Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2026 - 12/31/2026
Ambetter from Arkansas Health & Wellness Coverage for: Individual/Family | Plan Type: POS
Thrive Silver (QualChoice): 94% AV Level Silver[Plan]

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 will be provided

separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetterhealth.com/en/ar/2026-brochures.html] or call 1-877-617-0390 (TTY 1-877-617-0392). For general definitions of common terms, such as[allowed |
amount,]balance billing,Jcoinsurance,Jcopayment Jdeductible][provider Jor other underlined terms, see the Glossary. You can view the Glossary at
https://www.healthcare.gov/sbc-glossary|or call 1-877-617-0390 (TTY 1-877-617-0392) to request a copy.

Important Questions

What is the overall Network providers] $0 Individual / $0 Family.

“ Out-of-network providers| $15,000 Individual / $30,000
deductiblef? Family.

Why This Matters:

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

This|g|an|covers some items and services even if you haven't yet met

Are there services the[deductiblelamount. But a|copayment|or|coinsurance|may apply.
Yes. There is no injnetworkldeductible|(see additional For example, this[plan]covers certain[preventive services]without[cost |
covered before you meet | . . . - .

- information below). sharingland before you meet your|deductible| See a list of covered
your|deductiblep? . .
preventive services|at

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

~NJ

Are there other

deductibles for specific No. You don't have to meet{deductibles|for specific services.
services?

- . : The|out-of-pocket limit]is the most you could pay in a year for covered
notworidprovidersl 61,0501 ndlividualif 53,300 Famly: services. If you have other family members in this[plan| they have to

What is the|out-of-pocket el

[limit for this[planf Eg;]ci)lut-of-network providers| $25,000 Individual /$50.000 | oy e own|out-of-pocket limits|until the overall family[out-of- |
y. [ pocket limit|has been met.

What is not included in  |[Premiums||balance-billing|charges, and health care this|plan| Even though you pay these expenses, they don’t count toward the

the|out-of-pocket Iimit]? doesn’t cover. lout-of-pocket limit]

provider|network| You will pay less if you use a

[provider]in the[plan’sinetwork| You will pay the most if you use an[out- |
Will vou pav less if vou Yes. See|https://ambetterhealth.com/en/ar/findadoc|or call [ of-network provider| and you might receive a bill from a[provider|for
you pay y | 1-877-617-0390 (TTY 1-877-617-0392) for a list ofnetwork_| the difference between the[provider's|charge and what your]planjpays

use a|network providerp éroviders] balance billing). Be aware, your|network provider|might use anjout- |
[_of-network provider]for some services (such as lab work). Check with
your|provider|before you get services.
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Important Questions

Why This Matters:

Do you need afreferral to
see a|specialistp

You can see the|specialistlyou choose without a|referral

4A  Alllcopayment|and|coinsurance]costs shown in this chart are after your[deductible|has been met, if a[deductibleapplies.

Common Medical Event

Services You May Need

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an
injury or illness

(You will pay the least)

$5[Copay]/ visit

(You will pay the most)

60%[Coinsurance]

Covered No Limit.

If you visit a health care |Specialist|visit $10|Copay/ visit 60%| Coinsurance] None
h office or | | 1 You may have to pay for services that aren’t
clinic Preventive care[screenin o [ preventive. Ask your[provider]if the services
immunization NOCIEEE 60%|Coinsurance needed are preventive. Then check what
your[plan]will pay for.
$5|Copay|/ visit for
laboratory & 60%)[Coinsurancelfor
professional services laboratory & professional
- i Prior authorization may be required. Covered
$10[Copay]/ visit for x-  SETVICeS - ;
s oG 'L ONr s oy
Diagnostic test|(x-ray, blood | imaging ray & diagnostic imaging 5 1 aient FF;ciIi’ty o ’
If you have a test work) 50%for 60%for Failure to obtain prior authorization for any
laboratory & laboratory & professional | service that requires prior authorization will

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

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

result in a denial of benefits.

:\;lnslg;)ng (CT/PET scans, 50% 60% ’Ii’lgol_rire:]tftthorlzatlon may be required. Covered
If you need drugs to Tier 1@ - Pref(_erred Prior authorization may be required.
treat your illness or Generic Retail: No [Prescription drugslare provided up to 30
condition Generic drugs charge Not covered days retail and up to 90 days through mail

More information about
[prescription drug |

Tier 1b - Generic Retail:
$5[Copay]/ prescription

order. Mail orders are subject to 2.5x retail

cost-sharinglamount.
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Common Medical Event

is available at
https://ambetterhealth.c|

om/en/ar/2026formula

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Tier 2 - Retail: $40

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

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
[Prescription drugs|are provided up to 30

Preferred brand drugs [Copayl/ prescription
Non-preferred brand drugs o S Eo
and Non-preferred generic gc?i%iuraRr?éz". 45% Not covered

drugs

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

cost-sharinglamount.

Tier 4 - Retail: 50%

Not covered

Prior authorization may be required.
[Prescription drugs|are provided up to 30

If you have outpatient
surgery

Coinsurance days retail and up to 30 days through mail
order.
Facility fee (e.g., ambulatory 50% 60% Prior authorization may be required. Covered

surgery center)

No Limit.

Physician/surgeon fees

50%|Coinsurance|

60%[Coinsurance|

Prior authorization may be required. Covered
No Limit.

If you need immediate
medical attention

|[Emergency room care|

50%| Coinsurance]|

50%| Coinsurance]|

None

[Emergency medical

| transgortation|

50%[Coinsurance|

50%(Coinsurance|

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

|Urgent care|

If you have a hospital
stay

$15| Cogaﬂ/ visit

Facility fee (e.g., hospital
room)

60%| Coinsurance|

50%|Coinsurance|

None

60%[Coinsurance)

Prior authorization may be required. Covered
No Limit.

Physician/surgeon fees

50%|Coinsurance|

60%|Coinsurance)

Prior authorization may be required. Covered
No Limit.

If you need mental
health, behavioral
health, or substance
abuse services

Office Visit: $5|Copayl/
visit;

Office Visit: 60%

Other Outpatient Coinsurance . o .
Services: 50% Other Outpatient Services: = Prior authorization may be required. Covered
Siasta e Coinsurance GO%M No Limit. {Primary Care Provider|(PCP) and
. . other practitioner office visits do not require
Note: Cost share will be | Note: Cost share willbe  prior authorization.)
waived for Behavioral waived for Behavioral
Health screening Health screening services.
services.
. : o A= o [~ Prior authorization may be required. Covered
Inpatient services 50%[Coinsurance 60%| Coinsurance]

No Limit.
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical Event Services You May Need Network Provider Out-of-Network Provider
(You will pay the least) | (You will pay the most)

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

regulation, but may be required for other
does not apply for
preventive services| such as routine pre-
Office visits $5[Copay]/ visit 60%| Coinsurance] natal and post-natal[screenings| Depending
on the type of services,|coinsurance
[deductible]orcopayment|may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery o Ao o [ Prior authorization may be required.|Cost-
professional services 50% 60% sharing|does not apply for{preventive

services| Depending on the type of services,
Childbirth/deliver facilit copayment][coinsurance]or[deductible]may
lldbirth/aelivery facility 50%|Coinsurance| 60%| Coinsurance] apply. Maternity care may include tests and
Sanliesy services described elsewhere in the SBC

(i.e., ultrasound).
Prior authorization may be required. Limited

If you are pregnant

. . to 50 visits per year. Note: Limits do not
0 0
[Home health care] 50%|Coinsurance 60%|Coinsurance apply when provided for an acquired brain
injury.

Outpatient: Prior authorization may be
required. Limited to a combined 30 visit limit
per year for outpatient physical therapy,

If you need help speech therapy, occupational therapy, and

recovering or have b ENO e et chiropractic care. Note: Limits do not apply

other special health 8Ut pationia0%, Oultat|ent. 807 when provided for a mental health/substance
oinsurance Coinsurance

needs |Rehabi|itation services|

Inoatient: 50% Inoatient: 60% use disorder diagnosis or an acquired brain
npatient: Prior authorization may be
required. Limited to 60 days per year. Note:
Limits do not apply when provided for a
mental health/substance use disorder
diagnosis or an acquired brain injury.
[Habilitation services Outpatient: 50% Outpatient: 60% Outpatient: Prior authorization may be
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Common Medical Event

Services You May Need

What You Will Pay

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

Limitations, Exceptions, & Other
Important Information

Coinsurance Coinsurance

Inpatient: 50% Inpatient: 60%

required. Limited to a combined 30 visit limit
per year for outpatient habilitation services;
limited to 180 visits per year for
developmental services. Note: Limits do not
apply when provided for a mental
health/substance use disorder diagnosis or
an acquired brain injury.

Inpatient: Prior authorization may be
required. Limited to 60 days per year. Note:
Limits do not apply when provided for a
mental health/substance use disorder
diagnosis or an acquired brain injury.

[Skilled nursing care|

Prior authorization may be required. Limited
to 60 days per year. Note: Limits do not
apply when provided for an acquired brain

50%|Coinsurance| 60%[Coinsurance|

injury.

|Durable —odical Ul ment| 50% 60% Egol_ri;l#honzatlon may be required. Covered
|Hos o services| 50% 60% ’Ii’lgol_ri?nlitthorlzatlon may be required. Covered
Children's eve exam No charge;[deductible] | Covered up to $38.50; Limited to 1 visit per year.|Qut-of-network |

y does not apply [deductible|does not apply |provider|eye exam covered up to $38.50.
If your child needs . Limited to 1 item per year.[Out-of-network |

. : No charge;|deduct|ble| Covered up to $50; .
dental or eye care Children’s glasses does not apply Joductbleldoes not apply [provider]frames or contacts covered up to

$50, see schedule for lens limit.

Children’s dental check-up

Not covered Not covered None

Excluded Services & Other Covered Services:

Services Your{Plan Generally Does NOT Cover (Check your policy or|plan locument for more information and a list of any other|excluded services|)

e Abortion (Except in cases when the life of the J

member is endangered) .
e Acupuncture .
e Cosmetic surgery o

e Dental care (Adult)

Dental care (Children) e Private-duty nursing
Infertility treatment ¢ Routine eye care (Adult)
Long-term care o Weight loss programs
Non-emergency care when traveling outside the

u.s.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan locument.)
e Bariatric surgery e Hearing aids (Limited to 1 pair every 3 years) ¢ Routine foot care

e Chiropractic care (Limited to a combined 30 visit
limit per year (combined for chiropractic care,
physical therapy, speech therapy and
occupational therapy))

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 from Arkansas Health & Wellness at 1-877-617-0390 (TTY 1-877-617-0392); Arkansas Insurance Department, 1 Commerce Way, Little Rock,

AR, 72202, Phone: 1-800-852-5494; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Arkansas Consumer Assistance

Program at 1-800-852-5494; 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 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: Arkansas Insurance Department, 1 Commerce Way, Little Rock, AR, 72202, Phone: 1-800-852-5494. Additionally, a consumer assistance
program can help you file your Contact Arkansas Consumer Assistance Program at 1-800-852-5494.

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 your|plan Hoesn'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 1-877-617-0390 (TTY 1-877-617-0392).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-617-0390 (TTY 1-877-617-0392).
Chinese (FX): INRFEFXHIFRN, THIRATXA TS 1-877-617-0390 (TTY 1-877-617-0392).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-617-0390 (TTY 1-877-617-0392).

] 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)

$0 $0 $0

W|Specialistfcopayment] $10 m[Specialistlcopayment| $10 m|Specialistlcopayment| $10
® Hospital (facility)[coinsurance] 50% m Hospital (facility)|coinsurance] 50% M Hospital (facility)|coinsurance] 50%
® 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
$100 [Copayments $700 $60
Coinsurance $1,500 |Coinsurance $400 [Coinsurance $1,200

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

Limits or exclusions $60 Limits or exclusions $20  Limits or exclusions $0
The total Peg would pay is $1,660 The total Joe would pay is $1,120 The total Mia would pay is $1,260

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

If you, or someone you are helping, have questions about Ambetter from Arkansas Health & Wellness, 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 1-877-617-0390 (TTY 1-877-617-0392).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Arkansas Health & Wellness y no domina el
inglés, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno y de manera oportuna. Si usted, o alguien a
quien esta ayudando, tiene un impedimento auditivo o visual que le dificulta la comunicacion, tiene derecho a recibir ayuda y
servicios auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccidon, comuniquese con
Servicios para Miembros al 1-877-617-0390 (TTY 1-877-617-0392).

Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gitip d& cé ciu hoi vé Ambetter from Arkansas Health & Wellness va khéng thanh thao
tiéng Anh, quy vi cé quyén duoc tro gilip va nhan thong tin bang ngon ngtt ctia minh mién phi va kip thoi. N&u quy vi hodc
ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hodc thi gidc gay can tré giao tiép, quy vi cé quyén dwoc nhan cac hd
tro va dich vu phu trg mién phi va kip thai. D& nhan dich vu théng dich hodc dich vu phu tro, vui long lién hé bo phan Dich Vu
Thanh Vién theo s6 1-877-617-0390 (TTY 1-877-617-0392).

Marshallese:

Ne kwe, ako juon armij eo kwoj jibafi e, ewdr am kajitok kake Ambetter from Arkansas Health & Wellness, im ejjab eman Kajin
Palle, ewdr am jimwe in bukot jibafi im kdmelele ko ilo kajin eo am ilo ejelok onean im ilo juon ien eo emokaj. Ne kwe, ako juon
armij eo kwoj jibafi e, ewor am nafiinmej eo ilo konaan im/ako loelakjan im ej komman an ben am konaan ippafi ro jot, ewor
am jimwe in bok kein jibafi im jerbal ko ilo ejelok onean im ilo juon ien eo emokaj. Nan bok jerbal in ukok ako jibafi, jouj topar
Jerbal an Ro Uwaan ilo 1-877-617-0390 (TTY 1-877-617-0392).

Chinese:

MR SR EIEAEBIRYES - ARAY Ambetter from Arkansas Health & Wellness 75 HIFVRTRE - H AAEETEE - &
FEREF B K DUCH R EEE AR, - W15RE » s IEAE B B S A TR0/ s 7 ) AT RRE - THESE 0%
i A REF B S RS HEB iR IR FS - S HUSEGESHBIIRTS - SEeE S BHRESES » BehE
1-877-617-0390 (TTY 1-877-617-0392) -

Laotian:
2 ' a2 2 b A o @ 2 ] o ° 1 3]
famannay @ q?mgzmgznzmunﬂaf)?mmuaaecﬁja, Jaagaunsofiu Ambetter from Arkansas Health & Wellness, o

vgsogauwagasfin, haud8abSunaugeecde was éy,uz'h‘c?]uwﬂmaagzhﬂufoeﬁﬁéﬂ?éé% €8 NUOR. anannau §
Eg’)‘t’nﬂju’ﬁgzh“zhﬂuﬁﬂﬁg?’m'muéa@cﬁja, Dgswavmaonaul&dy was/f naudadiviiBogoagnaudsay, haul8altgunausoscdie
«ag nudSnauELineuDaatsAae cas Hiuoaa. distitEgunaudSnaucdwasa § H8naucSy, ﬂa@Uﬂﬁoﬁmﬂ Member
Services (NaudSnausgsuadn) & 1-877-617-0390 (TTY 1-877-617-0392).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Arkansas Health & Wellness, 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 1-877-617-0390 (TTY 1-877-617-0392).

Arabic:

Jgmamdl (3 3ol cloald iyl dallb &5b ¢SS oJg cAmbetter from Arkansas Health & Wellness Jg> bl odelud pasi s gf chad 013)
(b5 (3455 s 91/9 dpmonss o cy a5 bkl e (1 T S 18] il Bl 39 AR (6T 019 (po ity loglaally Bisluvall s
ot 3 Il ey L] Sloas o dammsdl Sloass (A . anliall 3501 (39 4085 (51 (90 0 &dL] lag s luua (5 (§ 32l clylls

)  .1-877-617-0390 (TTY 1-877-617-0392) s sLach|
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German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Arkansas Health & Wellness 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 zusitzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-617-0390 (TTY 1-877-617-0392).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Arkansas Health & Wellness et
gue 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 1-877-617-0390 (TTY 1-877-617-0392).

Hmong:

Yog tias koj, los sis ib tug neeg twg uas koj tab tom muab kev pab, muaj cov lus nug hais txog Ambetter from

Arkansas Health & Wellness, thiab tsis paub lus Askiv zoo heev, koj muaj cai tau txais kev pab thiab tej ntaub ntawv ghia paub
ua koj hom lus yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Yog tias koj, los sis ib tug neeg twg uas koj tab tom pab,
muaj tsos mob txog kev hnov lus thiab/los sis kev pom kev uas cuam tshuam txog kev sib txuas lus, koj muaj cai kom tau txais
cov kev pab thiab cov kev pab cuam ntxiv yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Txhawm rau kom tau txais
cov kev pab cuam txhais ntawv los sis kev pab ntxiv, thov tiv tauj Member Services (Cov Chaw Muab Kev Pab Cuam Tswv Cuab)
tau ntawm 1-877-617-0390 (TTY 1-877-617-0392).

Korean:

Hol = Hote =32 &= 20| Ambetter from Arkansas Health & WellnessOl CHEH 2 20[ QU |
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=L ANLAEOZ QAIAEN B0 JU=HR2AIEHEGIH RS EX SR L HHASE HS
eI UASUCH HE = EX HHIAS 2O Al ™ 1-877-617-0390(TTY 1-877-617-0392)H © 2 DI AF MHIA L0
HAetoi=a Al 2.

Portuguese:

Se tiver duvidas acerca da Ambetter from Arkansas Health & Wellness, ou estiver a ajudar uma pessoa com duvidas acerca
desta, e ndo dominar o inglés, tem o direito de obter ajuda e informagdes no seu idioma sem qualquer custo e de forma
atempada. Se tiver uma condic&o visual e/ou auditiva que dificulte a comunicagdo ou estiver a ajudar uma pessoa com uma
condicdo deste tipo, tem o direito de receber equipamentos ou servigos de assisténcia sem qualquer custo e de forma
atempada. Para receber tradugGes ou servigos de assisténcia, contacte servigos de membro através do nimero
1-877-617-0390 (TTY 1-877-617-0392).

Japanese:

CBEEOHEEANEL TLBMD AN, Ambetter from Arkansas Health & WellnessIZ DWW T BRI 2 HiFb D15
B, BEICEBEI G THLEMD DA L) —ICCHFEDEETALTOEREB/DLIENTEET, JBH
P, HBEEHANELTO SO ADEEOCHEEDREDF-HOYRY NHELIMEETEH, BHMADFA LY —IC
WY —ERZZTEH5ENTEZTT, FIEROHBIY—ERZZT5H(ZI1E, 1-877-617-0390 (TTY 1-877-617-0392) D
AUN—H—ER[ZTEKRLFEELN,

Hindi:

mmmaﬁs‘ﬂwwﬁﬁrmﬁmww@%ﬁ % 9TH Ambetter from Arkansas Health & WeIInessQ#GJ_fs’E[Q«T-F%¥
3R 3T A 313 3 R AET &, A 3ToPT 3oty ST 3 FreT 3R T TR TG AR SAAFRY 1o et T HF R,
3T 3ThY T TRl TR cfebet ol TSIEehT 31T Hee < 3¢ €, ool IR/ATSTe H FAEATGIA & 3R 584 STerehicd sfered
BYCH &, oY JATehT AT fohell 19Ty o iR T IR HETIeh TG Il AR AT ATeet Fled T HTUHR &. IeTale; IT Terih
TATT 7o et o TolT YT 1-877-617-0390 (TTY 1-877-617-0392) TN HEE AT § HYeh Y.

Guijarati:

oS dHel el | dR BHe{] Hee 53] 8Ll €l Ad] 518 (Sl Ambetter from Arkansas Health & Wellness (A2l ULl €1 ¥4
AU U1l ot E1Y, ) M SIE WA SAUL (Aot l e UHAUR dHIZ] AN IHT Hee dell HilEd]l Aaddle] A [EsR 8. %)
dll Adl di FYef] Hee 53] @l €l Ad] S16 s HARIU[Sd o124l ¢[RANUS W ef] Yl(Sd e1d 3 B dURe
U] 1, Al dHA S16 WA sUT (clotl 4l YHAU ASIAS ASIA d2ll A UIH 5clel] A[ESR B, visidlle, wedl
USIUS A UM 5L HIR, SUL 53] 1-877-617-0390 (TTY 1-877-617-0392) UR U®lo{] Actuled) HUS 53
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