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

Ambetter Health of Delaware
Elite Silver + Vision + Adult Dental: Limited{Cost Sharing|Plan|Variation

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

balance billing Jcoinsurance Jcopayment,
https://www.healthcare.gov/sbc-glossary

The Summary of Benefits and Coverage (SBC) document will help you choose a health|_p|a_n.|The SBC shows you how you and the|p|an |
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/de/2026-brochures.htmllor call 1-833-919-3214 (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 1-833-919-3214 (TTY 711) to request a copy.

will be provided

What is the overall

|deductib|e]?

$0 individual / $0 family

oot Guestons | s | Why i Maters

See the Common Medical Events chart below for your cost for services this[plan]
covers.

Yes.|Preventive carefservices, primary care,

specialist| and[urgent carelvisits, and certain

prescription drugs|are covered before you meet

Are there services
covered before you meet

your|deductible your|deductible|(see additional information meet your|deductible] See a list of covered|preventive services|at
below). https://www.healthcare.gov/coverage/preventive-care-benefits/

This|plan|covers some items and services even if you haven't yet met the
deductiblejlamount. But a[copayment|or|coinsurance|may apply. For example,
this[plan|covers certain[preventive services|without|{cost sharingjand before you

$0 at Indian Health Care|Provider|(IHCP) or with

Are there other IHCP[referrallat non-IHCP; or Yes, $1,500

You must pay all of the costs for these services up to the specific(deductible

deductibles for specific

services? individual / $3,000 family for

rescription dru
coveraée] There are no other specific|deductibles

| amount before this[plan]begins to pay for these services.

For{network providers] $8,350 individual / $16.700

Thelout-of-pocket limitfis the most you could pay in a year for covered services.

What is thelout-of-pocket] | . “Nor applicable forout-of-network

1

|out-

| If you have other family members in t

[limit for this|planf

his[plan] they have to meet their own
of-pocket limits|until the overall family[out-of-pocket limitlhas been met.

[Premiums]|bala

failure to obtain|
health care this

What is not included in
the|out-of-pocket limit}

roviders
nce-billing|charges, penalties for
reauthorization|for services, and
plan|doesn’t cover.

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

[ fimt

limit

Yes. See

Will you pay less if you
use a|network providerf

https://ambetterhealth.com/en/de/findadoc|or call
1-833-919-3214 (TTY 711) for a list oﬂnetwork

This

jlan‘uses alproviderinetwork| You will pay less if you use a[provider|in the
[planis|network] You will pay the most if you use an[out-of-network provider] and

you might receive a bi
| charge and what your|

lan
Il from alprovider]for the difference between the[provider's|
plan |pays (balance billing). Be aware, your|network

| providers] |provider|might use an[out-of-network provider|for some services (such as lab
work). Check with your|provider|oefore you get services.
Do you need alreferralto | No. You can see the|specialistlyou choose without a|referrall
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Important Questions Why This Matters:

see a[specialistp

45 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 Non-IHCP In-Network Non-IHCP

Services You May Need | Care Provider Provider Out-of-
ervices You May Nee J
Event g (IHCP) (You will pay more) Network

. Provider
You will pay the .
( Ieasrt)) y (You will pay

Common Medical

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat . Covered No Limit.|Cost sharing|waived at
an injury or illness NOETEEE $5O/ visit NteoraEs non-IHCP with IHCP|referral
If you visit a health visit No charge $90/ visit Not covered I’\Il-iocri]lg %:r:\'mlwalved at non-IHCP with
care[provider’s| You may have to pay for services that aren’t
office or clinic |Preventive | preventive. Ask your[providerlif the services
| care]screening] No charge No charge Not covered needed are preventive. Then check what
immunization your]plan]will pay for.[Cost sharing]waived at
non-IHCP with IHCP|referral
$50({Copay|/ visit for
laboratory &
professional services Prior authorization may be required.
50%[Coinsurancelfor Covered No Limit. Other places of service
x-ray & diagnostic may include: Hospital, Emergency Room, or
Diagnostic test|(xray, charge imaging Not covereq | Cuipatient Facilty.
blood work) o [F Failure to obtain prior authorization for any
If you have a test f;%g,for service that requires prior authorizatioq will
professional services res.ult in a denial of bepefits. Cost sharin
and x-ray & diagnostic waived at non-IHCP with IHCP|referral
imaging at other places
of service
Imaging (CT/PET scans _ Prior authoriza_ltiqn may be re uireq.
MRIs) ' No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at

non-IHCP with IHCP|referral
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What You Will Pay

Non-IHCP In-Network Non-IHCP

JELEI L Gl Provider Out-of:
Common Medical : Care Provider . i Limitations, Exceptions, & Other
Event Services You May Need ("fl CP) (You will pay more) lr;l:e;m;l: Important Information
(You will pay the (You will pa
least) pay
the most)
gier 1a -gr?fﬁrg Prior authorization may be required.
eneric retall. o [Prescription drugslare provided up to 30
Generic druas No charae [Copay} prescription Not covereq | 42Ys retail and up to 90 days through mai
g g Tier 1b - Generic order. Mail orders are subject to 2.5x retail
Retail: $30[Copay]/ [cost-sharinglamount [Cost sharing]waived at
prescription non-IHCP with IHCP|referral
If you need drugs to Prior authorization may be required.
oo " Tior 2 Relal: 45% e doys o ol
°°"d|F|°n ' Preferred brand drugs No charge Coinsurance] subject  Not covered orger Mail or derFs) are sub'gct 02 ng etail
gﬂtgﬁt|mel;ir;?;ﬁeli?on | to Rx drug|deductible [cost-sharinglamount.[Cost sharing|waived at
available at Prior authorization may be required.
|:‘I:t95:”7mzet/t;$g:| Non-preferred brand Tier 3 - Retail: 45% lg:/zcrrg;'icl) r;:(;ufslggg g}'{gig;ﬂ;ﬁ i?ail
comien‘de O drugs and Non-preferred | No charge subject  Not covered ) i )
rmulary| generic drugs to Rx drug[deductible order. Mail orders are subject to 2.5x retail

[cost-sharinglamount [Cost sharing]waived at
non-IHCP with IHCP|referral

Tier 4 - Retail: 50% Prior authorization may be required.
subject [Prescription drugs|are provided up to 30
Specialty drugs| No charge to Rx drug|deductible] ' Not covered | days retail and up to 30 days through mail
$150 max applies after order.|Cost sharing|waived at non-IHCP with
[deductiblelis met IHCP[referrall
Facility fee (e.g., Prior authorization may be required.
ambulatory surgery No charge 50%|Coinsurance] Not covered | Covered No Limit.waived at
If you have center) non-IHCP with IHCP|referral
outpatient surgery Prior authorization may be required.
Physician/surgeon fees | No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at
non-IHCP with IHCP|referral
If you need |[Emergency room care] | No charge 50%| Coinsurance]| 50% None|Cost sharing|waived at non-IHCP with
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Common Medical

Event

immediate medical
attention

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)
Coinsurance

Limitations, Exceptions, & Other
Important Information

IHCP|referral

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

|Emergency medical | o [ 50% requires prior authorization. If you receive
| transportation| Mo BIETEE 50%|Cainsurance service from an out of|network|ground/water
ambulance|provider] you may be subject to
balance billing{|Cost sharing|waived at non-
IHCP with IHCP|referral
No charge $60[Copay]/ visit Not covered I’\II-IO(?S i?::rzrl\ann waived at non-IHCP with
Facility fee (e.g., hospital Prior authorization may be required.
room)y 9. NOSP No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at
If you have a non-IHCP with IHCP|referral
hospital stay Prior authorization may be required.
Physician/surgeon fees | No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at
non-IHCP with IHCP|referral
Office Visit: $50]Copay| Prior authorization may be required.
If RN [ visit; Covered No Limit. {Primary Care Provider]|
h y?tuhnseh men aI Outpatient services No charge Other Outpatient Not covered (PCP) and other practitioner office visits do
heal th, chaviora Services: 50% not require prior authorization.)| Cost sharing]
sﬁzsta;:cre abuse [Coinsurance] waived at non-IHCP with IHCP|referral
e . ' _ Prior authorizatiqn may be re uired..
Inpatient services No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at
non-IHCP with IHCP|referral
Prior authorization not required for deliveries
within the standard timeframe per federal
If you are pregnant | Office visits No charge $50/ visit Not covered

regulation, but may be required for other
services.|Cost-sharing|does not apply for
preventive services| such as routine pre-
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Common Medical
Event

What You Will Pay

. Non-IHCP In-Network Non-IHCP
Indian Health .
. Provider Out-of-
Care Provider (You will pay more) Network
(IHCP) pay

. Provider
You will pay the .
( Ieasg) y (You will pay

the most)

Services You May Need

Limitations, Exceptions, & Other
Important Information

natal and post-natal|screenings] Depending
on the type of services,
[deductible]or[copayment|may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).[Cost sharing|waived at
non-IHCP with IHCP|referral

Childbirth/delivery
professional services

50%(Coinsurance|

No charge Not covered

Prior authorization may be required.|Cost-
sharing|does not apply for{preventive

Childbirth/delivery facility
services

50%|Coinsurance|

No charge Not covered

services| Depending on the type of services,
copayment][coinsurance]or[deductiblelmay
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

If you need help
recovering or have
other special health
needs

50%|Coinsurance|

[Home health care] No charge Not covered

Prior authorization may be required. Limited
to 100 visits per year.|Cost sharing|waived
at non-IHCP with IHCP|referral

Outpatient: 50%
Inpatient: 50%

|Rehabi|itation services|

No charge Not covered

Outpatient: Prior authorization may be
required. Limited to 30 visits per year
(combined for occupational and physical
therapy), limited to 30 visits per year for
speech therapy. Note: Limits do not apply
when treatment is provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be

required. Covered No Limit.
Cost sharing|waived at non-IHCP with [HCP
referral

Not covered

|Habi|itation services|

No charge

Qutpatient:50%
[Coinsurance]

Outpatient: Prior authorization may be
required. Limited to 30 visits per year
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What You Will Pay

. Non-IHCP In-Network Non-IHCP
Indian Health Provider Out-of
Common Medical . i et
Services You May Need SR T B (You will pay more) Network
Provider
(You will pay

Inpatient: 50% (combined for occupational and physical
m therapy), limited to 30 visits per year for
speech therapy. Note: Limits do not apply
when treatment is provided for a mental

health/substance use disorder diagnosis.
Inpatient: Prior authorization may be

required. Covered No Limit.
Cost sharin§|waived at non-IHCP with IHCP
referral

Prior authorization may be required. Limited
to 120 days per admission in a facility.

Limitations, Exceptions, & Other
Important Information

Event (IHCP)
(You will pay the
least)

[Skilled nursing care] No charge 50%|Coinsurance] Not covered  Benefits renew after 180 days without care.
Cost sharing|waived at non-IHCP with IHCP
referral

[Durable medical | Prior authorization may be required.

. No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at

| egmgment|

non-IHCP with IHCP|referral

Prior authorization may be required.

|Hospice services| No charge 50%|Coinsurance] Not covered  Covered No Limit.[Cost sharing]waived at
non-IHCP with IHCP[referral

Limited to 1 visit per year.|Cost sharing
waived at non-IHCP with IHCP|referrall

If your child needs . , Limited to 1 item per year.[Cost sharin
dental or eye care il s MO GIETEE RO LT Molteaiae waived at non-IHCP with |HCP|referraI

Children’s eye exam No charge No charge Not covered

Children’s dental check-
up

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 Acupuncture e Dental care (Children) o Non-emergency care when traveling outside the
o Cosmetic surgery e Long-term care U.S.

Not covered Not covered Not covered None
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Services Your{Plan 3enerally Does NOT Cover (Check your policy or|plan focument for more information and a list of any other{excluded services|)
e Weight loss programs

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

e Abortion e Dental care (Adult-visit & item limits apply per e  Private-duty nursing
e Bariatric surgery year. $1,000 annual dollar limit per year per e Routine eye care (Adult-one visit, one frame, and
e Chiropractic care (Limited to 30 visits per year) person.) one pair of lenses. Dollar allowances apply to
e Hearing aids (Limited to 1 hearing aid per ear hardware.)
per 3 years) ¢ Routine foot care

o Infertility treatment

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 of Delaware at 1-833-919-3214 (TTY 711); Delaware Department of Insurance, Insurance Commissioner, 1351 West North Street,
Suite 101, Dover, DE, 19904, Phone: 1-800-282-8611; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Delaware

Consumer Assistance Program at 1-800-282-8611; 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
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 Jappeal,Jor a[grievance for any reason to your[plan.]For more information about your rights, this notice, or

assistance, contact: Delaware Department of Insurance, Insurance Commissioner, 1351 West North Street, Suite 101, Dover, DE, 19904, Phone: 1-800-282-8611.
Additionally, a consumer assistance program can help you file your[appeal] Contact Delaware Consumer Assistance Program at 1-800-282-8611.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage enerally includes[plans|[health insurancelavailable through the[Marketplace]or 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,|you may be eligible for a[premium tax credit o help you pay for a[plan jhrough the[Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-919-3214 (TTY 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-919-3214 (TTY 711).

Chinese (FX): INRFEZFXHEB, HIRITIXAFHY 1-833-919-3214 (TTY 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-919-3214 (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

'
“
3

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

pay under different health|plans

providers|charge, and many other factors. Focus on the[cost-sharinglamounts
[deductibles][copayments]and|coinsurance] and[excluded services|under the[plan] 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 $0

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

overallldeductible $0

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care)

$0

H|Specialistlcopayment| $90 m|Specialistlcopayment| $90 m|Specialistjcopayment| $90
® Hospital (facility)[coinsurance] 50% m Hospital (facility)|coinsurance] 50% ™ Hospital (facility)|coinsurance] 50%
m Other[coinsurance] 50% ® Other[coinsurance] 50%  Other|coinsurance] 50%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist|office visits (prenatal care) [Primary care physician|office visits (including Emergency room care|(including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests|(x-ra
Childbirth/Delivery Facility Services Diagnostic tests|(blood work) Durable medical equipment|(crutches)
Diagnostic tests|(ultrasounds and blood work) Prescription drugs Rehabilitation services|(physical therapy)
Specialist|visit (anesthesia) Durable medical equipment|(glucose meter)
Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 |Deductibles $0 [Deductibles $0
$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[referrallat 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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S - delaware

English:

If you, or someone you are helping, have questions about Ambetter Health of Delaware, 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 1-833-919-3214 (TTY 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter Health of Delaware y no
domina el inglés, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno y de manera
oportuna. Si usted, o alguien a quien esta ayudando, tiene un impedimento auditivo o visual que le
dificulta la comunicacidn, tiene derecho a recibir ayuda y servicios auxiliares sin costo alguno y de manera
oportuna. Para recibir servicios auxiliares o de traduccidén, comuniquese con Servicios para Miembros al
1-833-919-3214 (TTY 711).

Chinese
(Traditional):

RS EAE NI SARAY Ambetter Health of Delaware J7EIAYRE » HAKEEISGE - I0H
REFI B0 K i DU B S E B AR E R - QD%Q\JZ,_\IEETMEJJBﬁ%ﬁ%ﬁﬁ'ﬁjﬁﬂ/&ﬁﬁiﬂﬁ
[RE > [HESE 7088 > A RER R R R S B S SR AT - 5 S ENEEsCHEn AR - 3B
4o dr SRTSES » BEEE R 1-833-919-3214 (TTY 711) -

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter Health of Delaware, epi nou pa métrize
Anglé, nou gen dwa pou jwenn ed 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
petibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sevis oksilyeé gratis epi nan moman ki
apwopriye a. Pou resevwa sévis tradiksyon oswa sevis oksilyé yo, tanpri kontakte Sevis Manm yo nan
1-833-919-3214 (TTY 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter Health of
Delaware 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 1-833-919-3214 (TTY 711).

Hindi:

mmmaﬁéﬁwwﬁrmﬁmww%ﬁ % 91T Ambetter Health of Delaware ﬁs_fs*

R & 3R 31T et 33T & AR 76T 8, oY 3TTehT 3191l $1T9T & T IR THT TR Ferddr 3R
ST SToe et T 31T &, 319 3Torent AT foreft O caferer Y forarehT 3 #igg Y @ €, gofet
3R/AT e F FHEAT B § 3R sHA Sraid S1fd gt g, aY 3ot foaT fheY et & 3R §HT )
HETIh TETIT 3R AT UIeel it hr TR §. 3eTdTe; T HEReh YaTU TTecd et oh Tl Hodm
1-833-919-3214 (TTY 711) T TEET VATU ¥ HYSH 1.

Arabic:

CAISSY) Al Gl iz oSS @Jg cAmbetter Health of Delaware Jg> dliwd odelud (ases g gl bl o513
s L;ly el cdbu p«SL)‘ sliall B gl 63 4k LS‘ 099 o0 iz Gloglaally sucluwdl e Jguaxl) 6 Gl ebald
<o)l 39 a5 6\ 099 30 4dLs) wledsg iluelune ua.l: & @l cbdd ¢ Juolgill Gaad 4;J,a)3|/3 draw Al> (10 couclud
.1-833-919-3214 (TTY 711) e bacl Glous 5 JuaiVl (2 cdudls| Glads ol des il Olods S wliall

Gujarati:

R Mol waall R BHo{l HeE 53] el 8l AL 5185 cU(5A Ambetter Health of Delaware (A3 Yl
Al el iy Hl Ycllat ot 8L, Al dAMal 5165 Wl sl (Aotl Wl AHAUR AHIZ] AUMHL HEE A&l
HUR A Rnctateall AR 512 B. % AR AU AR FHAl HEE 53] 28U 8l A S U5 staatalsa
wol/maal gilAnas el WS 8la d & duRal waRudl 81, Al dHal 518 wal saul (Asil
U AHAUUR ASLAS USLA AUl Al YLt sclloll U(BS1R B, ojclle e UslaUs A Ylid
sl HI2, 5UL 531\ 1-833-919-3214 (TTY 711) UR Uelo{l ActAoll A ub 5L
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Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter Health of Delaware,
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 1-833-919-3214 (TTY 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter Health of Delaware 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 Hér und/oder Sehbeeintrichtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-833-919-3214 (TTY 711).

Telugu:

EL BT QB DSFOHO TN, 5588 Ambetter Health of Delaware MHEOD (%) 0 &OT
S0B05) B YONRES’ DYENEN SPENFS, AFO D 2 DSFONO HBAHN DdFT B0
DD AETIETO O DO GIBOMT FPOT T80 SO, T BT A DSFONO TBRD),
35588 DIBA HEON/BT 3935 02008 FBEE DBV SO ENTsATASS’ 362050
EORSB, DB DIFONE DOET*EN BN WO DI AEFETOMT BN SISO
SPOT T80 EOB &5°) 0. @900 BT DIFANE VIO FPORETE, OHTR 025D
DB & 1-833-919-3214 (TTY 711) &° SO° DO OTI0R.

Korean:

H

FR o
|0 1o fIr H» Qb

8t= 20| Ambetter Health of Delaware0il it 2 20| U= dS2 IOl
HoHE AN Z AMAMEGIH RE XY HEE 22 HelJ USLICH A
Ol S22 &= 20l L Y/E= MLF2=Z ALSH Xron} 82
pS) [

NHESEX L AMEIAS &= At O"‘LIEP sHL=2X MHIAS

>_

n =

Urdu:

35551 09 )91 e Al ByS @Ylgus ae 2 )L S Ambetter Health of Delaware o9 oy 4))5;»@ OT § oz b T S
TS bl S 3> 8358 Jaol> loglas 9l se 3950 )51 ddglas Do (e 0L il 58 T 95 e L vl o
ST e dow e O98) o cliolge aw pur w0 Glad Gliny 35S Ut obas bgl ceslows gl e )5S 3
fﬁolﬂ o S 355 ol ©lads Oglae b dozys Pt £ 3,5 duol> Gilods gl sldal Oglan g o gl Caze

“oS Al au s sas 5 1-833-919-3214 (TTY 711)

Yoruba:

Bi iwo, tabi enikan ti iwo n ran 16wd, ba niibéere nipa Ambetter Health of Delaware, ti o ko si mo ede
Geési so daraddra, o ni eto lati riiranlowo ati alayé gba ni ede re l6feé ati ni akoko to ye. Biiwo, tabi
enikan tiiwo i ran 1o0wd, ba niisoro ighoro ati/tabiiriran té i di ibaraenisoro 16wo, o ni &td lati gba awon
ohun iranwd igboro ati awon isé iranw¢ ldisanwé ati ni akdko té ye. Lati gba awon ise itumo edeé tabi
awon ise iranléwo, jowo kan si Awon ise Omo egbé ni 1-833-919-3214 (TTY 711).

Dutch:

Als u, of iemand die u helpt, vragen heeft over Ambetter Health of Delaware en de Engelse taal niet
machtig is, hebt u het recht om kosteloos en tijdig hulp en informatie in uw taal te krijgen. Als u,

of iemand die u helpt, een auditieve en/of visuele beperking heeft die de communicatie belemmert,
hebt u recht om kosteloos en tijdig hulpmiddelen en ondersteuning te ontvangen. Om vertaal- of
ondersteuningsdiensten te ontvangen, kunt u contact opnemen met Ledenservice via
1-833-919-3214 (TTY 711).

Swahili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter Health of Delaware, na huelewi
Kiingereza vizuri, una haki ya kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote na kwa
wakati ufaao. Ikiwa wewe, au mtu unayemsaidia, ana tatizo la kusikia na/au la kuona ambalo linazuia
mawasiliano, una haki ya kupata usaidizi na huduma za ziada bila kulipa ada yoyote na kwa wakati
unaofaa. Ili kupata huduma za tafsiri au za ziada, tafadhali wasiliana na Huduma kwa Wanachama
1-833-919-3214 (TTY 711).
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