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

Township of Winslow: PPO 4 Plan

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual + Family | Plan Type: PPO

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, call 1-844-352-1706 or visit us at
www.amerihealthtpa.com. For 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 1-844-352-1706 to request a copy.

e T TT—

What is the overall
deductible?

In-Network $0 person / $0 family,
Out-of-Network $100 person / $250 family.

Are there services covered
before you meet your
deductible?

Yes. In-Network preventive care and services that
require a copay. There is no In-Network deductible.

Yes. $200 deductible for Out-of-Network hospital
facility, rehabilitation, habilitation, skilled nursing
facility, and hospice for inpatient services.
Maximum coinsurance limit: $400 person / $1,000
family. For In-Network providers $6,840 person /

Are there other deductibles
for specific services?

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

person / $5,000 family.

Premiums, balance-billed charges, health care this
plan doesn't cover, and preauthorization penalties.

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

Will you pay less if you use
a network provider?

Yes. See www.amerihealthtpa.com or call:
1-844-352-1706 for a list of In-Network providers.

Do you need a referral to
see a specialist?

$13,680 family, For OQut-of-Network providers $2,000

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.

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/.

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.

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.

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

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.

You can see the specialist you choose without a referral.

AmeriHealth Administrators SBC ID: 23705 12/9/2025 1 of 6


https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#allowed-amount
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/coverage/preventive-care-benefits/
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#premium
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#out-of-pocket-limit
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#balance-billing
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#network-provider
https://www.healthcare.gov/sbc-glossary/#out-of-network-provider
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#referral
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#referral

u All 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

Primary care visit to treat an
injury or illness

Specialist visit

If you visit a health care
provider’s office or
clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information about
prescription drug
coverage is available at
WWW.express-scripts.com

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans,
MRIs)

Generic drugs
Preferred brand drugs

Non-preferred drugs

Specialty drugs

If you have outpatient
surgery

If you need immediate
medical attention

Facility fee (e.g., ambulatory
surgery center)

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

What You Will Pa

In-Network Provider
You will pay the least

$15 copay per visit
$15 copay per visit

No Charge

No Charge

No Charge

$3 copay per fill retail

$0 copay per fill mail order
$10 copay per fill retail

$15 copay per fill mail order
$10 copay per fill retail

$15 copay per fill mail order
Retail:

Generic: $0 copay
Preferred: $15 copay
Non-Preferred: $15 copay

No Charge
No Charge

$100 copay per visit
10% coinsurance

$15 copay per visit

Out-of-Network Provider
You will pay the most

30% coinsurance

30% coinsurance

Not Covered

30% coinsurance
30% coinsurance

Not Covered
Not Covered

Not Covered

Not Covered

30% coinsurance

30% coinsurance
$100 copay per visit
30% coinsurance

30% coinsurance

Limitations, Exceptions, & Other Important
Information

---None---

Chiropractor: Limited to 30 visits per calendar
year combine In-Network and Out-of-Network.
You may have to pay for services that aren’t
preventive. Ask your provider if the services you
need are preventive. Then check what your plan
will pay for.

---None---

Preauthorization is required for some diagnostic
services. There is a 20% reduction in benefits
when preauthorization is not obtained.

---None---
---None---

---None---

---None---

Preauthorization is required for some outpatient
surgeries. There is a 20% reduction in benefits
when preauthorization is not obtained.

Copay waived if admitted. $50 copay per visit for
physician referrals or pediatric (under age 19).

Must be medically necessary.

---None---
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What You Will Pa . :
Mec(:i(i)c::ImEovnent Services You May Need In-Network Provider Out-of-Network Provider Limitations, Ex‘iﬁ?gﬁ:‘:{ig‘nomer Important
You will pay the least You will pay the most

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services
Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

No Charge

No Charge

$15 copay per visit for
professional provider.
No charge for outpatient
hospital.

No Charge

$15 copay per visit
No Charge

No Charge

No Charge

No Charge

No Charge

No Charge

10% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

30% coinsurance

Preauthorization is required. There is a 20%

reduction in benefits when preauthorization is not
obtained. Out-of-Network hospitals: inpatient
services are subject to $200 deductible, then 30%

coinsurance.

Preauthorization is required. There is a 20%

reduction in benefits when preauthorization is not
obtained.

---None---

Preauthorization is required. There is a 20%

reduction in benefits when preauthorization is not
obtained.

Preauthorization is required. There is a 20%

reduction in benefits when preauthorization is not
obtained.

Preauthorization is required. There is a 20%
reduction in benefits when preauthorization is not
obtained. Limited to 100 visits per calendar year.
Preauthorization is required. There is a 20%
reduction in benefits when preauthorization is not
obtained. Limited to 100 visits per calendar year.
Out-of-Network: inpatient services are subject to
$200 deductible, then 30% coinsurance.
Preauthorization is required. There is a 20%
reduction in benefits when preauthorization is not
obtained. Limited to 120 days per calendar year.
Out-of-Network: inpatient services are subject to
$200 deductible, then 30% coinsurance.
Preauthorization is required. There is a 20%
reduction in benefits when preauthorization is not
obtained.
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Limitations, Exceptions, & Other Important
Information

Common : What You Will Pa
Medical Event Services You May Need In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

If your child needs
dental or eye care

Hospice services

Children’s eye exam
Children’s glasses

Children’s dental check-up

No Charge

Benefits administered by
Davis Vision

Benefits administered by
Davis Vision

Benefits administered by
United Concordia

30% coinsurance

Benefits administered by
Davis Vision

Benefits administered by
Davis Vision

Benefits administered by
United Concordia

Preauthorization is required. There is a 20%

reduction in benefits when preauthorization is not
obtained. Out-of-Network: inpatient services are
subject to $200 deductible, then 30%

coinsurance.

Benefits administered by Davis Vision. One exam
per calendar year.

Benefits administered by Davis Vision.

Benefits administered by United Concordia.

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 Acupuncture e Long Term Care e Weight loss programs
e Cosmetic surgery o Non-emergency care when traveling outside the
e Hearing Aids u.s.

¢ Routine foot care

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

e Bariatric surgery o Dental care (Adult) (United Concordia) e Private-duty nursing
e Chiropractic care (30 visits per calendar year) o Infertility Treatment e Routine eye care (Adult) (Davis Vision)

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: U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. 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: 1-844-352-1706 or www.amerihealthtpa.com. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform.

AmeriHealth Administrators SBC ID: 23705 12/9/2025 4 of 6


https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#preauthorization
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.amerihealthtpa.com/
http://www.dol.gov/ebsa/healthreform

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? Yes
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 1-844-352-1706.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-844-352-1706.
Chinese (A X): IR FEF XHIEE BN, BIRITX NS5 1-844-352-1706.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-844-352-1706.

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:

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 a
hospital delivery)

M The plan’s overall deductible $0
B Specialist copayment $15
M Hospital (facility) no cost sharing $0
M Other no cost sharing $0

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)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $0

Copayments $20

Coinsurance $0

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $80

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a
well-controlled condition)

M The plan’s overall deductible $0
B Specialist copayment $15
M Hospital (facility) no cost sharing $0
M Other no cost sharing $0

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)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $400

Coinsurance $80

What isn’t covered
Limits or exclusions $20
The total Joe would pay is $500

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

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)
M The plan’s overall deductible $0
B Specialist copayment $15
M Hospital (facility) no cost sharing $0
W Other no cost sharing $0

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 $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $100
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $300

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: ATTENTION: If you speak English, free language Lus Hmoob: TSEEM CEEB: Yog hais tias koj hais Lus

assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call
1-844-352-1706 (TTY: 711) or speak to your provider.

So Jpanll e iy jall Chaat cui€ 13 oLl A jal)
sacLuuall cilaadll g Jilus sl 8535 LS Apilae 4 g3 3aclise
3 ke goan ) il slaall J sam 5 Glaal UBlae dudidll
Al e Juai¥) s y Adiag

adia aa Caaaill Gy 5l (TTY: 711) 6071-253-448-1

< palall dle )

AT FE HLT: I AN AN =2, OI=Ce
QNN G [T O TR AT ST |
SOHNIA FINE O ARN FAE G BN
RTF GHNFIT 8 ARCIA [T ST |
1-844-352-1706 (TTY: 711) NI I FP A AN
MBI AT (M I |

BiEiE: I8 REREEE, HISHERBRINES
ENARSS. FIERZFRAEHAVHEEITEMIRSS, iR

ATRERETUEIBES. 155
1-844-352-1706 (TTY: 711) EUEIEIRSSIRME.

ug\_:\) Gleas c.A.L\SLsAU_uM‘;u)UM‘)g\ LY u'“")lé
Cualia ila Gleadd s LSS Gl Ladi G ylwd 5 L)
(TTY:711) 6071-253-448-1 o_jadi L Casl 3 5a 50 &I

.....

Frangais: ATTENTION : Si vous parlez frangais, des
services d'assistance linguistique gratuits sont a votre
disposition. Des aides et des services supplémentaires
appropriés pour fournir des informations dans des
formats accessibles sont également disponibles
gratuitement. Appelez le 1-844-352-1706 (TTY: 711) ou
parlez-en a votre fournisseur.

Kreyol Ayisyen: ATANSYON: Si w pale Kreyol Ayisyen,
gen sevis asistans pou lang ki disponib pou ou. Gen éd
ak sévis oksilyé apwopriye pou bay enfbmasyon nan
foma aksesib ki disponib tou gratis. Rele nan
1-844-352-1706 (TTY: 711) oswa pale ak founisé w la.

s cll: Laulol AU: S AR Al (LA O, A AHISL
HIS HEA ML UslAAL Al GUuEo 8. YHel eA3UHL
HIBA YRl wsal 12 o2 yelas Aluall wal ActA

UQL HSAHL Guctesdd 8. 1-844-352-1706 (TTY: 711) UR

sl $RA AUl dAHIRL YELdLll Aus 5.

Hmoob, yuav muaj kev pab txhais lus dawb rau koj. Tsis
tas li ntawd, kuj tseem muaj cov kev pab thiab cov kev
pab cuam tsim nyog los muab cov ntaub ntawv hauv cov
gauv siv tau yam tsis tau them nyiaj. Hu rau
1-844-352-1706 (TTY: 711) los sis tham nrog koj tus kws
muab kev pab cuam.

Italiano: ATTENZIONE: Se parli Italiano, puoi trovare
disponibili servizi gratuiti di assistenza linguistica.
Gratuitamente, sono inoltre disponibili ausili e servizi di
supporto adeguati per fornire informazioni in formati
accessibili. Chiama il numero 1-844-352-1706 (TTY: 711)
oppure rivolgiti al tuo fornitore.
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Diné bizaad: BAA'AKONINIZIN: Diné bizaad bee
yanitti'go, t'aa jiik’eh saad bee dka’ana’awo’ bee
aka’anida’awo’i na hélé. T'dadoole’é binahjj’ bee
adahodooniti diné bich’j’ anidahazt’i'i bee
bika’anida’awo’i beego bee baa dahane’i baa
dahwiizt'i'go hadadilyaaigii atdd’ t'aa jiik’eh hol¢. Kohjj’
1-844-352-1706 (TTY: 711) hodiilnih doodago
nika’analawo’i bich’j’ hanidziih.

Anishinaabemoyan: WAABANDAN O'OW: Giishpin
Anishinaabemoyan, gidaa-wiidookaagoo wenipazh ji-
nisidotaagoziyan giishpin nandawendaman. Anooj
gegoon dash gidaa-wiidookaagoo ji-
nisidawendaagoziyan wenipazh gaye. Aabajitoon o'ow
asigibii'igan 1-844-352-1706 (TTY:711) gemaa dash
gaganoozh mino-ayaawin waadookaaged.



Polski: UWAGA: Jesli jestes osobg polskojezyczna,
pamietaj, ze oferujemy bezptatne ustugi pomocy
jezykowej. Bezptatnie dostepne sg réwniez odpowiednie
materiaty pomocnicze i ustugi informacyjne w przystepnych
formatach. Zadzwon na numer 1-844-352-1706 (TTY: 711)
lub porozmawiaj z dostawcg ustug.

Portugués: ATENCAO: se vocé fala portugués, ha
servigos gratuitos de assisténcia linguistica disponiveis.
Também sao disponibilizados gratuitamente para suporte
e servigos auxiliares apropriados para o fornecimento de
informacdes. Ligue para 1-844-352-1706 (TTY: 711) ou
entre em contato com seu prestador.

Pycckui: BHumaHue! Ecnv Bbl roBopuTe NO-pyccku, Bam
AOCTYnNHbl BecnnaTHble ycnyrn nepesoaynka. Takke
B6ecnnaTtHO NPeaoCTaBnNATCA COOTBETCTBYOLMNE
BCNomMoraTterbHble yCryrin no npeaocTaBneHumto
WMHOopMaLMM B OCTYNHbIX dopMaTtax. 3BOHUTE Mo
TenedgoHy 1-844-352-1706 (TTY: 711) nnn obpatmtech Kk
cBOEMy nposangepy.

Soomali: FIIRO GAAR AH: Haddii aad ku hadashid
Soomaali, adeegyada caawinta luugada ayaa laguu heli
karaa. Caawinada maqalka ku haboon iyo adeegyo lagu
bixinayo warbixinta gaababka lagu heli karo ayaa sidoo
kale lagu heli karaa si bilaash ah. Ka soo wac
1-844-352-1706 (TTY:711) ama la hadal bixiyahaaga.

Espafol: ATENCION: Si habla espafiol, hay servicios
gratuitos de asistencia linguistica disponibles. También
hay ayudas y servicios auxiliares disponibles y sin cargo
en formatos accesibles para brindarle informacion. Llame
al 1-844-352-1706 (TTY: 711) o hable con su prestador.

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog,
available para sa iyo ang mga libreng serbisyo sa tulong
sa wika. Available din ang naaangkop na mga auxiliary aid
at serbisyo para magbigay ng impormasyon sa mga naa-
access na format nang walang bayad. Tumawag sa
1-844-352-1706 (TTY:711) o makipag-usap sa iyong
provider.

Tiéng Viét: LUU Y: Néu ban noi tiéng Viét, ching t6i co
dich vu hd tr ngdn nglr mién phi danh cho ban. Ban
ciing c6 thé nhan dwoc cac cong cu va dich vu hé tro
khac dé gilp tiép can thong tin d& dang hon, hoan toan
mi&n phi. Vui 1ong goi 1-844-352-1706 (TTY: 711) hodc
lién hé vé&i nha cung cap dich vu clia ban dé dwoc ho tro.

Discrimination Is Against the Law

AmeriHealth Administrators complies with applicable
Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex.
This plan does not exclude people or treat them less
favorably because of race, color, national origin, age,
disability, or sex.

AmeriHealth Administrators:

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary aids and
services to communicate effectively with us, such as:
— Qualified sign language interpreters
— Wiritten information in other formats (large print,

audio, accessible electronic formats, other formats).

* Provides free language assistance services to people
whose primary language is not English, which may
include:

— Qualified interpreters
— Information written in other languages.

If you need reasonable modifications, appropriate
auxiliary aids and services, or language assistance
services, contact our Civil Rights Coordinator.

If you believe that AmeriHealth Administrators has failed
to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability,
or sex, you can file a grievance with: our Civil Rights
Coordinator, in person or by mail:

ATTN: Civil Rights Coordinator, 1901 Market Street,
Philadelphia, PA, 19103, by phone: 1-844-352-1706
(TTY: 711), by fax: 215-761-0920, or by email:
AHACIvilRightsCoordinator@ahatpa.com.

You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, our Civil Rights
Coordinator is available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at
https:/locrportal.hhs.gov/ocr/portal/lobby.jsf, or by
mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://lwww.hhs.gov/ocr/office/file/index.html.

This notice is available at: amerihealthtpa.com.





