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[t's time to choose your plan

Your trusted health partner

Anthem is committed to being your trusted health care partner. We're
developing the technology, solutions, programs and services that give
you greater access to care. We also work with doctors to make sure you
get affordable, quality health care.

Save this guide

You'll find tips on how to make the most of your henefits and save
on health care costs throughout the year.

Choosing your plan



It's time to choose your plan

Let's get started

This is the perfect time to think about your health — where you are right now and where you want to
be tomorrow. It's your opportunity to check out the benefits, programs and resources that can
support your health and well-being all year long.

This guide will help you understand our plans. It's also full of tips, tools and resources that can help

you reach your health and wellness goals when you become a member. So keep it handy to make the
most of your benefits throughout the year.
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Using your plan -

How to use your plan

Once you've chosen a plan, explore how to make the most of your benefits. Here you'll
learn simple ways to make using your plan easy. Plus, you'll discover tools and resources
that can help you reach your health and wellness goals. With Anthem, supporting your
healthiest self is all part of the plan!
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How to use your plan

Use your ID card right from
your phone

Introducing the Sydney Health maobile app. With
Sydney Health you can find everything you need to
know about your benefits - all in one place. You'll
have a custom experience that's based on your plan,
your specific health care needs and lots more. And
you can quickly access your digital ID card to show it
to your doctor. You can even use Sydney Health to
track your health goals, find care, compare costs, and
manage your claims.

Have a question? Sydney Health acts like a personal
health guide, answering your questions and
connecting you to the right resources at the right
time. And you can use the chatbot to get answers
quickly. Sydney Health makes it easier to get things
done, so you can spend more time focusing on your
health. Get started by downloading the Sydney
Health mobile app.

Register for online tools
and resources

Accessing your health plan on your mobile phone or
computer makes life so much easier. Register on the
Sydney Health mobile app and anthem.com/ca to
get personalized information about your health plan
and more. You can:

o Quickly access your digital ID card.

o Find a doctor and estimate your costs before
you go.

o View your claims, see what's covered and what
you may owe for care.

o Getsupport managing your health conditions and
tracking your goals.

o Update your email and communication
preferences.

Using your plan



How to use your plan

Find a doctor in your plan

The right doctor can make all the difference — and
choosing one in your plan can save you money, too.
So you'll be happy to know your plan includes lots of
top-notch doctors. If you decide to get care from
doctors outside the plan, it'll cost you more and
your care might not be covered at all.

It's easy to find a doctor in your plan. Simply use the
Find a Doctor tool on the Sydney Health mobile app
or at anthem.com/ca to search for doctors,
hospitals, labs and other health care professionals.

Schedule a checkup

Preventive care, like regular checkups and
screenings, can help you avoid health problems
down the road. Your plan covers these services
at little or no extra cost when you see a doctor
in your plan:

o Yearly physicals
o Well-child visits
o Flu shot
o Routine shots
o Screenings and tests
Check your plan details on the Sydney Health mobile

app or anthem.com/ca to confirm what preventive
care is covered.

: ' ; n ' Using your plan



Your summary of benefits

Anthem Blue Cross
Your Plan: Modified Premier PPO 250/20/20
Your Network: Prudent Buyer PPO

Anthem. g%

Vi
BlueCross e o

This summary of benefils is a brief outline of coverage, designed to help you with the selection process. This summary does not reflect each and every
benefit, exclusion and limitation which may apply to the coverage. For more details, important limitations and exclusions, please review the formal
Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of Insurance or Evidence of

Coverage (EOC), the Certificate of Insurance or Evidence of Coverage (EOC), will prevail.

Covered Medical Benefits

Cost if you use an

In-Network
Provider

Cost if you use a
Non-Network
Provider

Overall Deductible

See notes section to understand how your deductible works. Your plan may also bave a
separate Prescription Drug Dednctible. See Prescription Drug Coverage section. In-Network
Providers and Non-Network Providers deductibles are combined. Satisfying one helps satisfy
the other.

$250 single /
$750 family

$250 single /
$750 family

Copay for non-Anthem Blue Cross PPO hospital or residential treatment
center (waived for emergency admission)

N/A

$500 copay
per admission

Copay for non-Anthem Blue Cross PPO hospital or residential treatment
center if utilization review not obtained (waived for emergency admission)

N/A

$500 copay
per admission

Out-of-Pocket Limit

When you meet your out-of-pocket limit, you will no longer have to pay cost-shares during the
remainder of your benefit period. See notes section for additional information regarding your
out of pocket maximun. In-Network Providers and Non-Network Providers out of pocket
maxcimums are combined. Satisfying one helps satisfy the other.

Preventive care/screening/immunization

Tn-network preventive care is not subject to deductible, if your plan has a deductible.
Preventive Care Services including™, physical exams, preventive screenings (including
sereenings for cancer, HPV, diabetes, cholesterol, blood pressure, hearing and vision,
immunizations, health education, intervention services, IIV testing), and additional
preventive care for women provided for in the guidelines supported by the lealth Resonrces

and Services Administration.
FThis list is not exchanstive. This benefit includes all Preventive Care Services required by federal and state law.

$3,000 single /
$6,000 family

$3,000 single /
$6,000 family

No charge

40% coinsurance

Doctor Home and Office Services

Primary care visit to treat an injury or illness
Deductible does not apply to In-Network providers.

$20 copay per visit*

40% coinsurance

Specialist care visit
Deductible does not apply to In-Network providers.

$20 copay per visit!

40% coinsurance

Pace 1T nf R




Your summary of benefits

Covered Medical Benefits

Prenatal and Post-natal Care
Deductible does not apply to In-INetwork providers.

Cost if you use an

In-Network
Provider

$10 copay per visit!

Cost if you use a
Non-Network
Provider

40% coinsurance

Other practitioner visits:
Retail health clinic
Deductible does not apply to In-Network providers.

Preferred On-line Visit
Includes Mental/ Bebavioral Health and Substance Abuse. Deductible does not
apply to In-Network providers.

Chiropractor services

Coverage for [n-Network Provider and Non-Network Provider combined is
limited to 20 visit limit per benefit period. Dednctible does not apply fo
In-Network providers.

Acupuncture
Coverage for In-Network Provider and Non-Network Provider combined is
limited to 20 visit limit per benefit period.

$20 copay per visit!

$20 copay per visit

$5 copay per visit

20% coinsurance

40% coinsurance

40% coinsurance

$5 copay per visit

40% coinsurance

Other services in an office:
Allergy testing
Chemo/radiation therapy
Hemodialysis

Prescription drugs
For the drugs itself dispensed in the office thru infusion/ injection (including
allergy serum)

20% coinsurance
20% coinsurance
20% coinsurance

20% coinsurance

40% coinsurance
40% coinsurance
40% coinsurance

40% coinsurance

Diagnostic Services
Lab:
Office
Freestanding Lab
Outpatient Hospital

X-ray:
Office
Freestanding Radiology Center
Outpatient Hospital

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance
20% colnsurance

20% coinsurance

40% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance
40% comnsurance

40% coinsurance
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Your summary of benefits

Covered Medical Benefits

Advanced diagnostic imaging (For cxample, MRI/PET/CAT scans):
Office
Freestanding Radiology Center
Outpatient Hospital

Emergency and Urgent Care
Emergency room doctor and other services

Outpatient hospital emergency room services
Copay waived if admitted.

Inpatient hospital services

Cost if you use an
In-Network
Provider

20% coinsurance
20% coinsurance

20% coinsurance

No copay
$25 copay per visit

No copay

Cost if you use a
Non-Network
Provider

4(0% coinsurance
40% coinsurance

40% coinsurance

No copay
$25 copay per visit

No copay

Ambulance (air and ground)
Ground or air ambulance lransportation when medically necessary, including medical
services & supplies necessary, including medical services & supplies.

20% coinsurance?

20% coinsurance?

Urgent Care (office setting) $20 copay per visit | 40% coinsurance
Deductible does not apply to In-Network providers.

Mental/Behavioral Health and Substance Abuse
Inpatient facility care No copay 40% coinsurance®
Inpatient Doctor visit No copay 40% coinsurance
Outpatient facility care No copay 40% coinsurance®
Outpatient Doctor office visit $10 copay per visit 40% coinsurance

Behavioral Health treatment for Autism or Pervasive Development disorders
require pre-service review. Deductible does not apply to In-Network providers.

Outpatient Surgery
Facility fees:
Hospital

Freestanding Surgical Center
Coverage for Out-of-Network Provider is limited to $1,000 maxcimnn per day.

Doctor and other services

20% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance®

40% coinsurance

40% coinsurance
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Your summary of benefits

Covered Medical Benefits

Hospital Stay (all inpatient stays including maternity)
Facility fees (for example, room & board)

Doctor and other services

Cost if you use an
In-Network
Provider

20% coinsurance

20% coinsurance

Recovery & Rehabilitation

Home health care
In-Network Provider and Non-INetwork Provider combined is limited to 100 visit
limit per benefit period; one visit by home health aide equals four hours or less.

20% coinsurance

Cost if you use a
Non-Network
Provider

40% coinsurance?

40% coinsurance

40% coinsurance

Rehabilitation setvices (For example, physical/speech/occupational therapy):

Office
Costs may vary by sile of service.

Outpatient hospital

Habilitation services

Cardiac rehabilitation
Office
Outpatient hospital

20% coinsurance
20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

40% colnsurance

40% coinsurance

40% coinsurance

Skilled nursing care (in a facility)
In-Network Provider and Non-Network Provider combined is limited to 100 day limit per
benefit period; limit does nat apply to mental health and substance abuse.

20% coinsurance

40% coinsurance

Hospice

20% coinsurance®

20% coinsurance®

Durable Medical Equipment
Hearing aid benefit is available for one hearing aid per ear every three years; breast pump
and supplies are covered under preventive care at no charge.

20% colnsurance

40% coinsurance

Prosthetic Devices

20% coinsurance

40% coinsurance

10

Pace 4 nF R




Your summary of benefits

Cost if you use a
Non-Network
Provider

Cost if you use an
In-Network
Provider

 Covered Medical Benefits

Otgan & Tissue Ttansplants (Subject to utilization review; specified transplants
covered only when performed at Centers of Medical Fxcellence [CMIE] or Blue Distinction Centers
Jor Specialty Care [BDCSC].)

Inpatient services provided in connection with non-investigative

organ or tissue transplants.
Specified organ transplants covered only at Centers of Medical Excellence [CME].

Transplant travel expense for an authorized, specified transplant at a
Centers of Medical Excellence [CME]) or Blue Distinction Centers for
Specialty Care [BDCSC].

Transplant travel expense for an anthorized, specified transplant (recipient & companion
transportation limited to $10,000 per transplant) and nnrelated donor search, limited fo
830,000 per transplant.

20% coinsurance

No copay

Not covered

Not covered

Bariatric Surgery (Subject to utilization review; covered only when performed at a Blue
Distinction Centers for Specialty Care [BDCSC].)

Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity
Bariatric surgery covered only at Centers of Medical Fixcellence [CME]).

Bariatric travel expense when member’s home is 50 miles or
more from the nearest Blue Distinction Centers for Specialty
Care [BDCSC].

Travel expenses for an anthorized, specified surgery (recipient & companion transportation
limited to $3,000 per surgery)

20% coinsurance

No copay

Not covered

Not covered

Family planning services

Infertility studies & tests
IFemale sterilization

Including tubal ligation and counseling/ consultation. Deductible does not apply to
Tn-Network providers.

Male Sterilization

Counseling & consultation

Not covered

No copay

20%? coinsurance

$20 copay per visit

Not covered

50% coinsurance®

50%° coinsurance

50%° coinsurance

11
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Your summary of benefits

FOOTNOTES:

1 The dollar copay applies only to the visit itself. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery, efc.), after any applicable deductible.
2 Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.), or a dentist (D.D.S.).
3 These providers are not represented in the Anthem Blue Cross PPO network.

% For California facillties, a discount applies if the facility has a contract with Anthem Blue Cross for fee-for-service business. For California facilities without a contract, covered expense for
non-emergency hospital services and supplies is reduced by 25%, resulting in higher out-of-pocket costs for members.
5 The member's percentage copay is not applicable to the annual out-of-pocket maximum.

Anthem Blue Cross 1s the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of
the Blue Cross Association. ® ANTHEM 1s a regrstered trademark of Anthem Insuranee Companies, Ine. The Blue Cross name and symbol are registered marks of the Blue
Cross Association.

Questions: (855) 333-5730 or visit us at www.anthem.com /1 cza
CA/L/F/PPO/Modified LP2041/01-20/Printed 09-2019
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~ Your summary of benefits

Notes:

This Summary of Benefits has been updated to comply with federal and state requirements, including
applicable provisions of the recently enacted federal health care reform laws. As we receive additional guidance
and clarification on the new health care reform laws from the U.S. Department of Health and Human Services,
Department of Labor and Internal Revenue Service, we may be required to make additional changes to this
Summary of Benefits. This Summary of Benefits, as updated, is subject to the approval of the California
Department of Insurance and the California Department of Managed Health Care (as applicable).

In addition to the benefits described in this summary, coverage may include additional benefits, depending
upon the member's home state. The benefits provided in this summary are subject to federal and California
laws. There are some states that require more generous benefits be provided to their residents, even if the
master policy was not issued in their state. If the member's state has such requirements, we will adjust the
benefits to meet the requirements.

The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family
member will be applied to the individual deductible and individual out-of-pocket maximum; in addition,
amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one
member will pay more than the individual deductible and individual out-of-pocket maximum.

All medical services subject to a coinsurance are also subject to the annual medical deductible.

Annual Out-of-Pocket Maximums includes deductible, copays, coinsurance and prescription drug.

In network and out of network out of pocket maximum are exclusive of each other.

For plans with an office visit copay, the copay applies to the actual office visit and additional cost shares may
apply for any other service performed in the office (i.e., X-ray, lab, surgery), after any applicable deductible.
Preventive Care Services includes physical exam, preventive screenings (including screenings for cancer, HPV,
diabetes, cholesterol, blood pressure, hearing and vision, immunization, health education, intervention services,
HIV testing) and additional preventive care for women provided for in the guidance supported by Health
Resources and Service Administration.

For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital,
reimbursement is based on the reasonable and customary value. Members may be responsible for any amount
in excess of the reasonable and customary value.

If your plan includes an emergency room facility copay and you are directly admitted to a hospital, your
emergency room facility copay 1s waived.

If your plan includes out of network benefit and you use a non-network provider, you are responsible for any
difference between the covered expense and the actual non-participating providers charge.

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between
the covered expense '&' actual charges, as well as any deductible '&' percentage copay.

Non-emergency, out-of-network air ambulance services are limited to Anthem maximum payment of $50,000
per trip.

Certain services are subject to the utilization review program. Before scheduling services, the member must
make sure utilization review is obtained. If utilization review is not obtained, benefits may be reduced or not
paid, according to the plan.

Anthem Blue Cross 1s the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Lifc and Health Insurance Company are independent licensees of
the Blue Cross Association. ® ANTHIEM is a registered trademark of Anthem Insurance Companics, Inc. 'I'he Blue Cross name and symbol are registered marks of the Blue
Cross Association.

Questions: (855) 333-5730 or visit us at www.anthem.com /1 c?’a
CA/L/F/PPO/Modified 1.P2041/01-20/Printed 09-2019
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Your summary of benefits

e Certain types of physicians may not be represented in the PPO network in the state where the member
receives services. If such physician is not available in the service area, the member's copay is the same as for
PPO (with and without pre-notification, if applicable). Member is responsible for applicable copays,
deductibles and charges which exceed covered expense.

e Additional visits maybe authorized if medically necessary. Pre-service review must be obtained prior to
receiving the additional services.

e If your plan includes out of network benefits, all services with calendar/plan year limits are combined both in
and out of network.

e Human Organ and Tissues Transplants require precertification and are covered as any other service in your
summary of benefits.

e Skilled Nursing IFacility day limit does not apply to mental health and substance abuse.

e Respite Care limited to 5 consecutive days per admission.

e [Preestanding Lab and Radiology Center is defined as services received in a non-hospital based facility.

e Coordination of Benefits: The benefits of this plan may be reduced if the member has any other group health
or dental coverage so that the services received from all group coverage do not exceed 100% of the covered
expense

e [or additional information on limitations and exclusions and other disclosure items that apply to this plan, go
to https://le.anthem.com/pdfPx=CA 1.G PPO

® For additional information on this plan, please visit shc.anthem.com to obtain a Summary of Benefit Coverage.

Anthem Blue Cross 1s the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and | lealth Insurance Company are independent licensees of
the Blue Cross Association. ® ANTHIEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue
Cross Association.

Questions: (855) 333-5730 or visit us at www.anthem.com/ (f’ra
CA/L/F/PPO/Modified 1.P2041/01-20/Printed 09-2019
Page 8 of 8



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Anthem Blue Cross: Riverside Sheriffs Association Benefit Trust

Modified Premier PPO 250/20/20

Coverage Period: 01/01/2020-12/31/2020
Coverage for: Individual + Family | Plan Type: PPO

A5

A 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, https://eoc.anthem.com/eocdps/ca/fi. 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 www.healthcare.gov/sbe-glossary/ or call (855)

333-5730 to request a copy.

Important Questions

What is the overall
deductible?

; Answers
$250/single or $750/ family.

All Providers.

| Why This Matters:

Generally, you must pay all of the costs from p roviders 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, Primary
Care visit, and Specialist visit for
In-Network Providers.

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

cn preventive setvices at ht reventive-care-benefits/.
Are there other No. You don't have to meet deductibles for specific services.

deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

$3,000/single or $6,000/ family.
All 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, and health care this
plan doesn't cover.

Fven though you pay these expenses, they don’t count toward the out-of-pocket limit.
gh you pay P ) I

Will you pay less if
you use a network
provider?

Yes, Prudent Buyer PPO. See

www.anthem.com/ca or call
(855) 333-5730 for a list of

network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s J‘

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 wotk). Check with your provider before you get services.

CA/L/F/RiverSherAssoBeModPePPO-PPO/NA/AYCHH/NA/01-20
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Do you need a referral

to see a specialist?

' No.

LYOU can see the specialist you choose without a referral.

A All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Medical Event |

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

Services You May Need

Primary care visit to treat an
injury or illness

Preventive care/screening/
immunization

 $20/visit deductible

_ What You Will Pay

TnNetwotk Provider

(You will pay the least) |

$20/visit deductible
_ does notapply

~does notapply

No charge

N{)n-Netwdrk Ptowdet
(You will pay the mos

40% coinsurance

Limitations, Exceptions, & Other
Important Information

40%0 comsurance

40%b coinsurance

| You may have to pay for services that

aren't preventive. Ask your provider if
the services needed are preventive.
Then check what your plan will pay
for.

If you have a test

Diagnostic test (x-ray; blood

work)

20% coinsurance

40% colnsurance

Imaging (C1/PET scz;ﬁs, MRIs)

20% colnsurance

40% coinsurance

(s
(=3

If you need drugs
to treat your
illness or
condition

More information

about prescription

drug coverage is
available at

http:/ /www.anthe
m.com/ca/pharma
cvinformation/

National

Generic Drugs

Brand Name Formulary Drugs

$5/prescription (retail) and
$10/prescription
(home delivery)

50% coinsurance of the
prescription drug covered
expense and costs in
excess of the maximum
amount allowed up to a
$250 maximum/
prescription

$10/prescription (retail)
and $20/prescription
(home delivery) F

50% coinsurance of the
prescription drug covered
expense and costs mn
excess of the maximum
amount allowed up to a
$§250 maximum/
prescription

Brand Name Non-Formulary
Drugs

$40/prescription (retail)
and $80/prescription

(home delivery) f

|

50% coinsurance of the
prescription drug covered
expense and costs in
excess of the maximum
amount allowed up to a
$250 maximum/
prescription

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence ‘
of coverage or certificate). ‘

|
|

* For more information about limitations and exceptions, see plan or policy document at https:

eoc.anthem.com/eocdps/ca/fi.
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Common
Medical Event

Setvices You May Need

Specialty Pharmacy Drugs

|

~ What You Will Pay

In—Nétwdrk Ptbvidcr

20% coinsurance of

prescription drug covered

expense up to
$100/prescription

Not Applicable

Non-thﬁbrk Prmﬁdér
_ (You will pay the least) | (You will pay the most) |

Limitations, Exceptions, & Other
Important Information

If you have
outpatient surgery

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

20% colnsurance

40% coinsurance

- g

none

Physician/surgeon fees

20% coinsurance

40% coinsurance

none

If you need
immediate

Emergency room care

$25/visit deductible
does not apply

Emergency medical

Covered as In-Network

If directly admitted to a hospital, ER
copay is waived. 0% coinsurance for
Emergency Room Physician Fee.

abuse services

Inpatient services

0% coinsurance

$500/admission then

40% coinsurance

Physician Fee In-Network Providers.
40% coinsurance for Inpatient
Physician Fee Non-Network
Providers.

0 1 <4 &l T - ] & { ________________
il Conshortation 20% coinsurance Covered as In-Networl none
B ot e :

Urgent care $—%{)‘£2W 40% coinsurance = | -—-——-—- none--------
If you have a Facility fee (e.g., hospital room) 20% coinsurance $5000/ adnyssxon e o none------— ‘
s e 40% coinsurance ‘
i P . y Physician/surgeon fees 20% coinsurance 40% coinsurance | -———--—- None-------- J
T Office Visit
= ; Office Visit Office Visit |
O . : $10/visit deductible 40% colnsurance | —————— none-----—-—-—- ;
tient : A :
If you need i i Odt]folz: ?)O: aEgL}nt Other Outpatient Other Outpatient
mental health, 0% coin%?rance 40% coinsurance | - none--------
behavioral health, SR S e
or substance 0% coinsurance for Inpatient ‘

If you are
pregnant

Office visits

$10/visit deductible

does notapply

Childbirth/delivery professional

services

Childbirth/delivery facility

services

20% coinsurance

40% coinsurance

40% coinsurance

20% coinsurance

$500 /admission then

40% coinsurance

| Maternity care may include tests and

services described elsewhere in the
SBC (i.e. ultrasound).

If you need help
recovering or have

Home health care

20% coinsurance

40% comsurance

100 visits/benefit period. One visit by
home health aide equals four hours or
less.

|

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/fi.
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Medical Event

Common

Services You May Need

Sogne AW hattyou WilliEay = T RS
In-Network Provider | Non-Netwotrk Provider
You will pay the least) | (You will pay themost)

Limitations, Exceptions, & Other

Important Information

other special R __l_militation services 20% coinsurance ~ 40% coinsurance | *See Th . Servi :

health needs  Habilitation services 20% coinsurance | 40% coinsurance e maTal] neRRee eefj:lonﬁ A ay
Skilled nursing care 20% coinsurance 40% coinsurance | 100 days ].umt/ benefit period.
Durable medical equipment 20% coinsurance 40% coinsurance | -------—-none-----—- j
Hospice services 20% coinsurance 20% coinsurance - none |

If your child Children’s eye exam Notcovered | Notcovered *See Vision Servi i

needs dentalor | Children’sglasses | Notcovered | Notcovered | o COnOVEESEHOR

eye care Children’s dental check-up Not covered ) Not covered *See Dental Services section J

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.)

8 o o

Cosmetic surgery
Eye exams for a child
Long- term care

Routine foot care unless you have been

diagnosed with diabetes.

Dental care (adult) e Dental Check-up
Glasses for a child e Inferulity treatment
Private-duty nursing e Routine eye care (adult)
Weight loss programs

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

Abortion

Chiropractic care 20 visits/benefit period.

Acupuncture 20 visits/benefit period. e Bariatric surgery for In-Network Providers
Hearing aids one hearing aid/ear every three @  Most coverage provided outside the United
years. States. See www.bcbsglobalcore.com

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/fi.
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Your Rights to Continue Coirerage: There are agencies that can help 1t you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) HMO-2219.
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), 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 to submit a claim, appeal, or a gtievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform
Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) HMO-2219

California Department of Managed Health Care Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, www.healthhelp.ca.gov,
helpline(@dmbhc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Fssential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption
figm the requirement that you have health coverage for that month.

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 Matketplace.

To see exanmples of how this plan niight cover cosis for a sample medical situalion, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/fi.
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About these Coverage Examples:

T'his 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 pottion 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 a
hospital delivery)

B The plan’s overall deductible $250
W Specialist copayment $20

W Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (u/frasounds and blood work)
Sypecialist visit (anesthesia)

Managing Joe’s type 2 Diabetes
gimg jc P

(a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $250
M Specialist copayment $20

M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Primary care physician office visits (zncluding
disease education)

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (s/ucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $250
B Specialist copayment $20
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $12,806 ﬁt;lE;ample Cost ! §7,400 Total Example Cost - X | $1,999
In this example, Pegwouldpay: ~~ In this example, Joewouldpay: ~~ In this example, Mia would pay:
_Copayments . %60 Copaymemts | $800  Copayments | $100
What isn’t covered TR | What isn’t covered _ SR e ed S
Limits or exclusions $60  Limits or exclusions ] $60 Limits or exclusions o ' %0
The total Peg would pay is $2,870 The total Joe would pay is l $1,140 The total Mia would payis 1 . $550

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:
I¢’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or treat them differently on the
basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer free aids and services. For people whose primary language isn’t
English, we offer free language assistance services through interpreters and other written languages. Interested in these services? Call the Member Services
number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, ot sex, you can file 2 complaint, also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-
1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr -.1sf. Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.html.
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Anthem Modified Rx 19 Three Tier Prescription Drug Benefits

Blue Cross

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently
enacted federal health care reform laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S.
Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes
to this summary of benefits. This proposed benefit summary is subject to the approval of the California Department of Insurance and the

California Department of Managed Health Care.

sjyouag Xy

PLEASE NOTE: This is only a summary of your benefits. Please refer to your Combined Evidence of Coverage and Disclosure Form
(“EOC”")/Certificate of Insurance (“Certificate”) which explains your plan’s Exclusions and Limitations as well as the full range of your covered

services in detail.

At Anthem Blue Cross, we know that prescription drugs are the
fastest-rising item of your total health care benefits cost. Reasons
for the spiraling costs of prescription drugs are varied: a general
increase of prescription medication use, an aging population,
research and development of new medications and the expense of
direct to consumer advertising. With prescription drug costs
increasing at twice the rate of medical care, we developed ways to
contain costs so your copays remain affordable, while maintaining
your access to safe, effective prescription drugs. Our Prescription
Drug Program provides you with choice, flexibility, affordability and
access to an extensive network of retail pharmacies.

Getting a Prescription Filled at a Participating Pharmacy

To get a prescription filled, you need only take your prescription to a
participating pharmacy and present your member ID card. The amount
you pay for a covered prescription —~ your copay - will be determined by
whether the drug is a brand-name or generic medication and whether it is
a formulary or non-formulary medication.

A generic drug contains the same effective ingredients, meets the same
standards of purity as its brand-name counterpart and typically costs less.
In many situations, you have a choice of filling your prescription with a
generic medication or a brand-name medication.

The formulary is a list of approximately 600 recommended brand and
generic medications. These medications have undergone extensive
review for therapeutic value for a particular medical condition, safety and
cost. Copies of our formulary are furnished to your providers and are
available online at anthem.com/ca/ under the Pharmacy section. You or
your provider may also contact our Pharmacy Customer Service at (800)
700-2541.

The following chart illustrates the relation between drug type and your
copay amount at a participating pharmacy:

Drug Type Copay Amount
Generic $5.00

Brand name formulary $10.00

Brand name non-formulary $40.00

Finding a Participating Pharmacy

Because our huge pharmacy network includes major drugstore chains
plus a wide variety of independent pharmacies, it is easy for you to find a
participating pharmacy. You can also find a participating pharmacy

by going to our website at anthem.com/ca/.

26

An Extensive Network

Besides saving you money, our extensive network of pharmacies offers
you easy accessibility.

In California there are over 5,100 retail pharmacies. This accounts
for nearly 95% of retail pharmacies in the state, including all

major chains.

Nationwide there are more than 61,000 chain and independent
pharmacies.

Using a Participating Pharmacy

You can substantially contro! the cost of your prescription drugs by using
our extensive network of participating pharmacies. Participating
pharmacies have agreed to charge a discounted price or “negotiated rate”
and pass along this savings to you.

Using a Non-Participating Pharmacy

If you choose to fill your prescription at a non-participating pharmacy,
your costs will increase. You will likely need to pay for the entire amount
of the prescription and then submit a prescription drug claim form for
reimbursement. The pharmacist must sign and complete the appropriate
section of the claim form to ensure proper processing of the claim

for reimbursement.

Members that submit claims from non-participating pharmacies are
reimbursed based on a limited fee schedule. The fee schedule may be
considerably less than the cost of the medication. You are responsible for
paying any difference.

The following chart illustrates potential increased out-of-pocket expenses
for going to a non-participating pharmacy:

Out-of-pocket | Out-of-pocket costs
costs using a using a non-
participating participating pharmacy
pharmacy
Pharmacy’s $50.00 $50.00
normal charge for
brand-name
formulary drug
You are $10.00 copay | 50% of the limited fee
responsible for; schedule plus any
amounts exceeding the
fee schedule up to $250
Total out-of- $10.00 Expense varies based
pocket on the cost of the
expenses medication




You may cbtain a prescription drug claim form by calling Pharmacy
Customer Service at the toll-free number printed on your member ID card
or by going to our website at anthem.comica/.

Home Delivery Prescription Drug Program

If you take a prescription drug on a regular basis, you may want to take
advantage of our home delivery program. Ordering your medications by
mail is convenient, saves time and depending on your plan design, may
even save you money. Besides enjoying the convenience of home
delivery, you will also receive a greater supply of medications. To fill a
prescription through the mail, simply complete the Home Delivery
Prescription form. You may obtain the form by calling Customer Service,
at the toll-free number listed on your ID card or by going to our website at
anthem.com/ca/. Once you complete the form, simply mail it with your
copay and prescription in the envelope attached to the Home

Delivery brochure. Please note that not all medications are available
through the Home Delivery Program. Specialty pharmacy drugs are not
available through the home delivery program, see Specialty Pharmacy
Program below.

Out-Of-State Prescription Benefits

Our national network of participating pharmacies is available to members
when outside California. To find a participating pharmacy, a member can
check our Web site or call the toll-free number printed on the ID card.
When using a non-participating pharmacy outside of California, the
member will follow the same procedures for using a non-participating
pharmacy in California as outlined above.

Additional Features That are Part of your Plan

Prior authorization as the term implies, is similar to prior authorization
for medical services. Prior authorization applies to a select pool of
medications that are often a second line of therapy. To require prior
authorization, a drug must meet specific criteria. This criteria is based,
among other things, on FDA-approved drug indications, targeted
populations and the current availability of effective drug therapies. Prior
authorization drugs are not covered unless you receive an approval from
Anthem Blue Cross.

We distribute instructions on how to obtain prior authorization to
physicians and pharmacies so that you may obtain prior authorization for
required medications. You may call Pharmacy Customer Service, at the
toll-free number printed on your member ID card, to receive a prior
authorization form and/or list of medications requiring prior autherization.

Supply limits are the proper FDA recommendations for prescription
medication dosage coupled with our determination of specific quantity
supply limits to prescription medications. Although our standard pharmacy
plans offer a 30-day supply for medications at a retail pharmacy, the
supply limit can vary based on the medication, dosage and usage
prescribed by your physician. For example, the supply limit for antibiotics
used to treat an infection (e.g., 14 pills to be taken twice a day for one
week) is different than blood pressure medication taken on a routine basis
(e.g., 120 pills to be taken twice a day for 60 days). By adhering to
specified supply limits, members are assured of receiving the appropriate
amount of medication.
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Specialty Pharmacy Program

Specialty medications are usually dispensed as an injectable drug, but
may be available in other forms, such as a pill or inhalant. They are used
to treat complex conditions. Prescriptions for a specialty pharmacy drug
are covered only when ordered through the specialty pharmacy program
unless you are given an exception from the specialty drug program (see
your EQC for details). The specialty pharmacy program will deliver your
medication to you by mail or common carrier (you cannot pick up your
medication). You may have to pay the full cost of a specialty pharmacy
drug if it is not obtained from the specialty pharmacy program. Specialty
drugs are limited to a 30-day supply for each fill.

Programs for Member's Special Health Needs

We recognize that some of our members have unique health care needs
requiring special attention. That's why we developed programs
exclusively for them. Our additional medical management programs work
in synergy with our pharmacy drug program to help members better
manage their health care on an ongoing basis.

Diabetic members can receive free glucometers so that they can
effectively and conveniently monitor their glucose levels.

Seniors can better monitor their chronic diseases and multiple
medications through our seniors-at-risk program. This program reduces
the possibility of toxic drug interactions, and curtails distribution of
medications that may adversely affect the senior’s chronic condition.

Asthmatic members and their families can take advantage of our
program to better control the frequency and severity of the disease.

Members who take multiple prescription medications can take
advantage of our pharmacy utilization management programs that
encourage the safe, effective distribution of prescription medications. We
have a program that protects the welfare of members with multiple
prescription medications by carefully monitoring their prescription therapy
to help reduce the danger of toxic drug interaction. For additional
information regarding your prescription drug benefits, please call
Pharmacy Customer Service at the toll-free number printed on your
member ID card. Please refer to your Combined Evidence of Coverage
and Disclosure Form which explains your plan’s Exclusions and
Limitations as well as the full range of your covered services in detail.



Covered Services (outpatient prescriptions only)

Per Member Cost Share for Each
Prescription or Refill

Prescription Drug Coverage
This plan uses a National Drug List. Drugs not on the list are not covered.

Retail Pharmacy

> Preventive immunizations administered by a retail pharmacy No copay

> Female oral contraceptives generic and single source brand No copay

> Generic drugs $5

> Brand name formulary drugs $10

> Brand name non-formulary drugs! $40

»  Compound drugs $10

> Self-administered injectable drugs, except insulin 20% of prescription drug covered expenses
{maximum $100copay per fill)

Home Delivery

> Female oral contraceptives generic and single source brand No copay

> Generic drugs $10

> Brand name formulary drugs $20

>  Brand name non-formulary drugs! $80

> Self-administered injectable drugs, except insulin 20% of prescription drug covered expenses
{maximum $100 copay)

Specialty Pharmacy Drugs

(obtained through specialty pharmacy program)

> Generic drugs $5

> Brand name drugs $10

»  Brand name non-formulary drugs’ $40

> Self-administered injectable drugs, except insulin

20% of prescription drug covered expenses
(maximum $ 100 copay per fil)

Non-participating Pharmacies
(compound drugs & specialty pharmacy drugs not covered)

Member pays:
50% of the remaining prescription drug covered expense &
costs in excess of the maximum amount allowed up to $250 per prescription

Supply Limits?
> Retail Pharmacy (participating and non-participating)

»  Home Delivery
»  Specialty Pharmacy

30-day supply; 60-day supply for federally classified Schedule Il attention
deficit disorder drugs that require a triplicate prescription form, but require a
double copay; 6 tablets or units/30-day period for impotence and/or

sexual dysfunction drugs (available only at retail pharmacies); 80-day
supply for eligible prescriptions obtained through a retail pharmacy, but will
require a triple copay.

80-day supply

30-day supply

1 When the member's physician has specified “dispense as written” (DAW) for non-formulary drugs, the copay for brand name formulary drugs will apply. When the member's physician has

not specified DAW for non-formulary drugs, the higher copay will apply.

2Supply limits for certain drugs may be different. Please refer to the Evidence of Coverage and Disclosure form (EOC) for complete information.
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The Prescription Drug Benefit covers the following:

All eligible immunizations administered by a participating retail pharmacy.

Outpatient prescription drugs and medications which the law restricts to sale by prescription.

Formulas prescribed by a physician for the treatment of phenylketonuria. These formulas are subject to the copay for brand name drugs.

Folic acid supplementation prescribed by a physician for women planning to become pregnant (folic acid supplement or a multivitamin prescribed by

a physician).

Aspirin prescribed by a physician for the reduction of heart attack or stroke prescribed by a physician.
Smoking cessation products and over-the-counter nicotine replacement products (limited to nicotine patches and gum) as prescribed by a

physician.

Prescription drugs prescribed by a physician to eliminate or reduce dependency on, or addiction to, tobacco and tobacco products.

Insulin.

All FDA-approved contraceptives for women, including oral contraceptives; contraceptive diaphragms and over-the-counter contraceptives

prescribed by a doctor.

Injectable drugs which are self-administered by the subcutaneous route (under the skin).
Drugs that have Food and Drug Administration (FDA) labeling for self-administration.
All compound prescription drugs that contain at least one covered prescription ingredient.

Diabetic supplies (i.e., test strips and lancets).

Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes.
Inhaler spacers and peak flow meters for the treatment of pediatric asthma. These items are subject to the copay for brand name drugs.
Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription drug formulary.

>
>
»
>
>
>
>
>
> Syringes when dispensed for use with insulin and other self-injectable drugs or medications
>
>
>
>
>
>
»
>

Prescription drug cost shares are included in the medical out-of-pocket maximum. See medical plan summary of

benefits for details.

Prescription Drug Exclusions & Limitations

Hypodermic syringes &/or needles, except when dispensed for use with insulin & other seif-injectable drugs
or medications

Drugs & medications used to induce spontaneous & non-spontaneous abortions

Drugs & medications dispensed or administered in an outpatient setting, including outpatient hospital
facilities and physicians' offices

Professional charges in connection with administering, injecting or dispensing drugs

Drugs & medications that may be obtained without a physician's written prescription, except insulin or
niacin for cholesterol lowering and certain over-the-counter drugs approved by the Pharmacy

and Therapeutics Commitiee to be included in the prescription drug formulary.

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility, rest home,
sanatorium, convalescent hospital or similar facifity

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician, except
contraceptive diaphragms, as specified as covered in the EOC

Services or supplies for which the member is not charged

Oxygen

Cosmetics & health or beauty aids.

Drugs labeled “Caution, Limited by Federal Law to lnvestigational Use,” or Non-FDA approved
investigational drugs. Any drugs or medications prescribed for experimental indications

Any expense for a drug or medication incurred in excess of (a) the drug fimited fee schedule for drugs
dispensed by non-participating pharmacies; or (b) the prescription drug negotiated rate for drugs dispensed
by participating pharmacies or through the mail service program

Drugs which have nol been approved for general use by the State of California Department of Health
Services or the Food and Drug Administration. This does not apply to drugs that are medically necessary
for a covered condition.

Prescription drugs that introduce or is related to the introduction of genetic material into a person intended
to replace or comect faully or missing genetic material, thus treating a disease or abnommal medical
condition.

Over-the-counter smoking cessation drugs. This does not apply to medically necessary drugs that the
member can only get with a prescription under state and federal law.

Drugs used primarily for cosmetic purposes (€.9., Retin-A for wrinkles). However, this will not apply to the
use of this type of drug for medically necessary treatment of a medical condition other than one that is
cosmetic.

Drugs used primarily o treat infertility (including, but not limited to, Clomid, Pergonal and Metrodin), unless
medically necessary for another covered condition.

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity (e.g., diet pills &
appetite suppressants)

Drugs obtained outside the U.S., unless they are fumished in connection with urgent care or an
emergency.

Allergy desensitization products or allergy serum

Infusion drugs, except drugs that are setf-administered subcutaneously

Herbal supplements, nutritional and dietary supplements, except for formulas for the treatment

of phenyiketonuria.

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent except insulin.
This does not apply if an over-the-counter equivalent was tried and was in effective.

Compound medications obtained from other than a participating pharmacy. Member will have to pay the
full cost of the compound drugs if member obtains drug at a non-participating pharmacy.

Specialty pharmacy drugs that must be obtained from the specialty pharmacy program, but, which are
obtained from a retail pharmacy are not covered by this ptan. Member will have to pay the full cost of
the specialty pharmacy drugs obtained from a retail pharmacy that member should have obtained
from the speciaity pharmacy program.

Third Party Liability

Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages from a
legally liable third party.

Any service, drug, drug regimen, treatment, or supply fumished, ordered or prescribed by a provider
identified as an excluded individual or entity on the U.S. Department of Health and Human Services Office
of Inspector General List of Excluded Individuals/Entities (OIG List), the General Services Administration
System for Award Management (GSA List), State Medicaid exclusion lists or other exclusion/sanctioned
lists as published by Federal or State regulatory agencies. This exclusion does not apply to an emergency
medical condition.

Please refer to the Certificate or EOC for details and complete list of exclusions and
limitations. Exclusion does not apply to the medically necessary treatment as specifically
stated as covered in the EOC/Certificate.

Anthem Blue Cross is tho trads name of Blue Cross of California. Independent Licensee of the Blue
Cross Assoclation. ® ANTHEM is a registered trademark. ® The Blue Cross name and symbol are
registered marks of the Blue Cross Association.

anthem.com/ca Anthem Blue Cross SC6753 Effective 01-2020 Printed 09-2019
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Get help in your language
Notice of Language Assistance

Anthem. &

Curious to know what all this says? We would be too. Here’s the English version: No Cost Language Services.
You can get an interpreter. You can get documents read to you and some sent to you in your language. For help,
call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of Insurance at
1-800-927-4357. (TTY/TDD:711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the customer service telephone number on the back of your ID card.

Spanish

Servicios lingliisticos sin costo. Puede tener un
intérprete. Puede solicitar que le lean los
documentos y algunos puede recibirlos en su
idioma. Para obtener ayuda, llamenos al numero
que figura en su tarjeta de identificacion o al
1-888-254-2721. Para obtener ayuda adicional,
llame al Departamento de Seguros de California al
1-800-927-4357.

Arabic
laall iy g ao sy Alaius¥) iy Jilie 090 Lall) Cladd il oy
e pranll Sl luzany Jus i Ol g laanall imay Sl &
S Llal el Ay e 3 g gall 080 Lo Uy s ae Lusdl
w2 deludl Ga 350 e J9uaall1-888-254-2721 a8 e
-1-800-927-4357 4d o cpalill L ) 5illS 3 jlaly Juaiy)

Armenian

Pupquubywljui wiydwp swrwynpniibbkp: Ukip
Yupnn kup 2kq pupquwbish Swpuynipyniinkp
wnwgwnlk) Ywpnn kup wpudwnpk) hug-np Uk,
ny thwunwpnplpp jupqm 2kq hwdwp b
Ynuuphh gpuitip 2k 1kqyny: Ogintpynih
unubwnt hudwp qubqubhwpkp dkq 2kq ID
puwpuh Ypuw ipgws hknwnuwhwiwpn] fud 1-
888-254-2721 hwidwpny: Lpugnighs ogunipyuity
hunfwp quiquhwptp Yuyh$neihuyh
wywhnjugpnipyjut twjuwpwpnipmn htunlyug
hkrwunuwhwdwpny' 1-800-927-4357:

Chinese

SEEES IR - ARSI RS - AREIESIRL
AYRE S SN - RS AR S TS
BRIy XM - MFEHB > FHIBITEHY 1D & EASERE
#1-888-254-272 1 R4S ERA] - WOFSE L WBN » ST
1-800-927-4357 E#45CA Dept. of Insurance -

Farsi
il giga 8 AlS pa e Sy al5ige ) OE) Clesd
OB Ol dy 305 2l o3 j 5 280 gd Lad () 5o 1y St aml g3,
225 Cuun jed o jlad (33 b ) oSS il 33 (61 L3585 Jls ) G
1-888-254-2721 b )4 5 Qi allil SIS
LS dags o jlal by il gleSaS iy o ol 0 S i L
2,89 Uil 1-800-927-43575 el 4

Hindi
f3ar T S s dard)| 3w gnfEr g @
Hh &1 3T GFAAH Ggal Tl § IR FS
SEATAST I M9 T & Ar 31 gea §
fieg & fAT, g4 39e ID F1E W gleey dR W
T 1-888-254-2721 W i H| JWF Heg & v
1-800-927-4357 9T CA 131 AT Hreprel &{|

Hmong

Tsis Xam Tus Nqi Cov Kev Pab Cuam Ntsig Txog Hom
Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus.
Koj muaj pcev xwm tau txais cov ntaub ntawv nycem ua
koj hom lus rau koj mloog thiab yuav xa ib co ntaub
ntawv sau ua koj hom lus tuaj rau koj. Txog rau kev pab,
hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau
ntawm koj daim ID los sis 1-888-254-2721. Txog rau
kev pab ntxiv, hu xov tooj rau Pab Kas Phais Lub Chaw
Ua Hauj Lwm CA tus xov tooj 1-800-927-4357.

Japanese

WMHEEY-ER. BRY-E2EZIo0NET. H#ETS
BRTXEERD LIFEN. XBEZZY—LALTEET
¥, XIBRERIIBICE. IDH—FICRBESNEES. 23
1-888-254-2721 [CHBIEZSL, KIRDEFMIE. HU
AP N RERE (1-800-927-4357) (CHEBEECE S,

Anthem Blue Cross Life and Health Insurance Company is an indepené'lﬁnt licensee of the Blue Cross Association. ANTHEM is a registered

trademark of Anthem Insurance Companies, Inc.

105019CAMENABC Rev. 05/18
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Khmer

NN RASIGY HRINGS U RURTURIAY
HEHMGEIAMSAORUNNRRISSHA

SMBNA UG SHR MU /Y
1@djssudsw yow
siiguminmuinsiz o snunsiubla ID
IUIOHM YRuue 1-888-254-27214
18djs sl swuisy wuiwrigninisi CA Dept.
of Insurance FutUe 1-800-927-43574

Korean

FE 20 MH| A, HAALE 0| BSHA = UELICH
Hotel ¢ioj2 53 &|0] AdE EME UotRY
ASLICH =S LA H D 7LE0 7| & Bz
L= 1-888-254-27212 HESHMA| Q. CHE £ 30|
L QLA 1-800-927-43572 EE CA £A10] 29
FHAL.

Russian

BecnnatHole A3bikoBbIe yenyri. Bel MoxeTe
NONy4YnTb YyCNyrn yCTHOro nepesoa4uka. Bam moryT
npouuTaTbh JOKYMEHTbl UNU HanpaBUTb HEKOTOpPLIE
13 HUX Ha Bawem Asbike. [INA nony4yeHWa NOMOLLW
3BOHUTE HaM no TenedoHy, ykasaHHOMY Ha Batuein
naeHTUUKaLMOHHOW KapTe, U No Homepy
1-888-254-2721. [ns nonyyeHus AONONHUTENbHON
NOMOLLW 3BOHUTE B [lenapTamMeHT cTpaxoBaHus
wrara KanudopHusa no Homepy 1-800-927-4357.

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong
kumuha ng interpreter. Maaari ninyong ipabasa ang
mga dokumento at ipadala ang ilan sa mga ito sa
inyo sa wikang ginagamit ninyo. Para sa tulong,
tawagan kami sa numerong nakalista sa inyong |D
card o sa 1-888-254-2721. Para sa higit pang
tulong, tawagan ang CA Dept. of Insurance sa
1-800-927-4357.

Thai

Punjabi LifldusnsidmAuamvinuganseualgudaisaule
faat foit Bz € g Aeet| 3T i v YUz 59 vihugunsanabitimihauansslavinulsuazians
A2 1 It 3078 ©FET US & BT HaeT 3 w3 g9 gt suvadisasdefivinuiaalidnmaasvinuminsiasnisa

g F 5o 33 w7 S a1 HeE Bt HE MuthawmdaTusalnsmismaumnaaaissyaguuias)
T ISY 3T S AR , T3 F3 e sydduasvinuviavhinoia 1-888-254-2721
98 §°3 yeftdu =59 7 1-888-254-2721 3 I3 73|

mwingasnisauhsmdarinéy TlsaTnséamuunun
frmrer vee Bet, iR feurgetie vie feandr @ CA Dept. of Insurance ¥ivanaau 1-800-927-4357
1-800-927-4357 3 & a3

Vietnamese

Cac Dich Vu Ngén Ngi* Mién Phi. Quy v c6 thé c6
thong dich vién. Quy vi c6 thé yéu cau doc tai liéu
cho quy vi nghe va yéu céu gtri mot s tai liéu bang
ngdn nglr cta quy vi cho quy vi. bé duwoc tro gidp,
hay goi cho sb dwoc ghi trén thé ID cha quy vi hodc
s6 1-888-254-2721. Dé dwoc giup d& thém, hay goi
cho S& Bao Hiém California (California Department
of Insurance) theo sé 1-800-927-4357.

TTY/TTD:711

It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don't discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn't English, we offer free
language assistance services through interpreters and other written languages. Interested in these services?
Call the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these
services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room
509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at

http://www.hhs.gov/oct/office/file/index.html.
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24| The legal stuff we're required to tell you

How we keep your information safe and secure

As a member, you have the right to expect us to protect your personal health information. We take this
responsibility very seriously, following all state and federal laws, as well as our own policies.

You also have certain rights and responsibilities when receiving your health care. To learn more about how
we protect your privacy, your rights and responsibilities when receiving health care, and your rights under the
Women's Health and Cancer Rights Act, go to anthem.com/ca/privacy. For a printed copy, please contact
your Benefits Administrator or Human Resources representative.

How we help manage your care

To see if your health benefits will cover a treatment,
procedure, hospital stay or medicine, we use a
process called utilization management (UM). Our UM
team is made up of doctors and pharmacists who
want to be sure you get the best treatments for
certain health conditions. They review the
information your doctor sends us before, during or
after your treatment. We also use case managers.
They're licensed health care professionals who work
with you and your doctor to help you manage your
health conditions. They also help you better
understand your health benefits.

To learn more about how we help manage your care,
go to anthem.com/ca/memberrights. To request a
printed copy, please contact your Benefits
Administrator or Human Resources representative.

Special enrollment rights

Open enrollment usually happens once a year. That's
the time you can choose a plan, enroll in it or make
changes to it. If you choose not to enroll, there are
special cases when you're allowed to enroll during
other times of the year.

Get the full details

o If you had another health plan that was
canceled. If you, your dependents or your spouse
are no longer eligible for benefits with another
health plan (or if the employer stops contributing
to that health plan), you may be able to enroll with
us. You must enroll within 31 days after the other
health plan ends (or after the employer stops
paying for the plan). For example: You and your
family are enrolled through your spouse's health
plan at work. Your spouse's employer stops
paying for health coverage. In this case, you and
your spouse, as well as other dependents, may be
able to enroll in one of our plans.

o If you have a new dependent. You gain new
dependents from a life event like marriage, birth,
adoption or if you have custody of a minor and an
adoption is pending. You must enroll within 31
days after the event. For example: If you got
married, your new spouse and any new children
may be able to enroll in a plan.

o If your eligibility for Medicaid or SCHIP
changes. You have a special period of 60 days to
enroll after:

— You (or your eligible dependents) lose
Medicaid or the State Children’s Health
Insurance Program (SCHIP) benefits because
you're no longer eligible.

— You (or eligible dependents) become eligible
to get help from Medicaid or SCHIP for
paying part of the cost of a health plan
with us.

Read your Certificate of Coverage, which spells out all the details about your plan. You can it find on

anthem.com/ca.

Using your plan

56751402-1



