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

Ambetter of Tennessee

Everyday Gold + 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|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/tn/2026-brochures.htmljor call 1-833-709-4735 (Relay 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 1-833-709-4735 (Relay 711) to request a copy.

will be provided

What is the overall

deductiblef

$0 at Indian Health Care[Provider|(IHCP) or with
IHCP]referral]at non-IHCP; or $800 individual /
$1,600 family

Why This Matters:

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

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

deductible

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

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

~J

Yes.|Preventive carelservices, primary care,

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

This[plan|covers some items and services even if you haven't yet met the
deductiblelamount. But a[copayment|or|coinsurance|may apply. For example,
this|plan]covers certain cost sharingland before you
i preventive services|at

services?

below). https://www.healthcare.gov/coverage/preventive-care-benefits/
Are there other
deductibles for specific No. You don't have to meet|deductibles|for specific services.

What is the|out-of-pocket
[limit for this|plan?

For|network providers| $7,250 individual /

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

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

roviders

you have other family members in this[plan] they have to meet their own[out-of-
pocket limits|until the overall family|out-of-pocket limit|has been met.

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

Premiums||balance-billing|charges, penalties for
failure to obtain|preauthorization|for services,
and health care this|plan|{doesn’t cover.

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

o]

Will you pay less if you
use a|network providerp

Yes. See
https://ambetterhealth.com/en/tn/findadoc|or call
1-833-709-4735 (Relay 711) for a list of|network

grovidersl

This|plan]uses a[providernetwork| You will pay less if you use alprovider]in the
[planis|network] You will pay the most if you use an[out-of-network provider] and

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 anout-of-network providerlfor some services (such as lab

work). Check with your|provider|before you get services.

SBC-70111TN0120030-03-2026

Underwritten by Celtic Insurance Company
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Important Questions Why This Matters:

Do you need alreferral to — ,
— No. Y n he[specialist h with referral
see alsoecalist 0 ou can see the|specialist|you choose without areferrall

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 Non-IHCP In-Network Non-IHCP Out-
Common Medical Services You | Care Provider Provider of-Network Limitations, Exceptions, & Other Important

Event May Need (IHCP) (You will pay more) Provider Information
(You will pay (You will pay

~J

the least
Unlimited Virtual 24/7 Care Visits received from
Primary care - Ambetter's designated telehealth covered
visitto treatan | No charge 3234{:’;2“@ 00| Not covered at No Charge,[providers|covered in full,|deductible
injury or illness e PRIy does not apply.|Cost sharing|waived at non-IHCP
If you visit a health with IHCP{referral
care[provider's| — $55|Coga%|/ visit; None|Cost sharing|waived at non-IHCP with [HCP
office or clinic Specialstjvisit o charge deductible|does not apply Not covered referral
e | You may have to pay for services that aren’t
care]screenin No charge No charge;|deductible|does Not covered preventive. Ask your §rowder||f the services
LI;!I. — not apply needed are preventive. Then check what your[plan]
immunization .
will pay for.
$35|Copay|/ visit;
deductible|does not apply
for laboratory & Prior authorization may be required. Covered No
professional services Limit. Other places of service may include:
Diagnostic test 35%[Coinsurancelfor x-ray Hospital, Emergency Room, or Outpatient Facility.
(x-ray, blood No charge & diagnostic imaging Not covered Failure to obtain prior authorization for any service
If you have a test work) A rars that requires prior authorization will result in a
35 /ofo.r denial of benefits.| Cost sharing|waived at non-
laboratory & professional IHCP with IHCP[referral
services and x-ray & Wi [elera]
diagnostic imaging at other
places of service
Imaging == Prior authorization may be required. Covered No
(CTIPET scans, | \OCharge | 36%(Coinsurance Notcovered | it [Cost sharing]waived at non-IHCP with IHCP
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What You Will Pay

Indian Health Non-IHCP In-Network Non-IHCP Out-
Common Medical Services You | Care Provider Provider of-Network Limitations, Exceptions, & Other Important
Event May Need (IHCP) (You will pay more) Provider Information
(You will pay (You will pay
the least) the most)
MRils)
Tier 1a - Preferred Generic
Reta'l3_$3 Prior authorization may be required.[Prescription |
prescription;|deductible [drugs]are provided up to 30 days retail and up to
Genericdrugs  No charge does not apply Not covered 90 days through mail order. Mail orders are subject
If you need drugs to Tier 1b - Generic Retail: to 3x retailamoun
treat your illness or $15[Copay]/ prescription; waived at non-IHCP with IHCP|referrall
condition deductible|does not apply
More information Preferred brand Tier 2 - Retail: $60‘Coiay|/
about|prescription druas No charge prescription;|deductible Not covered Prior authorization may be required.
| drug coveragelis g does not apply [drugslare provided up to 30 days retail and up to
available at Non-preferred 90 days through mail order. Mail orders are subject
[nttps://ambetterheal| prand grugs and Tier 3 - Retail: 45% to 3x retail|cost-sharinglamount.|Cost sharing|
th.com/en/tn/2026fo | Non-preferred No charge Coinsurance Not covered waived at non-IHCP with IHCP|referral
| rmulary| generic drugs
Prior authorization may be required.[Prescription |
Tier 4 - Retail: 50% [drugs]are provided up to 30 days retail and up to
Specialty drugs| | No charge [Coinsurance] Not covered 30 days through mail order.[Cost sharing]waived at
non-IHCP with IHCP[referrall
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory No charge 35%|Coinsurance] Not covered Limit[Cost sharing]waived at non-IHCP with IHCP
If you have surgery center) referral
outpatient surgery Phvsician/ Prior authorization may be required. Covered No
ySICIan/SUrge o charge 35%| Coinsurance Not covered Limit.|Cost sharing|waived at non-IHCP with IHCP
on fees
referrall
|Emergency | No ch ssulCo 35% None|Cost sharing]waived at non-IHCP with IHCP
If you need [ room care| 0 charge o2 OINSTANCE [Coinsurance] referral
mdito e Ereer
. . 0, . ) ) -
attention medical Mo ETEgE 35%|Coinsurance Coinsurance emergent transport requires prior authorization. If

transgortation|

you receive service from an out offnetwork]
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What You Will Pay

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

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

Indian Health
Care Provider
(IHCP)
(You will pay

Services You
May Need

Common Medical
Event

Limitations, Exceptions, & Other Important
Information

the least)

ground/water ambulance|provider| you may be
subject tobalance billing|{Cost sharing|waived at
non-IHCP with IHCP|referral

i

None|Cost sharing|waived at non-IHCP with IHCP

ry professional

$45|Copay|/ visit;
No charge %Wdoes ot apply Not covered m&‘_ﬁﬂ
Facility fee (e.g . P.rio.r authorizatipn may be required. Covered No
hospital room.) " No charge 35%|Coinsurance| Not covered Limit.|Cost sharing|waived at non-IHCP with I[HCP
If you have a referral
hospital stay Physician/surge Prior authorization may be required. Covered No
on foes No charge 35%)| Coinsurance Not covered Li:cnit. waived at non-IHCP with IHCP
referra
Office Visit: $35|Copayl/ Prior authorization may be required. Covered No
i d tal | Outpatient visit;{deductible|does not Limit. {Primary Care Provider|(PCP) and other
el P No charge apply; Not covered practitioner office visits do not require prior
health, behavioral | services Other Outpatient Services: authorizatwaived at non-IHCP
hezltr, or b 35%[Coinsurance] with IHCP|referral
::r\: czr;ce abuse Inpatient . P_rio_r authorizati_on may be required. Cove_red No
services No charge 35%| Coinsurance] Not covered Ll;nlt.walved at non-IHCP with IHCP
referra
Prior authorization not required for deliveries within
the standard timeframe per federal regulation, but
may be required for other services.
does not apply for[preventive services| such as
. $35|Copay|/ visit; routine pre-natal and post-natal{screenings
I vou are breanant DIt e 1O ETE deductible|does not apply MISETTEIER Depending on the type of services,|coinsurance]
y preg |deductible]or{copayment|may apply. Maternity care
may include tests and services described
elsewhere in the SBC (i.e., ultrasound).
[sharing]waived at non-IHCP with IHCP[referral
Childbirth/delive charge 359 Not covered Prior authorization may be required.|Cost-sharing|

does not apply for{preventive services| Depending
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What You Will Pay

Indian Health Non-IHCP In-Network Non-IHCP Out-
Common Medical Services You | Care Provider Provider of-Network Limitations, Exceptions, & Other Important

Event May Need (IHCP) (You will pay more) Provider Information
(You will pay (You will pay
the least) the most)

services on the type of services,|copayment]| coinsurance|or
I , |deductiblelmay apply. Maternity care may include
Childbirth/delive tests and services described elsewhere in the SBC
" o 7
ry facility No charge 36%|Coinsurance Not covered (i.e., ultrasound).[Cost sharing|waived at non-IHCP
Services with IHCP[referral
[Home heath | Prior authorization may be required. Limited to 60
No charge 35%|Coinsurance] Not covered visits per year[Cost sharing]waived at non-IHCP
Lcare] with IHCP{referral

Outpatient: Prior authorization may be required.
Limited to 20 visits per year per therapy
(occupational therapy, physical therapy and
speech therapy); limited to 36 visits per year per

Outpatient: 35% :
— . therapy for cardiac and pulmonary therapy. Note:
JRehebiltaton ™| m Not covered Limits do not apply when provided for a mental

. No charge —— =
| services| I(r;1Iat|ent. 35% health/substance use disorder diagnosis.
oinstirance Inpatient: Prior authorization may be required.

¢ Covered No Limit.
If you need help Cost sharing|waived at non-IHCP with IHCP
recovering or have referral

other special health
needs

Outpatient: Prior authorization may be required.
Limited to 20 visits per year per therapy
(occupational therapy, physical therapy and
speech therapy); limited to 36 visits per year per

[Habiltat | 8ultatient: 35% therapy for cardiac and pulmonary therapy. Note:
el el No charge I omt§ ur?lné:go/ Not covered Limits do not apply when provided for a mental
Lservices| ° 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 60
0,
No charge 35%Coinsurance Not covered days per year [Cost sharing]waived at non-IHCP

[Skilled nursing |
[ care]
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What You Will Pay

Indian Health Non-IHCP In-Network Non-IHCP Out-
Common Medical Services You | Care Provider Provider of-Network Limitations, Exceptions, & Other Important

Event May Need (IHCP) (You will pay more) Provider Information
(You will pay (You will pay
the least) the most)

with IHCP|referral
Prior authorization may be required. Covered No

Durable medical , L - ; )
squipment No charge 35%]|Coinsurance] Not covered Ir_é;rg:} waived at non-IHCP with IHCP
e | Prior authorization may be required. Covered No
D No charge 35%| Coinsurance] Not covered Limit[Cost sharing]waived at non-IHCP with IHCP
| services|
Children’s eye No charge No charge;|deductible|does Not covered Limited to 1 exam per year. Cost sharing|waived at
exam not apply non-IHCP with IHCP|referral
If your child needs = Children’s No charge No charge;[deductible|does Not covered Limited to 1 !tem per year.|Cost sharing|waived at
dental or eye care glasses not apply non-IHCP with IHCP|referral
Children's Not covered Not covered Not covered None

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|)

o Abortion (Except in cases when the life of the e Dental care (Children) o Non-emergency care when traveling outside the
member is endangered) e Infertility treatment u.s.

e Acupuncture e Long-term care e Private-duty nursing

e Bariatric surgery o Weight loss programs

o Cosmetic surgery

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan flocument.)
o Chiropractic care (Limited to 20 visits per year) e Hearing aids (Limited to 1 item per year every 3 e  Routine foot care

o Dental care (Adult-visit & item limits apply per years)
year. $1,000 annual dollar limit per year per e Routine eye care (Adult-one visit, one frame,
person.) 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 of Tennessee at 1-833-709-4735 (Relay 711); Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., Nashville,
TN, 37243-0565, Phone: 1-615-741-2218; Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); Tennessee Consumer
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Assistance Program at 1-800-342-4029; or Office of Personnel Management Multi-State Plan Program at{https://www.opm.gov/healthcare-insurance/multi-state-plan- |
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 ajclaim.|This complaint is called a
larievance prlappeal.|For more information about your rights, look at the explanation of benefits you will receive for that medical|claim.|Your{plan flocuments also
provide complete information on how to submit a|claim,Jappeal,Jor a[grievance for any reason to your[plan.]For more information about your rights, this notice, or
assistance, contact: Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., Nashville, TN, 37243-0565, Phone: 1-615-741-2218.
Additionally, a consumer assistance program can help you file your Contact Tennessee Consumer Assistance Program at 1-800-342-4029.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage fenerally 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,Jyou may be eligible for a[premium tax credit o help you pay for a[plan {hrough the[Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-709-4735 (Relay 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-709-4735 (Relay 711).

Chinese (A X): INRFEHRXHIEEBN, 1HILITIXA 514 1-833-709-4735 (Relay 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-709-4735 (Relay 711)
] To see examples of how this|plan|might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

depending on the actual care

ou receive, the prices your

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

[}

'
“
3

{deductibles|{copayments|an

pay under different health|plans

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

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

@ overallldeductible

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

controlled condition)

overall|deductible

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

follow up care)

$800 $800 $800

W |Specialistlcopayment| $55 M|Specialistlcopayment| $55 M|Specialistlcopayment| $55
® Hospital (facility)[coinsurance] 35% m Hospital (facility)|coinsurance] 35% ® Hospital (facility)|coinsurance] 35%
® Other|coinsurance] 35% ® Other[coinsurance] 35% ® Other[coinsurance] 35%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist|office visits (prenatal care) [Primary care physician|office visits (including Emergency room care|(including medical supplies)
Childbirth/Delivery Professional Services disease education) Diagnostic tests|(x-ra
Childbirth/Delivery Facility Services Diagnostic tests| (blood work) Durable medical equipment|(crutches)
Diagnostic tests|(ultrasounds and blood work) Prescription drugs Rehabilitation services|(physical therapy)
Specialist|visit (anesthesia) Durable medical equipment|(glucose meter)
Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 |Deductibles $0 |Deductibles $0
$0 [Copayments $0 [Copayments $0
Coinsurance $0 |Coinsurance $0 |Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $0  Limits or exclusions $0  Limits or exclusions $0
The total Peg would pay is $0 The total Joe would pay is $0 The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP[provider|or with IHCP[referral]at a non-IHCP. If you receive care from a non-IHCP[provider]
without a[referrallfrom an IHCP your costs may be higher.

The[plan]would be responsible for the other costs of these EXAMPLE covered services.
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& ambetter:

of Tennessee

English:

If you, or someone you are helping, have questions about Ambetter of Tennessee, 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
1-833-709-4735 (Relay 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of Tennessee 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 comunicacién, tiene derecho a recibir ayuda y servicios auxiliares sin costo algunoy
de manera oportuna. Para recibir servicios auxiliares o de traduccidn, comuniquese con Servicios para
Miembros al 1-833-709-4735 (Relay 711).

Arabic:

@ 3! chald oSyl AL B)b oSS oJg cAmbetter of Tennessee Jg> diwl sdclud pasd s ol bl 08'13|
o0 B odelud aseds S ol il caS 1] L cwsliadl 391 (39 45 (ST 095 (o cliads ilo glaally Buelinall e Jgsaxll
liall 23 )1 89 4885 (5T 093 (0 AdLB] iledsg ARSI 5 (3 3 bl ol gl (Baad & 9/9 dprons A

.1-833-709-4735 (Relay 711) Je sbacyl wloas 5 Juaidl (2 cddls] wlous ol dezr il loas (4l

Chinese:

WRAE SR EAE RNV E 22 ¥ Ambetter of Tennessee Firie (TR B A RIRE - HAAKEEI5RE
TCHERER &G S DU BB ES B BRI E RN o AR BRI B B S AR R0/ 50
J1 FAIRSRE - BEEE 1B > A RER R K RSB SR AR o S B AUS BRSO EN AR
1% o iElRsE e BAREES - BEEhE 1-833-709-4735 (Relay 711) -

Ambharic:

ACOHP OLI° AA P99.09H-T AD-F A Ambetter of Tennessee TPE NAPT AT A7ILHT N DAY PATOII° Den,
AS MA@ NLTRP WC8T WG 0948 91T T T avIF APt ACAP OLI° AA 0910911 AD<F T FITT 091.085P&
PaATYF WG/ DRIP PHL I TOC NAPTE AT ACSFPF T hG AIANNCETT P4 I°79° D¢, AG NLHD- Paop1) a1t
KNP OFCTI° ORIP L4 ATAINTTT ATITTF AQhP (1 1-833-709-4735 (Relay 711) PAOA ATd\hotT

7 £G4

Gujarati:

S| dHa Al d Bl Hee 531 2@l €l A 516 U (Sdal Ambetter of Tennessee (A2l U] €1U
) AU UL o 1Y, Al dHe 516 WA sUL [cloll el YHAU dHIZ] HINIHI Hes dell
Hiledl Anadlel A1 (512 8. %) dR wWedl dH BHs{l Hee 531 28ll &l Ad] 516 (5 HaQiLsd
wel/edl ¢(RlaNUs warellef]l Yl(Sd S1d 3 % AR WYl S, dl dHal 516 Wl sl [dsil
o UHUUR UEIUS USIU dell Ad ] UIH 5 lell W[ES1R B, wojdle weUd| Y&IUS Ad 1] UIH
5L HI2, SUL S 1-833-709-4735 (Relay 711) U U®Uefl Acivilel] U5 53).

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter of Tennessee va khéng thanh
thao tiéng Anh, quy vj cé quyén duoc tro gitp va nhan thong tin bang ngdn ngit cia minh mién phi va
kip thei. N&u quy vi hodc ngudi ma quy vi dang gitp d& mac bénh vé thinh gidc va/hodc thi gidc gay can
tré giao ti€p, quy vi cé quyén dwoc nhan cac ho tro va dich vu phu tro mién phi va kip thoi. D& nhan
dich vu théng dich hoc dich vu phu trg, vui Iong lién hé bd phan Dich Vu Thanh Vién theo s6
1-833-709-4735 (Relay 711).

Laotian:

2 1 a 2 2 o A °o o 2 ' o Ao 1 5] 3
tiamandau § faddiaiinaunadotiinavgoecdie, Daanaunsoiiu Ambetter of Tennessee, €as
' v o 1 A [y2e) ' o % A ' S 2 1 (33
295939VWaAFAINA, mQUuﬁﬂtﬂguﬂQUgaﬂﬁmﬁ s QJ‘;’J1JU]CﬁUZU‘]&!‘]Q@SUMUEQ@JUUQ‘]?QQ‘]@J (8 NU

2 ! a vy 2 h A ° w g ' a A v o S o A
9. famanway § togsiitinaunadatsinaugoecdie, Taswavnagnantiby was/f navdacdiui
[%) g. ' a v ' a ° S 2 1 3} h Oy v
202099NAUIFTAU, UISHJJJQQ\LOSUJVTUQQEJCQS (83151 NQUUQJ}QUCQUEOEJUUE]EIEQQE]EJ (L8 NUCII. Ewa((?m\[,ﬂ

Sunaudanaucdwaga § dSnaucdu, ns@mﬁnﬁmﬂ naudSnausgzuasn LG 1-833-709-4735 (Relay 711).
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Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter of Tennessee, 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. lli kupata huduma za tafsiri au za ziada, tafadhali wasiliana na Huduma kwa Wanachama
1-833-709-4735 (Relay 711).

Ukrainian:

AKLWO y Bac abo ocobu, AKil BM onomaraeTe, BUHUMKAM 3annUTaHHA Woao naaHy Ambetter of Tennessee,
ane B uM ua ocoba He BONOAIETE aHININCbKOIO MOBOIO, BU MaeTe NpPaBo OTPMMaTH 4OMNOMOry Ta
iHbopmaL,ito CBOEID MOBOIO HE3KOLWTOBHO 1 cBOeYacHO. AKLO y Bac abo ocobu, AKilt BU gonomaraeTe,
€ Bagm cnyxy abo 30py, AKi 3aBaKatloTb CMiJIKYBaHHIO, BU Ma€ETe NMPaBo OTPMMATK AOMNOMIXKHI 3acobu Ta
nocayru 6e3KoLWToBHO 1 cBoevacHo. LLLo6 oTpumaTth nepeknas abo 404aTKOBI NOCAYTM, 3B’ AXKITbCA 3i
Cnyxb60t0 06CyroByBaHHA y4acHUKIB 3@ Homepom 1-833-709-4735 (Relay 711).

Korean:
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of Tennessee hat und nicht Englisch spricht,
haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu erhalten. Falls
Sie oder jemand, dem Sie helfen, eine H6r und/oder Sehbeeintrachtigung hat, die die Kommunikation
beeinflusst, haben Sie das Recht, kostenlos und zeitnah zusatzliche Hilfe und Dienstleistungen zu
erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten, wenden Sie sich an den
Kundendienst unter 1-833-709-4735 (Relay 711).

Yoruba:

Bi iwo, tabi enikan ti iwo i ran [6wo, ba ni ibééré nipa Ambetter of Tennessee, ti 0 ko si mo eédé Geési
so daradara, o ni etd Iati riiranlowé ati alayé gba ni edeé re 16feé ati ni akoko to ye. Biiwo, tabi enikan ti
iwo 11 ran 10w, ba niisoro igborg ati/tabi iriran té i diibaraenisoro 10wd, o ni eto lati gba awon ohun
iranwo ighoro ati awon isé iranwd laisanwé ati ni akdko té ye. Lati gba awon ise itumo éde tabi awon
ise iranlowo, jowo kan si Awon ise Omo eghé ni 1-833-709-4735 (Relay 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter of Tennessee
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 Services aux membres au 1-833-709-4735 (Relay 711).

Tagalog:

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

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 1-833-709-4735 (Relay 711).

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter of Tennessee, 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 weé ki
pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sevis oksilye gratis epi nan moman ki
apwopriye a. Pou resevwa sevis tradiksyon oswa sevis oksilyé yo, tanpri kontakte Sévis Manm yo nan
1-833-709-4735 (Relay 711).
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