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 Bronze HSA 6400 + Vision + Adult Dental: Standard Expanded Bronze Off Exchange

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/2026-brochures.htmljor call 1-833-543-3145 (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 1-833-543-3145 (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 $6,400 individual / $12,800 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

cgz(:':g dzift(i)l;fe‘gou 5! 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?

For|network providers| $8,050 — . .
What is the|out-of-ocket| individual / $16.100 family. Not The|out-of-pocket limit]is the most you could pay in a year for covered services. If you have

or this|plan} el o e | other family members in thlsq 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.

Ves. See This|plan]uses alproviderinetwork| You will pay less if you use a|provider|in the|planis|network]

Will vou pav less if vou el e You will pay the most if you use an[out-of-network provider| and you might receive a bill from a
you pay y DS. ' ~[provider]for the difference between theprovider's|charge and what your|plan]pays [balance |
use a|network providerp [ clor call 1-833-543-3145 (TTY 711 )= L .
. ; billing). Be aware, your{network provider|might use an|out-of-network provider|for some
for a list of{network 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.

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)

Not covered Covered No Limit.

.Prlmary care visit to treat an 20%[C

injury or illness

20%|Coinsurance]|

Not covered

None

If you visit a health care |Specialist|visit
office or

You may have to pay for services that aren’t

clinic |Preventive care|screening] No charge;|deductible preventive. Ask your[provider]if the services
, — Not covered .
immunization does not apply needed are preventive. Then check what
your|p|an|wi|| pay for.
20%| Coinsurancelfor
laboratory &

Diagnostic test|(x-ray, blood

professional services

20%[Coinsurancelfor x-

ray & diagnostic imaging

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

- Not covered Outpatient Facility.
20%|Coinsurancelf ) L o
If you have a test work) Iabﬁw or Fallqre to obtain prior a'uthorlzatlpn fpr any
professional services SGNE? tha(;[ reqlflr(;sé) prlo][.tauthorlzatlon will
and x-ray & diagnostic result in a denial of benefits.
imaging at other places
of service
Imaging (CT/PET scans, 20% Not covered Prlor.agthorlzatlon may be required. Covered
MRIs) —_— No Limit.
Tier 1:;.1 - Pref(.arred0 Prior authorization may be required.
Generic Retail: 20% [Prescription drugslare provided up to 30
If you need drugs to Generic drugs Coinsurance Not covered days retail and up to 90 days through mail
trea:i _3:_our iliness or Tier 1b - Generic Retail: order. Mail orders are subject to 2.5x retail
condition %[Coinsurance] [cost-sharinglamount.
More information about 20%|Coinsurance

prescription drug

Preferred brand drugs

Tier 2 - Retail: 20%

|Coinsurance|

Not covered

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

is available at
https://ambetterhealth.c
om/2026formula

drugs.

Non-preferred brand drugs
and Non-preferred generic

Tier 3 - Retail: 25%
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: 30%

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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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) P I

deductible]or[copayment|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 20%|Coinsurance| Not covered sharin?!does not apply for[preventive
services| Depending on the type of services,
Childbirth/delivery facilt copayment][coinsurance]or[deductiblelmay
lldbirth/delivery taciiity 20%[Coinsurance] Not covered apply. Maternity care may include tests and

services services described elsewhere in the SBC

(i.e., ultrasound).

|Home healh care| 20% Not covered Prior authorization may be required. Limited
e —_— to 60 visits per year.

Outpatient: Prior authorization may be
required. Limited to 30 visits per year per
therapy (occupational, physical and speech

Outpatient: 20% T . :
_ therapy); no limit applies for cardiac or
— . oinsurance R
|Rehab|||tat|on serwces| Inpatient: 20% Not covered pulmonary therapy. Note: Limits do not apply
M° when provided for a mental health/substance
~QINSUrance use disorder diagnosis.
Inpatient: Prior authorization may be
If you need help required. Covered No Limit.
recovering or have Outpatient: Prior authorization may be
other special health required. Limited to 30 visits per year per
needs Outoatient: 20% tEerapy (OCCLIJ.pE.ltlona:., phfysmal ca}nd speech
_ . m therapy); no limit applies or cardiac or
|Hab|I|tat|on serV|ces| —— Not covered pulmonary therapy. Note: Limits do not apply
Inpatient: 20% h ded § | health/sub
m when provided for a mental health/substance

use disorder diagnosis. Inpatient: Prior
authorization may be required. Covered No

Limit.
. . . Prior authorization may be required. Limited
0
|Sk|IIed nursing care| 20%|Coinsurance Not covered to 60 days per year.

|Durable medical equipment| | 20%|Coinsurance Not covered ZroloLri;Lththorlzatlon may be required. Covered
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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)
|Hos o services| 20% Not covered lIi’lgol_rirzi::tthorlzatlon may be required. Covered
Children’s eye exam g:e(;h:;?z;pgﬁlductlble Not covered Limited to 1 visit per year.
If your child needs ) .
dental or eye care Children’s glasses 1O el EERL il 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 locument for more information and a list of any other|excluded services|)

e Abortion (Except in cases of rape, incest, or e Hearing aids o Non-emergency care when traveling outside the
when the life of the member is endangered) e |Infertility treatment u.S.

e Bariatric surgery e Long-term care e Private-duty nursing

e Cosmetic surgery e Weight loss programs

e Dental care (Children)

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

e Routine eye care (Adult-one visit, one frame,
and one pair of lenses. Dollar allowances apply
to hardware.)

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 1-833-543-3145 (TTY 711); South Carolina Department of Insurance, 1201 Main Street, Columbia, SC, 29201, Phone: 1-803-737-
6180; 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- rogram/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 aclaim.|This complaint is called a
larievance prlappeal.|For more information about your rights, look at the explanation of benefits you will receive for that medicalclaim.|Your(plan flocuments also
provide complete information on how to submit a[claim Jappeal,|or a[grievance for any reason to yourFor more information about your rights, this notice, or
assistance, contact: South Carolina Department of Insurance, 1201 Main Street, Columbia, SC, 29201, Phone: 1-803-737-6180.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage fenerally includes|plans||health insurance|available through the[Marketplace|or other individual market policies, Medicare, Medicaid,
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CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of]

Minimum Essential Coverage,

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

you may not be eligible for the

premium tax credit

If your|plan floesn’t meet the[Minimum Value Standards, lyou may be eligible for a[premium tax credit {o help you pay for ahrough the[Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-543-3145 (TTY 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-543-3145 (TTY 711).

Chinese (0 XX): IR BB XHIEER, 1HRITIXA 514 1-833-543-3145 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-543-3145

(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)

$6,400 $6,400

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 $6,400 |Deductibles $5,400 [Deductibles $2,800
$0 [Copayments $0 $0
Coinsurance $1,200 |Coinsurance $0 |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 $7,660 The total Joe would pay is $5,420 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 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 1-833-543-3145 (TTY 711).

Vietnamese:

Néu quy vi hodc ngudi ma quy vi dang gitip d& cé cau hoi vé bat ky dich vu nao clia Ambetter Health va khéng thanh
thao tiéng Anh, quy vi cé quyén duoc tre gilip va nhan thong tin bang ngdn ngtt cia minh mién phi va kip thoi. Néu
quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hoic thi gidc gy can tré giao tiép, quy vi cd
quyén duoc nhan cac hd tro va dich vu phu tror mién phi va kip thei. D& nhan dich vu théng dich hodc dich vu phu
trg, vui long lién hé bo phan Dich Vu Thanh Vién theo s6 1-833-543-3145 (TTY 711).

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca da Ambetter Health e ndo falar inglés, tem
direito a obter ajuda e informagGes no seu idioma, sem qualquer custo e de forma atempada. Se tiver uma condicdo
visual e/ou auditiva que dificulte a comunicag&o ou estiver a ajudar uma pessoa com uma condi¢do 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 Servigos de Membros através do numero
1-833-543-3145 (TTY 711).

Chinese:

SRR AL BN T 5 ES Ambetter Health FT2(HUEMIES AR - BAREIEE - RN %R
BRI LUEHI RSB ENERN » ARSI E B S A TE A/ 5 ERIRTRE - [H
WE T o RN R BN RSB R R - ERHUS R SR - s B
5 EEEERE: 1-833-543-3145 (TTY 711) -

Russian:

Ecauny Bac nam y aimuia, KOTopomy Bbl TOMOTaeTe, BO3HWUK/IN BONPOCHI 0 NtobbIx Npea/ioxkeHmax Ambetter Health,
MNPV 3TOM Bbl HEAOCTATOYHO XOPOLLIO B/I3AEETE aHINIUMCKUM A3bIKOM, Bbl UMEETE NPABO Ha becniaTHyo 1
CBOEBPEMEHHYHD MOMOLLLb U MHPOPMALMIO HA CBOEM POAHOM A3blKe. Ecn y Bac Mamn y anua, KoTopomy Bbl
MOMOTaETe, CTb HAPYLLEHMA C/TyXa MW 3PEHWA, KOTOPbIE NPENATCTBYIOT KOMMYHMKALIMK, Bbl MMEEeTe Npaso Ha
6ecnnatHble 1 CBOEBPEMEHHbIE BCMOMOraTe/IbHbIE YC/Yr U MOMOLLb. [I1A NoyYeHM Yoy NnepeBosa uim
BCTMOMOraTe/IbHbIX YCyr 0bpaTuTech B OTAEN 06CYKMBAHMA YY4aCTHMKOB Mo TesiedoHy 1-833-543-3145 (TTY 711).

Ukrainian:

AKWO y Bac abo ocobw, siKil B AONOMAraeTe, BUHMK/IN 3aNUTaHHS LWoAo Oyab-AaKux npono3uin Ambetter Health,
ane BM UM LA ocoba He BOMOIETe aHMICbKOK MOBOLO, BU Ma€ETe NpaBo OTPUMATH A0MNOMOTY Ta iHbOopMaLyjio CBOEID
MOBOHO HE3KOLLITOBHO 1 CBOEYACHO. AKLLO Yy Bac abo 0cobu, sikil BW ONOMaraeTe, € Baau ciyxy abo 3opy, aKi
3aBaKaloTb CMi/IKYBAHHIO, BU MA€ETe NPaBo OTPUMATH AONOMiXKHI 3ac061 Ta NOC/Tyr 6E3KOLITOBHO 1 CBOEYACHO.
LLIo6 oTpumaT nepeknag, abo A0AaTKOBI NOCAYTU, 3B’ AXKITLCA 3i Cy»KO0H 06C/TyroByBaHHA Y4aCHMKIB 32 HOMEPOM
1-833-543-3145 (TTY 711).

Gujarati:

) ol AU AN BHo{l HEE 53| el Sl AL S¢S cUS5AR Ambetter Health GLR1% YE Lot sReUMHT 1A A
(A Y2l Sl w vl Yl ot 812t Al Ml 5165 Wl sl [Qotl el UHAUUR AHIZL UL HEE Ul
HIBA Aot 1 @512 8. %8 AR AUl AR BHo{l HeE 53] 26U Sl A 515 cllsa saRlesa

wa el g R(Anas warael U3 d 8oty B A uRA WeRludl 821, Al ctHal 565 W sl (Aol o
UHAUR USLUS AL A2l AU YLt sclloll URS1R . ofcllE e SIS AU Yllcd s M2,
SUL 531\ 1-833-543-3145 (TTY 711) UR UeJUo{l Actloll U 5L
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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 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 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).

French:

Si vous 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 auxiliaires. Pour
profiter de services de traduction ou de services auxiliaires, veuillez contacter les Services aux membres au
1-833-543-3145 (TTY 711).

Swahili:

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.
Ikiwa wewe, au mtu unayemsaidia, ana tatizo la kusikia na/au la kuona ambalo linazuia mawasiliano, una hakiya
kupata usaidizi na huduma za ziada bila kulipa ada yoyote na kwa wakati unaofaa. Ili kupata huduma za tafsiri au za
ziada, tafadhali wasiliana na Huduma kwa Wanachama 1-833-543-3145 (TTY 711).

German:

Falls Sie oder eine Person, der Sie helfen, Fragen zu Angeboten von Ambetter Health hat und nicht Englisch spricht,
haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in lhrer Sprache zu erhalten. Falls Sie oder
jemand, dem Sie helfen, eine Hor und/oder Sehbeeintrachtigung hat, die die Kommunikation beeinflusst, haben Sie
das Recht, kostenlos und zeitnah zusétzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder
zusatzliche Dienstleistungen zu erhalten, wenden Sie sich an den Mitgliederservice unter 1-833-543-3145 (TTY 711).

Korean:

ot £= Hotel 2 2= 20| Ambetter Health M0l LS 2 20| U= R SHU s=06tAXl
LOAHNL AHZ AIIXEGHH RE XNAW HEBE 22 HelJF UASLICH Aot £= AHate
CESESYHERO A Y/TE AMZIEOZ IJAIASH I JA=EHRAAHEGIH RS EX T

L AHIAS ES A2IIUASLICLEY E= 2 X MHIAS BFO Al 2404 1-833-543-3145 (TTY 711)H O 2
IR MBI A R0 HEGHFAAIL.

Thai:

winaaumseruiinaial e nuthumdeiidauiAsfudalauowes Ambetter Health uazlsi
ey TumsTdnmunsingy asuiiansitazwesuanuthuimdouastoya lumuwosnnlas lids
i T wegaviuvingd minaaumsoauiinarids Twanuthomasinzshunsilanas/vmionis
wouuilugUassasionsdoans aaudansiasvasuamuthomaouazusnmaiasu o lide

A Tdanpatneviuvinedt wndosnmisudnissunmsudaniousmaiasu Tusedinsio usnsdmsy
axngn fivisnoiay 1-833-543-3145 (TTY 711)

Tamil:

BriIgs6T 9evevg! HrhigeT 2 g6l Q& UILLD 6(HEUIHSE, Ambetter Health FeVIeN&H 6T GG S
JCHsID CHETGET @) (HHS TV, GLOSYILD [BEIGET L BITVSH6V LisuemLn GILIMel6Vemev
6TEOTMITEV, 2_ThIG 6T QLOMLEIUN6L 2 FH6l LDMHMILD H&HEUCVEHENET @)eVEUFLOMG6LD FifluimeoT
CBHISH VI GILIM 2_HISEHSHE 2_[fleoln 2_evor(h). [Hrigs6T 3jevevg Hragser 2_geil
QFWIWLD (HEUIHSHS, QBITLITLISHE @)60L_WLMTEH @)(HoELD QlFalllIL|euedT
LOMHMILD/DI6V6VS! LIMTTet6U GSTeTMmI @) (HHST6V, SHlemesor 2_geilg6eT LnMHmILD

BT 60I6UGEMET @)6VeUEF LMD FiflmeT CHISHeVND QLM 2_MhI&EHEE 2 flemin

2 _6oor(h). QOMAQILIWLITLIL] 2]6V6VG)] S160)600T CF60IUHENETLI QILIM, HUIRQIFUIGI

2 _MILILN6oTT GFemeUGHET 83 1-833-543-3145 (TTY 711) 6T60TMN 6T600T600T 16V QG TLITL| Q& TeTemaLD.

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou nenpot sa Ambetter Health ofri yo, epi nou pa metrize Angle,
nou gen dwa pou jwenn éd 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 sévis tradiksyon
oswa sevis oksilye yo, tanpri kontakte Sévis Manm yo nan 1-833-543-3145 (TTY 711).
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