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

Ambetter Health

Complete Gold: Standard Gold 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/pa/2027-brochures.html or call 1-833-510-4727 (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 1-833-510-4727 (Relay 711) to request a copy.

What is the overall
deductible?

$1,450 individual / $2,900
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: $9,500
individual / $19,000 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?

pa/findadoc or call 1-833-510-

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
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Important Questions

Why This Matters:

4727 (Relay 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
Event

What You Will Pay

Services You May
Need

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Network Provider
(You will pay the least)

most)
Primary care visit to N . Unlimited Virtugl 24/7 Care Visits rece.ived from
treat an injury or $15 Copay / visit; deductible Not covered Ambetter's deS|gna_ted telehealth .Qrowder cove_red
iiness does not apply at No Charge, providers covered in full, deductible
. does not apply.
LT V's'.t a I]ealtl'! e $35 Copay / visit; deductible
care provider’s office ~ Specialist visit q Not covered None
or clinic 0es not apply
Preventive oo deducibe d You ma;y haxe k’[o pay for s.:;;rviﬁcetf1 that aren’t o
. o charge; deductible does preventive. Ask your provider if the services neede
.Caﬁ/w/ not apply NteaEiEe are preventive. Then check what your plan will pay
iImmunization for.
$15 Copay / visit; deductible
does not apply for
laboratory & professional
services Prior authorization may be required. Covered No
20% Coinsurance for x-ray Limit. Other places of service may include: Hospital,
Diagnostic test (x-ray, & diaanostic imai Emergency Room, or Outpatient Facility.
gnostic imaging Not covered . . - .
blood work) Failure to obtain prior authorization for any service
LT R 615 20% Coinsurance for that requires prior authorization will result in a denial
laboratory & professional of benefits.
services and x-ray &
diagnostic imaging at other
places of service
Imaging (CT/PET 20% Coinsurance Not covered P_rio_r authorization may be required. Covered No
scans, MRIs) EEE— Limit.
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Common Medical

Event

Services You May
Need

What You Will Pay

Out-of-Network

Network Provider
(You will pay the least)

Tier 1a - Preferred Generic
Retail: $3 Copay /
prescription; deductible

Provider

(You will pay the

most)

Limitations, Exceptions, & Other Important
Information

Prior authorization may be required. Prescription

Generic drugs does not apply Not covered drugs are prowdgd up to 30 Qays retail and up to 90
If you need drugs to , , N days through mail order. Mail orders are subject to
treat your illness or Tier 1b - Generic Retal: $15 3x retail cost-sharing amount.
condition Copay / prescription;
More information about deductible does not apply
prescription drug Tier 2i- Retall; §30 U
coverage is available Preferred brand drugs g;zsscggtlggb_?yeductlble Not covered Prior authorization may be required. Prescription
?\itps Jambetterhealth  Non-preferred brand drugs are provided up to 30 days retail and up to 90
: . . days through mail order. Mail orders are subject to
.clomlenlpal2027form g;g?esr:erzjdgl\elgg;ic -(l;'oeirn::u'rsﬁéz'l' 25% Not covered 3x retail cost-sharing amount.
ulary Loinsurance
drugs.
Tier 4 - Retail: 30% Prior authorization may be required. Prescription
Specialty drugs Coinsurance PO Not covered drugs are provided up to 30 days retail and up to 30
- days through mail order.
Facility fee (e.g., , o ,
If h toatient ambulatory surgery 20% Coinsurance Not covered Eirrlnoii authorization may be required. Covered No
suyr;t;ryave outpatien center) .
Physician/surgeon o Prior authorization may be required. Covered No
fees 20% Coinsurance Not covered Limit.

If you need immediate
medical attention

Emergency room care

20% Coinsurance

20% Coinsurance

None

Emergency medical
transportation

20% Coinsurance

20% 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.

$35 Copay / visit; deductible

Urgent care does not apply Not covered None
If you have a hospital = Facility fee (e.g., 20% Coinsurance Not covered Prior authorization may be required. Covered No
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Common Medical

Event

Services You May
Need

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

stay hospital room) Limit.
]I:’hysician/surgeon 20% Coinsurance Not covered P_rio_r authorization may be required. Covered No
ees - Limit.
Office Visit: $15 Copay /
visit; deductible does not Prior authorization may be required. Covered No
If you need mental , . apply; Limit. (Primary Care Provider (PCP) and other
heyalth, behavioral Outpatient services Other Outpatient Services: NEIEEEIE: practitioner office visits do not require prior
health, or substance No charge; deductible does authorization.)
abuse services not apply
Inpatient services 20% 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 $15 Copay / visit; deducible Not covered routine pre-natal and post-natal screenings.
does not apply D . . .
epending on the type of services, coinsurance,
deductible or copayment may apply. Maternity care
may include tests and services described elsewhere
If you are pregnant in the SBC (i.e., ultrasound).
Childbirth/delivery 20% Coi Prior authorization not required for deliveries within
: ! o Coinsurance Not covered . .
professional services the standard timeframe per federal regulation, but
may be required for other services. Cost-sharing
does not apply for preventive services. Depending
Childbirth/delivery 20% Coinsurance Not covered on the type of services, coinsurance, deductible or
facility services S copayment may apply. Maternity care may include
tests and services described elsewhere in the SBC
(i.e., ultrasound).
Prior authorization may be required. Limited to 60
If you need help Home health 20% Col No ’ visits per year. Note: Limits do not apply when
recovering or BT O hea™h tare  ~olnstrance ot covere provided for a mental health/substance use disorder
other special health diagnosis
ds :
nee Rehabilitation services = Outpatient: 20% Not covered Outpatient: Prior authorization may be required.
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Common Medical

Event

Services You May
Need

What You Will Pay

Network Provider
(You will pay the least)

Coinsurance
Inpatient: 20% Coinsurance

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

Limitations, Exceptions, & Other Important
Information

Limited to 30 visits per year for speech therapy; a
combined limit of 30 visits per year applies for
physical & occupational therapy; a combined limit of
36 visits per year applies for cardiac, pulmonary &
respiratory therapy. Note: 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.

Outpatient: 20%

Outpatient: Prior authorization may be required.
Limited to 30 visits per year for speech therapy; a
combined limit of 30 visits per year applies for
physical & occupational therapy; a combined limit of
36 visits per year applies for cardiac, pulmonary &

Habilitation services Coinsurance Not covered : e
0 A respiratory therapy. Note: Limits do not apply when
Inpatient: 20% Coinsurance . .
provided for a mental health/substance use disorder
diagnosis. Inpatient: Prior authorization may be
required. Unlimited coverage includes speech,
occupational and physical therapy.
Skilled nursing care 20% Coinsurance Not covered (Fj’nor e EEY 19 e Dk Ll R
ays per year.
Durgble medical 20% Coinsurance Not covered P.rlolr authorization may be required. Covered No
equipment - Limit.
Hospice services 20% Coinsurance Not covered Eirr:?i; AlRPZEICa i)y o FEguize), CoveiEd e
Children’s eye exam Ec())t (:;)?)rl?/e; deductible does Not covered Limited to 1 exam per year.
T Gl GEE Children’s glasses MO IENGE; L ETHIE EEee Not covered Limited to 1 item per year.
dental or eye care not apply
Children's dental Not covered Not covered None

check-up
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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 (Adult) ¢ Non-emergency care when traveling outside the
when the life of the member is endangered) e Dental care (Children) us.

e Acupuncture e Hearing aids e Private-duty nursing

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

e Cosmetic surgery o 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 Infertility treatment (Artificial insemination is ¢ Routine foot care
covered; IVF, GIFT and ZIFT are excluded)

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 Health at 1-833-510-4727 (Relay 711); Pennsylvania Insurance Department, 1326 Strawberry Square, Harrisburg, PA 17120, Phone: 1-877-
881-6388; Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA (3272); Pennsylvania Consumer Assistance Program at 1-877-881-
6388; 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: Pennsylvania Insurance Department, 1326 Strawberry Square, Harrisburg, PA 17120, Phone: 1-877-881-6388. Additionally, a consumer
assistance program can help you file your appeal. Contact Pennsylvania Consumer Assistance Program at 1-877-881-6388.

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 1-833-510-4727 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-833-510-4727 (Relay 711).

Chinese (A X): INRFEPXHIEER), HIRITIXA 515 1-833-510-4727 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-833-510-4727 (Relay 711).

Pennsylvania Dutch (Deitsch): Fer Hilf griege in Deitsch, ruf 1-833-510-4727 (Relay 711) uff.

Samoan (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-833-510-4727 (Relay 711).
Carolinian (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-833-510-4727 (Relay 711).
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https://www.healthcare.gov/sbc-glossary/#plan
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https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace

Chamorro (Chamoru): Para un ma ayuda gi finu Chamoru, &'gang 1-833-510-4727 (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:

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 $1,450
W Specialist copayment $35
M Hospital (facility) coinsurance 20%
W Other coinsurance 20%

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 $1,450
W Specialist copayment $35
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $1,450
W Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

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 $1,450 Deductibles $800 Deductibles $1,450
Copayments $300 Copayments $800 Copayments $100
Coinsurance $1,500 Coinsurance $0  Coinsurance $200

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 $3,310 The total Joe would pay is $1,620 The total Mia would pay is $1,750

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

English:

If you, or someone you are helping, have questions about Ambetter Health, 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 1-833-510-4727 (Relay 711).

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Ambetter Health y no domina el inglés, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno y de manera oportuna. Si usted, o alguien a quien esta
ayudando, tiene un impedimento auditivo o visual que le dificulta la comunicacidn, tiene derecho a recibir ayuda y servicios
auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de traduccién, comuniquese con
Servicios para Miembros al 1-833-510-4727 (Relay 711).

Chinese Traditional:

WIS EAE BN G2 Ambetter Health AT ERVEMIIRESA IR - HRIEESEE » COa MR SRl Ko iF DL
EHIREE G EBIEER - R e IEAE BN ST A1/ 2R ) FRYRTRE - BHESE 1% - CERER R E
A7 K RS R B ST PR RS - RSN SRSl RS - Al & BRI - BE5E/2 1-833-510-4727 (Relay 711) -
Nepali:

I TS T aT AUTS o HEgicT IRIGSTUhT HIET ST TFIeaT Ambetter Health HaT HE Il TTEE Bel T TS g
WWWWW%QAWWTWMWH@d T STThRY 9Ted 31T 3R & | Ife
IS AT AUTS o Hegdl ARG ST TFAH I HSARAT AT JAT3e7 HUT /AT GRIHF ] AT S 3l IS H T

1o :Q[eeh TAT T THIH HETIh SURIUT T HATEE JTCeT 3o} HThR | 3feIale; T HeTeh HaTe® TIec It Hol
1-833-510-4727 (Relay 711) HT HEET YATGE oflS TFIh ITei6 14|

Russian:

Ecnny Bac nam y nnua, KOTOpoMy Bbl MOMOFAeTe, BO3HUK/IM Kakue IMbo BONPOChI O Mporpamme cTpaxoBaHua Ambetter Health,
MpW STOM Bbl HEAOCTaTOYHO XOPOLLO BAAZEETE aHI/IMACKMM A3bIKOM, Bbl UMeeTe NpaBo Ha 6ecnnaTHyto 1 CBOEBPEMEHHYHO
NMOMOLLLb M MHOPMALLMIO Ha CBOEM POAHOM A3biKe. Ecn y Bac au y ivua, KOTOpoMy Bbl MOMOraeTe, HabatogaeTca Kakoe
B0 HapyLueHre Cyxa U/WUamn 3peHns, KoTopoe NPEnATCTBYET KOMMYHMKaLMK, Bbl UMeeTe NpaBo Ha becnnatHble 1
CBOEBPEMEHHbIE BCMOMOraTe/ibHble YCYrM U NOMOLLb. [InA NoNyYeHUa ycayr nepesosa Uan BCNoMOraTesIbHbIX YCayr
obpatutech B oTAEN 06CNYKNBAHUA YUaCTHMKOB MPOrpaMmmbl CTpaxoBaHMA no Homepy 1-833-510-4727 (Relay 711).

Arabic:

O il Slaglaally el e Jguazdl (§ 3! hoald Gyl dalll 185k oS5 oJg <Ambetter Health Jo> dlil saslud pasa sl ol bl o813
Olodsg hieluse (A5 (§ 3201 old (aolgill 325 Do 91/9 Lunows Al 0 Gl oe b paaseds (S oF T S 15] aliall 39l §9 40KT T 0
.1-833-510-4727 (Relay 711) e sbas¥l claus s Juaidl (s ¢ddlis] colods ol dazmjll colods () ousliall C3g)1 (39 4085 (51 095 (po &85

Haitian Creole:

Si ou menm, oswa yon moun w ap ede, gen kesyon sou Ambetter Health, 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 weé ki pétibe kominikasyon nou, nou gen dwa pou resevwa asistans ak sévis
oksilye gratis epi nan moman ki apwopriye a. Pou resevwa sevis tradiksyon oswa sevis oksilye yo, tanpri kontakte Sevis
Manm yo nan 1-833-510-4727 (Relay 711).

Vietnamese:

Néu quy vi hodc ngudi ma quy vi dang gilp d& c6 cau hdi vé Ambetter Health va khdng thanh thao ti€ng Anh, quy vi cé quyén duoc
tro' gilip va nhan thong tin bang ngdn ngit clia minh mién phi va kip thoi. Néu quy vi hodc nguoi ma quy vi dang gitip d& mac bénh vé
thinh gidc va/hodc thj gidc gay can trd giao tiép, quy vi c quyén duoc nhan cac hd tro va dich vu phu tr mién phi va kip thoi. Bé
nhan dich vu thdng dich hodc dich vu phu tro, vui long lién hé bd phan Dich Vu Thanh Vién theo s6 1-833-510-4727 (Relay 711).
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Ukrainian:

AKWo y Bac abo ocobu, sKiin BU gonomaraere, BAHUKAWN 3anMTaHHA Wwon0 naaHy Ambetter Health, ane BM umn ua ocoba He
BOJI0Ai€TE aHININCbKOIO MOBOHD, BU MaETe NPaBo OTPUMATK AOMNOMOrY Ta iIHPOPMaLLiItO CBOED MOBO HE3KOLLTOBHO 11
CBOEYACHO. AKWO Y Bac abo ocobu, saKin BU fonomaraerte, € Bagu cayxy abo 30py, AKi 3aBaXKatoTb CMiJIKYBaHHIO, BU Ma€ETe
NpaBo OTPMMATU AOMNOMIXKHI 3ac0buM Ta NoCayr 6e3KOLTOBHO 11 cBoeYacHo. LLLo6 oTpumaTti nepeknag abo 4oAaTKOBI
nocnyru, 38’axitbca 3i Cny»k60t0 06cnyrosyBaHHA y4acHUKIB 3a Homepom 1-833-510-4727 (Relay 711).

Chinese Simplified:

WRARS A IEF T B AT Ambetter Health HEEH] - H H AR EIOE » B NIRRT B R AT 5 23RS DU

FIRE SHRAEEIAIGE B - RS IEERSBAS ﬂﬁm%ﬂ/&uﬂaﬁﬁ M SECHE R » NEENLE

2% H IS0y 5 SRS BN R BN AIAR 55 » A0FEFRISRIF e RiBAR S5 - 15 £ 1-833-510-4727 (Relay 711) » BE 2GR
5 o

Portuguese:

Se tiver duvidas ou estiver a ajudar uma pessoa com duvidas acerca do Ambetter Health e n3o falar inglés, tem direito a
obter ajuda e informagdes no seu idioma, sem qualquer custo e de forma atempada. Se tiver uma condi¢do visual e/ou
auditiva que dificulte a comunicagao 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 tradugfes ou a
servigos de assisténcia, contacte os Servicos de Membros através do nimero 1-833-510-4727 (Relay 711).

Bengali:

AN LT ST (PG AP A AR FACRN O Ambetter Health T 2% (ATFH BT 8 2LAMGLO FAHMG
1= YO & ST VO AN IS OINITe SR 8 O3 AISE WGHF AR | AN 1 &3 (S
I QAT STRIT FARAN O T 72/ RTINS (FINTZ] (AT AP [T PRSP (<[5 B (5T
A WK FNLIET 8 N WO AT & AFCIRT ATS T AWGHIF ICACR | YW & STRIAP ATKIAN (ATO
WA B 1-833-510-4727 (Relay 711) & STR ANFTIRITYR I AT (SIS S|

French:

Si vous méme ou une personne que vous aidez avez des questions a propos d'Ambetter Health 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 1-833-510-4727 (Relay 711).

Khmer:

(U SIGH A USIMEN RIS SR OIS W ENSATANFE Ambetter Health

11 (8 SESMANAN B S SN EF{DMnN-EN IS U RIS § sgucnsSs S
SHOSTISINMTURHREEISHR MG SHSIFUNAINAE] ALY (U SIGHMS USIMMEN M TSR AR 0155 e
ISUMSIUIMm sh/gﬁuﬁnt_nvnﬁmhumm ¥ SRS S sg oSt Sw

swmﬁamm mmmwﬁﬁﬁﬁiﬂ shﬁwnmﬁmaﬁ[_wuq W&g'g'g nmstMﬁsmLu
gﬁmr-."&jmc.‘lt;mm @Hmﬁshtmﬁ&jmﬁﬁmunmz 1-833-510-4727 (Relay 711)d

Korean:

Hot L= Hote =82 2= 20| Ambetter HealthOfl st 2 20| A= FR2 0N s=0tK L2AHMNY
HAHZ A EHEOIH RS NN EEE 2= HeJt JUSLICHL St E= Hote E22 2= 20l 324 /5=
ANAHOZ QJAASH OOt U= BRAIAEEGH R EX &2 L MEAS &S A2 UASLILEL SY
C=E8X MHIAE 2O Aled ™ 1-833-510-4727 (Relay 711)H 2 2 D AF MHIA R0l Aol =& Al 2.

Gujarati:

B AHA AU AR BHAl HEE 53 6 8l A S\ES cul5elal Ambetter Health (A3 UL 8lat ol 9L ycllal o 821,
Al dHa 818 WA s (Aol Wl AHAUR dAHIZ el HEE dal HUB Al Anacliall w(Bs1R B. %l AR Ul dR
Bl HeE 53 6l 8l AL 5lE5 caulsel slaRL2l(s val /el g(Anas vcrael YIS d dlat ¥ % duRa waudl
8la, Al Al 5185 WA sl (Aol el AMUUR USLAUS AS12L AUl Al Yl sclloll URSIR B, Wajclle WU UsLAUS
Al Yt scll HIZ, $UL 53\ 1-833-510-4727 (Relay 711) UR UeJUo{l Acuxllotl A us 5.
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