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 NH Healthy Families Coverage for: Individual/Family | Plan Type: EPO
Standard Gold: Limited|[Cost Sharing|Plan|Variation

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/nh/2026-brochures.htmllor call 1-844-265-1278 (TTY 1-855-742-0123). 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 1-844-265-1278 (TTY 1-855-742-0123) to request a copy.

Important Questions Answers Why This Matters:

$0 at Indian Health Care|Provider Generally, you must pay all of the costs from[providers]up to the[deductiblelamount
What is the overall (IHCP) or with IHCP|referrallat non- before this|plan|begins to pay. If you have other family members on the|plan| each family
deductible] IHCP; or $2,000 individual / $4,000 member must meet their own individual[deductible]until the total amount of[deductible
family expenses paid by all family members meets the overall family|deductible]

Yes.|Preventive carelservices, primary | This|plan|covers some items and services even if you haven't yet met the{deductible
Are there services covered | care,[specialist] and[urgent care]visits, | amount. But a[copayment|or[coinsurance]may apply. For example, this[plan|covers
deductible

before you meet your and certain|prescription drugs|are certain|preventive services|without|cost sharing|and before you meet your,
i’deductible ?

covered before you meet your{deductible| See a list of covered|preventive services|at

(see additional information below). [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.
. For|network providers| $8,200 individual | The|out-of-pocket limitlis the most you could pay in a year for covered services. If you
:)srtt:?sf- ocket] |, $16,400 family. Not applicable for|out- || have other family members in thish they have to meet their own|out-of-pocket limits|
pRany of-network providers until the overall family|out-of-pocket limitjhas been met
|Premiums||balance-billing]charges,
What is not included in the | penalties for failure to obtain , —
[out-of-pocket limitp reauthorization]for services, and health Even though you pay these expenses, they don’t count toward the|out-of-pocket limit|
care this|p|an|doesn’t cover.
This|g|an|uses alproviderlnetwork| You will pay less if you use a[provider|in the|g|an's|
Yes. See network| You will pay the most if you use an|out-of-network provider| and you might

Will you pay less if you use ||https://ambetterhealth.com/en/nh/findad | receive a bill from afprovider|for the difference between the{provider's|charge and what
a|network provider( |_oclor call 1-844-265-1278 (TTY 1-855- pays (balance billing). Be aware, your{network provider|might use anfout-of- |
742-0123) for a list of|network grovidersl[ network provider|for some services (such as lab work). Check with your|provider|before
you get services.

Do you need alreferralfo | No. You can see the|specialist|you choose without afreferral|
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Important Questions

Why This Matters:

see a[specialist}?

45 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

Indian Health
Care Provider
(IHCP)
(You will pay
the least)

Non-IHCP In-Network
Provider

(You will pay more)

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

Primary care visit to $30[Copay|/ visit; . : : ]
treat an injury or No charge deductible|does not Not covered l(ll_lo(\;/gr\ti’(ijﬂ:\l FHIE;E VIR Bl
illness apply —_—
$60|Copay|/ visit; . . ) .
If you visit a health  |Specialist]visit No charge deductible|does not Not covered walved at non-IHCP with [HCP
care[provider's| apply
office or clinic You may have to pay for services that aren’t
|Preventive . No charge:[deductible preventive. Ask your providerlif the services
| care]screening] No charge does not aool Not covered needed are preventive. Then check what your
immunization PRl [plan]will pay for[Cost sharing]waived at non-IHCP
with IHCP|referrall
25%| Coinsurancelfor
laboratory &
professional services . X X ic iN
. rior authorization may be required. Covered No
f:;k&for X Limit. Other places of service may include:
. . L Hospital, Emergency Room, or Outpatient Facility.
D'aSIOSt('jCVt%?L)(X' No charge 'maging Not covered Failure to obtain prior authorization for any service
If you have a test ray, bioo 25%[Coinsurancelfor that requires prior authorization will result in a
laboratory & denial of benefits.[Cost sharing|waived at non-
professional services IHCP with IHCP|referral
and x-ray & diagnostic
imaging at other places
of service
Imaging (CT/PET No charge 259, Not covered Prior authorization may be required. Covered No

Limit.[Cost sharing|waived at non-IHCP with IHCP
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What You Will Pay

Indian Health Non-I[HCP Ip-Network Non-IHCP
Common Medical | Services YouMay | Care Provider Provider Out-of- Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay more) Network Information
(You will pay AL
the least) T [
the most
scans, MRIs)
Tier 1a - Preferred
Generic Retail: $?5 Prior authorization may be required.[Prescription_|
Mm‘escnptlon; [drugslare provided up to 30 days retail and up to
deductible|does not 90 days through mail order. Mail orders are
Generic drugs No charge apply Not covered  subject to 3x retail[cost-sharinglamount. FDA
Tier 1b - Generic Retail: approved and over-the-counter contraceptives are
$15[Copayl/ not subject to cost-share|Cost sharing|waived at
g_g:tuygﬁﬁ?":;usis:f prescription;[deductible] non-IHCP with IHCP[referral
condition dges not apply
More information Preferred brand -gg r: -/R?:I(l;'r??ign. Prior authorization may be required.[Prescription_|
about|prescription dru No charge _LYJ_P_‘ ption, Not covered  [drugs]are provided up to 30 days retail and up to
drug coveragelis gs deductible|does not 90 davs throuah mail order. Mail ord
avalable ot 2pply subjoctt 3xrotllogEshaAnglamount. FDA
[https://ambetterheal| Non-preferred brand Tier 3 - Retail $ 6.0 . appjroved and over-the-counter contraceptives are
th.com/en/nh/2026f | drugs and Non- No charge QLayJ_/_m‘escrlpnon, Not covered | not subject to cost-share.|Cost sharing|waived at
[ ormulary] g;ﬁgesrred generic g;gll;lctlble does not non-IHCP with IHCP[referral
Prior authorization may be required.[Prescription |
Tier 4 - Retail: $250 [drugslare provided up to 30 days retail and up to
Coga¥|/ prescription; 30 days through mail order. FDA approved and
Spedialy drugs| RO EEIEE deductible|does not Mellearzize over-the-counter contraceptives are not subject to
apply cost-share | Cost sharing|waived at non-IHCP with
IHCP|referral
Facility fee (e.g., Prior authorization may be required. Covered No
ambulatory surgery | No charge 25%| Coinsurance] Not covered  Limit [Cost sharing|waived at non-IHCP with IHCP
If you have center) referral
outpatient surgery E e Prior authorization may be required. Covered No
e No charge 25% Not covered  Limit[Cost sharing]waived at non-IHCP with IHCP

referral
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What You Will Pay

Indian Health
Common Medical Services You May Care Provider

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

Limitations, Exceptions, & Other Important

Event Need (IHCP) Information
(You will pay

the least)

the most)
[Emergency room | o[ 25% None[Cost sharinglwaived at non-IHCP with IHCP
[ care] No charge 25%|Coinsurance [Coinsurance| ([referral
Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all
. 0 non-emergent transport requires prior
UPEMOES ELTEReEE) WEREE | o charge 25%| Coinsurance] 25l authorization. If you receive service from an out of
immediate medical | transportation Coinsurance diwat bul g
attention ground/water ambulance)provider| you
may be subject to[balance billingl[Cost sharing]
waived at non-IHCP with IHCP|referral
$45[Copay]/ visit; . , ,
No charge w does not iflﬁ/ Pe?gr? waived at non-IHCP with IHCP
apply
Facility fee (e.g . P_rio_r authorizati_on may be required. Cove_red No
hospita room.) & No charge 25%) Coinsurance| Not covered  Limit[Cost sharinglwaived at non-IHCP with IHCP
If you have a referral
hospital stay Phvsician/suraeon Prior authorization may be required. Covered No
feei g No charge 25% Not covered Lirfnit. waived at non-IHCP with [HCP
referra
Office Visit: $30|Copay|/ Prior authorization may be required. Covered No
visit;{deductible|does Limit. {Primary Care Provider|(PCP) and other
If you need mental . . not apply; practitioner office visits do not require prior
heillth, behavioral O Other Outpatient ez authorization.)
health, or Services: 25% Cost sharing|waived at non-IHCP with IHCP
substance abuse [Coinsurance] referral
services Prior authorization may be required. Covered No
Inpatient services No charge 25%|Coinsurance] Not covered | Limit [Cost sharing]waived at non-IHCP with IHCP
$30| Coiaill visit; Prior authorization not required for deliveries
If you are pregnant | Office visits No charge deductible|does not Not covered within the standard timeframe per federal
apply regulation.[Cost-sharing]does not apply for
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What You Will Pay

. Non-IHCP In-Network Non-IHCP
Indian Health Provid Out-of
Common Medical | Services YouMay | Care Provider el LI Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay more) ;letwgrk Information
(You will pay ’ ’°"!"er
the least) T [
the most)
such as routine pre-natal and
post-natallscreenings| Depending on the type of
services,[coinsurance [deductible]ord 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 Prior authorization not required for delivery
professional No charge 25%) Coinsurance| Not covered rofessional services or delivery facility services.
services Cost-sharing|does not apply for{preventive |
services| Depending on the type of services,
copayment][coinsurance]or{deductible]lmay apply.
Childbirth/delivery , Maternity care may include tests and services
facility services 10 EEE 25%|Coinsurance Not covered described elsewhere in the SBC (i.e., ultrasound).
Cost sharing|waived at non-IHCP with IHCP
referral
Prior authorization may be required. Covered No
[Home health care| ' No charge 25%) Coinsurance Not covered  Limit[Cost sharinglwaived at non-IHCP with IHCP
referral
Outpatient: Prior authorization may be required.
Outpatient|rehabilitation services|are limited to 20
. - visits per year per therapy (occupational therapy,
If you need help Outpatient: $30[Copay]/ : :
recovering or have | — | visit;[deductible|does E-hyftlczl the;apy ?nd ; peech t%er: [;y). Note.t |
other special health el No charge not apply; Not covered i €0 NG apply WNen proviced for a menta
q | services| Inoati t', 259 health/substance use disorder diagnosis.
neeas _r; patient. 20 /o Inpatient: Prior authorization may be required.
Qinsurance Covered No Limit.
Cost sharin§|waived at non-IHCP with IHCP
referral
—— . Outpatient: $30{Copayl/ Outpatient: Prior authorization may be required.
[Habiltation services| | No charge visit[deductible|does Not covered Habilitation services are limited to 20 visits per
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What You Will Pay

Non-IHCP In-Network Non-IHCP

Indian Health

Common Medical | Services YouMay | Care Provider Provider Out-of- Limitations, Exceptions, & Other Important
Event Need (IHCP) (You will pay more) I';lfc:;vi?i:ekr Information
DUl ey (You will pay
the least) the most

not apply year per therapy (occupational therapy, physical

Inpatient: 25% therapy and speech therapy). Inpatient: Prior

m authorization may be required. Covered No Limit.
Cost sharing|waived at non-IHCP with IHCP
referral

Prior authorization may be required. Limited to

[Skilled nursing care| = No charge 25%) Coinsurance| Not covered | 100 days per year in a facility.[Cost sharin
waived at non-IHCP with IHCP|referral

[Durable medical | Prior authorization may be required. Covered No
(squpment] No charge 25%)|Coinsurance| Not covered  Limit[Cost sharing]waived at non-IHCP with IHCP
referral

Prior authorization may be required. Covered No
|Hospice services| No charge 25%) Coinsurance| Not covered  Limit[Cost sharinglwaived at non-IHCP with IHCP

referral
. : No charge;|deductible] Limited to 1 visit per year.|Cost sharing|waived at
Chilaren's eye exam | No charge does not apply Notcovered ' 3n-IHGP with IHCPi referral]
If your child needs Children’s glasses No charge No charge;|deductible] Not covered Limited to 1 !tem per year.|Cost sharing|waived at
dental or eye care does not apply non-IHCP with IHCP|referral
Children's dental Not covered Not covered Not covered None

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 of rape, incest, or e Dental care (Children) e Private-duty nursing
when the life of the member is endangered) e Long-term care e Routine eye care (Adult)
e Cosmetic surgery e Non-emergency care when traveling outside the e  Weight loss programs
o Dental care (Adult) u.S.
Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan flocument.)
e Acupuncture e Chiropractic care (Limited to 12 visits per year) o Infertility treatment (Limited to services for
e Hearing aids (Benefits are available for one diagnostic tests to find the cause of infertility)
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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 hearing aid per ear each time a hearing aid ¢ Routine foot care
prescription changes.)

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 NH Healthy Families at 1-844-265-1278 (TTY 1-855-742-0123); New Hampshire Insurance Department, 21 South Fruit Street, Suite 14,
Concord, NH, 03301, Phone: 800-735-2964; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); New Hampshire
Consumer Assistance Program at 1-800-852-3416; 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 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,|or a[grievance for any reason to yourFor more information about your rights, this notice, or
assistance, contact: New Hampshire Insurance Department, 21 South Fruit Street, Suite 14, Concord, NH, 03301, Phone: 800-735-2964.

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 1-844-265-1278 (TTY 1-855-742-0123).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-265-1278 (TTY 1-855-742-0123).

Chinese (A X): INRFZHRXHIFERN, 1EIRITIXA 54 1-844-265-1278 (TTY 1-855-742-0123).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-265-1278 (TTY 1-855-742-0123).
] 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)

$2,000 $2,000 $2,000

W |Specialistlcopayment| $60 m|Specialistlcopayment| $60 m|Specialistlcopayment| $60
® Hospital (facility)[coinsurance] 25% ® Hospital (facility)|coinsurance] 25% ® Hospital (facility)|coinsurance] 25%
® Other|coinsurance] 25% ™ Other[coinsurance] 25% ® Other|coinsurance] 25%
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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=N rov | N healthy families.

English:

If you, or someone you are helping, have questions about Ambetter from NH Healthy Families, 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
1-844-265-1278 (TTY 1-855-742-0123).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from NH Healthy Families
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 traduccion, comuniquese con Servicios para
Miembros al 1-844-265-1278 (TTY 1-855-742-0123).

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from

NH Healthy Families 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 1-844-265-1278 (TTY 1-855-742-0123).

Chinese:

U B R IEAE R BV 52 A R Ambetter from NH Healthy Families J5EIFYRSRE - H RS @TE
5 0 VA TER B R R DU RS B AT E AR « AR s e R B 3 S T T R1/5¢
T BRI o FHEsE 7% - oA RER Bl S RSB S PR AR - 35 SIS IR S E
At - SElS S AR - SE5E 2 1-844-265-1278 (TTY 1-855-742-0123) ©

Nepali:

uﬁmmmmmmﬂwaﬁﬁWAmbetter from NH Healthy Families TaT
TSI YREAGE Bl X TUTE G IASHAT FAY0T EofgreeT 87ed THIGHIT o :Qeeh TAAT T THIH 1Y
HTSTAT Fegd T SATTHRY Ao 1t 3fAFR S| A TS a1 TSl Hege MG caferaeer
TIREAT STET YAT3 ST /AT TR FHEAT T el TUIGHIT ol :[oeh FIAT I THIH TgTIh
3YhYOT T YATGE ATCc 3ot TR | JHeTdTe a1 HETeh HaATEE TTCcl ITot HodT 1-844-265-1278

(TTY 1-855-742-0123) AT HEET HATEE oIS HFTh TG |

Viethamese:

Né&u quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter from NH Healthy Families va
khéng thanh thao tiéng Anh, quy vi cé quyén dugc tro gitp va nhan thong tin bang ngdn ngit cla minh
mién phi va kip thoi. Néu quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hodc thi
giac gy can tré giao tiép, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip
thdi. D& nhan dich vu dich thuat hodc dich vu phu tro, vui ldng lién hé bd phan Dich Vu Thanh Vién
theo s6 1-844-265-1278 (TTY 1-855-742-0123).

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter from Peach State Health Plan
e ndo falar inglés, tem direito a obter ajuda e informacgdes no seu idioma, sem qualquer custo e de forma
atempada. Se tiver uma condig3o visual e/ou auditiva que dificulte a comunica¢do ou estiver a ajudar uma
pessoa com uma condicdo deste tipo, tem direito a receber equipamentos ou servigos de assisténcia, sem
qualquer custo e de forma atempada. Para ter acesso a tradugGes ou a servigos de assisténcia, contacte os
"Member Services" (Servigos de Membros) através do nimero 1-877-687-1180 (TTY 1-877-941-9231).

Greek:

Edv eoeig 1 kamoLog mou BonBdte €xeTe epwTHOELG OXETIKA Me To Ambetter from NH Healthy Families
Kol dev yvwpilete Kahd TV ayyAkn YAwooa, £xete To dkaiwpa va Adapete BonBeta katl mAnpodopieg
0TN YAWOOO 600G XWPLG XpEwon Kol eyKaipwg. Edv eoelg i kamolog ou BonOdrte €xete SuokoAia otnv
opaon f/KaL tnv akon, mou eurmodilel tnv emikowvwvia, £XETe T SiKalwpa vo AGBETE EMIKOUPLKA
BonOruata Kol UTtNPECIEG XWPLE XPEWON Kal eyKalpw . Ma peTadppaoTkEG I BonONTIKEG uTnpEaieg,
ETILKOWVWVNOTE Pe TNV EEumtnpétnon MeAwv oto 1-844-265-1278 (TTY 1-855-742-0123).
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Arabic:

AL Gusdl wess oSS el <Ambetter from NH Healthy Families Js> dliwl sdelud pasess o) of ebad 06 13)
cdl;u CaS 13 bl 8]l ‘33 a5 le 099 (po isdy Ologlaally sueluall e Jguall ‘_g &=l buls 44.\}5))“
095 o 4dls| Cledsg Cldelus (A4 (§ @) chald (Joolgill 3a5 %3\/3 draw Alin codelud jasi 6\5| O]
L,Ls cLady u_;l.n..b-; dl.,a))” T ddls) u_;\.n..\>3| dos Al Olous- L}cz.l.;J cwoliall gAQ_B_H ng 455 6|
.1-844-265-1278 (TTY 1-855-742-0123)

Serbo-Croatian:

Ako Vi, ili neko kome pomazete, imate pitanja u vezi sa Ambetter from NH Healthy Families, a ne govorite
engleski jezik, imate pravo na besplatnu i blagovremenu pomo¢ i informacije na sopstvenom jeziku.
Ako Vi, ili neko kome pomazete, imate neki poremecaj sluha i/ili vida zbog kojeg je onemogucena
komunikacija, imate pravo da besplatno i blagovremeno dobijete pomagala i pomoéne usluge.
Obratite se odeljenju za pruzanje usluga ¢lanovima pozivom na broj 1-844-265-1278

(TTY 1-855-742-0123) da biste dobili usluge prevoda ili pomocéne usluge.

Indonesian:

Jika Anda atau seseorang yang Anda bantu memiliki pertanyaan tentang Ambetter from NH Healthy Families,
tetapi tidak mahir berbahasa Inggris, Anda berhak mendapatkan bantuan dan informasi dalam bahasa
Anda secara gratis dan tepat waktu. Jika Anda atau seseorang yang Anda bantu memiliki kondisi
pendengaran dan/atau penglihatan yang menghambat komunikasi, Anda berhak menerima bantuan
dan layanan tambahan secara gratis dan tepat waktu. Untuk menerima layanan tambahan atau
terjemahan, silakan hubungi Layanan Anggota di 1-844-265-1278 (TTY 1-855-742-0123).

Korean:

Hot L= Hote =82 2= 20| Ambetter from NH Healthy FamiliesOfl CH8t 2 20| Q= &R
U S=oHA L22AIHMNYE AHZ ASHESHH R AW ZFEE 2= Heldt ASLICH
Hot L= Fot 82 2= 20| E2 L/E= AMAHSZ JALSH ZOHIH U= B

Al g &*’éoml PEEXEF L NMUAE LS H2IJUSLILHL SG L= BX MHIAE
BFO Al 2104 1-844-265-1278(TTY 1-855-742-0123)H 2 Z It X MHIA S0 Heto =& Al 2.

Russian:

Ecnvy Bac nau y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAM KaKue-1Mbo BONpOCh! 0 Nporpamme
cTpaxoBaHus Ambetter from NH Healthy Families, npu aTom Bbl He40CTaTOYHO XOPOLLO BNageeTe
aHIIMACKUM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecniaTHYO U CBOEBPEMEHHYIO NMOMOLLb U MHbOPMaLUIO
Ha cBOEM poAHOM fi3blKe. Ecin y Bac uan y anua, KOTopomy Bbl MomoraeTte, HabntogaeTcs Kakoe-1mbo
HapyLeHune cayxa u/uam 3peHuns, KoTopoe NPenATCTBYET KOMMYHMKaLLMK, Bbl MMeeTe NpPaso Ha
6ecnnaTHble U CBOEBPeMeHHble BCNOMOraTe/ibHble YCAYr U NOMOLb. s NoyYeHna ycayr nepesoda
WM BCNOMOraTe/bHbIX YCAYr 06paTuTech B oTAeN 06CYKMBAHMA YYaCTHUKOB M0 HOMepy
1-844-265-1278 (TTY 1-855-742-0123).

French Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from NH Healthy Families,

epi nou pa metrize 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 oksilye
gratis epi nan moman ki apwopriye a. Pou resevwa sévis tradiksyon oswa sevis oksilye yo, tanpri
kontakte Sevis Manm yo nan 1-844-265-1278 (TTY 1-855-742-0123).

Bantu:

Nimba wewe, canke undi muntu wewe se uri gufasha, yoba afise ico asiguza kijanye na

Ambetter from NH Healthy Families, kandi adatahura neza icongereza, ufise agateka ko kurungikirwa
ubufasha n'amakuru ku buntu kandi mu kiringo gikwiye. Nimba wewe, canke undi wewe se uri
gufasha, afise nkenerwa zo kumva na/canke kuraba bibuza itumanako, ufise agateka ko kurungikirwa
agafasha kumviriza na serevise atanyishu kandi mu kiringo gikwiye. Kugira urungikirwe serevise
z'ubusiguzi canke agafasha kumviriza, turagusavye yaga na Serevise z'Abanyamuryango kuri
1-844-265-1278 (TTY 1-855-742-0123).

Polish:

Jesli Ty lub osoba, ktérej pomagasz, macie pytania dotyczagce Ambetter from NH Healthy Families,

ale nie postugujecie sie biegle jezykiem angielskim, macie prawo do uzyskania pomocy i informacji w
swoim jezyku bez dodatkowych kosztéw i w odpowiednim czasie. Jesli Ty lub osoba, ktérej pomagasz,
macie problemy ze stuchem i/lub wzrokiem, ktére utrudniajg komunikacje, macie prawo do otrzymania
pomocy i ustug pomocniczych bez dodatkowych kosztow i w odpowiednim czasie. Aby uzyskaé
ttumaczenie lub ustugi pomocnicze, nalezy skontaktowad sie z Ustugi cztonkowskie pod numerem
1-844-265-1278 (TTY 1-855-742-0123).

Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter from NH Healthy Families,

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 1-844-265-1278 (TTY 1-855-742-0123).
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