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

Ambetter from Coordinated Care Corporation
Ambetter Cascade Select Bronze: Limited|Cost Sharing|Plan|Variation

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

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/wa/2026-brochures.htmllor call 1-877-687-1197 (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 1-877-687-1197 (TTY 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 $6,000 individual /
$12,000 family

Why This Matters:
Generally,

| deductiblelamount
before this|plan]begins to pay. If you have other family members on the|plan| each
family member must meet their own individualMuntil the total amount of
|deductib|e|expenses paid by all family members meets the overall familyldeductiblel

iou must pay all of the costs from up to the

Are there services
covered before you
meet your

deductiblef

Yes.|Preventive care[services, primary care,
specialist] and|urgent care]visits, and certain
prescription drugs|are covered before you meet
your|deductible|(see additional information below).

This|plan|covers some items and services even if you haven't yet met the[deductible
amount. But a|copayment|or|coinsurance|may apply. For example, this|plan|covers
certain[preventive services|without|cost sharingland before you meet your{deductible!
See a list of covered|preventive services|at

[https://www.healthcare.gov/coverage/preventive-care-benefits/|

Are there other

deductibles for

specific services?

No.

You don’t have to meet|deductibles|for specific services.

What is the|out-of-

| For[network providers] $10,150 individual /

|_pocket]limit for this
plany

$20,300 family. Not applicable for|out-of-network

providers] |

Theout-of-pocket limit|is the most you could pay in a year for covered services. If you
have other family members in this[plan| they have to meet their own|out-of-pocket |
limitsuntil the overall family{out-of-pocket limit|has been met.

What is not included

in the|out-of-pocket

Premiums |balance-billinglcharges, health care this
lan|doesn’t cover, penalties for failure to obtain

|[preauthorization|for services, costs for non-

[l

covered services, and services provided by[out-of- |

network providers|

Even though you pay these expenses, they don't count toward theout-of-pocket limit]

Will you

pay less if
you use a[network |

Yes. See

https://ambetterhealth.com/en/walfindadoc|or call
1-877-687-1197 (TTY 711) for a list oﬂnetwork

| provider}

éroviders]

This|i|an|uses alprovider]network| You will pay less if you use a[provider|in the[planis
You will pay the most if you use an[out-of-network provider] and 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 provider|might use an
out-of-network provider|for some services (such as lab work). Check with your
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Important Questions Why This Matters:
provider|before you get services.

Do you need a
referral o see a No. You can see the[specialistlyou choose without a|referral
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 Health Care Non-IHCP In-Network | Non-lHCP Out- | :
Provider of-Network Limitations, Exceptions, & Other Important
(You will pay more) Provider Information
(You will pay
the most)

Common Services You May
Medical Event Need

Provider (IHCP)
(You will pay the
least)

First two visits: $1

Primary care visit to [Copayl/ visit;{deductible] Unlimited Virtual 24/7 Care Visits covered at
treat an injury or No charge doeg .nOt apply. Not covered No Charge,lproviderslcovered in fuII,. .
iness Additional visits: $40 |deductible|does not apply.|Cost sharing|waived
If you visit a |Copay}/ visit;|deductible] at non-IHCP with IHCPh
health care does not apply.

— $100{Copayl/ visit; None.|Cost sharing|waived at non-IHCP with
Spedialistisi No charge deductible|does not apply Not covered I[HCP|referral

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

|Preventive | . . ) =k, ;
arclscreomn No charge zlo charge; d(leductlble Not covered pre\éen;we. Ask yo?[.r §ro_|\_/r|]der|n°h thekse;vTes
I—I—qj. ation oes not apply needed are preventive. Then check what your
mmuniza [plan]will pay for.
oS v
orofessional services laboratory & professional Prior authorization may be required. Covered
No ch f services No Limit. Other places of service may include
0 charge Tor x-ray o [rm : Hospital, Emergency Room, or Outpatient
. . & diagnostic imaging 40 /<>for?< Faciﬁ)it oeney P
If you have a Diagnostic test|(x- ray & diagnostic imaging Not covered y-
test ray, blood work) Ith; crhaj:rge éor 40%[Coinsurancelfor Failure to obtain prior authorization for any
aporatory . laboratory & professional service that requires prior authorization will
professional Services o vices and x-ray & result in a denial of benefits.[Cost sharin
and x-ray & waived at non-IHCP with IHCP|referral

diagnostic imaging at

diagnostic imaging at other places of service

other places of
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What You Will Pay

Common
Medical Event

Indian Health C Non-IHCP In-Network | Non-IHCP Out-

Services You May "P 'a"_d ok H C:re Provider of-Network | Limitations, Exceptions, & Other Important
Need ereEnlilo s, (You will pay more) Provider Information
(You will pay the (You will pay
e the most)

service
Imaina (CT/PET Prior authorization may be required. Covered
sr:;]aar?;n?\/l(Rls) No charge 40%)|Coinsurance| Not covered No Limit.[Cost sharing|waived at non-IHCP

with IHCP|referral

If you need
drugs to treat
your illness or
condition
More
information
about

Generic drugs (Tier

1)

Retail: No charge

Retail: $32[Copayl/
prescription;|deductible
does not apply

Not covered

Prior authorization may be required.
[Prescription drugs|are provided up to 30 days
retail and up to 90 days through mail order.

Mail orders are subject to 2.5x retail[cost- |

sharinglamount.|Cost sharinglwaived at non-
referral

IHCP with IHCP|

Preferred brand
drugs (Tier 2)

Retail: No charge

Retail: 40%)|Coinsurance)

Not covered

prescription

drug coverage

is available at

[https:/lambette

Non-preferred brand
drugs (Tier 3)

Retail: No charge

Retail: 40%|Coinsurance

Not covered

Prior authorization may be required.
[Prescription drugs|are provided up to 30 days
retail and up to 90 days through mail order.

Mail orders are subject to 2.5x retail[cost- |

sharinglamount.|Cost sharing|waived at non-
referral

IHCP with IHCP|

rhealth.com/en

Iwal2026formul

|Specialty drugs|(Tier

ary|

4)

Retail: No charge

Retail: 40%)|Coinsurance

Not covered

Prior authorization may be required.
[Prescription drugs|are provided up to 30 days
retail and up to 30 days through mail order.
Cost sharing|waived at non-IHCP with IHCP
referral

Facility fee (e.g.,

Prior authorization may be required. Covered

S ambulatory surgery  No charge 40%| Coinsurance Not covered No Limit.[Cost sharing|waived at non-IHCP
ytout_ avte center) with IHCP|referral
::rp: en Physician/suraeon Prior authorization may be required. Covered
gery fee)é g No charge 40%|Coinsurance Not covered No Limit.[Cost sharing|waived at non-IHCP
with IHCP|referral
If you need | | Covered No Limit. For emergency services in
. . Emergency room o [ o 40% Washington state and out-of-state, only in-
mrzgdllate | care| No charge 40%|Coinsurance | Coinsurance| network|cost sharinglamounts are applicable;
medica providersfhospitals aren't permitted to balance
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What You Will Pay

Indian Health Care Non-IHCP In-Network Non-IHCP Out-

Common Services You May Provider of-Network Limitations, Exceptions, & Other Important

Provider (IHCP)
Need
e€ (You will pay the
least)

Medical Event (You will pay more) Provider Information

(You will pay
the most)
attention bill members - despite|network|status. (See
note on[balance billing|above this chart
|

[sharing|waived at non-IHCP with IHCP|referra
Covered No Limit. Infnetwork]cost sharing]
applies to air and ground ambulance services
in Washington state and out-of-state air
ambulance services [Providers] including air
ambulance and ground ambulance service
organizations, aren’t permitted to balance bill
for these emergency services. Water
Consurance ambulance services are excluded from federal

and state[balance billing]prohibition
requirements and may balance bill for
emergency services. Note: Prior authorization
is not required for emergency transport,
however, all non-emergent transport requires
prior authorization.waived at
non-IHCP with IHCP|referral

$100{Copay// visit; None.[Cost sharing|waived at non-IHCP with
No charge deductible|does not apply Not covered IHCP|referrall

Prior authorization may be required. Covered

FENIED PG, No charge 40%|Coinsurance] Not covered No Limit.[Cost sharing|waived at non-IHCP

Emergency medical . : 40%
Nojcharge 40%|Cainsurance]

hospital room) with IHCP[referral
Prior authorization may be required. Covered

If you have a
hospital stay

]I;r;);mman/surgeon No charge 40%| Coinsurance] Not covered No Limit.[Cost sharing|waived at non-IHCP
with IHCP|referrall
If you need |E'éStatmllfv?sfgﬁzgésdﬁﬁgl Prior authorization may be required. Covered
mental health, dOSS \rqot - No Limit. [Primary Care Provider|(PCP) and
behavioral Outpatient services | No charge Snotapply. - , Not covered other practitioner office visits do not require
health, or g‘jg F\'/?:it\_”sns' prior authorization.)[Cost sharing|waived at
substance ’ non-IHCP with IHCP|referrall

deductible|does not
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Common
Medical Event

Services You May
Need

What You Will Pay

Indian Health Care

Provider (IHCP)
(You will pay the
least)

Non-IHCP In-Network
Provider
(You will pay more)

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

Limitations, Exceptions, & Other Important
Information

abuse services apply.
Other Outpatient
Services:
40%|Coinsurance]
Prior authorization may be required. Covered
Inpatient services No charge 40%| Coinsurance] Not covered No Limit.[Cost sharing|waived at non-IHCP
with IHCP|referrall
Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services or sick newborns. Depending on the
e PRREHIE type of services,|coinsurance||deductible| or
Office visits No charge does not a’pply Not covered [copayment|may apply. Maternity care ma
include tests and services that have
[sharing]found under a different benefit
category, such as diagnostic tests like
If you are does not apply for
pregnant preventive services
Childbirth/delivery o Ao Prior authorization may be required.
professional services No charge 40%|Coinsurance Not covered Depending on the type of services,|copayment
|coinsurance|or{deductible|may apply. Maternity
care may include tests and services that have
Childbirth/deli found under a different benefit
faclilitylserviitlavsery No charge 40%|Coinsurance Not covered  category, such as diagnostic tests like
ultrasounds.| Cost-sharing|does not apply for
| Cost sharing|waived at
non-IHCP with IHCP{referrall
If you need , Prior authorization may be required. Limited to
he%p |[Home health care| | No charge é c:Lélsy;]o,[ Lopy | Vot covered 130 visits per year.waived at
recovering or —_— PPl non-IHCP with IHCP|referral
have other |Rehabilitation Outpatient: 40% Outpatient: Prior authorization may be required
special health | services| AOCIEE m NSHEIEL after 6th visit. Limited to 25 outpatient visits per
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What You Will Pay

_ Indian Health C Non-IHCP In-Network | Non-[HCP Out- | :
Common Services You May | 'M@lan rieaith Lare Provider of-Network | Limitations, Exceptions, & Other Important
Medical Event Need Prowd_er (IHCP) (You will pay more) Provider Information
(You will pay the (You will pay
e the most)
needs Inpatient: 40% year. Inpat!eqt: Prior aqthorigation may be
m required. Limited to 30 inpatient days per year.
Note: Outpatient and inpatient limits do not
apply when provided for a mental
health/substance use disorder diagnos
[sharing]waived at non-IHCP with IHCP[referral
Outpatient: Prior authorization may be required
after 6th visit. Limited to 25 outpatient visits per
Outpatient: 40% year. _ o ,
__ . Coinsurance Inpatient: Prior authorization may be required.
[Habilitation services| ' No charge , Not covered Limited to 30 inpatient days per year. Note:
A’ Outpatient and inpatient limits do not apply
Coinsurance when provided for a mental health/substance
use disorder diagnoswaived at
non-IHCP with IHCP|referral
Prior authorization may be required. Limited to
[Skilled nursing care| | No charge 40%| Coinsurance] Not covered 60 days per yeawaived at non-
IHCP with IHCP|referral
[Durable medical | Prior authorization may be required. Covered
(soupment] No charge 40%| Coinsurance] Not covered No Limit.[Cost sharing|waived at non-IHCP
with IHCP{referral
Prior authorization may be required. Limited to
. . $50{Copay}/ day; 14 days per lifetime for respite care covered in
|Hospice services| NOGIEIES deductible|does not apply NESEREIE conjunction with{hospice services|{Cost
waived at non-IHCP with IHCP|referral]
Children’s eye exam | No charge zlgeghr?;?zg%l Not covered Limited to 1 visit per year.
If your child No charae:ldeductible Limited to 1 item per year. Limited to one
needs dental Children’s glasses No charge does no?a’ | Not covered frame and one pair (two lenses) per calendar
or eye care PRIy year or contacts in lieu of glasses.
Children's dental Not covered Not covered Not covered None
check-up
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Excluded Services & Other Covered Services:
Services Your|Plan (3enerally Does NOT Cover (Check your policy or|plan locument for more information and a list of any other|excluded services|)

e Bariatric surgery e Infertility Treatment (except for Artificial e Private-duty nursing
o Cosmetic surgery Insemination) e Routine eye care (Adult)
e Dental care (Adult) e Long-term care o Weight loss programs
e Dental care (Children) ¢ Non-emergency care when traveling outside the
us.

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

e Abortion e Chiropractic care (10 visits/year) ¢ Routine foot care
e Acupuncture e Hearing aids (Limited to 1 per ear every 3
years)

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: Office of the Insurance Commissioner Phone No. 1-800-562-6900; Ambetter from Coordinated Care Corporation at 1-877-687-1197 (TTY 711);
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 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 a|claim.|This complaint is called a
|grievance prlappeal.|For more information about your rights, look at the explanation of benefits you will receive for that medical|claim.|Your|plan flocuments also
provide complete information on how to submit a[claim,Jappeal,Jor a[grievance for any reason to your|plan.]JFor more information about your rights, this notice, or
assistance, contact: Washington State Office of the Insurance Commissioner, Phone: 1-800-562-6900.

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 1-877-687-1197 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1197 (TTY 711).

Chinese (FX): MNRFEPXHFER), HHRITIXA 5464 1-877-687-1197 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1197 (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 #

[}

f" I y

{deductibles|{copayments|an

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
pay under different health|plans| 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)

$6,000 $6,000 $6,000

W|Specialistfcopayment] $100 m([Specialistjcopayment| $100 m|Specialistcopayment| $100
® Hospital (facility)[coinsurance] 40% ® Hospital (facility)[coinsurance] 40% ® Hospital (facility)[coinsurance] 40%
® Other|coinsurance] 40% ® Other|coinsurance] 40% ™ Other[coinsurance] 40%
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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CHRIZUE fov | coprdinated care.

English:

If you, or someone you are helping, have questions about Ambetter from Coordinated Care Corporation,
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 1-877-687-1197 (TTY 711).

Ambharic:

ACNP MmLI® AA P P+ (M7 NA Ambetter from Coordinated Care Corporation ™ f%® NAPT AT
ATIIAHE Nd NAPFT PAIRIIR dgh, AT NLHO NLILP AC8F AT ABZE PARe)TH AN F AAP T
AChP MLID AA PAR POt AMRE 1Y F7FT PAR,LLTPE PARNMY T A5 /MEID PAL I FoIC NAPFT AT
ACBFPTT AT ATAIAFTT PA F2I9° Meh, AT NLHM- PADPNA AONF AAPF: PHCFIR MLIR /8T
A1 AR TFY AT T ANNP N 1-877-687-1197 (TTY 711) PANA ATAIAFT T PTo74:

Arabic:

4L &)L S5 ol cAmbetter from Coordinated Care Corporation Js> &kl odelud jaseds 4 ol ehdd 0613
oaseds Sl gl el CuS 13 L cwliall o)l (9 4RSS (5T 093 po clialy loglaallg Bielnall fe Jgsamdl (§ @)l bl (LYl
CBg)l 39 4G (6T 193 (o AdL] lodisg Slaslus (A6 (§ 3ol Sblld ¢ Lol sl 3125 A 91/ dumass Al p0 (a3 kel

1.1-877-687-1197 (TTY 711) e ebaedl Slous 5 Juaidl oy cdblid] Slaus of Aozl colods (Al . ossliall

Burmese:
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3900009j 90C 2DLUD0D WCMPIGHIAIODOPIOPO Ambetter from Coordinated Care Corporation
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Mon-Khmer,

‘LT,—Tﬁ?SITfTHﬁ gsmm&m‘—ﬁw USSR T:ﬂSffTﬂﬂﬁ—aiﬁ Ambetter from Coordinated Care Corporation
Immasmsmmﬁﬂﬁﬁ@mﬁdmﬁpﬁELﬂI—IH‘LﬁﬁJ I—IF‘TB‘ISMQSSM@S&’SUJ SHASLIS
t’ﬂﬁ?ﬁﬂIUfﬂH‘r‘—ﬁm mfﬁ’ﬁ‘ﬁﬁtg SHisisnginuiinm ﬁJ'I:TLﬁJ"[_H E_TﬁJ'SIT_‘J'H?‘—\" QSIﬂ,mT:ﬂ‘ﬁ“iwﬂJ
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Cambodian: i:.’SUJ smmﬁﬁamtﬂm@@tm WHSSSIE SHARINUEMNERIUY mi:gggmmamﬁ
AUUMTU UINAYSITNGSIS) mamr—ﬁgm tmﬁr—ﬁammﬁ’r—? LIS
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T TR/ AR TR 7 - A R G Bl RS 1l SR BT - S
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Farsi Persian:

«dyyls Ambetter from Coordinated Care Corporation 2)bys 1w cduS 2 S 5l 4 dyls 4S (83,8 b bt 3]

@ dls 45 (63,8 b e 81 .S dlys @8ge 49 OBOD) 4 OB3g3 Ob) 4 b ledbl 9 S wyls G hilaes ol g
0L a1y golal ileds 9 LSS Ayl (3 S Lo e |y bL3) (51583 4S o Qlw b Bl e IS 2 SS9
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French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter from
Coordinated Care Corporation et que vous ne maitrisez pas |'anglais, vous pouvez bénéficier gratuitement
et en temps utile d'aide et d'informations dans votre langue. Si vous méme ou une personne que vous
aidez souffrez d'un trouble auditif ou visuel qui entrave la communication, vous pouvez bénéficier
gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction
ou de services auxiliaires, veuillez contacter Services aux membres au 1-877-687-1197 (TTY 711).

AMB25-WA-C-00009



Korean:

Fot L= Hote =82 = 20| Ambetter from Coordinated Care Corporation0fl T & & 20|
J[_e=dL 00l s= LOANHMNY HHZ ANAZEGH R AL ZFE2E 22 At
USLICH Aot & ——7‘|5F9| CEE =0 L Y/TF= ALEZ QJAASH H0HO U=
B2 ANARESIHRE EZ P L MEBIASE S H I UASLICLHA E= 82X HHIAS
BFO Al2d & 1-877-687-1197 (TTY 711)H O 2 DI X} A HIA L0 HEHFEAIL.

Laotian:

famannau § t’,j?n@Uﬁgzﬁ‘zhﬂuﬁﬂﬁg?iﬁmuéamﬁa, Jaagaunsafiu Ambetter from

Coordinated Care Corporation, «ag Ugsogauwagadsfia, haul8ntiEunaugoscdie cas éyjufﬁcﬂumm
gognhautnetiaaliane was fiuan. Hamanhay § t’;‘f?ﬂ@Uﬁgﬁmwﬁﬂﬁg?ﬁmuéamﬁa, Jgswaumaonai
68U wag/f naucdocdiviiBngaagnaudsay, naudSaligunaugoscde cas naudSnaucdutoeulaats
h9e «ag fiuoan. delildSunaudsnaycdwasga § J8naucdy, nm’mﬁnfwm Member Services (nau
d8naugsuadn) Wi 1-877-687-1197 (TTY 711).

Pashto:

) g9 o)l 4 Ambetter from Coordinated Care Corporation (595 diwsyo 00)9 gusli & S dan b cguli aS
dfwyyuble3\Wowjﬁjlw&d@fé@)db@@djy}wbcéjﬂuj.@,aéd.gdw.\gJQ‘g\
G ) 3> gl ¢ gt 40 901 5 2 1)) 053w I 3 /9l 9yl 3 (1S5S danye Dy 9l (3 So 4id b, gl &S
15,59 db).@.,o 0l ¢JsS w3 gileus Agdianye b (§)15 3 15, Ay o g 4 9l 4S5 Lyg 4 Olods 5 dunyo dy9idiunye
{otiy 450yl 1-877-687-1197 (TTY 711) 4 0w gileds 9,2 3

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter from

Coordinated Care Corporation e ndo falar inglés, tem direito a obter ajuda e informagdes no seu idioma,
sem qualquer custo e de forma atempada. Se tiver uma condig3o 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 servicos de assisténcia, sem qualquer custo e de forma atempada. Para ter acesso a
tradugGes ou a servigos de assisténcia, contacte os "Member Services" (Servicos de Membros) através
do numero 1-877-687-1197 (TTY 711).

Punjabi:

A 3H, 7 3773 TS HET a3 A'E @& faR faniar 3t @ Ambetter from Coordinated Care Corporation
W3 A fRT HeEe W3 ArEadt U3 996 B wifiard J1 7 397G, A 393 B9 Hee o3 e @8 oA
fowa3t § Hea w3/t Do A" 38 mifir 3, 7 Ho'g Re gaee UEel 3, 3 396 faa faR i3
w3 X fHg Aofed ATes™ w3 Aeet Y3 936 T witerd J1 wigee A ATfed A=l Y3 996
BE, fagur s9a 1-877-687-1197 (TTY 711) '3 HEI AT &% HUIH 93|

Russian:

Ecnv y Bac nam y anua, KOTOpomy Bbl MOMOraeTe, BO3HUKAN Kakne-nnbo Bonpockl 0 nporpamme
cTpaxoBaHusa Ambetter from Coordinated Care Corporation, npu 3Tom Bbl HEAOCTaTOYHO XOPOLLO
BNAZeeTe aHI/IMNCKUM A3bIKOM, Bbl UMeeTe NpaBo Ha becnnaTHYO U CBOEBPEMEHHYIO MOMOLLb U
MHPOPMALMIO Ha CBOEM POAHOM fi3blKe. ECNK y Bac MAK y M@, KOTOPOMY Bbl NOMoOraeTte, Habaogaercs
KaKkoe-1nb0o HapylueHue ciyxa u/uam 3peHuns, KoTopoe NPenATCTBYET KOMMYHUKALMK, Bbl UMEeTe Npaso
Ha 6ecnnaTHble M CBOEBPEMEHHbIe BCMOMOraTe/ibHble YCNYrn 1 NOMOLLb. A nonyyeHusa ycnyr
nepesoga Uan BCnomoraTesibHbIX ycayr obpatutech B otaen ob6cnyKnBaHMA y4acTHUKOB NO HOMepY
1-877-687-1197 (TTY 711).

Somali:

Haddii adiga, ama qof aad caawinaysaa, uu gabo su’aalo ku saabsan Ambetter from

Coordinated Care Corporation, 0o aanu si wanaagsan ugu hadal Ingiriisiga, waxaad xaq u leedahay inaad
hesho caawimo iyo macluumaad ah lugaddaada oo aan kharash ahayn iyo wakhti habboon. Haddii
adiga, ama qof aad caawinayso, aad gabtaan xaalado maqalka ah iyo/ama araga ah oo xanibta wada
xidhiidhka, waxaad xaq u leedahay inaad hesho kaalmada wada xidhiidhka iyo adeegyada oo aan
kharash kugu joogin gaab wakhti habboon ah. Si aad u hesho turjumaad iyo adeegyada kaalmada wada
xidhiidhka, fadlan la xidhiidh Adeegyada Xubinta lambarka 1-877-687-1197 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from

Coordinated Care Corporation y no domina el inglés, tiene derecho a obtener ayuda e informacidn en su
idioma sin costo alguno y de manera oportuna. Si usted, o alguien a quien 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 traduccion,
comuniquese con Servicios para Miembros al 1-877-687-1197 (TTY 711).
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Tagalog:

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

Coordinated Care Corporation, at hindi ka mahusay sa Ingles, may karapatan ka na makakuha ng tulong
at impormasyon sa iyong wika nang walang gastos at sa maagap na paraan. Kung ikaw, o ang iyong
tinutulungan, ay may kondisyon sa pandinig at/o pannikin na nakakaapekto sa komunikasyon, may
karapatan kang makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa maagap
na paraan. Para makatanggap ng mga serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring
makipag ugnayan sa Mga Serbisyo para sa Miyembro sa 1-877-687-1197 (TTY 711).

Tigrigna:

QONH @8 TR AthelH A NHOA A Fecht: Ambetter from Coordinated Care Corporation Haeh G Ambetter
APt RPFARIUTRIPE 917 i §0 27 AT NPYT A2&MC HILANI® el rf ATHY A0S NEIR I 1537
A0 TRhAT AP77 hFCA: 920h AADIP: QONH OL TR AFhIH Al DTS84 HOTPE G& PPATIH DL JOCAL R19°
ATTARNIPT 1627 Al A% kT aPAIPS,[aPCRR. hTHTT A0S SR aPAd Adhkd®:: 68 TCTI° 2L
ao(9PHY, [avChe. ATHF T9PCANE 18R 9°0 T8 ANAT A1d\I0e ST 1 1-877-687-1197 (TTY 711) +¢-fiN=

Ukrainian:

AKwWwo y Bac abo ocobu, AKi BU gonomaraeTe, BAHUKAN 3aNUTaHHA Woao naaHy Ambetter from
Coordinated Care Corporation, ane Bu 4u LA 0coba He BONOZIETE aHINiINCbKOK MOBOLO, BU MAETe NPaBo
OTPUMaTK AONOMOry Ta iHpopMaL,ito CBOEIO MOBOK HE3KOLITOBHO i CBOEYAcHO. AKLW0 y Bac abo ocobu,
AKIl BM AONOMaraere, € Bagm cayxy abo 30py, AKi 3aBaXkatoTb CMiIKYBaHHIO, BU MaETe NPaBo OTPUMATH
[ONOMIXKHI 3ac06M Ta Nocayr 6e3KOLITOBHO 11 cBoeYacHo. LLLo6 oTpumaTn nepeknag abo 4oaaTtkosi
nocnyru, 38’axiTbca 3i Cy»600 06cnyroByBaHHA y4acHUKIB 3a Homepom 1-877-687-1197 (TTY 711).

Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gitp d& c6 cdu hdi vé Ambetter from Coordinated Care Corporation
va khéng thanh thao tiéng Anh, quy vi cé quyén duoc trg gitp va nhan théng tin bing ngdn ngit clia minh
mién phi va kip thoi. Néu quy vi hodc nguwdi ma quy vi dang gidp d& mac bénh vé thinh gidc va/hoic thi
gidc gay can tré giao tiép, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip thoi.
D& nhan dich vu théng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién theo s8
1-877-687-1197 (TTY 711).
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Statement of Non-Discrimination

Ambetter from Coordinated Care Corporation complies with applicable Federal and Washington state civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation or gender identity.
Ambetter from Coordinated Care does not exclude people or treat them less favorably because of race, color, national
origin, age, disability, sex, sexual orientation or gender identity.

Ambetter from Coordinated Care:

*  Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:
* Qualified sign language interpreters
*  Written information in other formats (large print, audio, accessible electronic formats,
other formats)

*  Provides free language assistance services to people whose primary language is not English, which may
include:
* Qualified interpreters
* Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact
Ambetter from Coordinated Care at 1-877-687-1197 (TTY 711).

If you believe that Ambetter from Coordinated Care has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, sex, sexual orientation or gender identity, you can file a grievance
with: Ambetter from Coordinated Care, 1557 Coordinator, P.O. Box 31384, Tampa, FL 33631, 1-855-577-8234 (TTY 711),
Fax 1-866-388-1769, or email SM_Section1557Coord@centene.com. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, Ambetter from Coordinated Care is available to help you.

You can also file a civil rights complaint with:

* The U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office
for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available
at http://www.hhs.gov/ocr/office/file/index.html.

*  The Washington State Office of the Insurance Commissioner, electronically through the Office of the
Insurance Commissioner Complaint portal available at https://www.insurance.wa.gov/file-complaint-or-
check-your-complaint-status, or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are
available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Ambetter from Coordinated Care is underwritten by Coordinated Care Corporation, which is a Qualified Health Plan issuer
in the Washington Health Benefit Exchange. This is a solicitation for insurance. © 2025 Coordinated Care Corporation.
All rights reserved. AmbetterHealth.com/en/wa
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Declaracion de no discriminacion

Ambetter from Coordinated Care Corporation cumple las leyes federales y las leyes del estado de Washington vigentes
sobre derechos civiles y no discrimina por motivos de origen racial, color, nacionalidad, edad, discapacidad, sexo,
orientacion sexual o identidad de género. Ambetter from Coordinated Care no excluye ni trata a las personas de manera
menos favorable por motivos de origen racial, color, nacionalidad, edad, discapacidad, sexo, orientacién sexual o
identidad de género.

*  Modificaciones razonables y ayudas y servicios auxiliares gratuitos y apropiados a personas con discapacidad
para que puedan comunicarse eficazmente con nosotros, por ejemplo:
* Intérpretes calificados de lengua de sefias.
* Informacién por escrito en otros formatos (letra grande, audio, formatos electrénicos accesibles,
otros formatos).

Si usted o alguien a quien ayuda tiene una condicidn auditiva o visual que impide la comunicacion, tiene derecho a recibir
ayudas y servicios auxiliares sin costo alguno y en el momento oportuno. Ambetter from Coordinated Care brinda:

*  Servicios gratuitos de asistencia de idiomas a las personas cuya lengua materna no sea el inglés, por
ejemplo:
* Intérpretes calificados.
* Informacién escrita en otros idiomas.

Si necesita modificaciones razonables, ayudas y servicios auxiliares apropiados o servicios de asistencia de idiomas, llame
a Ambetter from Coordinated Care al 1-877-687-1197 (TTY 711).

Si cree que Ambetter from Coordinated Care no brindd estos servicios o discrimind de otro modo por motivos de origen
racial, color, nacionalidad, edad, discapacidad, sexo, orientacidn sexual o identidad de género, puede presentar una queja:
Ambetter from Coordinated Care, 1557 Coordinator, P.O. Box 31384, Tampa, FL 33631, 1-855-577-8234 (TTY 711),

Fax 1-866-388-1769, o por correo electrénico a SM_Section1557Coord @centene.com. Puede presentar una queja en
persona o por correo postal, fax o correo electrénico. Ambetter from Coordinated Care esta disponible si necesita ayuda
para presentar una queja.

También puede presentar un reclamo sobre los derechos civiles ante estos organismos:

* La Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU. a través del
portal en linea de la oficina para ese fin, en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo o por
teléfono: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,

HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Los formularios de reclamo
estan disponibles en http://www.hhs.gov/ocr/office/file/index.html.

* La Oficina del Comisionado de Seguros del Estado de Washington a través del portal en linea de la oficina
para ese fin, en https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, o por
teléfono al 800-562-6900 o al 360-586-0241 (TDD). Los formularios de reclamo estan disponibles en
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Ambetter from Coordinated Care esta cubierto por Coordinated Care Corporation, que es un emisor de planes de salud
calificados en el Mercado de Beneficios de Salud de Washington. Esta es una solicitud de seguro. © 2025 Coordinated
Care Corporation. Todos los derechos reservados. AmbetterHealth.com/es/wa
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