Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter of North Carolina Inc.
Elite Bronze with Atrium Health + Vision + Adult Dental: Standard Expanded Bronze On Exchange Plan

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

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/nc/2027-brochures.html, or call 1-833-863-1310 (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 1-833-863-1310 (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, $4,850 individual / $9,700
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: $11,900
individual / $23,800 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/nc/fi
ndadoc or call 1-833-863-1310
(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-77264NC0020047-01-2027

Underwritten by Ambetter of North Carolina, Inc.
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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 2.5x 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 Prior authorization may be required

om/en/nc/2027formular  Pref ) e N [DRaLEOlZal y Liied:

y. referred brand drugs Copay / prescription ot covered Prescription drugs are provided up to 30
Non-preferred brand drugs ~ Tier 3 - Retail: 45% days retail and up to 90 days through mail
and Non-preferred generic Coinsurance; subjectto | Not covered order. Mail orders are subject to 2.5x retail
drugs Rx drug deductible cost-sharing amount.

Tier 4 - Retail: 50% Erlor a.utthorlzatlon may be rgqglredi 0
Specialty drugs Coinsurance; subjectto | Not covered resCrIpion Grugs are provided up 10 549
=peciatty origs = days retail and up to 30 days through mail
Rx drug deductible
order.
Facility fee (e.g., ambulatory o) A Prior authorization may be required. Covered
If you have outpatient  surgery center) °0% Coinsirance Not covered No Limit.
surgery Physician/surgeon fees 50% Coinsurance Not covered Egol_ri;lftt LAELLE) (7Y 52 FegATee, COEre
$4000 Copay / visit $4000 Copay / visit
($2000 Copay / visit for | (52000 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_agthorlzatlon may be required. Covered
If you have a hospital | room) - No Limit.
stay Physician/surgeon fees 50% Coinsurance Not covered Elgol_ri;Lijtt 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
abuse services

Other Outpatient
Services: 50%

other practitioner office visits do not require
prior authorization.)
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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)
Coinsurance
Inpatient services 90% Coinsurance Not covered 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) An: 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. Covered
No Limit.

Outpatient: Prior authorization may be
required. Limited to 30 visits per year for
speech therapy, limited to a combined 30
visits per year for occupational therapy,
physical therapy and chiropractic care. Note:
Not covered Limits do not apply when provided for a
mental health/substance use disorder
diagnosis.

Inpatient: Prior authorization may be
required. Unlimited coverage includes
speech, occupational and physical therapy.

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 i . Coinsurance
e Rehabilitation services 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 30 visits per year for
speech therapy, limited to a combined 30
Outpatient: 50% VISI’[S' per year for occupgtlonal ’Fherapy,
Coi physical therapy and chiropractic care. Note:
—_ . oinsurance e :
Habilitation services . ro Not covered Limits do not apply when provided for a
Inpatient: 50% tal health/subst disord
Coinsurance mental health/substance use disorder
- diagnosis.
Inpatient: Prior authorization may be
required. Unlimited coverage includes
speech, occupational and physical therapy.
Skilled nursing care 50% Coinsurance Not covered T eI gy |22 T, itz
to 60 days per year.
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
i hild need Children’s eye exam No charge Not covered Limited to 1 exam per year.
deyr:;:lrgr :ayenszres \ Children’s glasses No charge Not covered Limited to 1 item per year.
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 of rape, incest, or e Dental care (Children) ¢ Non-emergency care when traveling outside the
when the life of the member is endangered) e Long-term care us.
e Acupuncture o Weight loss programs

o Cosmetic surgery

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

e Bariatric surgery e Hearing aids (Limited to 1 hearing aid per ¢ Routine eye care (Adult-one visit, one frame, and
e Chiropractic care (Limited to a combined 30 hearing impaired ear, and replacement hearing one pair of lenses. Dollar allowances apply to
visits per year for outpatient occupational aids, once every 36 months.) hardware.)
therapy, physical therapy and chiropractic care.) e Infertility treatment ¢ Routine foot care

o Dental care (Adult-visit & item limits apply per e  Private-duty nursing
year. $1,000 annual dollar limit per year per
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
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 of North Carolina Inc. at 1-833-863-1310 (Relay 711); North Carolina Department of Insurance, 1201 Mail Service Center, Raleigh, NC, 27699-
1201, Phone: 1-855-408-1212; Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA (3272); North Carolina Consumer Assistance
Program at 1-855-408-1212; 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: North Carolina Department of Insurance, 1201 Mail Service Center, Raleigh, NC, 27699-1201, Phone: 1-855-408-1212. Additionally, a consumer
assistance program can help you file your appeal. Contact North Carolina Consumer Assistance Program at 1-855-408-1212.

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 1-833-863-1310 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-863-1310 (Relay 711).

Chinese (FX): INRFEHRXHIFERN, 1HLITIXA51Y 1-833-863-1310 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-863-1310 (Relay 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-833-863-1310 (Relay 711) uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-833-863-1310 (Relay 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-833-863-1310 (Relay 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-833-863-1310 (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 al I lbetter:

Services and Auxiliary Aids and Services of North Carolina Inc.

English:

If you, or someone you are helping, have questions about Ambetter of North Carolina Inc., 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 1-833-863-1310 (Relay 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter of North Carolina Inc. 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 comunicacion, tiene derecho a
recibir ayuda y servicios auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de
traduccion, comuniquese con Servicios para Miembros al 1-833-863-1310 (Relay 711).

Chinese:

WIRRESETEAE i BRI 52 %] Ambetter of North Carolina Inc. 2T A I - HAKEEIEE - AR ElL
PN ﬁiﬁfﬁaﬂb%ﬂuﬂ“k*ﬂ #DﬁimﬁiZA)IEZEEwﬂbW?%TEE%?WEJJ%ﬂ/ﬁ%ﬂ%jjJ:ETFﬁ o Mﬁ@%ﬂ7éﬁﬂ% TR RER%R
Bl SR SRR SR AR - S S AUSHIE BT - Sl s BARSED » EEsh/E 1-833-863-1310 (Relay 711) -
Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gilp d& cé cau hai vé Ambetter of North Carolina Inc. va khéng thanh thao tiéng
Anh, quy vi c6 quyén duoc tro giip va nhan thong tin bang ngdn ngi ciia minh mién phi va kip thoi. N&u quy vi hodc
ngudi ma quy vi dang giip d& mac bénh vé thinh gidc va/hodc thj gidc gay can trd giao tiép, quy vi cé quyén duoc nhan
cac hd tro va dich vu phu tro mién phi va kip thoi. DE nhan dich vu théng dich hoic dich vu phu trg, vui long lién hé bd
phan Dich Vu Thanh Vién theo sé 1-833-863-1310 (Relay 711).

Korean:

Hol L= Aot == 2= 20| Ambetter of North Carolina Inc.0fl LS 2 20| A= BLRL AHN S=otk| ZOAIH
HE AR A HESIH S NN HEE 4SS e D USLICH Ho E= ol ESE 2= 20| H2
L/E= MNUAHOZ IAIASH HOHII U= DR AIHEGIH RE2 BT S L AHIAE 22 eIt UASLICH
EY L= EX HHIAS 2O A28 1-833-863-1310 (Relay 711) H O 2 DI X} MHI A L0 HEGHFA AL

French:
Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter of North Carolina Inc. 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 1-833-863-1310 (Relay 711).
Hmong:
Yog tias koj, los sis ib tug neeg twg uas koj tab tom muab kev pab, muaj cov lus nug hais txog Ambetter of North Carolina Inc.,
thiab tsis paub lus Askiv zoo heev, koj muaj cai tau txais kev pab thiab tej ntaub ntawv ghia paub ua koj hom lus yam tsis tau
them dab tsi li thiab kom tau raws sij hawm. Yog tias koj, los sis ib tug neeg twg uas koj tab tom pab, muaj tsos mob txog kev
hnov lus thiab/los sis kev pom kev uas cuam tshuam txog kev sib txuas lus, koj muaj cai kom tau txais cov kev pab thiab cov kev
pab cuam ntxiv yam tsis tau them dab tsi li thiab kom tau raws sij hawm. Txhawm rau kom tau txais cov kev pab cuam txhais
ntawv los sis kev pab ntxiv, thov tiv tauj Cov Chaw Muab Kev Pab Cuam Tswv Cuab tau ntawm 1-833-863-1310 (Relay 711).
Arabic:
Slaghaolly Sacluall (e Jguazddl § 3ol chld iyl 4alb 3 ¢SS oJ9 <Ambetter of North Carolina Inc. Js> A saclud Ua:’e.&aLSJJ Seba of13
Sladsg Slielus (A6 § & bals ¢ Luolgill Gaad 43,@5\/3 duraww Al g0 Gl odelud paseds L;lg\ e esS 1Y cwbiall gl &9 ] 6‘ 093 yo izl
.1-833-863-1310 (Relay 711) s sbas¥l Clads s Juail 21y didlis] lods ol dam il ilous (4 anliall gl (9 9 405 g:§| 093 e 4l
Russian:
Ecnuny Bac uau y Mua, KOTOpPoMy Bbl MOMOraeTe, BO3HUK/N Kakne IMbo BOMpPOCkl O Nporpamme cTpaxoBaHua Ambetter of
North Carolina Inc., npu 3ToM Bbl HELOCTAaTOMHO XOPOLLO BNASEETE AHIIMMCKUM A3bIKOM, Bbl UMEETE NPaBo Ha 6ecnnaTHyto 1
CBOEBPEMEHHYIO MOMOLLb U MHPOPMALMIO Ha CBOEM POAHOM fA3blKe. ECIM y Bac AW y Mua, KOTOPOMY Bbl MOMOraeTe,
HabntofaeTcs Kakoe b0 HapyLeHue cayxa u/uam 3peHus, KoTopoe NPENATCTBYET KOMMYHMKaLMK, Bbl MMeeTe NPaBo Ha
6ecnnatHble M CBOEBPEMEHHbIE BCMOMOraTe/ibHble YCAYTM U NOMOLLb. 118 NOAYYEHUA yCAyr NepeBoaa AN BCNOMOraTeIbHbIX
ycnyr obpaTuTech B OoTAeN 06CYKMBAHMA YH4aCTHUKOB NPOrpamMmMbl CTPaxoBaHua no Homepy 1-833-863-1310 (Relay 711).

AMB26-NC-C-00044



Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter of North Carolina Inc., 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 1-833-863-1310 (Relay 711).

Gujarati:

%) dda Hdl dB BHsA] Hee 531 8dL €l Ad] 516 UlSda Ambetter of North Carolina Inc. (A2 WL €1 wal
AU ULl ol S1, dl dHA 516 Wl AL (Aedl M YHAUR AHIZ] AN Hee dell Hifedl Aadd sl A [Es1R .
%) il el dB BUell Hee 53] @l €l Ad] S8 s HARIA(SA 1l Medl ¢[B ANy s el Ul(sd €ld s 2
AURA WU 1Y, d) dHA 516 WA sUT (Aotl WA HHAU USIUS USIA Al Ad ) UIH 5clsf) H[ESIR D.
Ufefclle, Rl USIAS A UL SALHIR, SUL 530 1-833-863-1310 (Relay 711) U U&Uefl Act12{loA) AU 53).
Khmer:

UASIOHA USIMMEMIZUHRANNGH S1S&IANEHN Ambetter of North Carolina Inc.
HNWESHISMNAMARSIMERMIUMaANHEIR gReISSsgucsdsw
SHASUISMAMAIUNHRINWRHSHIG SHISIMUINUMuYRiUY [UaSIGH™
YSIOMUHISUERANEEW snSUMSitim SH/gmianUisunitsimisiissy
HRTSASsgumSESw SHIMNRYGINGNINWSRHARIGE SHANINUTANE{RIUY

159 SUNS/NRYUMU WIANRYGITNGSS i IfsH iN/Rgueis muiiue
1-833-863-1310 (Relay 711)4

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter of North Carolina Inc. 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 zusatzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu
erhalten, wenden Sie sich an den Kundendienst unter 1-833-863-1310 (Relay 711).

Hindi:

mmmmwmmﬁmwwﬁﬁ & 91" Ambetter of North Carolina Inc. Q—T%’%"JQH%WW
a1t 33 3 AT T €, A ATIeRT et $7T9T F FT 3R FHT T T 3R ST It et o 7R &, 3R
TR AT Tl T sarfercl oh ToTaehT 3TT Hee o T8 8, Golel iR/AT ST & THEIT 81l § 3R SHA St sfered gheir
g, At IRt FiaAT Ry oIaTey & 3R T IR HeTaish TETI T 3R AT Grec el T AUHR 8. 3HefdTe; AT HeTish Hard
YTC &t o foTT 9T 1-833-863-1310 (Relay 711) T HEFT HaTU & HUH .

Lao:

Hamannay zﬁjt’;‘f?nt’,jvflf]{n‘zhwﬁﬂZi’]f)?iﬁmuéaacﬁa, Jaagaunsofiu Ambetter of North Carolina Inc., €s

d v 0 1 A EyTs) ' oy ¥ A ] S 2 1 3] 2 1 o

Ugsogauwagad9nin, mauldaliSunaugoucde wag ggumc'ﬂummgagmufneuum‘Easmu (€A NUCD. T AMANNIU )

2, 2 b A o o 2 ' o A A o & o Ao g

gi’mgzmgznmwmag?mmuaoec@a, Dgswavnagnaulagu «as/d naucdgcdiviidngoagnaudsay,

' A v ' oy ° A A 2 1 @ & 2 e ° @ 00

naulEnlaSunaugoscdio was naudanaucTutneulnaldans g fiucoan. (stiloSunauddnaucdwaga § Janaucdu,
A & ° [a) P

NBJUIANONTA NAYINIUIBUIN 1041 1-833-863-1310 (Relay 711).

Japanese:

CEEOHLEE=ANEL TSmO AL, Ambetter of North Carolina Inc.ICDWT B ZHIFHNDIHEE. HiE
[CEENGCTHEMN DI L) —ICCHFLDEBTANILITVOBEREFLIENTEET, CBEL. HE
FBNELTLSMDADERCHREDKRED-OPLUVIRYHNHELIMEETH., BHMNDF A L) —IZHBIY
—EREZITBHIENTEET, BROHBMY—EXZ 2+ 5(Z(X. 1-833-863-1310 (Relay 711)D A /\—H—
EXICTE#HLLCIZELN,
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