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

Ambetter from Louisiana Healthcare Connections
Signature Silver + Vision + Adult Dental: Standard Silver 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/la/2027-brochures.html or call 1-833-635-0450 (TTY 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 1-833-635-0450 (TTY 711) to request a copy.

What is the overall
deductible?

$6,400 individual / $12,800
family.

Important Questions Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this plan
begins to pay. If you have other family members on the plan, each family member must meet their own
individual deductible until the total amount of deductible expenses paid by all family members meets the
overall family deductible.

Are there services
covered before you
meet your
deductible?

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 deductible amount. 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?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-

pocket limit for this
plan?

For network providers: $10,300
individual / $20,600 family. Not
applicable for out-of-network

providers.

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

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

you use a network

https://ambetterhealth.com/en/|

provider?

alfindadoc or call 1-833-635-

plan doesn’t cover.
Will you pay less if | Yes. See 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

SBC-90787LA0020014-01-2027

Underwritten by Ambetter Health of Louisiana, Inc.
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Important Questions

Why This Matters:

0450 (TTY 711) for a list of
network providers.

network provider might use an out-of-network provider for some services (such as lab work). Check with

your provider before you get services.

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

Services You May

Network Provider

What You Will Pay

Out-of-Network
Provider

Limitations, Exceptions, & Other Important

Event Need Information
Y (You will pay the least) (You will pay the I
most)
Primary care visit to - .
treat an injury or gggscr?;ag J Y'S't’ deelietlos Not covered Covered No Limit.
iliness PRIy
If you visit a health o $80 Copay / visit; deductible
care orovider's office Specialist visit does not apply Not covered None
or clinic Preventive You may have to pay for services that aren’t
care/screenin/ No charge; deductible does Not covered preventive. Ask your provider if the services needed
- 49” fion not apply are preventive. Then check what your plan will pay
immunizatio for.
40% Coinsurance for
laboratory & professional
Services Prior authorization may be required. Covered No
40% Coinsurance for x-ray Limit. Other places of service may include: Hospital,
Diagnostic test (x-ray, = & diagnostic imaging Not covered Emergency Room, or Outpatient Facility.
i h test blood work) 40% Coinsurance for Failure to obtain prior authorization for any service
youhave a tes Iabormssional that requires prior authorization will result in a denial
services and x-ray & of benefits.
diagnostic imaging at other
places of service
Imaging (CT/PET o Prior authorization may be required. Covered No
scans, MRIs) 40% Coinsurance MBI Limit.
If you need drugs to Generic drugs Tier 1a - Preferred Generic Not covered Prior authorization may be required. Prescription

treat your illness or

Retail: $20 Copay /

drugs are provided up to 30 days retail and up to 90
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Common Medical

Event

condition

Services You May
Need

What You Will Pay

Out-of-Network

Network Provider
(You will pay the least)

prescription; deductible

Provider

(You will pay the

most)

Limitations, Exceptions, & Other Important
Information

days through mail order. Mail orders are subject to

More information about does not apply 2.5x retail cost-sharing amount.
prescrlptlpn dn'jlqbl Tier 1b - Generic Retail: $20
;:twﬁgg IS avaliable Copay / prescription;
https://ambetterhealth dgdu_chble dges not apply
Tier 2 - Retail: $40 Copay /
.com/en/la/2027formul s .
Preferred brand drugs  prescription; deductible Not covered , o : -
ary e app—ly Prior authorization may be required. Prescription
N terred brand drugs are provided up to 30 days retail and up to 90
dr%g-sp;engrlr\leon fan Tier 3 - Retail: $80 Copay / days through mail order. Mail orders are subject to
oreferred generic prescription ~0pay Not covered 2.5x retail cost-sharing amount.
drugs.
Prior authorization may be required. Prescription
drugs are provided up to 30 days retail and up to 30
, o days through mail order. (Note: Limited to
Specialty drugs Tier 4 ) Retall. $125 Copay / Not covered copayment or coinsurance applicable to specialty
prescription ,
tiered drug amount not to exceed $150 dollars per
month for each drug up to a thirty-day supply, is
met).
Facility fee (e.g., Prior authorization may be required. Covered No
. ambulatory surgery 40% Coinsurance Not covered . '
If you have outpatient center) Limit.
surgery ) : . :
fF’er:a)gslman/surgeon 40% Coinsurance Not covered Eirr::)i; authorization may be required. Covered No

If you need immediate
medical attention

Emergency room care

40% Coinsurance

40% Coinsurance

None

Emergency medical
transportation

40% Coinsurance

40% Coinsurance

Covered No Limit. Note: Prior authorization is not
required for emergency transport, however, all non-
emergent transport requires prior authorization.

$60 Copay / visit: deductible

stay

hospital room)

Urgent care does not apply Not covered None
If you have a hospital = Facility fee (e.g., 40% Coinsurance Not covered Prior authorization may be required. Covered No

Limit.
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Common Medical

Event

Services You May
Need

Physician/surgeon

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the
most)

Limitations, Exceptions, & Other Important
Information

Prior authorization may be required. Covered No

40% Coinsurance Not covered e
fees Limit.
Office Visit: $40 Copay /
visit; deductible does not Prior authorization may be required. Covered No
If you need mental , . apply; Limit. (Primary Care Provider (PCP) and other
health, behavioral Outpatient services Other Outpatient Services: Not covered practitioner office visits do not require prior
health, or substance No charge; deductible does authorization.)
abuse services not apply
Inpatient services 40% Coinsurance Not covered Eirrlnoii authorization may be required. Covered No
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
Office visits $40 Copay / visit; deductible Not covered routine pre-natal and post-natal screenings.
does not apply : . .
Depending on the type of services, coinsurance,
deductible or copayment may apply. Maternity care
If you are pregnant may include tests and services described elsewhere
in the SBC (i.e., ultrasound).
Chlldblr.th/dellvery 40% Coinsurance Not covered Prior authorization may be. requweq. Cost-sharlpg
professional services - does not apply for preventive services. Depending
on the type of services, copayment, coinsurance or
Childbirth/delivery . deductible may apply. Maternity care may include
facility services 40% Coinsurance Moo tests and services described elsewhere in the SBC
(i.e., ultrasound).
Home health care 40% Coinsurance Not covered EirrI:i: authorization may be required. Covered No
If you need help Outpatient: Prior authorization may be required.
recovering or have Outpatient: $40 Copay / Unlimited coverage includes speech, occupational
other special health I . visit; deductible does not and physical therapy.
Rehabilitation services Not covered

needs

apply
Inpatient: 40% Coinsurance

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

Common Medical Services You May : Out-of-Network Limitations, Exceptions, & Other Important
Network Provider Provider :
Event Need . ' Information
(You will pay the least) (You will pay the
most)
_— Outpatient: Prior authorization may be required.
a:iﬁpzt;}%ztaﬁg S—OO% é i Unlimited coverage includes speech, occupational
Habilitation services 3 I’ R Not covered and physical therapy. Inpatient: Prior authorization
Inppa{ient' 40% Coinsurance may be required. Unlimited coverage includes
P B speech, occupational and physical therapy.
Skilled nursing care 40% Coinsurance Not covered Eirrlnoi: OTEZEINOR T |49 EUIEE, Covnasve
Prior authorization may be required. Covered No
Limit. Note: Medical foods/low protein food products
Durgble medical 40% Coinsurance Not covered for t.he treatment of |nher|teq metab.ollc diseases are
equipment - subject to applicable deductible, coinsurance &
copayment amounts; member's cost share shall not
exceed more than $200 dollars per month.
Hospice services 40% Coinsurance Not covered Eirrlnoi; AUTBIZEET) TR 63 DU, Govreel e
Children’s eye exam No charge; deductible does Not covered Limited to 1 exam per year.
not apply
LB Sl eees Children’s glasses 1 G} EColldl pEss Not covered Limited to 1 item per year.
dental or eye care not apply
Children’s dental Not covered Not covered None
check-up

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 Cosmetic surgery e lLong-term care

member is endangered) e Dental care (Children)  Non-emergency care when traveling outside the
* Acupuncture o Infertility treatment Uus.
o Bariatric surgery o Weight loss programs
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)
e Chiropractic care e Hearing aids (Limited to 1 per ear every 3 ¢ Routine eye care (Adult-one visit, one frame, and
o Dental care (Adult-visit & item limits apply per years) one pair of lenses. Dollar allowances apply to
year. $1,000 annual dollar limit per year per e Private-duty nursing (On home and outpatient hardware.)
person.) basis only (inpatient excluded)) ¢ 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 Louisiana Healthcare Connections at 1-833-635-0450 (TTY 711); Louisiana Department of Insurance, P.O. Box 94214, Baton Rouge, LA,
70804, Phone: 1-800-259-5300; 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 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: Louisiana Department of Insurance, P.O. Box 94214, Baton Rouge, LA, 70804, Phone: 1-800-259-5300.

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 1-833-635-0450 (TTY 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-635-0450 (TTY 711).

Chinese (A X): INRFEPXHIEER), HIRITIXA 515 1-833-635-0450 (TTY 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-635-0450 (TTY 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-833-635-0450 (TTY 711) uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-833-635-0450 (TTY 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-833-635-0450 (TTY 711).
Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-833-635-0450 (TTY 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:

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)

B The plan’s overall deductible $6,400
W Specialist copayment $80
M Hospital (facility) coinsurance 40%
W Other coinsurance 40%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

controlled condition)

M The plan’s overall deductible $6,400
W Specialist copayment $80
M Hospital (facility) coinsurance 40%
B Other coinsurance 40%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

follow up care)

M The plan’s overall deductible $6,400
W Specialist copayment $80
M Hospital (facility) coinsurance 40%
M Other coinsurance 40%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

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 $6,400 Deductibles $900 Deductibles $2,100
Copayments $50 Copayments $1,100 Copayments $400
Coinsurance $1,400 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 $7,910 The total Joe would pay is $2,020 The total Mia would pay is $2,500

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English:

If you, or someone you are helping, have questions about Ambetter from Louisiana Healthcare Connections, 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 1-833-635-0450 (TTY 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from Louisiana Healthcare Connections y
no domina el inglés, tiene derecho a obtener ayuda e informacion 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 1-833-635-0450 (TTY 711).

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter from Louisiana Healthcare Connections
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 1-833-635-0450 (TTY 711).

Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gitip d& c6 cau hdi vé Ambetter from Louisiana Healthcare Connections va khéng
thanh thao tiéng Anh, quy vi cé quyén duoc tro gilip va nhan thdng tin bang ngdn ngit clia minh mién phi va kip thoi. Néu
quy vi hodc ngudi ma quy vi dang gitip d& mac bénh vé thinh gidc va/hodc thi gidc gy can tré giao tiép, quy vi cé quyén
dwoc nhan cac ho tro va dich vu phu tro mién phi va kip thoi. D& nhan dich vu thong dich hodc dich vu phu tro, vui long
lién hé bd phan Dich Vu Thanh Vién theo s6 1-833-635-0450 (TTY 711).

Arabic:

bl (L5SSYI Allb &)L oSS oJg <Ambetter from Louisiana Healthcare Connections Jg= Aol ouslud Haseds G ol cbd OE13)
/9 dumaws DVl e (35 el (aseds G 9 ol S 3] .cawliall Bl (39 A0S ST 090 (o Clidly Sleghaally buslunall e Jguaxl (§ 3!
AdLa] lods of Laz Al Slods Al oliall 351 (39 BT (T 093 (o AdL] lodsg Slaelus (A5 (§ 3ol Ehlld e ol gl 323 Do
.1-833-635-0450 (TTY 711) e sbacYl Glods 5 Juaidl 2y

Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Louisiana Healthcare
Connections, 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 1-833-635-0450 (TTY 711).

Chinese:

WS R IEAE 77 Bh Y% 52 % Ambetter from Louisiana Healthcare Connections FirfE it IR A RE » H A
HLEE » BVERER R B R DU RS E BT E N AR S I EAE i B S A B A0/ 3R 7 _ERIRE
RE > [HEE TR - CCE RN R B RSB SR RS - B EAUS BRSBTS - SEes g BRI - &
hiE 1-833-635-0450 (TTY 711)

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter from Louisiana Healthcare Connections e
nao falar inglés, tem direito a obter ajuda e informagdes no seu idioma, sem qualquer custo e de forma atempada. Se tiver
uma condicdo visual e/ou auditiva que dificulte a comunicac&o ou estiver a ajudar uma pessoa com uma condi¢do 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 Servigos de Membros através do nimero 1-833-635-0450 (TTY 711).
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Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter from Louisiana Healthcare Connections, 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 oksilyé gratis epi nan moman ki apwopriye a. Pou resevwa sevis
tradiksyon oswa sevis oksilye yo, tanpri kontakte Sevis Manm yo nan 1-833-635-0450 (TTY 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Louisiana Healthcare Connections hat und nicht Englisch
spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer 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 zusatzliche Hilfe und Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusétzliche
Dienstleistungen zu erhalten, wenden Sie sich an den Kundendienst unter 1-833-635-0450 (TTY 711).

Thai:

mnaavaauiaai&slvinnuhamdaidranuiiadu Ambetter from Louisiana Healthcare Connections
uaglidhulunsldnnmadnge

Aafidnanazuasuanuhamndavazdayalunmuasaalaa lidaaldaaa19viuvinei
mnﬂmmamummmmao‘tummmﬂmaauma”mumsﬁoLLav/‘Visamsuaomumﬂuaﬂassmmamsﬁams
ﬂmuam'ﬁmauﬂasnmmmr;lmaauaunsmstainimﬂuLaum‘lﬂmuamomumom
wnsasnIsuAseuNsulaniansnisiaty Tusedinsa UsNsaMsuRINEn AMuNaLaY 1-833-635-0450 (TTY 711)

Hindi:

mmmﬁéﬁmwﬁrﬁﬁmmwr@& & UTH Ambetter from Louisiana Healthcare Connections @'Ggg
wr2eT § 3R 3T alAt 33rof 3 AR 7€ €, A 3T 379t $1TOT # A 3R FHT R I IR SAABRY I e T
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3feTaTe; AT HgTIeh YaTU JTCd et & foTT HUAT 1-833-635-0450 (TTY 711) TR HEEFT HATU & HYS .

Farsi:

&> iild 3 I 9 cdyyls Ambetter from Louisiana Healthcare Connections 2)bys (15 « S s S ol b dyls 45 (83,8 b Lo 3]
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Korean:

Hol L= Aote =832 8t= 2 0|Ambetter from Louisiana Healthcare ConnectionsOl CHEH 2 20| U= HL S A0l
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Somali:

Haddii adiga, ama qof aad caawinaysaa, uu qabo su’aalo ku saabsan Ambetter from Louisiana Healthcare Connections, oo
aanu si wanaagsan ugu hadal Ingiriisiga, waxaad xaq u leedahay inaad hesho caawimo iyo macluumaad ah lugaddaada oo
aan kharash ahayn iyo wakhti habboon. Haddii adiga, ama qof aad caawinayso, aad qabtaan xaalado magalka ah iyo/ama
araga ah oo xanibta wada xidhiidhka, waxaad xaq u leedahay inaad hesho kaalmada wada xidhiidhka iyo adeegyada oo
aan kharash kugu joogin gaab wakhti habboon ah. Si aad u hesho turjumaad iyo adeegyada kaalmada wada xidhiidhka,
fadlan la xidhiidh Adeegyada Xubinta lambarka 1-833-635-0450 (TTY 711).

Bengali:

AN ST AN (O TP NN A= PR OIJ Ambetter from Louisiana Healthcare Connections D[R
oY (AP YR 8 NGO AONG W e [NYGOT & SN WOl WA NG OIS A=W 8 O
A WEHE AR WA I Ty (FS AP AN SR FARA O JIYV A7/ TR0
(QONTE] (AP AP Y FIAGACPHNE [FelFe R O CHa WAV NLHER 8 ST WOl T2 3
AFCIA ANSAF WP TR WM 8 RIS AR (S TYAR A
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