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

Ambetter from Superior HealthPlan
Standard Silver VALUE + Vision + Adult Dental: Standard Silver On Exchange|[Plan]

Coverage Period: 01/01/2026 - 12/31/2026

Coverage for: Individual/Family | Plan Type: HMO

https://ambetterhealth.com/en/tx

allowed amount Jbalance billing,

https://www.healthcare.gov/sbc-glossaryor call 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) to request a copy.

The Summary of Benefits and Coverage (SBC) document will help you choose a health|plan.]The SBC shows you how you and the[plan would
M 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
2026-brochures.htmllor call 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989). For general definitions of common terms, such as
coinsurance,Jcopayment,|deductible|provider |or other underlined terms, see the Glossary. You can view the Glossary at

will be provided

What is the overall

deductiblef’

$6,000 individual / $12,000 family.

Why This Matters:

Generally, you must pay all of the costs from[providers

[plan]begins to pay. If you have other family members on the
meet their own individual[deductible]until the total amount off
family members meets the overall family{deductible|

up to the|deductible]lamount before this
plan] each family member must
deductible|expenses paid by all

Are there services
covered before you meet

your{deductible}?

~NJ

Yes.|Preventive carelservices,

drugslare covered before you meef

primary care, [specialist] and|urgentl]This|;|;|an|covers some items and services even if you haven't yet met the[deductible]amount.
care|visits, and certain[prescription | But a[copayment]or{coinsurance]may apply. For example, this|plan]covers certain|preventive

services|without{cost sharingland before you meet your|deductible| See a list of covered

your|deductible|(see additional
information below).

|preventive services|at|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| $8,900

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

individual / $17,800 family. Not

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

applicable for|out-of-network

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

roviders

What is not included in

ou have
until the

Premiums||balance-billing|charges,
penalties for failure to obtain

the|out-of-pocket limit}

reauthorization|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 limit|

Will you pay less if you
use alnetwork providerf

Yes. See

This|plan]uses a[providernetwork| You will pay less if you use a[provider|in the[planis[network|

[https://ambetterhealth.com/en/tx/fin

dadoclor call 1-877-687-1196

(Relay Texas/TTY 1-800-735- |

2989) for a list ofnetwork

| services (such as lab work). Check with your{provider|before you get services.

| You will pay the most if you use anfout-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 an|out-of-network provider|for some

SBC-87226TX0140004-01-2026

Underwritten by Superior HealthPlan
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Important Questions

providers
Do you need afreferral io Y Thishlan will pay some or all of the costs to see a[specialistfor covered services but only if you
— es. —
see a[specialist have a[referral|before you see the|specialist]

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

Common Medical Event

Services You May Need

What You Will Pay

Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

: . $40|Copay|/ visit;
.P fimary care RIS deductible|does not Not covered Covered No Limit.
injury or illness apply

If you visit a health care $80|Copayl vsit,

office or Specialist|visit Heductible does not Not covered None
clinic apply ,
You may have to pay for services that aren’t
[Preventive care]screening] No charge;|deductible Not covered preventive. Ask your, éroviderlif the services
immunization does not apply needed are preventive. Then check what
your[plan]will pay for.
40%|Coinsurancelfor
laboratory &
professional services Prior authorization may be required. Covered
40%[Coinsurancelfor x- No Limit. Other places of service may
. . ray & diagnostic imaging include: Hospital, Emergency Room, or
\I?Vfr ?OStIC test|(x-ray, blood +0%Cosaranaalior Not covered Outpatient Facillty.

If you have a test laboratory & Failgre to obtain prior aluthorizati(.)n fpr any
professional services serwlfg tha(’; regtlur(:sb prlo;tauthor|zat|on will
and x-ray & diagnostic result in a denial of benefits.
imaging at other places
of service

Imaging (CT/PET scans, 40% Not covered Prlor.aqthorlzatlon may be required. Covered
MRIs) — No Limit.
Tier 1a - Preferred Prior authorization may be required.
If you need drugs to : o — .
treat your illness or Generic drugs Generic Retail: $20 Not covered [Prescription drugs|are provided up to 30

condition

Copay|/ prescription;
deductible|does not

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

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

More information about apply cost-sharinglamount.
prescription drug

Limitations, Exceptions, & Other

Important Information

Tier 1b - Generic Retail:

|s available at $20[Copayl
https://ambetterhealth.c otion|deducti]
om/en/tx/2026formula prescription;|deducible]

does not apply

Tier 2 - Retail: $40

Copay|/ prescription; Prior authorization may be required.
Preferred brand drugs deductible|does not Not covered [Prescription drugs|are provided up to 30

apply days retail and up to 90 days through mail

Non-preferred brand drugs order. Mail orders are subject to 2.5x retail

; Tier 3 - Retail: $80 -
and Non-preferred generic e Not covered amount.
drugs. [Copay]/ prescription
Prior authorization may be required.
EEELIT Tier 4 - Retail: $350 Not covered [Prescription drugs|are provided up to 30
[Copay]/ prescription days retail and up to 30 days through mail
order.
Facility fee (e.g., ambulatory o A Prior authorization may be required. Covered
If you have outpatient surgery center) 40% Not covered No Limit.
surgery il s 40% Not covered Egol_ri;tijtthonzatlon may be required. Covered
|[Emergency room care] 40%) Coinsurance]| 40%) Coinsurance| None
| | Covered No Limit. Note: Prior authorization
Emergency medical o [ o [ is not required for emergency transport,
If you need immediate | transportation| ik it however, all non-emergent transport requires
medical attention prior authorization.
$60[Copay]/ visit;
deductible]does not Not covered None
apply
Facility fee (e.g., hospital o Ao Prior authorization may be required. Covered
If you have a hospital room) 40%|Coinsurance Not covered No Limit.
stay . o [ Prior authorization may be required. Covered
Physician/surgeon fees 40% Not covered No Limit
If you need mental , , Office Visit: $40|Cogay| Prior authorization may be required. Covered
health, behavioral M ECIIEEE [ visit;|deductible|does e No Limit. {Primary Care Provider|(PCP) and
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What You Will Pay

Limitations, Exceptions, & Other

Common Medical Event Services You May Need Netvs_lork Provider Out-of-h_letwork Provider Important Information
(You will pay the least) | (You will pay the most)
health, or substance not apply; other practitioner office visits do not require
abuse services Other Outpatient prior authorization.)
Services: 40%
[Coinsurance]
Inpatient services 40%|Coinsurance Not covered Prior authorization may be required. Covered

No Limit.

Prior authorization not required for deliveries
within the standard time frame per federal

regulation, but may be required for other
services.[Cost-sharing]does not apply for

$40|Copay/ visit; [preventive services| such as routine pre-
Office visits deductible|does not Not covered natal and post-natal|screenings| Depending
apply on the type of services,
[deductible]or[copayment|may apply.

Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery o A Prior authorization may be required.[Cost-
professional services 40%|Coinsurance| Not covered sharing|does not apply for|preventive

services| Depending on the type of services,
I . . copayment][coinsurance]or[deductiblelmay
bl e 40%) Coinsurance] Not covered apply. Maternity care may include tests and
Services services described elsewhere in the SBC
(i.e., ultrasound).

|H ome health car e| 40% Not covered Prior authorization may be required. Limited
—_— — to 60 visits per year.

Outpatient: Prior authorization may be
required. Limited to 35 combined visits per

If you are pregnant

If you need help

recovering or have Outpatient: $40 Copay/ year (combined with chiropractic care). Note:
other special health visit;[deductible[does Limits do not apply to treatment or care
T |Rehabi|itation services| not apply Not covered determined to be|medically necessarylas a
Inpatient: 40% result of and related to an acquired brain
m injury, for treating developmental delays or
for any mental health/substance use disorder
diagnosis.
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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)

Inpatient: Prior authorization may be
required. Covered No Limit.

Outpatient: Prior authorization may be

Outpatient; $40| Coéail/ required. Limited to 35 visits per year. Note:
visit;|deductible[does Limits do not apply when treatment is

|Habi|itation services| not apply Not covered provided for a mental health/substance use
Inpatient: 40% disorder diagnosis or developmental delays.
Coinsurance Inpatient: Prior authorization may be

required. Covered No Limit.
. . . Prior authorization may be required. Limited
0

|Skilled nursing care| 40%|Coinsurance] Not covered t0 25 days per year.

|Durable medical equipment| | 40%|Coinsurance Not covered Zgo[i;l# horization may be required. Covered

|Hos o services| 40% Not covered Egol_riﬁqtijtthonzatlon may be required. Covered

No charge;|deductible|

Children’s eye exam Not covered Limited to 1 visit per year.
If your child needs does not apply
your chi : .
dental or eye care Children’s glasses N G} Al Not covered Limited to 1 item per year.
does not apply
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 flocument for more information and a list of any other|excluded services|)

o Abortion (Except when the life of the memberis e Cosmetic surgery e Long-term care
endangered if the fetus were carried totermor e Dental care (Children) o Non-emergency care when traveling outside the
delivered) e Infertility treatment Us.

e Acupuncture o \Weight loss programs

o Bariatric surgery

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan ocument.)
e Chiropractic care (Limited to 35 combined visits e Hearing aids (Limited to 2 items every 3 years) e Routine eye care (Adult-one visit, one frame, and
per year (combined with outpatient rehabilitation e  Private-duty nursing (Available on an inpatient one pair of lenses. Dollar allowances apply to

therapy)) basis only (outpatient & home excluded)) hardware.)
¢ Routine foot care
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your|plan focument.)

e Dental care (Adult-visit & item limits apply per
year. $1,000 annual dollar limit per year per
person.)

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 Superior HealthPlan at 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989); Texas Department of Insurance, P.O. Box 12030, Austin, TX
78711-2030, Phone: 1-800-252-2439; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Texas Consumer Assistance
Program at 1-800-252-3439; 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
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,|appeal,|or a[grievance for any reason to yourFor more information about your rights, this notice, or

assistance, contact: Texas Department of Insurance, P.O. Box 12030, Austin, TX 78711-2030, Phone: 1-800-252-2439. Additionally, a consumer assistance program
can help you file your[appeal] Contact Texas Consumer Assistance Program at 1-800-252-3439.

Does this plan provide Minimum Essential Coverage? Yes
[Minimum Essential Coverage ¢enerally 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,lyou may be eligible for a[premium tax credit fo help you pay for ahrough the[Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).
Chinese (A X): B FEH XHIFLR), 1HEITIXA 519 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

] 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

pay under different health|plans

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

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

@ overallldeductible

$6,000

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

controlled condition)

overallldeductible

$6,000

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

follow up care)

$6,000

H|Specialistlcopayment| $80 m|Specialistlcopayment| $80 m(Specialist|copayment| $80
® Hospital (facility)[coinsurance] 40% ® Hospital (facility)[coinsurance] 40% m Hospital (facility)|coinsurance] 40%
® Other|coinsurance] 40% ® Other|coinsurance] 40% ™ Other[coinsurance] 40%
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 $6,000 |[Deductibles $900 |Deductibles $2,100
$50 $1,100 $400
Coinsurance $1,600 [Coinsurance $0 [Coinsurance $0

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 $7,710 The total Joe would pay is $2,020 The total Mia would pay is $2,500

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 Superior HealthPlan, 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
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter from Superior HealthPlan
y no domina el inglés, tiene derecho a obtener ayuda e informacidn 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 traduccidon, comuniquese con Servicios para
Miembros al 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Vietnamese:

Néu quy vi hodc ngudi ma quy vi dang gilip d& c6 cau hoi vé Ambetter from Superior HealthPlan va
khong thanh thao tiéng Anh, quy vi cd quyén dugc tro giip va nhan thong tin bang ngdn ngit cla minh
mién phi va kip th&i. NEu quy vi hodc nguwdi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hodc thi
giac gy can trd giao tiép, quy vi cé quyén dugc nhan cac hd tro va dich vu phu trg mién phi va kip
thoi. D& nhan dich vy théng dich hodc dich vu phu trg, vui long lién hé bd phan Dich Vu Thanh Vién
theo s6 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Chinese:

WL BOREIEAE BNV S: » HRAY Ambetter from Superior HealthPlan J5HIFYRTE » HA
FEEBLEE - AR R B S I DU R EE BIAIERE, « 05RA - 58 Ef’rmﬁjjﬂﬁﬁ%*ﬁ I
JIFN/EE T ERORERE - PHESE T - A RER R RIS S R B o S S EEE
ECEHENIRTS » SEERAS & BRTEES - BEE T 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) -

Korean:
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Arabic:

CASSYI AL &)L oSS elg <Ambetter from Superior HealthPlan Jg> dbiwl suslud jasis g of chad oE13)
pasd gl il CuS 13] .onliall 351 39 Aa8T (5T 093 oo ity Gloghanlly Buelunadl e Jguamdl § gl chls
455 LS‘ 09d (e 4»3\40| ulobj Olieluw UOJ.J ‘3 d;dl gJ)-\.lB 4Jp|yJ| Ry 4:\j,4u3|/5 w = o dbu odelud
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.1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

Urdu:

28 e Al BS OYlgu gwe 25 S Ambetter from Superior HealthPlan o9 oy w 1S 3de ©T (§ e b « T J3)
TS -0 36 38 ol lashen 151 3ia 52 591 ibslas Db e 0L Gl 55 T 35 e v ol e Sl 09
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Tagalog:

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

Superior HealthPlan, 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 1-877-687-1196

(Relay Texas/TTY 1-800-735-2989).
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French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from
Superior HealthPlan 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 1-877-687-1196
(Relay Texas/TTY 1-800-735-2989).

Hindi:

mmmaﬂéﬂwwﬁaﬁrmﬁmwwr&%ﬁ % 91T Ambetter from Superior HealthPlan
A o3 R § 3R 3T 2letl 13T & AR AET &, T JTIhT 3771 ST 2 T 3R T o) Fgraely
3R SRR 9TCd et T TSR §. 3R 3! IT fhaT 08 saferd i faaeh! 39 Acg X & &,
gelet 3R/ SEe H FAEAT BN § 3R 38d arrdia arfera gl 8, ot 3maent fae et ot & 3
HHY TR R TETIT 3R YaTT FTecd et AT JIThR &. 3HefdTe; IT HTeh AT TTeel el & felw
ST 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) U HEET HATU { HYH Y.

Persian:

w3l 9 <yl Ambetter from Superior HealthPlan o)bys (15w «duiS s SS9l o dyls oS 63,8 b Lo 3]
SS9l o dyls 45 (63,3 b Lo 81 auiS B> wdge 4 3 OBLD 4 OB3g3 0L 4 by Sledlol 5 SS s 3> ciila
UL:_) Ay Goldel Wleus g LQ&ASJ::_)L) & 5J.Z§L; Cew |y LG 6)!)5).3 ASQ)L) d_LA-“U L d‘ﬁ"'&’ e u\“.A.ASL;
olass y Lael lous b laka) (galuel leds 9 LSS dlys (Sl S Cdlys adge 4 9 0Kl 4 Obogs

LS eled 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989)

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Superior HealthPlan 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 Hor- und/oder Sehbeeintrachtigung hat, die
die Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Gujarati:

8l Aol WUl AR BHo{l HEE 53] 6l 8l AL 51¢5 (5l Ambetter from Superior HealthPlan
QA Y2l ot AR BiYYHi ycllet ot flat, Al dHa 515 W sl (Aotl A AMHAUR AHIZ] erHl
HeE dal 1l Roaatsll @SR B. %1 dR Wl AN BHo{l HeE 53] 6l &l Al 5 caulsel
AR Ao/l fRAnas vcral LS d slat 3 @ duRA AUl 2L, dl dHal SIE
WL 52Ul (Aoll Aol AHAUR USLAS A1 Al Al YLt sclloll (A5 B, Bojclle Wl
UslaAs AU Ylicd scl HIZ, 5UL 531\ 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) UR
UeAo{l AcAlell AUS 5.

Russian:

Ecnvy Bac nau y Mua, KOTOPOMy Bbl MOMOTaeTe, BO3HUK/W KaKue-1Mbo BONpOChk! O Mporpamme
cTpaxosaHua Ambetter from Superior HealthPlan, npu 3Tom Bbl He4OCTaTOYHO XOPOLIO B/lageeTe
aHT/IMACKUM A3bIKOM, Bbl UMEETE NPaBo Ha 6ecniaTHYO 1 CBOEBPEMEHHYIO MOMOLLL U MHbOPMaLMIO
Ha cBOEM POAHOM s3biKe. Ecn y Bac MAM y nua, KOTOPOMy Bbl NOMoraeTte, HabatogaeTca Kakoe-1mbo
HapyLeHne cayxa u/uam 3peHuns, KOTopoe NPenATCTBYET KOMMYHMKaLLMK, Bbl MMeeTe Npaso Ha
6ecnnaTHble M CBOEBPEeMEeHHble BCMOMOraTe/ibHble YCYTM U NOMOLb. [15 NoyYeHns yeayr nepesosa
WM BCNOMOTaTe/IbHbIX YCAYr 06paTuTech B 0TAe/ 06CAYKMBAHUA YY4aCTHUKOB NMPOrpammbl
cTpaxoBaHuAa no Homepy 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).

Japanese:

CBEHEOHLE-HLNEL TLSHMmD AL, Ambetter from Superior HealthPlan|Z DWW T ZERM %
EHLNEE. ZEICHEN G THLEHINDFA LY —IZCHFLDEETAILTOESRE
BEIIENTZEFET, CEHEDO. HLEEIANEL TV LMD ADEREDLHEDKED-HO
URUAHLIWMEETH, BRLADFAAL—IZHEIY—ERXRERITHIENTEET,
FEROMB Y —EREZ(T5I1Z1E. 1-877-687-1196 (Relay Texas/TTY 1-800-735-2989) (D
AUN—H—ERIZTEKRLFE S,

Laotian:

Hamannay & Eg‘t’nﬂjzﬁgﬁl‘zhﬂuﬁﬂ?\’)f)?ﬁnwéa@cmfa, Jaanaunsofiu Ambetter from Superior HealthPlan,
«ag U8sogauwagasfin, haul8atiSunaugoecdie cas 5Quﬁc?juwﬁm%gzhwfoaﬁﬁéq?é’lma L
Nucoan. Gamannau & @?ﬂﬁjtﬁr’ﬁgﬁ]‘z}muﬁﬂﬁg?’zﬁmuéam{ﬁs, Dgswavmnagnaut&idy wag/§ naucdiaciivi
gngoa9naudsay, haul8aliSunaugoscde was nauddnaudutneulaatsaas was fiucoan. deld
aSunavdSnavcdwaga § J3naucdy, nga’]mﬁoﬁmﬂ Member Services (naud8nayssuadn) L&
1-877-687-1196 (Relay Texas/TTY 1-800-735-2989).
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