Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 — 12/31/2026
Ambetter Health Coverage for: Individual/Family |[Plan|Type: EPO
Ambetter Health Solutions Silver HSA 4000: Standard Silver Off Exchange[Plan]

The Summary of Benefits and Coverage (SBC) document will help you choose a health|plan.|The SBC shows you how you and the[plan would
u share the cost for covered health care services. NOTE: Information about the cost of this|plan (called the will be provided
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/ne/2026-brochures.html|or call 1-833-890-0329 (TTY 711). For general definitions of common terms, such as|allowed amount,|balance
billing Jeoinsurance Jcopayment,Jdeductible|[provider, Jor other underlined terms, see the Glossary. You can view the Glossary at[https://www.healthcare.qgov/sbc-
glossary|or call 1-833-890-0329 (TTY 711) to request a copy.

Why This Matters:

Generally, you must pay all of the costs from{providers|up to the|{deductiblefamount before this

What is the overall —_ . [plan]begins to pay. If you have other family members on the[plan| each family member must
deductiblef $4,000 individual / $8,000 family. meet their own individual[deductible]until the total amount of{deductible expenses paid by all
family members meets the overall family|deductible|

Yes.[Preventive care|services are This|;|g|an|covers some items and services even if you haven’t yet met the|deductiblelamount.
covered before you meet your But a[copayment]or{coinsurance]may apply. For example, this|plan]covers certain[preventive |

Are there services
covered before you meet

ourldeductiblel deductible|(see additional |services|without|cost sharingland before you meet your{deductible| See a list of covered
your|deductiie information below). [preventive services|at{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.

services?

Forlnetwark providers| §7,000 The|out-of-pocket limit]is the most you could pay in a year for covered services. If you have

:)s;' ttlljl?sf- pocket g]s;l)\llif:tile/fillt’t?t(-)gf-fr?g\mrEOt | other family members in thisq they have to meet their own[out-of-pocket limitsuntil the

. overall familyjout-of-pocket limitjhas been met.
roviders

Premiums||balance-billing|charges,
What is not included in penalties for failure to obtain

the[out-of-pocket limit} [preauthorization]for services, and Even though you pay these expenses, they don’t count toward the|out-of-gocket I|m|t|

health care this|plan|doesn’t cover.

Yes. See This|plan]uses alproviderinetwork| You will pay less if you use a|provider|in the|planis|network]
[https://ambetterhealth.com/en/ne/fi | You will

Will vou bav less if vou ay the most if you use an|out-of-network provider| and you might receive a bill from a
use la/|netF\’N grk rovi):jerP |_ndadoclor call 1-833-890-0329 ||providerifor the difference between the|provider's|charge and what yourh aays [balance |
- ) (TTY 711) for a list of [network billing). Be aware, your{network provider|might use an|out-of-network provider|for some

| providers services (such as lab work). Check with your|provider|before you get services.
Do you need a|referral io — :
cee a’WialisE? No. You can see the[specialist]you choose without a[referral
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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

What You Will Pay

Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you visit a health care
office or

clinic

Primary care visit to treat an
injury or illness

20%]|Coinsurance

Not covered

Covered No Limit.

[Specialist|visit

20%|Coinsurance]|

Not covered

None

|Preventive carelscreening|

No charge;|deductible

Not covered

You may have to pay for services that aren’t
preventive. Ask your[providerlif the services

If you have a test

immunization does not apply needed are preventive. Then check what
yourplan]will pay for.
20%| Coinsurancelfor
laboratory &

Diagnostic test|(x-ray, blood

work)

professional services

20%[Coinsurancelfor x-

ray & diagnostic imaging

20%[Coinsurancelfor

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

Not covered

Prior authorization may be required. Covered
No Limit. Other places of service may
include: Hospital, Emergency Room, or
Outpatient Facility.

Failure to obtain prior authorization for any
service that requires prior authorization will
result in a denial of benefits.

Imaging (CT/PET scans,

Prior authorization may be required. Covered

MRIs) 20%|Coinsurance] Not covered No Lirit
Tier 1::.1 - Pref(.arred0 Prior authorization may be required.
If you need drugs to Generic Retail: 20% [Prescription drugs]are provided up to 30
treat your illness or Generic drugs Coinsurance Not covered days retail and up to 90 days through mail

condition
More information about

Tier 1b - Generic Retail:

20%|Coinsurance|

order. Mail orders are subject to 2.5x retail

cost-sharinglamount.

prescription drug

is available at
https://ambetterhealth.c

Preferred brand drugs

Tier 2 - Retail: 20%

|Coinsurance|

Not covered

Prior authorization may be required.
[Prescription drugslare provided up to 30

om/en/ne/2026formular

Non-preferred brand drugs
and Non-preferred generic
drugs.

Tier 3 - Retail: 20%
Coinsurance

Not covered

days retail and up to 90 days through mail
order. Mail orders are subject to 2.5x retail

|cost-sharinq|amount.

|Sgecialt¥ drugs|

Tier 4 - Retail: 50%

Not covered

Prior authorization may be required.
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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)
Coinsurance

Prescription drugs|are provided up to 30
days retail and up to 30 days through mail

order.
Facility fee (e.g., ambulatory o [ Prior authorization may be required. Covered
If you have outpatient surgery center) 20%|Cainsurance Not covered No Limit.
surgery Physician/surgeon fees 20% Not covered Egol_ri;l#honzatlon may be required. Covered
|[Emergency room care] 20%) Coinsurance]| 20%]| Coinsurance] None

Covered No Limit. Note: Prior authorization
is not required for emergency transport,

I you need immediate | [Emeraency medical | however, all non-emergent transport requires
0, 1 0, 1 1 i 1 H 1
medical attention [ransportation] 20%]|Coinsurance 20%| Coinsurance prior authorization. If you receive service

from an out of|network|ground/water
ambulance{provider| you may be subject to

balance billing
|Urgent care| 20%|Coinsurance| Not covered None
Facility fee (e.g., hospital o Ao Prior authorization may be required. Covered
If you have a hospital room) 20% Not covered No Limit.
stay Physician/surgeon fees 20%|Coinsurance] Not covered IF\)l:)IOLri;Lijtt horization may be required. Covered

Office Visit: 20%
[Coinsurance]
Outpatient services Other Outpatient Not covered
Services: 20%

Prior authorization may be required. Covered
No Limit. [Primary Care Provider|(PCP) and
other practitioner office visits do not require

If you need mental
health, behavioral

health, or substance [Coinsurance prior authorization.)
abuse services Coinsurance : . .
. , o [F= Prior authorization may be required. Covered
Inpatient services 20%]|Coinsurance Not covered No Limit

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

regulation, but may be required for other
If you are pregnant Office visits 20%|Coinsurance] Not covered services.[Cost-sharing]does not apply for

preventive services| such as routine pre-
natal and post-natal[screenings| Degl)ending
on the type of services,[coinsurance
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Common Medical Event

Services You May Need

What You Will Pay

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

Network Provider
(You will pay the least)

Limitations, Exceptions, & Other

Important Information

deductible]or[copayment|may apply.

Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery
professional services

20%|Coinsurance|

Not covered

Prior authorization may be required.|Cost-

Childbirth/delivery facility
services

20%{Coinsurance]

Not covered

sharing|does not apply for{preventive
services| Depending on the type of services,
copayment][coinsurance]or[deductible]may

apply. Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

If you need help
recovering or have
other special health
needs

|Home health care|

20%|Coinsurance|

Not covered

Prior authorization may be required. Limited
to 60 visits per year.

[Rehabilitation services|

Outpatient: 20%
Inpatient: 20%

Not covered

Outpatient: Prior authorization may be
required. Limited to 45 combined visits per
year for: physical therapy, occupational
therapy, speech therapy, chiropractic
physiotherapy and osteopathic
physiotherapy (excludes
chiropractic/osteopathic manipulative
adjustments). Note: Limits do not apply when
provided for a mental health/substance use
disorder diagnosis.

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

[Habilitation services

Outpatient: 20%
Inpatient: 20%
hCoinsurance

Not covered

Outpatient: Prior authorization may be
required. Limited to 45 combined visits per
year for: physical therapy, occupational
therapy, speech therapy, chiropractic
physiotherapy and osteopathic
physiotherapy (excludes
chiropractic/osteopathic manipulative
adjustments). Note: Limits do not apply when
provided for a mental health/substance use
disorder diagnosis. Inpatient: Prior
authorization may be required. Covered No
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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)

Limit.
. . . Prior authorization may be required. Limited
0
|Skilled nursing care| 20%|Coinsurance] Not covered t0 60 days per year.
|Durable medical equipment| | 20%|Coinsurance| Not covered Ego[i;l# horization may be required. Covered
|Hos o services| 20% Not covered Egol_rirer\]l:tthorlzatlon may be required. Covered
Children’s eye exam gge(;hr?;?z;pgle;ductlble Not covered Limited to 1 visit per year.
If your child needs ) :
dental or eye care Children’s glasses Mo g EERETl: Not covered Limited to 1 item per year.
does not apply
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 document for more information and a list of any other|excluded services!)

e Abortion (Except in cases when the life of the o Dental care (Children) e Private-duty nursing
member is endangered) o Infertility treatment  Routine eye care (Adult)

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

o Cosmetic surgery e Non-emergency care when traveling outside the

e Dental care (Adult) us.

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

e Acupuncture (Limited to 12 visits per year) e Hearing aids (Limited to $3,000 every 48 ¢ Routine foot care

e Chiropractic care (Chiropractic (or osteopathic) months)
manipulative adjustments limited to 20 visits per
year)

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 1-833-890-0329 (TTY 711); The Nebraska Department of Insurance, P.O. Box 95087, Lincoln, Nebraska, 68501-5087; Phone: 1-800-
833-7352; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); or Office of Personnel Management Multi-State Plan

' ' rogram/external-review/| Other coverage options may be available to you too, including
buying individual insurance coverage through the|Health InsurancelMarketplace| 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 ajclaim.|This complaint is called a
larievance pr|appeal.|For more information about your rights, look at the explanation of benefits you will receive for that medical|claim.|Yourplan flocuments also
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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: The Nebraska Department of Insurance, P.O. Box 95087, Lincoln, Nebraska, 68501-5087; Phone: 1-800-833-7352.

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]
Does this plan meet the Minimum Value Standards? Not Applicable

Minimum Essential Coverage,

you may not be eligible for the

premium tax credit

If youroesn’t meet the[Minimum Value Standards, |you may be eligible for a|premium tax credit fo help you pay for ahrough the|Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-890-0329 (TTY 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-890-0329 (TTY 711).

Chinese (A X): INRFEPXHIEER), HILITIXA 515 1-833-890-0329 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-890-0329 (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)

$4,000 $4,000

W |Specialist|coinsurance| 20% M[Specialist]coinsurance| 20% M[Specialist/coinsurance| 20%
® Hospital (facility)[coinsurance] 20% ® Hospital (facility)|coinsurance] 20% ® Hospital (facility)|coinsurance] 20%
® Other|coinsurance] 20% ™ Other[coinsurance] 20% ™ Other[coinsurance] 20%
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 $4,000 |[Deductibles $4,000 [Deductibles $2,800
$0 [Copayments $0 $0
Coinsurance $1,700 |Coinsurance $300 [Coinsurance $0

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 $5,760 The total Joe would pay is $4,320 The total Mia would pay is $2,800

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

Page 7 of 7


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance

ambetter

HEALTH

English:

If you, or someone you're helping, have questions about any of the Ambetter Health offerings, 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 1-833-543-3145 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de alguno de los ofrecimientos de Ambetter Health 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 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 1-833-543-3145 (TTY 711).

Vietnamese:

Néu quy vi hodc ngudi ma quy vi dang gidip dd cd cau héi vé bat ky dich vu nao clia Ambetter Health va khéng thanh thao
tiéng Anh, quy vi cd quyén duoc tro gitip va nhan thdng tin bang ngdn ngtt cdia minh mién phiva kip thoi. Néu quy vi hodc
ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hoic thi gidc gdy can trd giao tiép, quy vi cé quyén dugc nhan cic
hd trorva dich vu phu trg mién phi va kip thoi. D& nhan dich vu thong dich hoic dich vu phu trg, wui long lién hé bo phan Dich
Vu Thanh Vién theo s& 1-833-543-3145 (TTY 711).

Arabic:

Jgsaxdl (§ 3ol chld oSyl dsblh ool s S5 oJg «Ambetter Health p2g,e (0 025 (S g dliudd ol paseis s gl bl 01
el (33 s g1/ dumane Al (0 ol s (G g ol S S 1Y L aaliall Bl (9 4485 (5T (90 (0 iy iloglaally usluall
a3 Juad oy i) o gl ol lous ) aaial <39l §9 45 95 00 48l ok helwo 5§ 3l s

) .1-833-543-3145 (TTY 711) s sbias

Chinese:

WSS AIEAE BNV 52T Ambetter Health PRk ESATRE - HAIE@IEE - akEf s
R DU R B S E B ENERR - WS EA e B S A AR/ B R ) L ARRE > FERE T
T > AR R BN S SRS R AR - A SEIESEBIIRTS - SAls s BRI - EEaE
.1-833-543-3145 (TTY 711) °

French:

Sivous méme ou une personne que vous aidez avez des questions a propos de |'une des offres d’ Ambetter Health 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 aukxiliaires. Pour profiter de services de
traduction ou de services auxiliaires, veuillez contacter les Services aux membres au 1-833-543-3145 (TTY 711).

Cushite:

Isin, ykn namni biraa isin gargaartan, dhiyeessiwwan Ambetter Health ilaalchisee gaaffii qabdu yoo ta’ee fi Afaan Ingiliffaa hin
beektanu taanan, yeroodhaan afaan barbaaddaniin kaffaltii tokko malee odeeffannoo barbaaddan argachuudhaaf mirga
gabdu. Isin, ykn namni isin gargaartan, rakkoo dhageettii fi/ykn agartii kan haasaa keessan irratti dhiibbaa gabu gabdu
taanan, gargaarsa dhageettii argachuu fi tajaajiloota kaffaltii malee argachuudhaaf mirga gabdu. Tajaajiloota hiikkaa afaanii fi
dhageettii argachuudhaaf, maaloo Tajaajiloota Maamilaa karaa 1-833-543-3145 (TTY 711) qunnamaa.

Nepali:

Ife; AT T AT AT ol Hegd MG 31U hlgT eTeF it aT Ambetter Health 3T HFalTetIcl TRGH B TS
gamﬁgwgﬂgﬁraﬁaqéﬁwﬁﬂwmwmﬁ AT HTTHATHCGA STt ITec 3Tt
IR S| A AU ATTISS gt RG ST T AP e T A RATSTEN -AT3o1 He0TY/ATGRIFa=ei
TACITS A TATSH T fo¥ - ooh TIHATTHHITH g IIeh STRUTI HARE AT 3Tt ITEPR S| HeJalle AT Hg e
AT T 311 O 1-833-543-3145 (TTY 711) ATHEET NG of 6 Ho-0eh Tl a1 |

Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu yoyote ya matoleo ya Ambetter Health, na huelewi Kiingereza
vizuri, una haki ya kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote na kwa wakati ufaao. lkiwa wewe, au
mtu unayemsaidia, ana tatizo la kusikia na/au la kuona ambalo linazuia mawasiliano, una haki ya kupata usaidizi na huduma
za ziada bila kulipa ada yoyote na kwa wakati unaofaa. lli kupata huduma za tafsiri au za ziada, tafadhali wasiliana na
Huduma kwa Wanachama 1-833-543-3145 (TTY 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa alinman sa mga inaalok ng Ambetter Health, at
hindi ka mahusay sa Ingles, may karapatan ka na makakuha ng tulong atimpormasyon sa iyong wika nang walang gastos at
sa maagap na paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa pandinig at/o paningin 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 1-833-543-3145 (TTY 711).
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Russian:

Ec/my Bac WK y viLia, KOTOPOMY Bbl MOMOTaETe, BO3HWK/IM BOMPOCh! 0 /It0bbIx npea/ioxeHusax Ambetter Health, npu
3TOM Bbl HEZIOCTATOYHO XOPOLLIO B/I3AEETE aHIIMMCKMM ASBIKOM, Bbl MEETE NPaBO Ha 6eCraTHyYH 1 CBOEBPEMEHHYHO
MOMOLLLb M MHGOPMALYIKO Ha CBOEM POAHOM A3bIKe. EC/IM Y BaC W Y /WL, KOTOPOMY Bbl TOMOTaEeTe, eCTb HapyLLIEHMA
CyXa WK 3pEHWS, KOTOPble NPENATCTBYHOT KOMMYHUKALIMK, Bbl IMEETE NPABO Ha BeCr/iaTHbIe U CBoeBpEMEHHbIE
BCMOMOraTe/IbHbIE YTy U MOMOLL. 1151 MOyYeHMA YCyT NepeBOAa WM BCOMOTaTe TbHbIX YTy 06patUTech B OTAeN
06C/yKMBaHMA YYaCTHMKOB Mo TenedoHy 1-833-543-3145 (TTY 711).

Thai:
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Karen:

findn Aivianeway 1-833-543-3145 (TTY 711)
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Burmese:
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Farsi:
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Tamil:
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