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It is your responsibility to pay any copays, coinsurance or deductible related to any non-essential health benefit 
despite any participation in a federal or state government run program that offers subsidies or premium assistance. 
Payments related to non-essential health benefits will not count toward the maximum out of pocket benefit. For 
services that require prior authorization, network providers must obtain authorization from us prior to providing a 
service or supply to a member. You should confirm with your provider that they have received prior authorization 
for a covered service prior to your treatment. 

The Schedule of Benefits is a summary of services that may be covered under the plan.  Benefits listed are subject to 
all provisions and limitations as outlined in the Evidence of Coverage (EOC).  Please reference the EOC for details 
regarding the benefits listed below.  The member is responsible for deductible, copayment or coinsurance applied to 
eligible service expenses.  An overview of Preventive Services covered with no cost share can be found within your 
EOC.  

Pursuant to the Federal No Surprises Act, you are only required to pay the in-network cost sharing for non-network 
emergency care, including air ambulance services; for certain ancillary services provided by non-network providers 
at in-network facilities; and for covered services by a non-network provider at an in-network facility when you do 
not provide informed consent. Charges you incur for services from a non-network provider that fall in the scenarios 
listed above will accumulate towards your in-network deductible and/or maximum out-of-pocket amount. Please 
refer to your EOC for further information. 

Connected Silver (QualChoice) - Zero Cost Sharing Plan 0% - 20% FPL  
Benefit Insured Responsibility (per person) 

 In-Network Providers 
 

Out-of-Network Providers 

Annual Deductible per Calendar Year $0 Individual 
Not applicable Family 

$0 Individual 
Not applicable Family 

Prescription Drug Deductible per Calendar 
Year 

$0 Individual 
Not applicable Family 

Not Applicable Individual 
Not Applicable Family 

Coinsurance for Eligible Expenses (unless 
otherwise noted) 

0% Coinsurance 0% Coinsurance 

Out-of-Pocket Maximum $0 per quarter Individual 
Not applicable Family 

$0 per year Individual 
Not applicable Family 

Provider Office Services 
Primary Care Office Visit  No charge No charge 
Specialist Office Visit No charge No charge 
Preventive Care (including screenings, 
immunizations and well-baby visits) 
Covered in accordance with ACA guidelines. 

No charge No charge 

Diagnostic Test* (x-ray) No charge No charge 
Diagnostic Test* Lab-work/Other (e.g., 
bloodwork, EKG, Stress Test) 

No charge No charge 

Imaging Test* (CT/PET scans, MRI) No charge No charge 
Prescription Drugs 
Tier 1a: Preferred Generic No charge Not covered 
Tier 1b: Generic* No charge Not covered 
Tier 2: Preferred Brand*  No charge Not covered 
Tier 3: Non-Preferred Brand and Non-Preferred 
Generic* 

No charge Not covered 

Tier 4: Specialty*  No charge Not covered 
Mail Order* (90-day supply) 2.5 Times Retail Cost Sharing Not covered 
Outpatient Services 
Outpatient Facility* No charge No charge 
Outpatient Surgery Physician/Surgical Services* No charge No charge 
Emergency and Urgent Care Services 
Emergency Room  No charge No charge 
ER Physician Fee No charge No charge 
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Emergency Transportation/Ambulance (Air, 
Water or Ground) Note: Prior authorization is 
not required for emergency transport, however, 
all non-emergent transport requires prior 
authorization. 

No charge No charge 

Non-Emergency Use of the Emergency 
Department 

No charge No charge 

Urgent Care  No charge No charge 
Virtual 24/7 Care No charge No charge after deductible 
Inpatient Hospital Services 
Inpatient Hospital Facility* No charge No charge 
Inpatient Hospital Physician and Surgical 
Services* 

No charge No charge 

Behavioral Health Treatment: Mental Health and Substance Use Disorder Services  

Behavioral Health Outpatient Services* (PCP and 
other practitioner office visits do not require 
prior authorization.) 

No charge 
 
Note: Cost share will be waived for 
Behavioral Health screening 
services. 

No charge 
 
Note: Cost share will be waived for 
Behavioral Health screening 
services. 

Behavioral Health Inpatient Services* No charge No charge after deductible 
Behavioral Health Emergency Room No charge No charge 
Behavioral Health ER Physician Fee No charge No charge 
Behavioral Health Emergency 
Transportation/Ambulance (Air, Water or 
Ground) Note: Prior authorization is not 
required for emergency transport, however, all 
non-emergent transport requires prior 
authorization. 

No charge No charge 

Behavioral Health Urgent Care No charge No charge 
Behavioral Health Laboratory Services* No charge No charge 
Behavioral Health Habilitation Outpatient 
Services* (Including speech, occupational and 
physical therapy) 

No charge No charge 

Behavioral Health Habilitation Inpatient 
Services* (Including speech, occupational and 
physical therapy) 

No charge No charge 

Maternity and Newborn Care 
Prenatal and Postnatal Care No charge No charge 
Delivery and Inpatient Services*  No charge No charge 
Other Covered Services 
Home Health Care Services* 
Limited to 50 visits per year. 

No charge No charge 

Rehabilitation Outpatient Services* (Including 
speech, occupational and physical therapy) 
Limited to a combined 30 visit limit per year for 
outpatient physical therapy, speech therapy, 
occupational therapy and chiropractic care. 
Note: Limits do not apply when provided for a 
mental health/substance use disorder diagnosis. 

No charge No charge 

Cardiac Rehabilitation* 
Limited to 36 visits per year. Note: Limits do not 
apply when provided for a mental 
health/substance use disorder diagnosis. 

No charge No charge 

Rehabilitation Inpatient Services* (Including 
speech, occupational and physical therapy) 

No charge No charge 
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Limited to 60 days per year. Note: Limits do not 
apply when provided for a mental 
health/substance use disorder diagnosis. 
Neurological Rehabilitation* 
Limited to a combined 30 visit limit per year for 
outpatient physical therapy, speech therapy, 
occupational therapy and chiropractic care. 
Note: Limits do not apply when provided for a 
mental health/substance use disorder diagnosis. 

No charge No charge 

Habilitation Outpatient Services* (Including 
speech, occupational and physical therapy)   
Limited to a combined 30 visit limit per year for 
outpatient habilitation services; limited to 180 
visits per year for developmental services. Note: 
Limits do not apply when provided for a mental 
health/substance use disorder diagnosis. 

No charge No charge 

Habilitation Inpatient Services* 
(Including speech, occupational and physical 
therapy) 
Limited to 60 days per year. Note: Limits do not 
apply when provided for a mental 
health/substance use disorder diagnosis. 

No charge No charge 

Skilled Nursing Facility* 
Limited to 60 days per year. 

No charge No charge 

Durable Medical Equipment*  No charge No charge 
Hospice Services* 
 

No charge No charge 

Respite Care* 
Available in conjunction with hospice care. 
Limited to 14 days per year. 

No charge No charge 

Chiropractic Care* 
Limited to a combined 30 visit limit per year 
(combined for chiropractic care, physical 
therapy, speech therapy and occupational 
therapy). 

No charge No charge 

Transplant Benefit* Limited to $10,000 for 
transportation & lodging per transplant; $30,000 
for donor search per transplant. 

No charge No charge 

Diabetes Care Management 
 

No charge No charge 

Hearing Aids* 
Limited to 1 pair every 3 years. 

No charge No charge 

Vision Services – Pediatric (Children under the age of 19)  
Exam 
Routine eye exam (& contact lens fitting) 
Limited to 1 visit per year. 

100% Covered 100% Covered 

Standard Frame 

Eyeglasses (frames)  
Limited to 1 Item per year. 

100% Covered 100% Covered 

Lenses (per pair) 
Prescription lenses (including additional lens 
options) 

100%  Covered 100% Covered 

Contact lenses (in lieu of glasses) 100%  Covered 100% Covered 
 
Value-add Programs 
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Ambetter members can earn reward dollars by participating in the My Health Pays™ rewards program.  The My Health Pays 
program rewards you for being more active in your health. Visit Ambetter.ARhealthwellness.com to learn more about the 
program and ways to earn and spend rewards.  You can also call Member Services at 1-877-617-0390 (TTY/TDD 1-877-617-
0392). Rewards programs may vary by the plan you are enrolled in.  
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Statement of Non-Discrimination 
 
 

Ambetter from Arkansas Health & Wellness includes products that are underwritten by Celtic Insurance Company (dba 
Arkansas Health and Wellness Solutions), QCA Health Plan, Inc., and QualChoice Life & Health Insurance Company. These 
companies are each Qualified Health Plan issuers in the Arkansas Health Insurance Marketplace. These companies comply 
with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin (including limited 
English proficiency and primary language), age, disability, or sex (including pregnancy, sexual orientation, gender identity, or 
sex characteristics). This is a solicitation for insurance. © 2023 Celtic Insurance Company (dba Arkansas Health and 
Wellness Solutions), QCA Health Plan, Inc., and Qualchoice Life & Health Insurance Company, Inc. All rights reserved. 
Ambetter.ARhealthwellness.com 
 
If you, or someone you are helping, have questions about Ambetter from Arkansas Health & Wellness, 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 [1-877-617-0390 (TTY 1-877-617-0392)]. If you believe that Celtic Insurance Company (dba 
Arkansas Health and Wellness Solutions), QCA Health Plan, Inc., and QualChoice Life & Health Insurance Company has 
failed to provide these services or discriminated in another way on the basis of race, color, national origin (including limited 
English proficiency and primary language), age, disability, or sex (including pregnancy, sexual orientation, gender identity, or 
sex characteristics), please contact [Member Services] at [1-877-617-0390 (TTY 1-877-617-0392)]. You may also submit a 
grievance by phone to [1-877-617-0390 (TTY 1-877-617-0392)]. For information on filing a discrimination complaint directly 
with the U.S. Department of Health and Human Services, Office of Civil Rights, please visit 
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf.   
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Declaración de No Discriminación 
 
 

Ambetter from Arkansas Health & Wellness incluye productos que están suscritos por Celtic Insurance Company (bajo el 
nombre comercial de Arkansas Health and Wellness Solutions), QCA Health Plan, Inc. y QualChoice Life & Health Insurance 
Company. Cada una de estas empresas es un proveedor Calificado de Planes de Salud en el Mercado de Seguros de Salud 
de Arkansas. Estas empresas cumplen con las leyes de derechos civiles Federales aplicables y no discriminan por motivos 
de raza, color de piel, nacionalidad de origen (incluidos un nivel de inglés limitado y la lengua materna), edad, discapacidad 
o sexo (incluidos el embarazo, la orientación sexual, la identidad de género o las características sexuales). Esta es una 
solicitud de seguro. © 2023 Celtic Insurance Company (bajo el nombre comercial de Arkansas Health and Wellness 
Solutions), QCA Health Plan, Inc. y Qualchoice Life & Health Insurance Company, Inc. Todos los derechos reservados. 
Ambetter.ARhealthwellness.com 
 
Si usted, o alguien a quien está ayudando, tiene preguntas acerca de Ambetter from Arkansas Health & Wellness y no 
domina el inglés, tiene derecho a obtener ayuda e información en su idioma sin costo alguno y de manera oportuna. Si 
usted, o alguien a quien está ayudando, tiene un impedimento auditivo y/o visual que le dificulta la comunicación, tiene 
derecho a recibir ayuda y servicios auxiliares sin costo alguno y de manera oportuna. Para recibir servicios auxiliares o de 
traducción, comuníquese con [Servicios para Miembros] al [1-877-617-0390 (TTY 1-877-617-0392)]. Si considera que Celtic 
Insurance Company (bajo el nombre comercial de Arkansas Health and Wellness Solutions), QCA Health Plan, Inc. y 
QualChoice Life & Health Insurance Company no le proporcionaron estos servicios o lo discriminaron de otra manera por 
motivos de raza, color de piel, nacionalidad de origen (incluidos un nivel de inglés limitado y la lengua materna), edad, 
discapacidad o sexo (incluidos el embarazo, la orientación sexual, la identidad de género o las características sexuales), 
comuníquese con [Servicios para Miembros] al [1-877-617-0390 (TTY 1-877-617-0392)]. También puede presentar una 
queja por teléfono al [1-877-617-0390 (TTY 1-877-617-0392)]. Para obtener información sobre cómo presentar una queja por 
discriminación directamente ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de 
EE. UU., visite https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf.   
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