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

Ambetter from Absolute Total Care

Elite Bronze: Limited|Cost Sharing|Plan|Variation

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

balance billing Jcoinsurance Jcopayment,

https://www.healthcare.gov/sbc-glossary

The Summary of Benefits and Coverage (SBC) document will help you choose a health|M|The SBC shows you how you and the| plan |
would share the cost for covered health care services. NOTE: Information about the cost of this[plan [called the
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit
https://ambetterhealth.com/en/sc/2026-brochures.htmllor call 1-833-270-5443 (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 1-833-270-5443 (Relay 711) to request a copy.

will be provided

What is the overall

|deductib|e|?

$0 individual / $0 family

oot uestons | A | Wy Thi Maters

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

Are there services
covered before you meet

your|deductiblef?

Yes.|Preventive care|services, primary care,

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

below).

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

meet your|deductible| See a list of covered|preventive services|
https://www.healthcare.gov/coverage/preventive-care-benefits/

Are there other

deductibles for specific

services?

$0 at Indian Health Care[Provider|(IHCP) or with
IHCP[referral]at non-IHCP; or Yes, $3,800

individual / $7,600 family for|prescription drug

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

[ coverage| There are no other specific

deductibles

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

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

For|network providers| $10,500 individual /

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

$21,000 family. Not applicable for|out-of-network

roviders

you have other family members in this- 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, [T
and health care this|plan|doesn’t cover.

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

limit

Will you pay less if you
use a|network providerp

Yes. See
https://ambetterhealth.com/en/sc/findadoc]or call
1-833-270-5443 (Relay 711) for a list of|network

grovidersl

This

ilan‘uses alproviderlnetwork| 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

lan
Il from a[provider|for the difference between the|provider’s|
plan|pays [balance billing). Be aware, your{network
out-of-network provider|for some services (such as lab

charge and what your:
rovider|might use an

you might receive a bi
work). Check with your|provider|before you get services.

SBC-792225C0010022-03-2026

Underwritten by Absolute Total Care, Inc
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Important Questions

Why This Matters:

Do you need alreferral to

— No.
see a[specialist

~J

You can see the[specialist|you choose without areferral

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

Common

Medical Services You May Need
Event

What You Will Pay

Indian Non-IHCP In-

H(Fe’alth.Care Network _Prowder Non-IHCP Out-of- - :
rovider (You will pay . Limitations, Exceptions, & Other Important
(IHCP) more) NepRorRrOVIcor Information
: (You will pay the
(You will e

Unlimited Virtual 24/7 Care Visits received from
Primary care visit o treat an injury or N Ambetter's designated telehgalth providerll
iiness No charge $60/ visit  Not covered covered at No Charge,[providers|covered in full.
If you Cost sharing|waived at non-IHCP with IHCP
visit a referral
AL — s None|Cost sharing|waived at non-I[HCP with
care VISIt No charge $120/ visit | Not covered IHCP(referral
referra | |
[ sloffice You may have to pay for services that aren t
or clinic  [Preventive carelscreeninqj preventive. Ask your provider]if the services
, — No charge No charge Not covered needed are preventive. Then check what your
S [plan]will pay for.[Cost sharing]waived at non-
IHCP with IHCP|referral
$65(Copay|/ visit
for laboratory &
professional Prior authorization may be required. Covered No
services Limit. Other places of service may include:
o 50%/Comsurance E:cfi?il;al’ Emergency Room, or Outpatient
have a (x-ray, blood work) No charge | for x-ray & Not covered Failure'to obtain prior authorization for any
el diagnostic imaging service that requires prior authorization will result
50%| Coinsurance in a denial of benefits.[Cost sharing|waived at
for laboratory & non-IHCP with IHCP{referrall
professional
services and x-ray
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Common
Medical
Event

What You Will Pay

Indian Non-IHCP In-
Health Care | Network Provider Non-IHCP Out-of- - :
Services You May Need Provider (You will pay Network Provider Limitations, EX(;E?tIOﬂSt,.& Other Important
(L2t L) (You will pay the HOMAton
(You will most)
pay the
least)
& diagnostic
imaging at other
places of service

Prior authorization may be required. Covered No

Imaging (CT/PET scans, MRIs) Nocharge  50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
IHCP|referral

If you Tier 1§1 - Prefgrred

need Generic Retail: $3 Prior authorization may be required.[Prescription |
drugs to [Copayl/ [drugs|are provided up to 30 days retail and up to
treat your Generic drugs No charge | Prescription Not covered 90 days through mail order. Mail orders are
illness or Tier 1b - Generic subject to 2.5x retail[cost-sharinglamount.[Cost |
st Rl Retail: $40[Copay]/ waived at non-IHCP with IHCP[referral
More prescription

informatio Prior authorization may be required.|Prescription |
n about Tier 2 - Retail: [drugslare provided up to 30 days retail and up to
prescripti| Preferred brand drugs Nocharge | $195[Copayl/ Not covered 90 days through mail order. Mail orders are

on drug prescription subject to 2.5x retail[cost-sharinglamount.[Cost |
coverage| [sharing]waived at non-IHCP with IHCP[referrall

is , L : —
vailable Tier 3 - Retail: 45% Prior authorlzaltlon may be requwed.

. [drugs]are provided up to 30 days retail and up to

at Non-preferred brand drugs and Non- No charge Coinsurance Not covered 90 days through mail order. Mail orders are

| : referred generic drugs g subject to Rx drug ay gh me —

https://a | P m subject to 2.5x retail[cost-sharinglamount.[Cost |
mbetterh RO [sharing]waived at non-IHCP with IHCP[referral
ealth.co Tier 4 - Retail: 50% Prior authorization may be required.lPrescriQtion |
mien/sc/2 Coinsurance [drugs]are provided up to 30 days retail and up to
026formu |Sgecialt¥ drugs| No charge . Not covered P P . P
= subject to Rx drug 30 days through mail order.[Cost sharing|waived

m at non-IHCP with IHCP[referrall

If you Facility fee (e.g., ambulatory surgery o [P Prior authorization may be required. Covered No
have center) No charge 50%[Cainsurance| | Not covered Limit.[Cost sharing]waived at non-IHCP with
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What You Will Pay

Indian Non-IHCP In-
e Health Care | Network Provider _ . - :
Medical Services You May Need Provider (You will pay :Z?wTriigl\j/ti;:r Limitations, Exceptions, & Other Important
Event (IHCP) more) (You will pay the Information
(You will
pay the most)
least)
outpatien IHCP|referral
t surgery Prior authorization may be required. Covered No
Physician/surgeon fees No charge 50% Not covered Limit.[Cost sharing|waived at non-IHCP with
IHCP|referral
$2500[Copay|/ visit $2500|Coiai‘/ visit
= @1.250/ ($125(.)/ visit None[Cost sharing|waived at non-IHCP with
| mergency room care| No charge visit for facility; for facility; $1250 IHCP(Teterral
$1250[Copayl/ visit [Copayl/ visit for —
i for physician fee) | physician fee)
ne)g:iu Covered No Limit. Note: Prior authorization is
immediat not required for emergency transport, however,
e medical all non-emergent transport requires prior
T [Emergency medical transportation]  Nocharge  50%|Coinsurance] ' 50%|[Coinsurance]  authorization. If you receive service from an out
of network|ground/water ambulance|provider]
ou may be subject to[balance billing]
|sharinq waived at non-IHCP with IHCP|referral
- None|Cost sharing|waived at non-IHCP with
Nocharge  $65[Copay]/ visit  Not covered HCPI el
Prior authorization may be required. Covered No
If you Facility fee (e.g., hospital room) Nocharge  50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
have a IHCP|referral
hospital Prior authorization may be required. Covered No
stay Physician/surgeon fees No charge | 50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
IHCP|referral
If you Office Visit: $60 Prior authorization may be required. Covered No
need [Copay]/ visit; Limit. Primary Care Provider|(PCP) and other
mental Outpatient services No charge Other Outpatient | Not covered practitioner office visits do not require prior
health, Services: 50% authorizatwaived at non-IHCP
behavior [Coinsurance] with IHCP|referral
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What You Will Pay

Indian Non-IHCP In-
Health Care | Network Provider
chl)giriz:r Services You May Need Provider (You will pay :Z&Tﬁig‘ﬁﬂ; Limitations, Exceptions, & Other Important
Event (IHCP) more) (You will pay the Information
(You will most)
pay the
least)
al health,
or Prior authorization may be required. Covered No
substanc | Inpatient services Nocharge  50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
e abuse IHCP|referral
services
Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. does not apply for
such as routine pre-natal
Office visits Nocharge  $60[Copay]/ visit  Not covered and post-natallscreenings| Depending on the
type of services,[coinsurance [deductible]or
[copayment|may apply. Maternity care may
If you are include tests and services described elsewhere
pregnant in the SBC (i.e., ultrasound).
waived at non-IHCP with IHCP|referral
Childbirth/delivery professional o 7 Prior authorization may be required.|Cost- |
services Nocharge | 50%|Coinsurance|  Not covered [sharing]does not apply for[preventive services
Depending on the type of services,i
[coinsurance|or{deductible]may apply. Maternity
Childbirth/delivery facility services | Nocharge  50%|Coinsurance| | Not covered care may include tests and services described
elsewhere in the SBC (i.e., ultrasound).[Cost |
[sharing]waived at non-IHCP with IHCP[referral
If you Prior authorization may be required. Limited to
need |Home health care| No charge 50%| Coinsurance| | Not covered 60 visits per year.|Cost sharinlélwaived at non-
help IHCP with IHCP|referral
recoverin Outpatient: 50% Outpatient: Prior authorization may be required.
g or have — : m Limited to 30 visits per year per therapy
other lw' MO EIEgE Inpatient: 50% NOSETTENE (occupational, physical and speech therapy); no
special [Coinsurance] limit applies for cardiac or pulmonary therapy.
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Common
Medical
Event

Services You May Need

What You Will Pay

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

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

Non-IHCP Out-of-

Network Provider

(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

least)
health Note: Limits do not apply when provided for a
needs mental health/substance use disorder diagnosis.
Inpatient: Prior authorization may be required.
Covered No Limit.
Cost sharing|waived at non-IHCP with IHCP
referral
Outpatient: Prior authorization may be required.
Limited to 30 visits per year per therapy
(occupational, physical and speech therapy); no
Outpatient:50% limit applies for cardiac or pulmonary therapy.
|Habilitation services No charge m Not covered Note: Limits do not apply when provided for a
g Inpatient: 50% mental health/substance use disorder diagnosis.
m Inpatient: Prior authorization may be required.
Covered No Limit.
Cost sharing|waived at non-IHCP with [HCP
referral
Prior authorization may be required. Limited to
|Skilled nursing care| Nocharge  50%|Coinsurance| Not covered 60 days per yeawaived at non-
IHCP with IHCP|referral
Prior authorization may be required. Covered No
|Durable medical equipment| Nocharge  50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
IHCP|referral
Prior authorization may be required. Covered No
|Hospice services| No charge  50%|Coinsurance| Not covered Limit.[Cost sharing]waived at non-IHCP with
IHCP|referral
If vour G Limited to 1 visit per year.|Cost sharing|waived
ch%ld Children’s eye exam No charge No charge Not covered at non-IHCP with IHCPIrefarral
:zﬁfasl or Children’s glasses No charge No charge Not covered I;mgi(-jl |t_|0C1P't;ir,:;] F:ﬁrcy:%g_H;t AT e
eyecare  Children’s dental check-up Not covered | Not covered Not covered None
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Excluded Services & Other Covered Services:
Services Your|Plan (3enerally Does NOT Cover (Check your policy or|plan locument for more information and a list of any other|excluded services|)

e Abortion (Except in cases of rape, incest, or e Dental care (Children) o Non-emergency care when traveling outside the
when the life of the member is endangered) e Hearing aids us.

e Acupuncture e Infertility treatment e Private-duty nursing

e Bariatric surgery e Long-term care ¢ Routine eye care (Adult)

e Cosmetic surgery o Weight loss programs

e Dental care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan locument.)
e Chiropractic care e Routine foot care

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 Absolute Total Care at 1-833-270-5443 (Relay 711); South Carolina Department of Insurance, 1201 Main Street, Columbia, SC, 29201,
Phone: 1-803-737-6180; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); or Office of Personnel Management Multi-
State Plan Program at{https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/| Other coverage options may be available to you too,
including buying individual insurance coverage through the[Health Insurance]Marketplace| For more information about the 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: South Carolina Department of Insurance, 1201 Main Street, Columbia, SC, 29201, Phone: 1-803-737-6180.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage fenerally includes|plans||health insurance|available through the[Marketplacelor other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of|Minimum Essential Coverage,|you may not be eligible for the[premium tax credit

Does this plan meet the Minimum Value Standards? Not Applicable
If youroesn’t meet the[Minimum Value Standards,Jyou may be eligible for a[premium tax credit o help you pay for a[plan {hrough the[Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-270-5443 (Relay 711).
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-270-5443 (Relay 711).

Chinese (FX): INRFZEZFXHIERY, HILITIXA 515 1-833-270-5443 (Relay 711).
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-270-5443 (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)

$0 $0 $0

W|Specialistfcopayment] $120 m([Specialistjcopayment| $120 m|Specialist|copayment| $120
® 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
$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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English:

If you, or someone you are helping, have questions about Ambetter from Absolute Total Care, 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
1-833-270-5443 (Relay 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Absolute Total Care
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 1-833-270-5443 (Relay 711).

Viethamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter from Absolute Total Care va
khéng thanh thao tiéng Anh, quy vi cé quyén dugc tro giip va nhan thong tin bang ngdn ngit cla minh
mién phi va kip th&i. NEu quy vi hodc ngudi ma quy vi dang giip d& mac bénh vé thinh giac 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
thoi. D& nhan dich vu théng dich hodc dich vu phu tro, vui ldng lién hé bd phan Dich Vu Thanh Vién
theo s6 1-833-270-5443 (Relay 711).

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter from Absolute Total
Care e ndo falar inglés, tem direito a obter ajuda e informacgGes no seu idioma, sem qualquer custo e
de forma atempada. Se tiver uma condi¢do visual e/ou auditiva que dificulte a comunicacdo ou estiver
a ajudar uma pessoa com uma condic¢ao deste tipo, tem direito a receber equipamentos ou servigos de
assisténcia, sem qualquer custo e de forma atempada. Para ter acesso a tradugdes ou a servigos de
assisténcia, contacte os Servicos de Membros através do nimero 1-833-270-5443 (Relay 711).

Chinese:

RIS IEAE RNV 524 Ambetter from Absolute Total Care Firt (i (Fa[ AR S A RIRE - HA
FERIEEE > VA REF B0 S i DU RSB S E BRI E A - RS IE R B2 A
S RI/ER ) EAIRARE - BEEE T > B ER R B K S SR AR o S AUSE
SEHEIIRTS o BAE T ERREES 0 EEEE 1-833-270-5443 (Relay 711) -

Russian:

Ecnny Bac nAn y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUKAN Kakue 1nbo Bonpockl 0 nporpamme
cTtpaxosaHua Ambetter from Absolute Total Care, npu 3TOM Bbl HEAOCTATOYHO XOPOLLO BNageeTe
AHTIMACKUM A3bIKOM, Bbl UMeeTe NPaBo Ha 6ecniaTHYO U CBOEBPEMEHHYIO NMOMOLLb U MHOOPMaLMIO
Ha cBOeM poAHOM s3blKe. Ecan y Bac uam y anua, KoTopomy Bbl NoMoraeTe, HabawgaeTcsa Kakoe Mbo
HapyLeHue cayxa U/uav 3peHuns, KoTopoe NPenAaTCTBYeT KOMMYHMKALLMK, Bbl UMeeTe NpPaBo Ha
6ecnnaTHble U CBOeBPeMeHHble BCMOMOraTelbHble YCIYrM U NomMoLb. [0 NofyyeHus ycayr nepesosa
WM BCMOMOTaTe/IbHbIX YCIYT 06paTUTECh B OTAE OBC/YKUBAHUA Y4aCTHUKOB MPOrPammbl
CTpaxoBaHuAa no Homepy 1-833-270-5443 (Relay 711).

Ukrainian:

AKWoO y Bac abo 0cobu, AKii BU AONOMAraETe, BUHUKAMN 3aNUTaHHA WoAo0 naaHy Ambetter from
Absolute Total Care, ane B1 un s ocoba He BoOAIETE aHMNINCHKOO MOBOIO, BU MAETE NPaBo OTPUMATH
Aonomory Ta iHpopmaLiito CBOEH MOBOIO HE3KOLITOBHO 11 CBOEYACHO. AKLLO Y Bac abo 0cobw, kil BU
Jornomaraerte, € Bagy cayxy abo 30py, AKi 3aBakatoTb CMiIKYBaHHIO, BU MAETe NPaBo OTPMMATH JOMOMIKHI
3acobu Ta noc/yrv 6e3KoWTOBHO 11 cBOeYacHo. LLLo6 oTpmaTh nepeknas abo f4o4aTKOBI nocayru,

3B’ AKiTbCA 3i Cny»k6010 06C/1yroByBaHHS y4aCHMKIB 32 Homepom 1-833-270-5443 (Relay 711).

Gujarati:

S| dHal Wl dl BHs{] Hee 531 2@l €l Ad] 516 (S Ambetter from Absolute Total Care
(A2l usll S1d A viAxHHi Ul o S1Y, )l dHA 516 WL sUL [Cloil 2ol UHAUR dHIZ] HINIHI
Hee dell Hiledl Aaddis] A (ds1R 8. %) dil wedl dH BHe{l Hee 53 8l 1 Ad] 516 csd
AR5 Wa/Medl ¢[RlaNys wdeue] Yl(Sd eld ¥ % 4uRe MdR1bd] €1, dl dHal 51
U 5[ (dotl W YHAYR USIUS AU dell Ac ) UM sclol] A [ES1R B, Bojdle ]
UsIAS A1) ULH 5L HI2, SUL S 1-833-270-5443 (Relay 711) U U&Uefl Ac 2ol Aqus 53).
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Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Absolute
Total Care, 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 1-833-270-5443 (Relay 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Absolute
Total Care 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 1-833-270-5443 (Relay 711).

Swahili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter from Absolute Total Care, 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
1-833-270-5443 (Relay 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Absolute Total Care 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 H6r und/oder Sehbeeintrichtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusatzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-833-270-5443 (Relay 711)

Korean:
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Thai:

wnAusoruinumas TWauThomaaiisnuiAiu Ambetter from Absolute Total Care
LLaJlmi’wu*mf[ums‘[ﬁﬂmwaqﬂnw Al avsiiazwosuamurhumAouastoyalunmuvasnanlos lidudn
T dnwotiaviuvinait mﬂamwsaﬂumammaq‘[mmmmumaaum’;:mumsﬂquaz/m%amsuauﬁum
TugUaTsnsionsdeans Aauilanaitazuosuamuthomasuasuanmaiasu o bidoen Tensesaiuvinei
wndasnsuanmsshumsulaniouinsiasu Tusednsio usMsdwsuaINSA fivanula

1-833-270-5443 (Relay 711)

Tamil:

BiIsG6T 960608 BHIGET 2 56 &M 62([HeUIHE G, Ambetter from Absolute Total Care LIMNI)
g8 mILD CoHeTalls6T @ (BIHS!, CLOSVILD MBI 6VEF 6V [BIL|600TS SI6ILN
@eveumeil_Lmev, 2_MIG6T Qmluiey 2 gallu|lb H&H61608EFLD @) 6ValFLINTEH6)LD,

G emeULITeT GBS H 6L QLMILD 2 _flenln 2 Mg EHEE 2 6TaTgl. [HHISG6T 36VeV gl
BiIs6r 2 g6l QF UL LD (HaIHHS, QSTLILEE @60 W,MTeH @) (HE G0
QFaLILI6V60T LDMMILD/ V6V LIMTTen6U C&:ITETTMI @) (HIHS TV, HI60600T 256 &6iT
MHMID CFEIHEMET @VaIFLNMEHeD Fifluwmet CHTSHH D QLM 2 M EHeH G
2 flemin 2 evor(®). QLMBIQUWFTLIL] 36060 SI60600T CF606UGHEM6TL] GILIM,
SWeQFUWIg 2 MIlINer T CoFemealse6T & 1-833-270-5443 (Relay 711) 6T60TM) 6T600T600T 6V
QBTLIL Q&TeTeTeyLD.

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from Absolute Total Care, epi nou pa
meétrize 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 we 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 seévis oksilye yo, tanpri kontakte
Sevis Manm yo nan 1-833-270-5443 (Relay 711).
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