHCP[referral]
preferred generic [Coinsurance]
drugs
Prior authorization may be required.|Prescription drugs|
Tier 4 - Retail: 50% are provided up to 30 days retail and up to 30 days
Spedialy drugs| Mo BIEEE Coinsurance Mol through mail order.[Cost sharing]waived at non-IHCP
with IHCP|referrall
Facility fee (e.g., , o , i
If you have ambulatory surgery | Nocharge  35%|Coinsurance Not covered atlgn r(?a)t/ be rfﬂg‘;ed:tﬁ‘iﬁfgﬁ,“-
outpatient surgery | center) ost sharing|waived at non- wi referra
Physician/surgeon No charge  35%|Coinsurance] Not covered Prior authorization may be required. Covered No Limit.
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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)
fees Cost sharing|waived at non-IHCP with IHCP|referral

|Emergency room o [ 35% None| Cost sharing|waived at non-IHCP with [HCP
[ care] Nocharge  35%|Coinsurance [Coinsurance] |referra|i

Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all non-
emergent transport requires prior authorization. If you

If you need Emergency medical . 35% . .
: . . . No charge  35%)|Coinsurance| . receive service from an out of[network|ground/water
;Tt'::t?;te S Coinsurance] | ;1 ulancelprovider] you may be subject to[balance |
billing[Cost sharing|waived at non-IHCP with IHCP
referral|
$45[Copay|/ visit; . , ,
No charge  [deductible|does not  Not covered wa|ved at non-IHCP with [HCP
apply E—
Facility fee (e.g., o Ao Prior authorization may be required. Covered No Limit.
If you have a hospital room) No charge  35%|Coinsurance] e [Cost sharing|waived at non-IHCP with IHCP[referrall
hospital stay Physician/surgeon o A Prior authorization may be required. Covered No Limit.
foes Nocharge  35%|Coinsurance|  Notcovered focchornctived at nonIHCP with IHCPlreferl
Office Visit: $35
Copay// visit;
ﬂ—‘ ' Prior authorization may be required. Covered No Limit.
If you need mental , . deduc.;tlble does not (Primary Care Provider|(PCP) and other practitioner
health, behavioral  Outpatient services  Nocharge  apply; Not covered | gice visits do not require prior authorization
health, or Other Outpatient : ) . f
el Services: 35% [sharing]waived at non-IHCP with IHCP[referral

services |Coinsurance|

Inpatient services No charge | 35%|Coinsurance Not covered

Prior authorization may be required. Covered No Limit.
Cost sharing|waived at non-IHCP with IHCP|referral

$35| Coiaill visit; Prior authorization not required for deliveries within the
If you are pregnant  Office visits No charge deductible|does not Not covered standard timeframe per federal regulation, but may be
apply required for other services.[Cost-sharing]does not
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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) Network Limitations, Exceptions, & Other Important
Event Need (IHCP) Pe w.:;r Information
(You will rovicer
(You will pay
U the most)
least)
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 o [ Prior authorization may be required.|Cost-sharing|does
professional services No charge 35%|Coinsurancel 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 | 35%|Coinsurance Not covered  services described elsewhere in the SBC (i.e.,
ultrasound).|Cost sharing|waived at non-IHCP with
poa S
[Home health care] No charge 359 Not covered Prior authprlzatlgn may be requwed.. Covered No Limit.
—_— [Cost sharing]waived at non-IHCP with IHCPreferrall
Outpatient: Prior authorization may be required.
Outpatient rehabilitation is limited to the following: 30
combined visits per year for physical therapy and
. occupational therapy (combined with chiropractic care),
Qutpatient: 35% e o
— : 30 visits per year for speech therapy and 30 visits per
:L{g:er:_f:; :f Lpave lsR:rC?Ctggtatlon | No charge /0 Not covered year for pu]monary therapy. Note: Limits do not apply
other special health | services| Coinsura'nce when proylded fqr a mental health/substance use
needs disorder diagnosis.
Inpatient: Prior authorization may be required. Covered
No Limit.
|Cost sharing|waived at non-IHCP with IHCP| referrall
Qutpatient: 35% Outpatient: Prior authorization may be required.
[Habiition services]  No charge m Notcovereq | Habilitation outpatient services are limited to the
Inpatient: 35% following: 30 combined visits per year for physical
Coinsurance therapy and occupational therapy (combined with
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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

chiropractic care), 30 visits per year for speech
therapy, and 30 visits per year for pulmonary therapy.
Note: Limits do not apply when provided for a mental
health/substance use disorder diagnosis.

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

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

Prior authorization may be required. Limited to 45 days

check-up

|Ski||ed nursing care| No charge 35%]| Coinsurance| Not covered per year,[Cost sharing|waived at non-IHCP with IHCP
[referral|
[Durable medical | o [ o Prior authorization may be required. Covered No Limit.
[ equipment]| Nocharge  36%|Cainsurance Not covered [Cost sharing|waived at non-IHCP with IHCP[referrall
. . . Prior authorization may be required. Covered No Limit.
0
|Hosglce serV|ces| No charge 35%|Coinsurance| Not covered [Cost sharinalwaived at non-IHCP with IHCP
. : No charge;|deductible| Limited to 1 visit per year.[Cost sharing|waived at non-
Children’s eye exam  No charge does not apply Not covered IHCP with IHCP]referrall
If your child needs Children’s glasses No charge No charge;|deductible] Not covered Limited .to 1 item per year.|Cost sharing|waived at non-
dental or eye care does not apply IHCP with IHCP|referral|
Children’s dental Not covered | Not covered Not covered None

Excluded Services & Other Covered Services:
Services Your|Plan Generally Does NOT Cover (Check your policy or|plan locument for more information and a list of any other|excluded services|)

o Abortion (Except in cases of rape, incest, or e Dental care (Children) o Non-emergency care when traveling outside the
when the life of the member is endangered) e Hearing aids u.sS.
e Acupuncture e Long-term care e Private-duty nursing

o Cosmetic surgery

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan flocument.)
o Bariatric surgery (Limited to 1 surgery per o Infertility treatment (Limited to services for ¢ Routine foot care
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan locument.)

lifetime) diagnostic tests to find the cause of infertility) e Weight loss programs (Weight loss programs
e Chiropractic care (Limited to 30 combined visits e Routine eye care (Adult-one visit, one frame, under the supervision of a physician & obesity

per year (combined for occupational therapy, and one pair of lenses. Dollar allowances apply counseling)

physical therapy and chiropractic care)) to hardware.)

e Dental care (Adult-visit & item limits apply per
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 from Meridian at 1-833-993-2426 (TTY Relay 711); Michigan[Health Insurance|Consumer Assistance Program, 530 West Allegan Street, 7th
Floor, Lansing, MI, 48933, Phone: 1-877-999-6442;; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Michigan
Consumer Assistance Program at 1-877-999-6442; 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 ajclaim.|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,|appeal,|or a[grievance for any reason to yourFor more information about your rights, this notice, or

assistance, contact: Michigan|Health Insurance|Consumer Assistance Program, 530 West Allegan Street, 7th Floor, Lansing, MI, 48933, Phone: 1-877-999-6442.
Additionally, a consumer assistance program can help you file your Contact Michigan Consumer Assistance Program at 1-877-999-6442.

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 1-833-993-2426 (TTY Relay 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-993-2426 (TTY Relay 711).

Chinese (A X): INRFEFXHIER), HILITIXA 505 1-833-993-2426 (TTY Relay 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-993-2426 (TTY Relay 711)

] To see examples of how this|plan|might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

depending on the actual care

ou receive, the prices your

This is not a cost estimator. Treatments shown are just examples of how thismight cover medical care. Your actual costs will be different
y #

[}

'
“
3

{deductibles|{copayments|an

pay under different health|plans

providers|charge, and many other factors. Focus on the[cost-sharinglamounts
coinsurance} and|excluded services|under the Use this information to compare the portion of costs you might
Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and
a hospital delivery)

@ overallldeductible

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

controlled condition)

overall|deductible

Mia’s Simple Fracture
(in-network emergency room visit and

follow up care)

$800 $800 $800

W |Specialistlcopayment| $55 M|Specialistlcopayment| $55 M|Specialistlcopayment| $55
® Hospital (facility)[coinsurance] 35% m Hospital (facility)|coinsurance] 35% ® Hospital (facility)|coinsurance] 35%
® Other|coinsurance] 35% ® Other[coinsurance] 35% ® Other[coinsurance] 35%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist|office visits (prenatal care) [Primary care physician|office visits (including Emergency room care|(including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests|(x-ra
Childbirth/Delivery Facility Services Diagnostic tests| (blood work) Durable medical equipment|(crutches)
Diagnostic tests|(ultrasounds and blood work) Prescription drugs Rehabilitation services|(physical therapy)
Specialist|visit (anesthesia) Durable medical equipment|(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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GINLENET -om | meridian.

English:

If you, or someone you are helping, have questions about Ambetter from Meridian, 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
1-833-993-2426 (TTY Relay 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Meridian 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 1-833-993-2426 (TTY Relay 711).

Arabic:

@ &) hald (dSY) Al B)b oSS oJg cAmbetter from Meridian Js> il suclud ases s ol b 05'13)
oo Bl ouslud pases T 9T il cuaS 3] . culiadl gl 39 45 ST 090 (o cliady Sloghanlly buelucall (Je Jgsaxll
liall B g1 (39 R8T (ST 095 ¢y ddl] olodsg laclus (A6 (3 351 ol ¢ Juolgill 3aa3 dnas /9 dprane >

.1-833-993-2426 (TTY Relay 711) (e sLac¥l loas 3 Juaidl (2 cddli] Sloas ol daz il Slods 3l

Chinese:

WRARE I IEAE B 52 5 Ambetter from Meridian A2 fEA(ETAR A R » B A RS @RS
TEERER B R DU H B BB B RIERE R - A0SR S IEAE B S S B R/ 35
JI AR o FHESE 7% - R MER R B R RS Bl S PR B AR TS - 35 S EEESi B AR
¥ o EFrsk e SR ES 0 EEEE 1-833-993-2426 (TTY Relay 711) ©

Tagalog:

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

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 1-833-993-2426 (TTY Relay 711).

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gilp d& cé cau héi vé Ambetter from Meridian va khéng thanh
thao tiéng Anh, quy vi cé quyén dugc tro gitp va nhan thong tin bang ngdn ngit cia minh mién phi va
kip thoi. N&u quy vi hodc ngudi ma quy vi dang giup d& mac bénh vé thinh gidc va/hodc thj giac gay can
trd giao ti€p, quy vi cé quyén duwoc nhan cac hd tro va dich vu phu trg mién phi va kip thoi. DE nhan
dich vu théng dich hodc dich vu phu tro, vui Iong lién hé bd phan Dich Vu Thanh Vién theo s6
1-833-993-2426 (TTY Relay 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Meridian 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 H6r 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 zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-833-993-2426 (TTY Relay 711).

Korean:
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Russian:

Ecnvy Bac nau y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAW Kakue 1nbo BONpoCkl 0 Nporpamme
cTpaxoBaHua Ambetter from Meridian, npu 3Tom Bbl HEAOCTaTOYHO XOPOLLO BAAAEETE aHIIMNCKUM
A3bIKOM, Bbl UMeETe MPaBo Ha 6ecnaaTHYIO 1 CBOEBPEMEHHYIO MOMOLLb U MHPOPMAaLIMIO Ha CBOEM
poAHOM A3biKe. Ecan y Bac Uau y anua, KOTOPOMY Bbl MOMoraeTe, Hablo4aeTcs Kakoe 1nbo
HapyLeHue cayxa u/nam 3peHuns, KoTopoe NPenATCTBYeT KOMMYHMKaLMM, Bbl UMeeTe Npaso Ha
6ecnnaTHble M CBOeBpeMeHHble BCNOMOraTebHble YyCAYrv U nomoLlb. a0 nonyyeHus ycayr nepesoaa
WM BCNOMOTaTeNbHbIX YCAYTr 06paTuTech B OTAeN 06CNYKMBAHUA YYaCTHUKOB NMPOrPammbl
CTpaxoBaHusa no Homepy 1-833-993-2426 (TTY Relay 711).

Italian:

Se Lei o una persona a cui sta fornendo assistenza ha domande su Ambetter from Meridian 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 0 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 1-833-993-2426 (TTY Relay 711).

Polish:

Jesli Ty lub osoba, ktorej pomagasz, macie pytania dotyczgce Ambetter from Meridian, 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, ktdrej pomagasz, macie
problemy ze stuchem i/lub wzrokiem, ktére utrudniajg komunikacje, macie prawo do otrzymania
pomocy i ustug pomocniczych bez dodatkowych kosztéw i w odpowiednim czasie. Aby uzyskac
ttumaczenie lub ustugi pomocnicze, nalezy skontaktowa¢ sie z Ustugi cztonkowskie pod numerem
1-833-993-2426 (TTY Relay 711).

Albanian:

Nése ju, ose dikush gé po ndihmoni, keni pyetje rreth Ambetter from Meridian dhe nuk e zotéroni
gjuhén angleze, ju gézoni té drejtén té merrni ndihmé dhe informacione né gjuhén tuaj, falas dhe
menjéheré. Nése ju, ose dikush gé po ndihmoni, keni njé problem me dégjimin dhe/ose shikimin,

gé ju pengon komunikimin, ju gézoni té drejtén té merrni mjete dhe shérbime ndihmése, falas dhe
menjéheré. Pér té marré shérbime pérkthimi ose ndihmése, kontaktoni Shérbimet e anétaréve né
numrin 1-833-993-2426 (TTY Relay 711).

Bengali:

A ST N (O AT WA SR FACRAN ©OIF Ambetter from Meridian fNTT 2 (TF
YIHCE & 2FMGTO AGNG T XA NLIOMT & TN N0 AWANF [ NG OrFee A= 8 OAY
ST NEHFF ICACR | AN IV (O CF AN SR FACRAN O A I8/ LA
VTS (RINET (AP AP N PG PHNCP [[AFS B (5T CHLa QAN [N 3
SN WOl TR 8 AT ATSAE WGH ICAR | I 8 TR AT (O AR
P 1-833-993-2426 (TTY Relay 711) & SRS AFFTIIPTIR < ST (NS P |

Japanese:

CEEOHLE=ANEL TLSMDO AN, Ambetter from Meridian[Z DWW T Z BRIZHEHD
SE. REBEICHEN G THEEHDIDAA L) —ICCHEDEETANILTOERERDIZEN
TEFET, CBEP. HEEINEL TV SO ADEELCHEEDIKREDI-HOYERYMNEHL
WMEETEH, BRI DEALY —IZHBIY—ERZZTE5ENTEET, FROHEBY—E
R EZ(+ 311X, 1-833-993-2426 (TTY Relay 711)D * /A —H—E X [CTEK S LY,

Serbo-Croatian:

Ako Vi, ili neko kome pomazete, imate pitanja u vezi sa Ambetter from Meridian, a ne govorite engleski
jezik, imate pravo na besplatnu i blagovremenu pomo¢ i informacije na sopstvenom jeziku. Ako Vi, ili
neko kome pomaizete, imate neki poremecaj sluha i/ili vida zbog kojeg je onemogucéena komunikacija,
imate pravo da besplatno i blagovremeno dobijete pomagala i pomoéne usluge. Obratite se odeljenju
za pruZanje usluga ¢lanovima pozivom na broj 1-833-993-2426 (TTY Relay 711) da biste dobili usluge
prevoda ili pomoéne usluge.

Syriac:

¥ o wodu da Ambetter from Meridian sas <itas L dacl Kob cnd? how Kicudmi 1 o (RO <
1o (MK @ KHin Kivss Ao aaaiils Khaulaahe Ruam Lahunlls <éan Caacd hu calnos
(<Bena Abel las i o Kaed <hadnmi o Khanmt (daal hu (nl€ haw <idigmi G
hmd (< <N\ Gode Riuhmi chenh sl chuin ivs Qs KRemeho chudhm Labulas N\ 1N
.1-833-993-2426 (TTY Relay 711) aX_ < aliaarii hich ips Khenehl (o = L daal
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