Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter of Tennessee
Elite Bronze: Standard Expanded Bronze On Exchange Plan

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual/Family | Plan Type: EPO

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 share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) 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/tn/2027-brochures.html, or call 1-833-709-4735 (Relay 711). For general definitions of common terms, such as allowed amount,
balance billing, coinsurance, copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at
https://www.healthcare.gov/sbc-glossary or call 1-833-709-4735 (Relay 711) to request a copy.

Important Questions m Why This Matters:

What is the overall
deductible?

$0 individual / $0 family.

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

Are there services
covered before you meet
your deductible?

Yes. Preventive care services,
primary care, specialist, and urgent

This plan covers some items and services even if you haven't yet met the deductible amount.

care visits, and certain prescription
drugs are covered before you meet
your deductible (see additional
information below).

But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

Yes, $4,500 individual / $9,000
family for prescription drug
coverage. There are no other
specific deductibles.

You must pay all of the costs for these services up to the specific deductible amount before this
plan begins to pay for these services.

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

For network providers: $11,800
individual / $23,600 family. Not
applicable for out-of-network

roviders.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

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

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

Will you pay less if you
use a network provider?

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

roviders.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider’'s charge and what your plan pays (balance
billing). Be aware, your network provider might use an out-of-network provider for some
services (such as lab work). Check with your provider before you get services.

SBC-70111TN0110026-01-2027

Underwritten by Celtic Insurance Company
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Important Questions

Why This Matters:

Do you need a referral to

see a specialist?

No.

You can see the specialist you choose without a referral.

4A Al copayment 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

Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, & Other
Important Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Unlimited Virtual 24/7 Care Visits received
from Ambetter's designated telehealth

injury or illness $55 Copay / visi NIERER provider covered at No Charge, providers

If you visit a health care covered in full.

provider’s office or Specialist visit $120 Copay / visit Not covered None

clinic You may have to pay for services that aren’t

Preveqtivg care/screening/ No charge Not covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what
your plan will pay for.

$65 Copay / visit for

laboratory &

professional services

50% Coinsurance for x- Prior authorization may be required. Covered

ray &—diagnostic No Limit. Othgr places of service may
Diagnostic test (x-ray, blood | imaging |ncIudg: Hosp|t.all, Emergency Room, or
_g—work) ’ _ Not covered Outpatient Facility.

If you have a test 50% Coinsurance for Failure to obtain prior authorization for any
laboratory & service that requires prior authorization will
professional services result in a denial of benefits.
and x-ray & diagnostic
imaging at other places
of service

:\rﬂnslging (CT/PET scans, 50% Coinsurance Not covered Prior_agthorization may be required. Covered
S) EEE— No Limit.

If you need drugs to Tier 1a - Preferred Prior authorization may be required.

treat your iliness or Generic Retail: $3 Prescription drugs are provided up to 30

condition Generic drugs Copay / prescription Not covered days retail and up to 90 days through mail

More information about
prescription drug

Tier 1b - Generic Retail:

order. Mail orders are subject to 3x retail
cost-sharing amount.
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Common Medical Event

Services You May Need

What You Will Pay

Out-of-Network Provider

Network Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

(You will pay the most)

coverage is available at $40 Copay / prescription
https://ambetterhealth.c Tier 2 - Retail: $195
om/en/tn/2027formulary = Preferred brand drugs er & - Retall. » Not covered Prior authorization may be required.
Copay / prescription . ;
Tier 3 - Retail: $250 Prescription drugs are provided up to 30
Non-preferred brand drugs C|er | reacrton days retail and up to 90 days through mail
and Non-preferred generic _Otl)?th tprgsc(rjlp on, Not covered order. Mail orders are subject to 3x retail
drugs 32 djt?gtib?e xanig cost-sharing amount.
Tier 4 - Retail: 50% Prior a.uthorlzatlon may be requwed.
Specialty drugs Coinsurance; subjectto | Not covered PIEEOITE SIS EE Joesd Up 0 310
S days retail and up to 30 days through mail
Rx drug deductible
order.
. Facility fee (e.g., ambulatory 50% Coinsurance Not covered Prlor_agthorlzatlon may be required. Covered
If you have outpatient surgery center) EEE— No Limit.
surgery Physician/surgeon fees 50% Coinsurance Not covered Ego[i;lftt TSIPEEI 72 53 RZEUIED., Careize
$4000 Copay / visit $4000 Copay / visit
($2000 Copay / visit for ' ($2000 Copay / visit for

If you need immediate
medical attention

Emergency room care

facility; $2000 Copay /
visit for physician fee)

facility; $2000 Copay /
visit for physician fee)

None

Emergency medical
transportation

50% Coinsurance

50% Coinsurance

Covered No Limit. Note: Prior authorization
is not required for emergency transport,
however, all non-emergent transport requires
prior authorization. If you receive service
from an out of network ground/water
ambulance provider, you may be subject to

balance billing.
Urgent care $60 Copay / visit Not covered None
_ Facility fee (e.g., hospital 50% Coinsurance Not covered Prlor_aL_Jthorlzatlon may be required. Covered
If you have a hospital room) - No Limit.
stay Physician/surgeon fees 50% Coinsurance Not covered ElgoLri;L;tt horization may be required. Covered
If you need mental Office Visit: $55 Copay / Prior authorization may be required. Covered
health, behavioral Outpatient services visit; Not covered No Limit. (Primary Care Provider (PCP) and

health, or substance

Other Outpatient

other practitioner office visits do not require
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What You Will Pay Limitations, Exceptions, & Other

Common Medical Event Services You May Need NetV\_lork Provider Out-of-l\_letwork Provider Important Information
(You will pay the least) | (You will pay the most)

abuse services Services: 50% prior authorization.)
Coinsurance

Prior authorization may be required. Covered
No Limit.

Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. Cost-sharing does not apply for
preventive services, such as routine pre-
Office visits $55 Copay / visit Not covered natal and post-natal screenings. Depending
on the type of services, coinsurance,
deductible or copayment may apply.
Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Childbirth/delivery o) i Prior authorization may be required. Cost-

\ . 50% Coinsurance Not covered : )
professional services sharing does not apply for preventive
services. Depending on the type of services,
copayment, coinsurance or deductible may
50% Coinsurance Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Prior authorization may be required. Limited
to 60 visits per year.

Outpatient: Prior authorization may be
required. Limited to 20 visits per year per
therapy (occupational, physical and speech);
limited to 36 visits per year per therapy for
cardiac and pulmonary. Note: Limits do not
Not covered apply when provided for a mental
health/substance use disorder diagnosis.
Inpatient: Prior authorization may be
required. Unlimited coverage includes
speech, occupational, pulmonary, cardiac
and physical therapy.

Inpatient services 50% Coinsurance Not covered

If you are pregnant

Childbirth/delivery facility
services

Home health care 50% Coinsurance Not covered

If you need help
recovering or have Outpatient: 50%
other special health Rehabilitation services Coinsurance
needs Inpatient: 50%

Coinsurance
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What You Will Pay Limitations, Exceptions, & Other

Common Medical Event Services You May Need Network Provider Out-of-Network Provider

Important Information
(You will pay the least) | (You will pay the most) P I

Outpatient: Prior authorization may be
required. Limited to 20 visits per year per
therapy (occupational, physical and speech);
Outpatient: 50% Iimitgd to 36 visits per year per Fhefrapy for
Coinsurance cardiac and pulmonary. Note: Limits do not
Habilitation services InpatiW% Not covered apply when provided for a mental
Coinsurénce health/substance use disorder diagnosis.
- Inpatient: Prior authorization may be
required. Unlimited coverage includes
speech, occupational, pulmonary, cardiac
and physical therapy.
Skilled nursing care 50% Coinsurance Not covered Eg%;?lgtggp;aeta'?n TR 6 Ao, [Tt
Durable medical equipment 50% Coinsurance Not covered llflgol_ri;l:tt horization may be required. Covered
Hospice services 50% Coinsurance Not covered Z:)lol_rire:]l#horlzatlon Tty ED BTt Gzt
. Children’s eye exam No charge Not covered Limited to 1 exam per year.
gyour Sl isees \ Children’s glasses No charge Not covered Limited to 1 item per year.
ental or eye care ,
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 document for more information and a list of any other excluded services.)

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

e Acupuncture e Infertility treatment e Private-duty nursing

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

e Cosmetic surgery e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care (Limited to 20 visits per year) e Hearing aids (Limited to 1 item per earevery3 e Routine foot care
years)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Ambetter of Tennessee at 1-833-709-4735 (Relay 711); Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., Nashville,
TN, 37243-0565, Phone: 1-615-741-2218; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); Tennessee Consumer
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Assistance Program at 1-800-342-4029; or Office of Personnel Management Multi-State Plan Program at https://www.opm.gov/healthcare-insurance/multi-state-plan-
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 a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact: Tennessee Department of Commerce and Insurance, 500 James Robertson Pkwy., Nashville, TN, 37243-0565, Phone: 1-615-741-2218.
Additionally, a consumer assistance program can help you file your appeal. Contact Tennessee Consumer Assistance Program at 1-800-342-4029.

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

Does this plan meet the Minimum Value Standards? Not Applicable
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-833-709-4735 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-709-4735 (Relay 711).

Chinese (FX): INRFEFXHIFRN, THIKITXA 55 1-833-709-4735 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-709-4735 (Relay 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-833-709-4735 (Relay 711) uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-833-709-4735 (Relay 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-833-709-4735 (Relay 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-833-709-4735 (Relay 711).

] To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

'
“
3

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing amounts
(deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. 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

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

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

a hospital delivery)

controlled condition)

follow up care)

M The plan’s overall deductible $0 M The plan’s overall deductible $0 M The plan’s overall deductible $0
B Specialist copayment $120 m Specialist copayment $120 m Specialist copayment $120
M Hospital (facility) coinsurance 50% ™ Hospital (facility) coinsurance 50% ™ Hospital (facility) coinsurance 50%
B Other coinsurance 50% ® Other coinsurance 50% m® 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-ray)
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
Copayments $600 Copayments $3,500 Copayments $1,100
Coinsurance $4.400 Coinsurance $400 Coinsurance $900

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 $5,060 The total Joe would pay is $3,920 The total Mia would pay is $2,000

The plan would be responsible for the other costs of these EXAMPLE covered services.

*Note: This plan has other deductibles for specific services included in this coverage example. See “Are there other deductibles for specific services?” row above.
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Notice of Availability of Language Assistance ambEtter.

Services and Auxiliary Aids and Services of Tennessee

English:

If you, or someone you are helping, have questions about Ambetter of Tennessee, and are not proficient in English, you
have the right to get help and information in your language at no cost and in a timely manner. If you, or someone you are
helping, have an auditory and/or visual condition that impedes communication, you have the right to receive auxiliary
aids and services at no cost and in a timely manner. To receive translation or auxiliary services, please contact Member
Services at 1-833-709-4735 (Relay 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of Tennessee y no domina el inglés, tiene
derecho a obtener ayuda e 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 comunicacidn, tiene derecho a recibir ayuda y
servicios auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccidn, comuniquese
con Servicios para Miembros al 1-833-709-4735 (Relay 711).

Arabic:

Bueluall e Jguamdl (§ 3] chald (pOY dalb &)L S5 oJg cAmbetter of Tennessee Jg> Al ouclud jases s gl el 0513
G3 ¢ ol g0l 3ux3 & s 1/9 dumoe Doy 3l oukelud paseds T oT il S 13] oanlbiadl B39l 39 2085 T 0195 (o lisds Sloglaally
Slaus 5 JUail (rp ddlp] Slods of Azl Olods B liall Bl 39 4885 (6T 0195 ¢yo 2L oz sl (A5 (3 32

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

Chinese:

WIERIESSEIEAE R BT 52ES Ambetter of Tennessee Frig (L MARF AT - ARG ETGE - ERERREIL L
s UG BB S B BIAIERE AR - AR S IEAE BRI A RE IR/ SR ) EAYRTRE - PHBE 78 - AR
B R SE ISR SR B s - A EHUS BRSBTS - Sles G B - EE5E/E 1-833-709-4735 (Relay 711) -

Ambharic:

ACOP OLI° (A 299,091 (@< (i Ambetter of Tennessee T NAPT AG ATILNT 1k DA PAIPTI° D¢, AG (L@ 0L 7EP
ACA D hG avlB e aolk AAP T hCAP DRIP AA PTLEHF AD-F VYT 17 PTLOLGPF PaPATYt hG/DR.IP PhL I ToIC NAPTE
A WCAFPTT WG AININRTT PA I°79° DR, hG (NLHD- PaPPA a0+ AAP+:: PHCTI° OLIP L5F AIANTTT A%1TT+ A0 N
1-833-709-4735 (Relay 711) PAOA ATANART 7 £G14x:

Gujarati:

o) dHal Heldl d BHs{l Hee 531 8Ll €l Ad] 516 U5l Ambetter of Tennessee (A2 U] €14 W WARHUI
Ul ot S1, dl dHel S16 WA UL (el Ao HHUUR dHIZ] GINIME Hee dell Hiledl Anddiel 4 [EsR 8. %) di
wd| di BUel Hee 530 @l €l Ad] 516 s HAQIA (S WA Hdl ¢[RlaNUs wdeulef] Ul(sd eld 5 %
BURA WAl 1, dl dHa 516 WA UL [cloll el YHAU USIUS USIA dell Acdd) ULH $2clell A [ES12 .
Befclle, Ul SIS A UIH Sl HI, SUL 5ol 1-833-709-4735 (Relay 711) UR ¥&Us{] Aduileil 4US 53,

Vietnamese:

NE&u quy vi hodc ngudi ma quy vi dang gilip d& cé cdu hdi vé Ambetter of Tennessee va khéng thanh thao ti€ng Anh, quy
vi c6 quyén duoc tro giip va nhan thong tin bang ngdn ngi cla minh mién phi va kip thoi. N&u quy vi hodc ngudi ma quy
vi dang gilip d& mac bénh vé thinh gidc va/hoic thi gidc gay can trd giao ti€p, quy vi cé quyén duoc nhan cac ho tro va
dich vu phu trg mién phi va kip thoi. D& nhan dich vu théng dich hoic dich vu phu trg, vui long lién hé bd phan Dich Vu
Thanh Vién theo sé 1-833-709-4735 (Relay 711).

Laotian:

I 1 @ 2 2 A o o 2 ] o Ao 1 [} & v o

fNamannau g rg?ngwgmmumagi’mmuaawc@s, Uaanaungony Ambetter of Tennessee, (A8 UL5929UWAFAD9NN,

1 sy EyTs) ' o % A 1 $ A 2 1 3} £% 1 o

mﬂuuz%ninsumuaaacgja (8L ggumcﬂ‘uwﬂaﬂgaf)mwfneuumﬁanw (L NUCDRA. TIamannau g

2 2 b A ° o 2 1 o A s o & v Ao o

fg?ﬂngmmﬂumag‘c’mmuaaycma, Dgswavmagnautagy €S/Y) ﬂﬂUCUSCWUZﬂQOQO‘]Sﬂ‘]Ugﬁﬂ‘U,

' A o ' Y ° A S 2 1 3] & 2y e ° A @A o0

ZnﬂUUQO\LOSUﬂ‘]‘UQQEJCQS ag NauYSNauEutneulnatda9e «as Hucara. (iatiitaSunauudnaucdwasga i)} 8Ny,
A & ° o P

NBIUINNON NAVYQINIWISUIZN 1841 1-833-709-4735 (Relay 711).
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Swalhili:

Ikiwa wewe, au mtu unayemsaidia, ana maswali kuhusu Ambetter of Tennessee, na huelewi Kiingereza vizuri, una haki ya
kupata usaidizi na maelezo kwa lugha yako bila kulipa ada yoyote na kwa wakati ufaao. Ikiwa wewe, au mtu
unayemsaidia, ana tatizo la kusikia na/au la kuona ambalo linazuia mawasiliano, una haki ya kupata usaidizi na huduma za
ziada bila kulipa ada yoyote na kwa wakati unaofaa. Ili kupata huduma za tafsiri au za ziada, tafadhali wasiliana na
Huduma kwa Wanachama 1-833-709-4735 (Relay 711).

Ukrainian:

AKWo y Bac abo ocobu, AKilt BM AoNOMaraeTe, BUHUKAM 3anuTaHHA Woao naaHy Ambetter of Tennessee, ane Bu un ua ocoba
He BO/I0AJETe aHMNINCbKOK MOBOID, BY MA€ETe NpPaBo OTPMMATK 4ONOMOrY Ta iHPOPMaLLito CBOEKD MOBOK 6E3KOLWTOBHO I
CBOEYacHo. fKLLO y Bac abo 0cobu, AKili BU fonomaraeTe, € Bagu cyxy abo 30py, AKi 3aBaXKatoTb CMiJIKYBaHHIO, BU MaETe
NpaBo OTPUMATK AOMOMIXKHI 3ac0bM Ta NocNyr 6e3KOLITOBHO 11 cBoeYacHo. LLLob oTprmaTh nepeknag abo foAaTKoBI
nocnyru, 38’axitbeaA 3i Cnyx60t0 06cnyroByBaHHA y4acHUKIB 32 Homepom 1-833-709-4735 (Relay 711).

Korean:

Hol L= Aot =22 &= 20| Ambetter of Tennessee0f| EHOF HZ0 U= ddR2 IdH0 S=otK E2AIH
o QWE/\IOE"*OWIC’ N2} d2E 222U LIE} Hot &= Aot =82 2= 201 &2
L/C= ANLHOZ AASH O U= %ﬁ—‘?—AIOIE’éoFHIC‘E‘:‘Z‘_E L MHIAE &2 dHeldt

ASLICL EF L= EX /dtllﬁ% BFO Al 2484 1-833-709-4735 (Relay 711)H S 2 DI XF MHI A 200
A=A AI2.

German:

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

Yoruba:

Bi iwo, tabi enikan tiiwo 1 ran 16wo, ba ni ibéeére nipa Ambetter of Tennessee, ti 0 ko si mo éde Geési so daradara, o ni etod
Iati riiranlowo ati alayé gba ni édeé re |6feé ati ni akdko o ye. Biiwo, tabi enikan tiiwo i ran 16wo, ba niisoro igboro ati/tabi
iriran t6 1 di ibaraenisoro 16wo, o ni eto lati gba awon ohun iranwo ighdro ati awon isé iranwo laisanwé ati ni akdko té ye.
Lati gba awon ise itumo édé tabi awon ise iranléwo, jowo kan si Awon ise Omo egbé ni 1-833-709-4735 (Relay 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter of Tennessee et que vous ne
maitrisez pas I'anglais, vous pouvez bénéficier gratuitement et en temps utile d'aide et d'informations dans votre langue.
Si vous méme ou une personne que vous aidez souffrez d'un trouble auditif ou visuel qui entrave la communication, vous
pouvez bénéficier gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction
ou de services auxiliaires, veuillez contacter Services aux membres au 1-833-709-4735 (Relay 711).

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter of Tennessee, at hindi ka mahusay sa
Ingles, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos at sa maagap na
paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa pandinig at/o pannikin na nakakaapekto sa
komunikasyon, may karapatan kang makatanggap ng mga karagdagang tulong at serbisyo nang walang gastos at sa
maagap na paraan. Para makatanggap ng mga serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag
ugnayan sa Mga Serbisyo para sa Miyembro sa 1-833-709-4735 (Relay 711).

Haitian Creole:

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