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Consolidated Appropriations Act of 2021 Notice
Consolidated Appropriations Act of 2021 (CAA)

The Consolidated Appropriations Act of 2021 (CAA) is a federal law that includes the No Surprises Act as well as
the Provider transparency requirements that are described below.

The provisions within this CAA Notice shall apply unless a state law contains different requirements as set forth in
this Plan.

Surprise Billing Claims
Surprise Billing Claims are claims that are subject to the No Surprises Act requirements:

e Emergency Services provided by Out-of-Network Providers;
e Covered Services provided by an Out-of-Network Provider at an In-Network Facility; and
o Out-of-Network Air Ambulance Services.

No Surprises Act Requirements
Emergency Services
As required by the CAA, Emergency Services are covered under your Plan:

e Without the need for Precertification;
e \Whether the Provider is In-Network or Out-of-Network;

If the Emergency Services you receive are provided by an Out-of-Network Provider, Covered Services will be
processed at the In-Network benefit level.

Note that if you receive Emergency Services from an Out-of-Network Provider, your Out-of-Pocket costs will be
limited to amounts that would apply if the Covered Services had been furnished by an In-Network Provider.
However, Out-of-Network cost shares (i.e., Copayments, Deductibles and/or Coinsurance) will apply to your claim
if the treating Out-of-Network Provider determines you are stable, meaning you have been provided necessary
Emergency Care such that your condition will not materially worsen and the Out-of-Network Provider determines:
(i) that you are able to travel to an In-Network Facility by non-emergency transport; (ii) the Out-of-Network
Provider complies with the notice and consent requirement; and (iii) you are in condition to receive the information
and provide informed consent. If you continue to receive services from the Out-of-Network Provider after you are
stabilized, you will be responsible for the Out-of-Network cost shares, and the Out-of-Network Provider will also
be able to charge you any difference between the Maximum Allowed Amount and the Out-of-Network Provider’s
billed charges. This notice and consent exception does not apply if the Covered Services furnished by an Out-of-
Network Provider result from unforeseen and urgent medical needs arising at the time of service.

Out-of-Network Services Provided at an In-Network Facility

When you receive Covered Services from an Out-of-Network Provider at an In-Network Facility, your claims will
be paid at the Out-of-Network benefit level if the Out-of-Network Provider gives you proper notice of its charges,
and you give written consent to such charges. This means you will be responsible for Out-of-Network cost shares
for those services and the Out-of-Network Provider can also charge you any difference between the Maximum
Allowed Amount and the Out-of-Network Provider’s billed charges. This requirement does not apply to Ancillary
Services. Ancillary Services are one of the following services: (A) Emergency Services; (B) anesthesiology; (C)
laboratory and pathology services; (D) radiology; (E) neonatology; (F) diagnostic services; (G) assistant surgeons;
(H) Hospitalists; (I) Intensivists; and (J) any services set out by the U.S. Department of Health & Human Services.
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In addition, Anthem will not apply this notice and consent process to you if Anthem does not have an In-Network
Provider in your area who can perform the services you require.

Out-of-Network Providers satisfy the notice and consent requirement as follows:

1. By obtaining your written consent not later than 72 hours prior to the delivery of services; or
2. If the notice and consent is given on the date of the service, if you make an appointment within 72 hours of
the services being delivered.

How Cost Shares Are Calculated

Your cost shares for Emergency Services or for Covered Services received by an Out-of-Network Provider at an
In-Network Facility, will be calculated using the median Plan In-Network contract rate that we pay In-Network
Providers for the geographic area where the Covered Service is provided. Any Out-of-Pocket cost shares you pay
to an Out-of-Network Provider for either Emergency Services or for Covered Services provided by an Out-of-
Network Provider at an In-Network Facility will be applied to your In-Network Out-of-Pocket Limit.

Appeals

If you receive Emergency Services from an Out-of-Network Provider, Covered Services from an Out-of-Network
Provider at an In-Network Facility, or Out-of-Network Air Ambulance Services and believe those services are
covered by the No Surprises Act, you have the right to appeal that claim. If your appeal of a Surprise Billing Claim
is denied, then you have a right to appeal the adverse decision to an Independent Review Organization as set out
in the “Grievance and External Review Procedures” section of this Benefit Book.

Provider Directories

Anthem is required to confirm the list of In-Network Providers in its Provider Directory every 90 days. If you can
show that you received inaccurate information from Anthem that a Provider was In-Network on a particular claim,
then you will only be liable for In-Network cost shares (i.e., Copayments, Deductibles, and/or Coinsurance) for
that claim. Your In-Network cost shares will be calculated based upon the Maximum Allowed Amount.

Transparency Requirements

Anthem provides the following information on its website (i.e., www.anthem.com):

¢ Protections with respect to Surprise Billing Claims by Providers, including information on how to contact state
and federal agencies if you believe a Provider has violated the No Surprises Act.

You may also obtain the following information on Anthem’s website or by calling Member Services at the phone
number on the back of your ID Card:

e Cost sharing information for 500 defined services, as required by the Centers for Medicare & Medicaid
Services (CMS); and
o Alisting / directory of all In-Network Providers.

In addition, Anthem will provide access through its website to the following information:

¢ In-Network negotiated rates; and
e Historical Out-of-Network rates.
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Federal Patient Protection and Affordable Care Act Notices

Choice of Primary Care Physician

We generally allow the designation of a Primary Care Physician (PCP). You have the right to designate any
PCP who participates in our network and who is available to accept you or your Dependents. For information
on how to select a PCP, and for a list of PCPs, contact the telephone number on the back of your

Identification Card or refer to our website, www.anthem.com. For children, you may designate a pediatrician
as the PCP.

Access to Obstetrical and Gynecological (ObGyn) Care

You do not need prior authorization from us or from any other person (including a PCP) in order to obtain
access to obstetrical or gynecological care from a health care professional in our network who specializes in
obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services or following a pre-approved treatment
plan. For a list of participating health care professionals who specialize in obstetrics or gynecology, contact
the telephone number on the back of your Identification Card or refer to our website, www.anthem.com.
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Additional Federal Notices

Statement of Rights under the Newborns’ and Mother’s Health
Protection Act

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits
for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from
the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Statement of Rights under the Women’s Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending Physician
and the patient, for:

All stages of reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under this Plan. (See the “Schedule of Benefits” for details.) If you
would like more information on WHCRA benefits, call us at the number on the back of your Identification
Card.

Coverage for a Child Due to a Qualified Medical Support Order
(“QMCSO0”)

If you or your spouse is required, due to a QMCSO, to provide coverage for your child(ren), you may ask
the Group to provide you, without charge, a written statement outlining the procedures for getting
coverage for such child(ren).

Mental Health Parity and Addiction Equity Act

The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance use disorder benefits with day or
visit limits on medical and surgical benefits. In general, group health plans offering mental health and
substance use disorder benefits cannot set day/visit limits on mental health or substance use disorder
benefits that are lower than any such day or visit limits for medical and surgical benefits. A plan that does
not impose day or visit limits on medical and surgical benefits may not impose such day or visit limits on
mental health and substance use disorder benefits offered under the Plan.

The Mental Health Parity and Addiction Equity Act also provides for parity in the application of

nonquantitative treatment limitations (NQTL). An example of a nonquantitative treatment limitation is a
Precertification requirement.
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Also, the Plan may not impose Deductibles, Copayment, Coinsurance, and out of pocket expenses on
mental health and substance use disorder benefits that are more restrictive than Deductibles,
Copayment, Coinsurance and out of pocket expenses applicable to other medical and surgical benefits.

Medical Necessity criteria and other Plan documents showing comparative criteria, as well as the
processes, strategies, evidentiary standards, and other factors used to apply an NQTL are available upon
request.

Statement of ERISA Rights

Please note: This section applies to employer sponsored plans other than Church employer groups and
government groups. If you have questions about whether this Plan is governed by ERISA, please contact
the Plan Administrator (the Group).

The Employee Retirement Income Security Act of 1974 (ERISA) entitles you, as a Member of the Group
under this Contract, to:

¢ Examine, without charge, at the Plan Administrator’s office and at other specified locations such as
worksites and union halls, all plan documents, including insurance contracts, collective bargaining
agreements and copies of all documents filed by this plan with the U.S. Department of Labor, such as
detailed annual reports and plan descriptions;

e Obtain copies of all plan documents and other plan information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for these copies; and

e Receive a summary of the plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary financial report.

In addition to creating rights for you and other employees, ERISA imposes duties on the people
responsible for the operation of your employee benefit plan. The people who operate your plan are called
plan fiduciaries. They must handle your plan prudently and in the best interest of you and other plan
participants and beneficiaries. No one, including your employer, your union, or any other person, may fire
you or otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or
exercising your right under ERISA. If your claim for welfare benefits is denied, in whole or in part, you
must receive a written explanation of the reason for the denial. You have the right to have your claims
reviewed and reconsidered.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request
materials from the Plan Administrator and do not receive them within 30 days, you may file suit in a
federal court. In such case, the court may require the Plan Administrator to provide you the materials and
pay you up to $110 a day until you receive the materials, unless the materials are not sent because of
reasons beyond the control of the Plan Administrator. If your claim for benefits is denied or ignored, in
whole or in part, you may file suit in a state or federal court. If plan fiduciaries misuse the plan’s money or
if you are discriminated against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or may file suit in a federal court. The court will decide who should pay court costs
and legal fees. It may order you to pay these expenses, for example, if it finds your claim is frivolous. If
you have any questions about your plan, you should contact the Plan Administrator. If you have any
questions about this statement or about your rights under ERISA, you should contact the nearest office of
the Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone
directory or the Division of Technical Assistance and Inquiries, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.
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Notices Required by State Law

Some Hospitals and other Providers do not provide one or more of the following
services that may be covered under your Plan Contract and that you or your
Dependent might need:

Family planning;

Contraceptive services, including Emergency contraception;
Sterilization, including tubal ligation at the time of labor and delivery;
Infertility treatments; or

Abortion.

You should obtain more information before you enroll. Call your prospective Doctor,
Medical Group, independent practice association, or clinic, or call Member Services
toll free at the telephone number on the back of your Identification Card to ensure
that you can obtain the health care services that you need.

Notice of Non-Discrimination

Anthem Blue Cross does not discriminate on the basis of race, color, national origin, ancestry, religion, sex,
marital status, gender, gender identity, sexual orientation, age, or disability.

For information on how to file a complaint, please see “Grievance and External Review Procedures.” To file a
discrimination complaint, please see “Get Help In Your Language” at the end of this Booklet.

Confidential Communications of Medical Information

Any Member, including an adult or a minor who can consent to a health care service without the consent of a
parent or legal guardian, pursuant to state or federal law, may request confidential communication, either in
writing or electronically. A request for confidential communication can be sent in writing to Anthem Blue
Cross, P.O. Box 60007, Los Angeles, CA 90060-0007. An electronic request can be made by following steps
at our website, www.anthem.com. You may also call Member Services at the phone number on the back of
your Identification Card for more details.

The confidential communication request will apply to all communications that disclose medical information or
a Provider’s name and address related to the medical services received by the individual requesting the
confidential communication.

A confidential communication request will be valid until either a revocation of the request is received from the
Member who initially requested the confidential communication, or a new confidential communication request
is received.

Anthem will implement the confidential communication request within seven (7) calendar days of receiving an
electronic request or a request by phone, or within fourteen (14) calendar days from the date we receive a
written request by first-class mail. We will also acknowledge that we received the request and will provide
status if the Member contacts us.
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Telehealth Provider Visits

Seeing a Provider by phone or video is a convenient way to get the care you need. Anthem contracts with
telehealth companies to give you access to this kind of care. We want to make sure you know how your
health benefits work when you see one of these Providers:

e Your Plan covers the telehealth visit just like an office visit with a Provider in your Plan’s network.

¢ Any out-of-pocket costs you have from the telehealth visit count toward your Plan’s Deductible and
Out-of-Pocket Limit, just like any other care you receive.

e You have a right to review the medical records from your telehealth visit.

e |If we have the necessary information, your medical records from your telehealth visit will be shared
with your current established Primary Care Provider as permitted by state and federal law, unless you
tell us not to share them.

Our top priority is making sure you can get the healthcare you need, when you need it. If you have questions
about how your Plan covers telehealth visits, log in to www.anthem.com to view your benefits. Or call us at
the Member Services number on your ID Card.
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Timely Access to Care

Anthem has contracted with health care service Providers to provide Covered Services in a manner
appropriate for your condition, consistent with good professional practice. Anthem ensures that its contracted
Provider networks have the capacity and availability to offer appointments within the following timeframes:

For Medical care:

e Urgent Care appointments for services that do not require prior authorization: within forty-eight (48)
hours of the request for an appointment;

o Urgent Care appointments for services that require prior authorization: within ninety-six (96) hours
of the request for an appointment;

¢ Non-Urgent appointments for primary care: within ten (10) business days of the request for an
appointment;

¢ Non-Urgent appointments with Specialists: within fifteen (15) business days of the request for an
appointment;

e Appointments for ancillary services (diagnosis or treatment of an injury, illness or other health
condition) that are not urgent care: within fifteen (15) business days of the request for an appointment.

For Mental Health and Substance Use Disorder care:

e Urgent Care appointments for services that do not require prior authorization: within forty-eight (48)
hours of the request for an appointment;

o Urgent Care appointments for services that require prior authorization: within ninety-six (96) hours
of the request for an appointment;

o Non-Urgent appointments with mental health and substance use disorder providers who are not
psychiatrists: within ten (10) business days of the request for an appointment;

¢ Non-Urgent follow up appointments with mental health and substance use disorder providers who
are not psychiatrists: within ten (10) business days of the prior appointment for those undergoing a
course of treatment for an ongoing Mental Health or Substance Use Disorder condition. This does not
limit coverage to once every 10 business days;

o Non-Urgent appointments with mental health and substance use disorder providers who are
psychiatrists: within fifteen (15) business days of the request for an appointment. Due to accreditation
standards, the date will be ten (10) business days for the initial appointment only.

If a health care Provider determines that the waiting time for an appointment can be extended without
a detrimental impact on your health, the Provider may schedule an appointment for a later time than
noted above.

Anthem arranges for telephone triage or screening services for you twenty-four (24) hours per day, seven (7)
days per week with a waiting time of no more than thirty (30) minutes. If Anthem contracts with a health care
service Provider for telephone triage or screening services, the Provider will utilize a telephone answering
machine and/or an answering service and/or office staff, during and after business hours, to inform you of the
wait time for a return call from the Provider or how the Member may obtain Urgent or Emergency Care or how
to contact another Provider who is on-call for telephone triage or screening services.

For Vision care:

o Urgent Care appointments: within seventy-two (72) hours of the request for an appointment;

¢ Non-Urgent appointments: within thirty-six (36) business days of the request for an appointment;

e Preventive vision care appointments: within forty (40) business days of the request for an appointment;

o After-hours care (when a vision provider’s office is closed): In-Network Providers are required to
have an answering service or a telephone answering machine during non-business hours, which will
provide instructions on how you can obtain Urgent or Emergency Care including, when applicable, how to
contact another vision provider who has agreed to be on-call to triage or screen by phone, or if needed,
deliver Urgent or Emergency Care;
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¢ Question for Anthem’s Member Services by telephone on how to get care or solve a problem: ten
(10) minutes to reach a live person by phone during normal business hours.

For Dental care:

Anthem has contracted with In-Network dentists to provide Covered Services in a manner appropriate for your

condition, consistent with good professional practice. Anthem ensures that its network of In-Network dentists

has the capacity and availability to offer appointments within the following timeframes:

e Urgent Care appointments: within seventy-two (72) hours of the request for an appointment;

¢ Non-Urgent appointments for primary care: within thirty-six (36) business days of the request for an
appointment; and

¢ Preventive dental care appointments: within forty (40) business days of the request for an appointment.

If an In-Network dentist determines that the waiting time for an appointment can be extended without
a detrimental impact on your health, the In-Network dentist may schedule an appointment for a later
time than noted above.

In-Network dentists are required to have an answering service or a telephone answering machine during non-
business hours, which will provide instructions on how you can obtain Urgent or Emergency Care including,
when applicable, how to contact another dentist who has agreed to be on-call to triage or screen by phone, or
if needed, deliver Urgent or Emergency Care.

For Medical, Vision and Dental care:

If you need the services of an interpreter, the services will be coordinated with scheduled appointments and
will not result in a delay of an In-Network appointment.
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CALIFORNIACHOICE

Supplement to Evidence of Coverage
WELCOME TO CALIFORNIACHOICE

Your Employer has chosen to offer your health coverage to you and your fellow Employees through the
CaliforniaChoice Program. This Supplement is to Blue Cross of California, doing business as Anthem Blue
Cross’s (“PLAN") Evidence of Coverage, into which this CaliforniaChoice Supplement is inserted. All of the
provisions of that Evidence of Coverage are applicable to your health coverage. This Supplement explains
certain details specific to the CaliforniaChoice Program and may duplicate what is already stated in that
document. In the case of inconsistencies between the attached Evidence of Coverage and this document, the
provisions of this document will control.

WHAT IS THE CALIFORNIACHOICE PROGRAM?

The CaliforniaChoice Program is a program through which a number of California health care service plans
and insurance carriers together offer various health benefits plans to employers for their employees’
coverage. You as an Employee have the opportunity to select to receive your health benefits from one of
these health plans or, in some circumstances, an insurance carrier. This gives you the sort of choice of health
plans that typically has been enjoyed by only a few.

You have selected PLAN as the health care service plan from which you wish to receive your employer-
sponsored medical benefits and you and your eligible Dependents have become members of PLAN.

IMPORTANT FEATURES OF THE CALIFORNIACHOICE PROGRAM

Some of the important features of the CaliforniaChoice Program which impact you as an Enrollee in PLAN are
listed below.

1. Participation Requirements

At least seventy percent (70%) of your fellow Employees will receive their medical coverage from one of
the health plans or the insurance carrier participating in the CaliforniaChoice Program.

2. Eligibility Requirements

a. Employee Eligibility

An Eligible Employee is one who lives or works in PLAN’s Service Area, who is permanently and
actively employed for compensation an average of 30 hours per week over the course of a month, at
the small employer’s regular place of business, and who has met any applicable waiting period
requirements.

e Provided that GROUP has been determined to be a “small employer” without counting them for
purposes of making such determination, the term includes sole proprietors or partners of a
partnership and their respective spouses, if they are actively engaged on a full-time basis in the
small employer’s business and included as employees under a health care service plan contract
of a small employer, but does not include employees who work on a part-time, temporary or
substitute basis.

¢ Permanent employees who work at least 20 hours but not more than 29 hours are eligible if all
four of the following conditions apply:

= They otherwise meet the definition of an Eligible Employee except for the number of hours

worked
= The employer offers the employees health coverage under a health benefit plan
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= All similarly situated employees are offered coverage under the health benefit plan

= The employee must have worked at least 20 hours per normal work week for at least 50% of
the weeks in the previous calendar quarter (documentation required upon request).
Individuals who work on a part-time, temporary or substitute basis are not eligible. If you are
accepted for enrollment in PLAN, your coverage will become effective on the first day of the
month following your Employer’s designated waiting period of 30 days.

b. Dependent Eligibility

A Dependent claiming eligibility hereunder as a spouse must be legally married to an Eligible
Employee. A spouse may be added to coverage at the time of initial enroliment of the Employee, at
each open enrollment period of the Employer or following a proven triggering event as described in
Paragraph (3.a) below.

A Dependent claiming eligibility hereunder as a domestic partner must be personally related to an
Eligible Employee by a domestic partnership as defined below. A domestic partner may be added to
coverage at the time of initial enrollment of the Employee, at each open enroliment period of the
Employer or following a proven triggering event as described in Paragraph (3.a) below.

Eligible Employee agrees to notify CaliforniaChoice Benefit Administrators immediately upon
termination of the marriage or domestic partnership.

A Dependent child claiming eligibility hereunder must be born to, a step-child of, a legal ward of, or
adopted by the Eligible Employee or the Eligible Employee’s spouse or domestic partner or is a child
for whom the Eligible Employee has assumed a parent-child relationship, as indicated by intentional
assumption of parental status or assumption of parental duties by the Eligible Employee, as certified
by the Eligible Employee at the time of enroliment of the child and annually thereafter (but not to
include foster children), subject to the following condition:

e Under age 26 (unless disabled, disability diagnosed prior to age 26)
e This “child” profile describes herein an “eligible dependent child.”

A Dependent child who exceeds the age limit for Dependent children and is disabled, that is, who is
incapable of self-sustaining employment by reason of a physically or mentally disabling injury, illness,
or condition diagnosed as such by competent health care professionals prior to such Dependent’s
26" birthday, and has remained continuously dependent on the Employee for at least 50% of his/her
economic support since he/she became disabled, shall be eligible for coverage hereunder until such
disability ceases. Proof of Dependent’s disability must be received within 60 days after
CaliforniaChoice Benefit Administrators requests it.

CaliforniaChoice Benefit Administrators will provide subscriber a 90-day notice that a dependent is
about to reach the age limit for dependent children and will lose coverage unless subscriber provides
written certification from a competent health care professional, within 60 days of receiving this 90-day
warning notice, that the dependent meets the above conditions of being disabled.

CaliforniaChoice Benefit Administrators or PLAN will determine if the child meets the conditions
above prior to the child reaching the age limit. After two years following the child’s reaching the
limiting age, CaliforniaChoice Benefit Administrators or PLAN may request proof of continuing
incapacity and dependency, but not more often than yearly. If the Employee is enrolling a disabled
child for new coverage, CaliforniaChoice Benefit Administrators or PLAN may request initial proof of
incapacity/dependency and then yearly, and the Employee must provide the requested information
within 60 days of receipt of request.

If you are enrolling Dependents, they must also enroll in the same plan you have selected. Enrollees
and their Dependents are, however, able to select different primary care physicians.
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Formal proof of the required eligibility and existence of the relationship of any Dependent to the
Employee may be requested at the time of enroliment, time of service authorization request or claim
submission, but not more frequently than annually after the two-year period following a child’s
attainment of the limiting age.

New Dependents
(i) New Dependent - Spouse

An individual who becomes a new Dependent by virtue of marriage is eligible for coverage at
other than the Employer’s annual open enroliment, provided the appropriate request form is
submitted to the Employer within 45 days after such marriage, allowing the Employer sufficient
time to submit the request to the CaliforniaChoice Program within 60 days after such marriage. If
CaliforniaChoice Benefit Administrators receives all required documentation before the 16th day
of the month of marriage, Premium is charged for the full month and coverage is effective as of
the date of marriage. If CaliforniaChoice Benefit Administrators receives all required
documentation on or after the16th day of the month of marriage, the new spouse will be enrolled
as of the 1st of the month following the date of receipt. The Employee enrollee requesting
coverage for such new Dependent must provide a stamped copy of the marriage certificate. The
Employee must agree to notify CaliforniaChoice Benefit Administrators immediately upon
termination of marriage.

(i) New Dependent - Birth/Adoption/Legal Guardian

An individual who becomes a new Dependent by virtue of birth, adoption or placement for
adoption or legal guardianship or is a child for whom the Eligible Employee has assumed a
parent-child relationship is eligible for coverage at other than the Employer’s annual open
enrollment, provided the appropriate request is submitted to the Employer within 45 days after
such birth, adoption or placement for adoption or effective date of a guardianship order, or arrival
at status of eligible dependent child, for coverage effective as of effective date of such event,
allowing the Employer sufficient time to submit the request to the CaliforniaChoice Program within
60 days after such birth, adoption or placement for adoption or legal guardianship or arrival at
status of eligible dependent child, with coverage to be effective upon the date of the event. The
first 30 days of coverage for such new or adopted child is automatic, regardless of whether the
child is enrolled or not after this 30-day period. If the birth, adoption or placement for adoption or
legal guardianship effective date occurs between the 1st and the 15th day of the month,
Premiums are charged for the full month. If the birth, adoption or placement for adoption or legal
guardianship effective date occurs between the 16th day and the end of the month, no Premiums
are charged (copy of legal documentation may be required).

(iii) New Dependent - Stepchild

A child who comes to be the stepchild of an Enrollee is eligible for coverage at other than the
Employer’s annual open enrollment, provided the appropriate request is submitted to the
Employer within 45 days following marriage or establishment of a registered domestic partnership
to the parent or legal guardian of the stepchild, allowing the Employer sufficient time to submit the
request to the CaliforniaChoice Program within 60 days following the date of the Enrollee's
marriage to, or establishment of a registered domestic partnership with, the parent or legal
guardian of the stepchild (actual adoption by the stepparent Enrollee is not required, although a
copy of the marriage certificate to, or a State-stamped copy of the Declaration of Domestic
Partnership with, the parent of the new stepchild may be required). If the marriage or
establishment of the domestic partnership occurs before the 16th day of the month, Premium is
charged for the full month and coverage is effective as of the date of marriage or establishment of
the domestic partnership. If the marriage or establishment of the domestic partnership occurs on
or after the 16th day of the month, the stepchild will be enrolled effective as of the 1st of the
month following the date of receipt.
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(iv) New Dependent - Domestic Partner

In order for an Employee’s domestic partner to be eligible for coverage, at the time of Employee
eligibility for enrollment, the Employee and domestic partner must:

¢ Have filed a Declaration of Domestic Partnership with the Secretary of State

e Agree to notify CaliforniaChoice Benefit Administrators immediately upon termination of the
domestic partnership.

The domestic partnership is established when both partners file the properly executed
Declaration of Domestic Partnership with the California Secretary of State.

An individual who becomes a new Dependent by virtue of becoming a registered domestic
partner of the Employee is eligible for coverage at other than the Employer’s annual open
enrollment, provided the appropriate request form is submitted to the Employer within 45 days
after such domestic partnership is established, allowing the Employer sufficient time to submit the
request to the CaliforniaChoice Benefit Administrators within 60 days after such event. If
CaliforniaChoice Benefit Administrators receives all required documentation before the 16th day
of the month in which the domestic partnership was established, Premium is charged for the full
month and coverage is effective as of the date of the event. If CaliforniaChoice Benefit
Administrators receives all required documentation on or after the 16th day of the month in which
the domestic partnership was established, the new domestic partner will be enrolled as of the 1st
of the month following the date of receipt. The Employee Enrollee requesting coverage for such
new Dependent must provide a State-stamped copy of the Declaration of Domestic Partnership
within 45 days after such domestic partnership is established, allowing the Employer sufficient
time to submit the request and Declaration to CaliforniaChoice Benefit Administrators within 60
days of its issuance. For purposes of this provision only, the domestic partnership is deemed
established when both partners file the properly executed Declaration of Domestic Partnership
with the California Secretary of State. The Employee must agree to notify CaliforniaChoice
Benefit Administrators immediately upon termination of the domestic partnership.

3. Special and Late Enroliment

a. Special Enrolliment

Employees who did not enroll during the initial enroliment period or at the Employer’s annual open
enroliment may add newly acquired Dependents and themselves to the contract by submitting an
application within 60 days from the date of acquisition of the Dependent:

e to add Employee and spouse or domestic partner following the birth of a newborn, adoption or
placement for adoption of a child or arrival at status of eligible dependent child, coverage effective
on the date of such event;

¢ to add Employee and spouse or domestic partner after marriage or establishment of a domestic
partnership. If all required documentation is received before the 16th day of the month of
marriage/establishment of domestic partnership, coverage for Employee and spouse or domestic
partner is effective on the date of marriage or establishment of domestic partnership; If all
required documentation is received on or after the 16th day of the month of
marriage/establishment of domestic partnership, coverage is effective on the 1st of the month
following the date of receipt.

e to add Employee and Employee’s newborn, eligible dependent child, or child placed for adoption,
following birth, adoption or placement for adoption or arrival at status of eligible dependent child,
coverage effective on effective date of such event;

e to add Employee and Employee's stepchild, if marriage or establishment of domestic partnership
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4.

occurs before the 16t day of the month, coverage effective as of the date of marriage or
establishment of domestic partnership; if marriage or establishment of domestic partnership
occurs on or after the 16t day of the month, stepchild will be enrolled effective as of the 1st of the
month following date of receipt.

If an Employee did not enroll himself or herself or a Dependent at initial enroliment or at the
Employer’s annual open enrollment because the Employee or Dependent had coverage under
another employer health plan, please see the “Late Enroliment” section below and the “Eligibility”
section above for further information regarding rights to request enroliment at a later time.

Late Enrollment

Late enrollees (as defined in California Health & Safety Code section 1357.500(f)) must wait until
open enrollment to be enrolled unless covered above under the “Special Enrollment” provisions.
However, pursuant to H&S section 1357.500(f) and as further articulated in PLAN’s Evidence of
Coverage, if an Employee did not enroll, or enroll a Dependent, at initial enrollment or at annual open
enroliment because Employee:

e or dependent loses minimum essential coverage, as described in California H&S Section
1399.849(d)(1)(A);

e gains a dependent or becomes a dependent through marriage, birth, adoption or placement for
adoption or arrival at status of eligible dependent child;

e is mandated to be covered as a dependent pursuant to a valid state or federal court order;

e has been released from incarceration;

e health coverage issuer substantially violated a material provision of the health coverage contract;
e gains access to new health benefit plans as a result of a permanent move;

e was receiving services from a contracting provider under another health benefit plan, for one of
the conditions described in subdivision (c) of H&S Section 1373.96 and that provider is no longer
participating in the health benefit plan;

e is a member of the reserve forces of the United States military returning from active duty or a
member of the California National Guard returning from active duty service; and

¢ demonstrates that he or she did not enroll in a health benefit plan during the immediately
preceding enrollment period because he or she was misinformed that he or she was covered
under minimum essential coverage.

then if such a triggering event occurs, the Employee may enroll in PLAN by submitting an enroliment
application to CaliforniaChoice Benefit Administrators within 60 days of loss of other coverage or
within 60 days of another triggering event listed immediately above, pursuant to H&S section
1357.500(f) and as articulated further in PLAN’s EOC. Coverage with PLAN through CaliforniaChoice
Benefit Administrators to become effective 1st day of month following receipt of completed enroliment
application.

Waiting Period

The waiting period for coverage, which shall be applicable for all Employees, is 0, 30 or 60 days plus the
days until the first of the following month, not to exceed 90 days.
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5. Benefits

Under the federal “Patient Protection and Affordable Care Act,” your Employer is required to select one of
four (4) “metal tier” options of benefits offered by PLAN, keyed to their “actuarial value” (“Bronze,” “Silver,”
“‘Gold,” “Platinum”). However, by participating in the CaliforniaChoice Program, your Employer is able and
may decide to offer to you two (2) neighboring metal tiers of benefits (Bronze/Silver, Silver/Gold, or
Gold/Platinum) for you to choose from or even to offer three (3) neighboring metal tiers of benefits
(Silver/Gold/Platinum) from which you could choose. Employees will then have the option to choose from
the health plans and benefit plans offered within such metal tier options. The benefits you will have
chosen to receive from PLAN are described in the Evidence of Coverage to which this Supplement is
attached. You may not change your benefit plan within PLAN other than during its open enroliment period
unless you experience a “triggering event” (see Paragraph 3 above). PLAN will make all benefit and
coverage dispute determinations, although these determinations are subject to PLAN’s grievance
procedures.

a. Cal-COBRA and COBRA
PLAN has agreed to provide coverage for you if you are Cal-COBRA-eligible or COBRA-¢ligible, at
rates which you can receive by requesting them from your employer. Please examine your options
carefully before declining this coverage.

b. Co-payments

As noted in the attached Evidence of Coverage, certain covered services and benefits are subject to
co-payments which you will be required to make.

c. Plan Materials

PLAN will provide you with an identification card and its Evidence of Coverage (‘EOC”) and this
Supplement, and will distribute its federally-required “Summary of Benefits and Coverage” (“SBC”).
CaliforniaChoice Benefit Administrators will post on its website a copy of PLAN's current SBC. (In
lieu of hard copies, PLAN may notify Enrollee of where to obtain electronic copies of the EOC and
CalChoice EOC Supplement.)

6. Termination for Nonpayment of Premiums

On the first day of the month prior to the coverage month, the Premium Notice that is sent to your
Employer by CaliforniaChoice Benefit Administrators will include the mandated regulatory statement
contained in Rule 1300.65(a)(2), which states:

“Your Health Plan is billing you for the cost of your health coverage. You must pay all amounts listed in
this bill by the due date. If you do not pay this amount by the due date, your health coverage can be
cancelled. You will receive a grace period before your Plan can cancel your coverage for not paying the
amount due. You can file a complaint with your PLAN and with the California Department of Managed
Health Care if you think there is a mistake. Learn more about your health care rights and responsibilities
in your Plan Evidence of Coverage.” Premium payments are due on or before the 20th day of the month
prior to the month of coverage. If your Employer fails to pay the required Premiums when due, PLAN (or
CaliforniaChoice Benefit Administrators on behalf of PLAN) will mail your Employer a “Notice of Start of
Grace Period” stating that the Employer has until the end of the Grace Period, which lasts at least 30
consecutive days, in which to pay the Premiums due before any cancellation of unpaid coverage
contracts will take effect. This Notice will provide information to your Employer regarding the reason for
cancellation(s), the effective date of cancellation(s), the dollar amount(s) due to PLAN, the date of the last
day of paid coverage, the date the grace period begins and expires, any obligations of your Employer
during the grace period, including your Employer’s responsibility to promptly send you a copy of the
Notice of Start of Grace Period, consequences for nonpayment of Premiums due within that timeframe, as
well as the right of your Employer to submit a grievance to the PLAN and/or the California Department of
Managed Health Care if your Employer believes coverage has been or will be improperly cancelled.
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The Notice shall also inform your Employer that coverage will continue during a 30-day grace period that
begins on the day the Notice of Start of Grace Period is dated and lasts at least 30 consecutive days. For
CaliforniaChoice Program Plans, the Notice of Start of Grace Period will be dated and sent the first
calendar day after the last day of paid coverage. If the Premium remains unpaid by the 14th day of the
coverage month, CaliforniaChoice Benefit Administrators on behalf of PLAN will send your Employer a
“Second Notice of Grace Period” repeating the need to pay the Premium(s) and the consequences for not
doing so. If Premium payment(s) is/are not received by the effective date of cancellation*, PLAN (or
CaliforniaChoice Benefit Administrators on behalf of PLAN) will cancel the membership agreement and
coverage for you and all your Dependents will end on such date as is contained in the “Notice of End of
Coverage” sent to your Employer. It is your Employer’s responsibility to promptly send you a copy of the
Notice of End of Coverage. (*The 30-day grace period begins the day the Notice of Start of Grace Period
is dated and lasts at least 30 consecutive days. If the affected premium(s) is(are) not paid by the last day
of the Grace Period, coverage under the Agreement will be terminated prospectively, which in most cases
occurs on the last day of the coverage period. Since the month of February consists of only 28/29 days,
Employers who do not pay February’s premium(s) by the end of the 30-day grace period will have their
coverage contracts(s) terminated on the last day of March).

PLAN (or CaliforniaChoice Benefit Administrators on behalf of PLAN) will mail a separate Notice of End of
Coverage to its affected individual Members that includes similar information provided in the Notice of
End of Coverage that is sent to your employer. The Notice that is sent to your Employer would provide
your Employer with the following information: (1) that the agreement for coverage has been cancelled for
non-payment of premiums; (2) the specific date and time when the coverage ended; (3) how and when
coverage may be reinstated; (4) the responsibility of the Employer to pay all Premiums due, including for
coverage during the 30-day grace period provided; (5) the right of your Employer to submit a grievance to
the PLAN and /or the California Department of Managed Health Care if your Employer believes coverage
has been improperly cancelled and the right to reinstatement of the membership agreement if the
Department rules in favor of the Employer in any such review; (6) the CaliforniaChoice telephone number
Members can call to obtain additional information, including whether your Employer obtained
reinstatement of the Agreement; and (7) GROUP is responsible for notifying each affected individual
Member of his or her right to purchase continuation coverage and that you would be sent a similar Notice
of End of Coverage, which would include a State-approved notice regarding the possibility that you could
secure coverage either through the “Covered California” State Exchange or in the State’s Medi-Cal
Program and also providing you toll-free contact telephone numbers and an Internet website where you
could obtain additional information about these opportunities.

7. Partial Payment Protocol

If your Employer has subscribed to more than one health Plan or Carrier for your healthcare coverage
through the CaliforniaChoice Program and fails to make premium payments for every one of its coverage
contracts, the application of such Partial Premium Payment as is submitted will be made to specific
coverage contracts according to a priority articulated in the Group Service Agreement Supplement that is
part of your Employer’s contract with each Plan. If the Partial Payment is adequate to cover all the
Medical coverage contracts the Employer has, then they will be maintained in place and the remainder of
the Partial Payment will be applied to any Specialty coverage contracts your Employer may have through
the Program, in a priority that goes dental-vision-chiropractic/acupuncture-life until the Partial Payment
funds run out. If your Employer’s Partial Payment is insufficient to cover certain of the Specialty contract
premiums then those contracts will terminate at the end of the grace period. If there is not sufficient
Partial Payment to cover the Medical premiums due, then that coverage will terminate at the end of the
grace period and the Partial Payment will be applied to any Specialty coverage contracts the Employer
has through the Program, in the above priority until the Partial Payment funds run out. In either scenario,
the premium-paid Specialty coverage contracts will terminate at the end of the contract period.

By way of illustration only, if a Group has two separate dental coverage options, Partial Payment shall be
applied to the dental contract with the highest membership count first, unless the Partial Payment amount
is insufficient to cover that dental contract’s due premium. Whether it is sufficient to cover the first dental
contract premium or not, Choice Administrators shall then apply the Partial Payment amount or the
remainder of the Partial Payment amount to the dental contract premium with the next highest
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membership count. If at this point of application there remains a Partial Payment amount then that
amount shall be applied to any remaining dental coverage contract premiums due, ranked by
membership count. If after application to dental premiums due there remains a Partial Payment amount,
then it shall be applied to the vision contract with the highest membership count, and any remaining
Partial Payment amount shall then be applied to the premium due for the vision contract with the next
highest membership. This progression of Partial Payment amount application shall continue down
through the premiums due for additional vision coverage contracts, and then in similar fashion to
premiums due for chiropractic/acupuncture coverage and then for life insurance coverage. If two
contracts within the same line of coverage (e.g., dental) have the same membership count, Choice
Administrators shall first apply available Partial Payment amounts to the coverage contract with the
highest premium due.

Partial Payment Hierarchy:

1) All Medical contract(s) (all must be paid in full or all terminate)

2) Dental contract with highest membership count

3) Dental contract with next highest membership count (repeated through all dental contracts)

4) Vision contract with highest membership count

5) Vision contract with next highest membership count (repeated through all vision contracts)

6) Chiropractic/acupuncture contract with highest membership count

7) Chiropractic/acupuncture contract with next highest membership count (repeated through all
chiropractic contracts)

8) Life contract with the highest membership count

9) Life contract with the next highest membership count (repeated through all life contracts)

Your Employer is required to inform you in the event it becomes involved in such a Partial Premium
Payment situation so that you may plan for desired alternate coverage. If you have questions regarding
this Partial Payment Protocol, you may contact your employer or the CaliforniaChoice Program at 800-
558-8003.

RENEWAL

If your Employer wishes to renew in PLAN through the CaliforniaChoice Program upon the anniversary date
of its contract with PLAN, your Employer must have a minimum of at least two (2) Eligible Employees (or such
number as may come to be used in the Small Group Act to define a Small Group Employer) and seventy
percent (70%) of those not covered elsewhere by a plan sponsored by your Employer must be enrolled in a
health care service plan or insurance program participating in the CaliforniaChoice Program. If your Employer
does not meet such renewal requirements, it may renew at such later date as it meets such renewal
qualification requirements.

THE REST IS THE SAME!
This Supplement merely describes the particular features of your coverage from PLAN because of PLAN’s
participation in the CaliforniaChoice Program. You should refer to the Evidence of Coverage to which this is
merely a Supplement for all other details regarding your membership in and receipt of health care services
from PLAN.

CalChoice EOC Supplement 20200121
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Introduction

Welcome to Anthem!

We are pleased that you have become a Member of our health benefit Plan. We want to make sure that our
services are easy to use. We've designed this Booklet to give a clear description of your benefits, as well as
our rules and procedures.

The Booklet explains many of the rights and duties between you and us. It also describes how to get health
care, what services are covered, and what part of the costs you will need to pay. Many parts of this Booklet
are related. Therefore, reading just one or two sections may not give you a full understanding of your

coverage. You should read the whole Booklet to know the terms of your coverage. This Booklet
constitutes only a summary of the health Plan. The health Plan Contract (Group
Contract) must be consulted to determine the exact terms and conditions of
coverage.

Your Group has agreed to be subject to the terms and conditions of Anthem’s Provider agreements
which may include Pre-service Review and utilization management requirements, coordination of
benefits, timely filing limits, and other requirements to administer the benefits under this Plan.

Please read this Booklet completely and carefully. Individuals with special health care needs should carefully
read those sections that apply to them. YOU HAVE THE RIGHT TO VIEW THE BOOKLET PRIOR TO
ENROLLMENT.

This Booklet replaces any Booklet issued to you in the past. The coverage described is based upon the terms
of the Group Contract (the “Agreement”) issued to your Group, and the Plan that your Group chose for you.
The Agreement, this Booklet, and any endorsements, amendments or riders attached, form the entire legal
Contract under which Covered Services are available.

Many words used in the Booklet have special meanings (e.g., Group, Covered Services, and Medical

Necessity). These words are capitalized and are defined in the “Definitions” section. See these definitions for
the best understanding of what is being stated. Throughout this Booklet you will also see references to “we,”
“us,” “our,” “you,” and “your.” The words “we,” “us,” and “our” mean Blue Cross of California dba Anthem Blue

Cross (Anthem). The words “you” and “your” mean the Member, Subscriber and each covered Dependent.

If you have any questions about your Plan, please be sure to call Member Services at the number on the back
of your Identification Card. Also be sure to check our website, www.anthem.com for details on how to find a
Provider, get answers to questions, and access valuable health and wellness tips. Thank you again for
enrolling in the Plan!
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How to Get Language Assistance

Anthem introduced its Language Assistance Program to provide certain written translation and oral
interpretation services to California Members with limited English proficiency.

The Language Assistance Program makes it possible for you to access oral interpretation services and
certain written materials vital to understanding your health coverage at no additional cost to you and in a
timely manner.

Written materials available for translation include Grievance and appeal letters, consent forms, claim denial
letters, and explanations of benefits. These materials are available in the top 15 languages as determined by
state law.

Oral interpretation services are also available in these languages.

In addition, appropriate auxiliary aids and services, including qualified interpreters for individuals with
disabilities and information in alternate formats, are also available, free of charge and in a timely manner,
when those aids and services are necessary to ensure an equal opportunity for individuals with disabilities to
effectively communicate with us.

Requesting a written or oral translation is easy. Just contact Member Services by calling the phone number
on your Identification Card to update your language preference to receive future translated documents or to
request interpretation assistance. Anthem also sends/receives TDD/TTY messages at (866) 333-4823 or by
using the National Relay Service through 711. A special operator will get in touch with us to help with your
needs. For more information about the Language Assistance Program visit www.anthem.com.

Identity Protection Services

Identity protection services are available with our Anthem health plans. To learn more about these services,
please visit https://anthemcares.allclearid.com/.

Beth P. Andersen Kathy Kiefer
President Corporate Secretary
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Schedule of Benefits
Anthem Gold PPO 30/60/500/20% (6RGF)
(Provided on the Prudent Buyer PPO Network)

A CALIFORNIACHOICE PPO PLAN

In this section you will find a Schedule of Benefits that sets forth a summary of common benefits available
under your Plan. The Schedule of Benefits does not list all benefits available under your Plan or their cost
shares, or explain benefits, Exclusions, limitations, cost shares, Deductibles or out of pocket limits. For a
complete explanation, you should read the whole Booklet to know the terms of your coverage because many
parts of this Booklet are related. Therefore, reading just one or two sections may not give you a full
understanding of your coverage. Please read the “What’s Covered” and Prescription Drugs section(s) for
more details on the Plan’s Covered Services. Read the “What’s Not Covered” section for details on Excluded
Services.

All Covered Services must be Medically Necessary and are subject to the conditions, Exclusions, limitations,
and terms of this Booklet including any endorsements, amendments, or riders.

IMPORTANT NOTE: Benefits for Covered Services are based on the Maximum Allowed Amount, which is
the most the Plan will allow for a Covered Service. Except for Surprise Billing Claims, when you use an
Out-of-Network Provider you may have to pay the difference between the Out-of-Network Provider’s
billed charge and the Maximum Allowed Amount in addition to any Coinsurance, Copayments,
Deductibles, and non-covered charges. This amount can be substantial. Please read the “Claims
Payment” section for more details.

Certain services require prior authorization in order for benefits to be provided. In-Network Providers will
initiate the review on your behalf. An Out-of-Network Provider may or may not initiate the review for you. In
both cases, it is your responsibility to initiate the process and ask your Physician to request prior
authorization. You may also call us directly. Please see “Getting Approval for Benefits” for more details.

Deductibles, Coinsurance, and Benefit Period Maximums are calculated based upon the Maximum Allowed
Amount, not the Provider’s billed charges. Cost sharing for services with Copayments is the lesser of the
Copayment amount or the Maximum Allowed Amount.

Essential Health Benefits provided within this Booklet are not subject to lifetime or annual dollar
maximums. Certain non-essential health benefits, however, are subject to either a lifetime and/or
dollar maximum.

Essential Health Benefits are defined by federal law and refer to benefits in at least the following
categories:

Ambulatory patient services,

Emergency services,

Hospitalization,

Maternity and newborn care,

Mental health and substance use disorder services, including behavioral health treatment,
Prescription Drugs,

Rehabilitative and habilitative services and devices,

Laboratory services,

Preventive and wellness services, and

Chronic disease management and pediatric services, including oral and vision care.

Such benefits shall be consistent with those set forth under the Patient Protection and Affordable
Care Act of 2010 and any regulations issued pursuant thereto.
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Benefit Period Calendar Year

Dependent Age Limit To the end of the month in which the child attains age 26.

Please see the “Eligibility and Enrollment — Adding Members”
section for further details.

Deductible In-Network Out-of-Network
Per Member $500 $2,000
Per Family — All other Members combined $1,500 $4,000

The In-Network and Out-of-Network Deductibles are separate and cannot be combined.

Family Deductible: For any given Member, cost share applies either after he/she meets their individual
Deductible, or after the entire family Deductible is met. The family Deductible can be met by any combination
of amounts from any Member; however, no one Member may contribute any more than his/her individual
Deductible toward the family Deductible.

When the Deductible applies, you must pay it before benefits begin. See the sections below to find out when
the Deductible applies.

Copayments and Coinsurance are separate from and do not apply to the Deductible.

After Coinsurance is applied, certain Out-of-Network benefits, such as inpatient and outpatient Facilities, are
payable based on a maximum Anthem payment. If your Out-of-Network Deductible has not been satisfied and
you submit a claim for services which have a maximum Anthem payment (e.g., per day, visit or admission), we
will apply only up to the applicable maximum Anthem payment, not the Maximum Allowed Amount, toward
your Out-of-Network Deductible. For all other Out-of-Network benefits that are not payable based on a
maximum Anthem payment, we will apply only up to the Maximum Allowed Amount toward your Out-of-
Network Deductible.

Out-of-Pocket Limit In-Network Out-of-Network
Per Member $7,700 $15,400
Per Family — All other Members combined $15,400 $30,800

Family Out-of-Pocket Limit: For any given Member, the Out-of-Pocket Limit is met either after he/she meets
their individual Out-of-Pocket Limit, or after the entire family Out-of-Pocket Limit is met. The family Out-of-
Pocket Limit can be met by any combination of amounts from any Member; however, no one Member may
contribute any more than his/her individual Out-of-Pocket Limit toward the family Out-of-Pocket Limit.

The Out-of-Pocket Limit includes all Deductibles, Coinsurance, and Copayments you pay during a Benefit
Period unless otherwise indicated below. It does not include charges over the Maximum Allowed Amount or
amounts you pay for non-Covered Services.
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Out-of-Pocket Limit In-Network Out-of-Network

The Out-of-Pocket Limit does not include amounts you pay for the following benefits:
e Services listed under “Vision Services For Members Age 19 and Older.”

Once the Out-of-Pocket Limit is satisfied, you will not have to pay any additional Deductibles, Coinsurance, or
Copayments for the rest of the Benefit Period, except for the services listed above.

The In-Network and Out-of-Network Out-of-Pocket Limits are separate and do not apply toward each other.

Important Notice About Your Deductible and Out of Pocket Limit Accrual Balances

We are required to provide you with the accrual towards your Deductible(s), if any, and Out-of-Pocket
Maximum balance(s) every month in which your benefits were used until the accrual balances equal the full
amount of the Deductible(s) and/or Out-of-Pocket Maximum(s). If you have questions or wish to opt-out of
these mailed accrual notifications and receive the notifications electronically, call the Member Services
number on your ID Card or access our website at www.anthem.com.

Important Notice about Your Cost Shares

In certain cases, if we pay a Provider amounts that are your responsibility, such as Deductibles, Copayments
or Coinsurance, we may collect such amounts directly from you. You agree that we have the right to collect
such amounts from you.

When you receive Emergency services (except certain ambulance services) from an Out-of-Network Provider
within California, you will not be responsible for amounts in excess of the Reasonable and Customary Value.

The tables below outline common Covered Services and the cost shares you must pay. The table does not list
all Covered Services available under your Plan, nor does it list within each Covered Service all settings where
that service may be received. If a benefit is available in another setting you may determine the applicable cost
shares you must pay by referring to that setting. For example, you might get physical therapy in a Doctor’s
office, an outpatient Hospital Facility, or during an inpatient Hospital stay. For services in the office, look up
“Office and Home Visits.” For services in the outpatient department of a Hospital, look up “Outpatient Facility
Services.” For services during an inpatient stay, look up “Inpatient Services.” For services involving mental
health, substance use disorder, or behavioral health treatment for autism spectrum disorders, look up “Mental
Health and Substance Use Disorder (Chemical Dependency) Services.”

Benefits In-Network Out-of-Network

Ambulance Services (Ground, Air and Water) 20% Coinsurance after In-Network Deductible
Emergency Services

For Emergency ambulance services received from Out-of-Network Providers inside California, the Plan’s
payment is based on the Reasonable and Customary Value. For Emergency ambulance services received
from Out-of-Network Providers outside California, the Plan’s payment is based on the Maximum Allowed
Amount. Out-of-Network Providers (both inside and outside California) may also bill you for any charges over
the Plan’s Reasonable and Customary Value or Maximum Allowed Amount, respectively; however, Out-of-
Network air ambulance Providers, whether inside or outside California, may not bill you for any charges over
the Plan’s Reasonable and Customary Value or Maximum Allowed Amount.
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Benefits In-Network Out-of-Network

Ambulance Services (Ground and Water only) Non- 20% Coinsurance after In-Network Deductible
Emergency Services

Out-of-Network Providers (both inside and outside California) may bill you for any charges over the Plan’s
Reasonable and Customary Value or Maximum Allowed Amount, respectively.

The Plan will pay a maximum of $50,000 per trip for authorized Out-of-Network ambulance services in a non-
Emergency.

Ambulance Services (Air only) Non-Emergency 20% Coinsurance after In-Network Deductible
Services

Out-of-Network air ambulance Providers (both inside and outside California) may not bill you for any charges
over the Plan’s Reasonable and Customary Value or Maximum Allowed Amount.

When using an air ambulance for non-Emergency transportation, we reserve the right to select the air
ambulance Provider. If you do not use the air ambulance Provider we select no benefits will be available.

The Plan will pay a maximum of $50,000 per trip for authorized Out-of-Network ambulance services in a non-
Emergency.

Autism Spectrum Disorders Services Mental Health and Substance Use Disorder
Services are covered as required by state and
federal law. Please see the rest of this Schedule
for the cost shares that apply in each setting.

Bariatric Surgery

Bariatric surgery is covered only when performed
at a designated Hospital.

¢ Inpatient Services (designated Hospital) 20% Coinsurance after Not covered
Deductible

e Outpatient Facility Services (designated Hospital) 20% Coinsurance after Not covered
Deductible

o Travel expense

For an approved, specified bariatric surgery, Covered up to $3,000 Not covered
performed at a designated Hospital that is fifty (50) per surgery.

miles or more from the Member’s place of

residence, the following travel expenses incurred

by the Member and/or one companion are covered:

= Transportation for the Member and/or one
companion to and from the designated

Hospital.
= Lodging, limited to one room, double
occupancy.

= Other reasonable expenses. Meals, tobacco,
alcohol and drug expenses are excluded from
coverage.
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Benefits In-Network Out-of-Network

Dental Services For Members Up To Age 19
Please see the section at the end of this Schedule of

Benefits.

Dental Services (All Members / All Ages) Benefits are based on the setting in which Covered
(Additional coverage may apply. For details, please Services are received. Please see those settings to
see Dental Services (All Members / All Ages) in determine your cost share.

“What’s Covered.”)

Diabetes Equipment, Education, and Supplies 20% Coinsurance after  50% Coinsurance after
Deductible Deductible
Screenings for gestational diabetes are covered under plus any charges in
“Preventive Care.” excess of the
Maximum Allowed
Amount

Diabetes education services are covered at no cost to the Member. Benefits for other Covered Services and
supplies for the treatment of diabetes are provided on the same basis, at the same cost shares, as any other
medical condition. Benefits are based on the setting in which Covered Services are received. Please see
those settings to determine your cost share.

Diagnostic Services

e Preferred Reference Labs No Copayment, 50% Coinsurance after
Deductible, or Deductible
Coinsurance plus any charges in

excess of the
Maximum Allowed
Amount

e All Other Diagnostic Services Benefits are based on the setting in which Covered
Services are received. Please see those settings to
determine your cost share.

Durable Medical Equipment (DME), Medical 50% Coinsurance after ~ 50% Coinsurance after

Devices, and Supplies Deductible Deductible plus any
charges in excess of
the Maximum Allowed

Amount
e Prosthetics 20% Coinsurance after 50% Coinsurance after
Deductible Deductible

plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits In-Network Out-of-Network

e Orthotics (Including Special Footwear) 20% Coinsurance after  50% Coinsurance after
Deductible Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

The cost shares listed above apply when your Provider submits separate bills for the equipment or supplies.

Wigs Needed After Cancer Treatment Benefit One wig per Benefit Period
Maximum In- and Out-of-Network combined

Emergency Room Services
Emergency Room

e Emergency Room Facility Charge $250 Copayment per visit then 20% Coinsurance
after In-Network Deductible *

Copayment waived if admitted

e Emergency Room Doctor Charge (ER Physician, 20% Coinsurance after In-Network Deductible *
radiologist, anesthesiologist, surgeon, etc.)

e Emergency Room Doctor Charge (Mental Health / 20% Coinsurance after In-Network Deductible *
Substance Use Disorder)

e Other Facility Charges (including diagnostic X-ray 20% Coinsurance after In-Network Deductible *
and lab services, medical supplies)

e Advanced Diagnostic Imaging (including MRIs, $100 Copayment per day per Provider then 20%
CAT scans) Coinsurance after In-Network Deductible *

Note: If you receive Advanced Diagnostic Imaging services, you will have to pay the Emergency Room
Facility Charge in addition to the cost shares for those services.

*For Emergency Care received from Out-of-Network Providers inside California, the Plan’s payment is based
on the Reasonable and Customary Value. For Emergency Care received from Out-of-Network Providers
outside California, the Plan’s payment is based on the Maximum Allowed Amount.

You are not responsible to pay charges in excess of the Reasonable and Customary Value for Emergency
Care received in California.

As described in the “Consolidated Appropriations Act of 2021 Notice” at the front of this Booklet, Out-of-
Network Providers may only bill you for any applicable Copayments, Deductible and Coinsurance and may
not bill you for any charges over the Plan’s Maximum Allowed Amount until the treating Out-of-Network
Provider has determined you are stable. Please refer to the Notice at the beginning of this Booklet for more
details.

Gene Therapy Services Benefits are based on the setting in which Covered
Services are received. Please see those settings to
¢ Precertification required determine your cost share.
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Benefits

In-Network Out-of-Network

Habilitative Services

Benefits are based on the setting in which Covered
Services are received. Please see those settings to
determine your cost share.

Home Health Care

Home Health Care Visits from a Home Health Care
Agency

Home Dialysis

Home Infusion Therapy / Chemotherapy

Specialty Prescription Drugs

Other Home Health Care Services / Supplies

Private Duty Nursing

Home Health Care Benefit Maximum

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance to a
maximum of $250 per
Drug after Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $75 per
visit
50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $500 per
day

Not covered

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $75 per
visit

100 visits per Benefit Period, up to 4 hours each
visit, In- and Out-of-Network combined. The limit
includes Private Duty Nursing given as part of the
Home Health Care benefit. The limit does not apply
to Home Infusion Therapy or Home Dialysis.
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Benefits

In-Network

Out-of-Network

Hospice Care

Home Hospice Care

Bereavement

Inpatient Hospice

Outpatient Hospice

Respite Care

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

This Plan’s Hospice benefit will meet or exceed Medicare’s Hospice benefit. If you use an Out-of-Network
Provider, that Provider may also bill you for any charges over Medicare’s Hospice benefit unless your claim

involves a Surprise Billing Claim.

Human Organ and Tissue Transplant (Bone Marrow

| Stem Cell) Services

Please call our Transplant Department as soon as you think you may need a transplant to talk about
your benefit options. You must do this before you have an evaluation and/or work-up for a transplant.
To get the most benefits under your Plan, you must get certain human organ and tissue transplant
services from an In-Network Transplant Provider that we have chosen as a Centers of Medical
Excellence for Transplant Provider and/or a Provider designated as an In-Network Transplant
Provider by the Blue Cross and Blue Shield Association. Even if a Hospital is an In-Network Provider for
other services, it may not be an In-Network Transplant Provider for certain transplant services. Please call us
to find out which Hospitals are In-Network Transplant Providers. (When calling Member Services, ask for the

Transplant Case Manager for further details.)
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Centers of Excellence (COE) Transplant Providers

Blue Distinction Center Facility: Blue Distinction facilities have met or exceeded national quality standards
for care delivery.

Centers of Medical Excellence (CME): Centers of Medical Excellence facilities have met or exceeded
quality standards for care delivery.

In-Network Transplant Provider: Providers who have achieved designation as a Centers of Medical
Excellence for Transplant and/or Blue Distinction Centers + or Blue Distinction Centers for Transplant.

Out of Network (PAR) Transplant Provider: Providers participating in the Plan’s networks but not
designated as a Centers of Medical Excellence for Transplant or Blue Distinction Center + or Blue Distinction
Center for Transplant.

The requirements described below do not apply to the following:

e Cornea and kidney transplants, which are covered as any other surgery; and

e Any Covered Services related to a Covered Transplant Procedure that you get before or after the
Transplant Benefit Period. Please note that the initial evaluation, any added tests to determine your
eligibility as a candidate for a transplant by your Provider, and the collection and storage of bone
marrow/stem cells is included in the Covered Transplant Procedure benefit regardless of the date of
service.

Benefits for Covered Services that are not part of the Human Organ and Tissue Transplant benefit will be
based on the setting in which Covered Services are received. Please see the “What’s Covered” section for
additional details.

Important Note on Kidney Transplants: If you choose to receive a kidney transplant from an In-Network
Transplant Provider, benefits will be paid under the “Human Organ and Tissue Transplant (Bone Marrow /
Stem Cell) Services”. If you choose to receive a kidney transplant from any other Provider, benefits will be
paid as any other surgery.

In-Network Transplant Out-of-Network
Provider Transplant Provider
Transplant Benefit Period Starts one day before a Not covered

Covered solid organ
Transplant Procedure
and one day before high
dose chemotherapy or
preparative regimen for a
covered bone
marrow/stem cell
transplant and lasts for
the applicable case rate /
global time period. The
number of days will vary
depending on the type of
transplant received and
the In-Network
Transplant Provider
agreement. Call the
Case Manager for
specific In-Network
Transplant Provider
information for services
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In-Network Transplant
Provider

Out-of-Network
Transplant Provider

Inpatient Facility Services

e Precertification required

Inpatient Professional and Ancillary (non-Hospital)
Services

Outpatient Facility Services
Outpatient Facility Professional and Ancillary (non-
Hospital) Services

Transportation and Lodging

e Transportation and Lodging Limit

Unrelated donor searches from an authorized,
licensed registry for bone marrow/stem cell
transplants for a Covered Transplant Procedure

e Donor Search Limit

Live Donor Health Services

¢ Inpatient Facility Services

e Outpatient Facility Services
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received at or
coordinated by an In-
Network Transplant
Provider Facility.

During the Transplant
Benefit Period,
20% Coinsurance after
Deductible

Before and after the
Transplant Benefit
Period, Covered
Services will be covered
as Inpatient Services,
Outpatient Services,
Home Visits, or Office
Visits depending where
the service is performed.

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

Covered, as approved by
us, up to $10,000 per
transplant In-Network
only. Benefits are not

available Out-of-Network.

20% Coinsurance after
Deductible

Covered, as approved by
us, up to $30,000 per
transplant.

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
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In-Network Transplant
Provider

Out-of-Network
Transplant Provider

Donor Health Service Limit (see Donor Benefits
under Human Organ and Tissue Transplant
(Bone Marrow / Stem Cell) Services in “What’s
Covered”)

Medically Necessary
charges for getting an
organ from a live donor
are covered up to our
Maximum Allowed
Amount, including
complications from the
donor procedure for up to
six weeks from the date
of procurement.

Not covered

Benefits

In-Network

Out-of-Network

Inpatient Services

Facility Room & Board Charge:

Hospital / Acute Care Facility

Skilled Nursing Facility

Rehabilitation

Skilled Nursing Facility / Rehabilitative Services
(Includes Services in an Outpatient Day
Rehabilitation Program) Benefit Maximum

Mental Health / Substance Use Disorder Facility
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $650 per
day

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $150 per
day

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $150 per
day

100 days per Skilled Nursing Benefit Period
In- and Out-of-Network combined

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $650 per
day
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Benefits

In-Network

Out-of-Network

e Residential Treatment Center

Ancillary Services

Doctor Services when billed separately from the Facility
for:

e General Medical Care / Evaluation and

Management (E&M) / Physician fees

e Surgery

e Maternity

e Mental Health / Substance Use Disorder Services

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $650 per
day

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $650 per
day

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits In-Network Out-of-Network

Maternity and Reproductive Health Services

e Maternity Visits

- Prenatal Office Visits No Copayment, 50% Coinsurance after
Deductible, or Deductible
Coinsurance plus any charges in

excess of the
Maximum Allowed
Amount

- Postpartum Office Visits $30 Copayment per visit  50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

If you obtain services other than Prenatal or Postpartum Office Visits (e.g., postnatal office visits), please
see that setting for your cost share.

e Inpatient Services (Delivery) See “Inpatient Services.”

Newborn / Maternity Stays: If the newborn needs services other than routine nursery care or stays in the
Hospital after the mother is discharged (sent home), benefits for the newborn will be treated as a separate
admission.

o Infertility Services (See Maternity and
Reproductive Health Services in “What’s Covered”)

- Office Visits $30 Copayment per visit 50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Always check the setting above to determine your payment responsibility for other services and Providers, if
applicable.

Benefits are based on the setting in which Covered Services are received. If the service is available (and you
obtain the service) in a setting other than the one listed above, your Copayment / Coinsurance will be based
on the setting in which you receive the service. Please see those settings to determine your cost share.

Mental Health and Substance Use Disorder Mental Health and Substance Use Disorder
(Chemical Dependency) Services (includes Services are covered as required by state and
behavioral health treatment for autism spectrum federal law. Please see the rest of this Schedule
disorders) for the cost shares that apply in each setting.

Office and Home* Visits

*Home visits are not the same as Home Health Care. For Home Health Care benefits please see the "Home
Health Care" section.
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Benefits

In-Network

Out-of-Network

If you have an office visit with your PCP or SCP at an Outpatient Facility (e.g., Hospital or Ambulatory
Surgery Center), benefits for Covered Services will be paid under the “Outpatient Facility Services” or
“Outpatient Facility Services — Site of Service Ambulatory Surgery and Radiology Centers” section, based on
where services are received. Please refer to those sections for details on the cost shares (e.g., Deductibles,

Copayments, Coinsurance) that will apply.

e Primary Care Physician / Provider (PCP)
(Including In-Person and/or Virtual Visits)
(Includes Ob/Gyn)

e Mental Health and Substance Use Disorder
Services Provider (Including In-Person and/or
Virtual Visits)

e Other Provider

e Specialty Care Physician / Provider (SCP)
(Including In-Person and/or Virtual Visits)

¢ Retail Health Clinic Visit
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In-Person Visits:
$30 Copayment per visit

Virtual Visits:
$30 Copayment per visit

In-Person Visits:
$30 Copayment per visit

Virtual Visits:
$30 Copayment per visit

$30 Copayment per visit

In-Person Visits:
$60 Copayment per visit

Virtual Visits:
$60 Copayment per visit

$30 Copayment per visit

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Applies to either In-
Person Visits or Virtual
Visits.

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Applies to either In-
Person Visits or Virtual
Visits.

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Applies to either In-
Person Visits or Virtual
Visits.

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits

In-Network

Out-of-Network

Counseling - Includes Family Planning and
Nutritional Counseling (Other Than Eating
Disorders)

Nutritional Counseling for Eating Disorders

Allergy Testing

Shots / Injections (other than allergy serum)

Allergy Shots / Injections (including allergy serum)

Diagnostic Lab (other than reference labs)

Diagnostic X-ray

Other Diagnostic Tests (including hearing and
EKG)
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$30 Copayment per visit

$30 Copayment per visit

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

$15 Copayment per day
per Provider

$15 Copayment per day
per Provider

$15 Copayment per day
per Provider

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits

In-Network

Out-of-Network

¢ Advanced Diagnostic Imaging (including MRls,
CAT scans)

e Office Surgery (including anesthesia)

e Therapy Services:

- Chiropractic / Manipulation Therapy
(Manipulation Therapy only: benefit maximum
of 20 visits per Benefit Period, office and
outpatient visits combined)

- Physical Therapy

- Speech Therapy

- Occupational Therapy

- Dialysis

- Radiation / Chemotherapy / Respiratory
Therapy

CC CASGPPO (1/23) 41

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance

$30 Copayment per visit

$30 Copayment per visit

$30 Copayment per visit

20% Coinsurance after

Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $800 per
procedure

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Not covered

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits

In-Network

Out-of-Network

- Cardiac Rehabilitation

- Pulmonary Therapy

- Acupuncture

e Prescription Drugs Administered in the Office
(other than allergy serum)

$30 Copayment per visit

$30 Copayment per visit

$30 Copayment per visit

20% Coinsurance to a
maximum of $250 per
Drug after Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Not covered

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Note: Specialty Drugs are not covered when obtained from an Out-of-Network Provider. This includes
Prescription Drugs not obtained from a Designated Pharmacy Provider when required.

Orthotics

See “Durable Medical Equipment (DME), Medical
Devices, and Supplies”

Other Eligible Providers

Not applicable

20% Coinsurance after
In-Network Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Nurse anesthetists and blood banks do not enter into participating agreements with us, and these Providers
must be licensed according to state and local laws to provide covered medical services.

Outpatient Facility Services

e Facility Surgery Charge
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$200 Copayment per
visit then 20%
Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission
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Benefits

In-Network

Out-of-Network

e Facility Surgery Lab

e Facility Surgery X-ray

e Ancillary Services

e Doctor Surgery Charges

e Other Doctor Charges (including anesthesiologist,
pathologist, radiologist, surgical assistant)

e Other Facility Charges (for procedure rooms)

e Mental Health / Substance Use Disorder Outpatient
Facility Services (Partial Hospitalization Program /
Intensive Outpatient Program)
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits

In-Network

Out-of-Network

o Mental Health / Substance Use Disorder Outpatient
Facility Provider Services (e.g., Doctor and other
professional Providers in a Partial Hospitalization
Program / Intensive Outpatient Program)

e Shots / Injections (other than allergy serum)

o Allergy Shots / Injections (including allergy serum)

o Diagnostic Lab

Diagnostic X-ray

Other Diagnostic Tests (EKG, EEG, etc.)

Advanced Diagnostic Imaging (including MRls,
CAT scans)

CC CASGPPO (1/23) 44

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

$100 Copayment per day

per Provider then 20%
Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission
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Benefits

In-Network

Out-of-Network

e Therapy:

- Chiropractic / Manipulation Therapy
(Manipulation Therapy only: benefit maximum
of 20 visits per Benefit Period, office and
outpatient visits combined)

- Physical Therapy

- Speech Therapy

- Occupational Therapy

- Radiation / Chemotherapy / Respiratory

Therapy

- Dialysis

- Cardiac Rehabilitation
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50% Coinsurance

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

Not covered

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

6RGF




Benefits

In-Network

Out-of-Network

- Pulmonary Therapy

e Prescription Drugs Administered in an Outpatient
Facility (other than allergy serum)

20% Coinsurance after
Deductible

20% Coinsurance to a
maximum of $250 per
Drug after Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

Note: Specialty Drugs are not covered when obtained from an Out-of-Network Provider. This includes

Prescription Drugs not obtained from a Designated Pharmacy Provider when required.

Outpatient Facility Services — Site of Service
Ambulatory Surgery and Radiology Centers

e Ambulatory Surgery Center — Facility Surgery

e Ambulatory Surgery Center — Surgery Lab

e Ambulatory Surgery Center — Surgery X-ray

e Ambulatory Surgery Center — Ancillary Services
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20% Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

No Copayment or
Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission
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Benefits

In-Network

Out-of-Network

e Doctor Charges (including anesthesiologist,

pathologist, radiologist, surgery, surgical assistant)

¢ Radiology Center — Diagnostic X-ray

e Radiology Center — Advanced Diagnostic Imaging

(including MRIs, CAT scans)

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $380 per
admission

Preventive Care

No Copayment,
Deductible, or
Coinsurance

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Preventive Care for Chronic Conditions
(per IRS guidelines)

e Prescription Drugs

e Medical items, equipment and screenings

Please refer to the “Prescription Drug Retail
Pharmacy and Home Delivery (Mail Order)
Benefits” section.

No Copayment,
Deductible, or
Coinsurance

Please see the “What’s Covered” section for additional detail on IRS guidelines.

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Prosthetics

See “Durable Medical Equipment (DME), Medical

Devices, and Supplies”
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Benefits

In-Network

Out-of-Network

Rehabilitative Services

Benefits are based on the setting in which Covered
Services are received. Please see those settings to
determine your cost share.

See “Inpatient Services” for details on Benefit
Maximums.

Urgent Care Services (Office & Home* Visits)

Health Care" section.

e Urgent Care Visit Charge

o Allergy Testing

e Shots / Injections (other than allergy serum)

e Diagnostic Lab (other than reference labs)

e Diagnostic X-ray

CC CASGPPO (1/23)

o Allergy Shots / Injections (including allergy serum)
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$30 Copayment per visit

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

$15 Copayment per day
per Provider

$15 Copayment per day
per Provider

*Home visits are not the same as Home Health Care. For Home Health Care benefits please see the "Home

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount
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Benefits

In-Network

Out-of-Network

Other Diagnostic Tests (including hearing and
EKG)

Advanced Diagnostic Imaging (including MRIs, CAT

scans)

Office Surgery (including anesthesia)

Prescription Drugs Administered in the Office
(other than allergy serum)

$15 Copayment per day
per Provider

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance to a
maximum of $250 per
Drug after Deductible

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
maximum Anthem
payment of $800 per
procedure

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the
Maximum Allowed
Amount

Note: Specialty Drugs are not covered when obtained from an Out-of-Network Provider. This includes
Prescription Drugs not obtained from a Designated Pharmacy Provider when required.

If you get Urgent Care at a Hospital or other outpatient Facility, please refer to “Outpatient Facility Services”
for details on what you will pay.

Virtual Visits (Telehealth / Telemedicine Visits)

Virtual Visits from our Online Provider (Medical
Services)

Virtual Visits from our Online Provider (Mental
Health and Substance Use Disorder Services)

Virtual Visits from our Online Provider (Specialty
Care Services)

Additional Telehealth / Telemedicine Services from
a Primary Care Provider (PCP) (as required by law)

Additional Telehealth / Telemedicine Services from
a Specialty Care Provider (SCP) (as required by
law)
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No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

$60 Copayment per visit

$30 Copayment per
visit

$60 Copayment per
visit

50% Coinsurance after
Deductible
plus any charges in
excess of the Maximum
Allowed Amount

50% Coinsurance after
Deductible
plus any charges in
excess of the Maximum
Allowed Amount

6RGF




Benefits In-Network Out-of-Network

If Preventive Care is provided during a Virtual Visit, it will be covered under the “Preventive Care” benefit, as
required by law. Please refer to that section for details.

Vision Services For Members Up To Age 19

Note: To get the In-Network benefit, you must use a
Blue View Vision Provider. If you need help finding a
Blue View Vision Provider, please visit our website or
call us at the number on the back of your ID Card. Out-
of-Network Providers may bill you for any charges that
exceed the Plan’s Maximum Allowed Amount.

e Routine Eye Exam $0 Copayment $0 Copayment plus
any charges in excess
Limited to one exam per calendar year. of the Maximum

Allowed Amount
Note: Refraction is covered only when you go to a Blue View Vision provider.

e Standard Plastic or Glass Lenses

Limited to one set of lenses once per calendar
year. Available only if the contact lenses benefit is
not used.

Single Vision $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Bifocal $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Trifocal $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Progressive $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Lenticular $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Note: Lenses include factory scratch coating, UV coating, standard polycarbonate and standard
photochromic at no additional cost when received In-Network.

e Frames (formulary) $0 Copayment $0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount
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Benefits

In-Network

Out-of-Network

Limited to one set of frames from the Anthem
Formulary once per calendar year.

o Contact Lenses (formulary)

A one-year supply is covered every calendar year
(applicable to certain contact lenses within the
Anthem formulary).

Except as stated for aniridia and aphakia, fitting
and dispensing of contact lenses is not a covered
benefit and will be at an additional cost to the
Member.

Elective Contact Lenses (Conventional or
Disposable)

Non-Elective Contact Lenses, including special
contact lenses for the treatment of:

— Aniridia. Limited to two contact lenses per eye
(includes fitting and dispensing) per calendar
year.

— Aphakia. Limited to six aphakia contact lenses
per eye (includes fitting and dispensing) per
calendar year.

$0 Copayment

$0 Copayment

$0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

$0 Copayment plus
any charges in excess
of the Maximum
Allowed Amount

Important Note: Benefits for contact lenses are in lieu of your eyeglass lens benefit. If you receive
contact lenses, no benefit will be available for eyeglass lenses until the next Benefit Period.

e Low Vision

- Comprehensive low vision exam. Limited to
one exam every five calendar years.

- Optical / non-optical aids and supplemental
testing. Limited to one occurrence of either
optical / non-optical aids or supplemental
testing per calendar year.

$0 Copayment

$0 Copayment

Not covered

Not covered

Vision Services For Members Age 19 and Older

Note: To get the In-Network benefit, you must use a
Blue View Vision Provider. If you need help finding a
Blue View Vision Provider, please visit our website or
call us at the number on the back of your ID Card. Out-
of-Network Providers may bill you for any charges that
exceed the Plan’s Maximum Allowed Amount.

e Routine Eye Exam

Limited to one exam per calendar year.
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Reimbursed up to $30
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Benefits In-Network Out-of-Network

Vision Services (All Members / All Ages) (for medical Benefits are based on the setting in which Covered
and surgical treatment of injuries and/or diseases of the Services are received. Please see those settings to
eye). For details on pediatric vision services, please determine your cost share.

see “Vision Services For Members Up To Age 19”

above.

Certain vision screenings required by Federal law are
covered under the "Preventive Care" benefit.

Prescription Drug Retail Pharmacy and Home Delivery In-Network Out-of-Network
(Mail Order) Benefits

Each Prescription Drug will be subject to a cost share (e.g., Copayment / Coinsurance) as described below. If
your Prescription Order includes more than one Prescription Drug, a separate cost share will apply to each
covered Drug. You will be required to pay the lesser of your scheduled cost share or the Maximum Allowed
Amount. If the retail price for a covered prescription and/or refill is less than the applicable Copayment or
Coinsurance amount, you will not be required to pay more than the retail price. The retail price paid will
constitute the applicable cost sharing and will apply toward the Deductible, if any, and the Out-of-Pocket Limit
in the same manner as a Copayment or Coinsurance.

Day Supply Limitations — Prescription Drugs will be subject to various day supply and quantity limits.
Certain Prescription Drugs may have a lower day-supply limit than the amount shown below due to other Plan
requirements such as prior authorization, quantity limits and/or age limits and utilization guidelines including
clinical criteria and recommendations of state and federal agencies. If the quantity of the Drug dispensed is
reduced due to clinical criteria and /or recommendations of governmental agencies, the Prescription is
considered complete.

Retail Pharmacy Up to 30 days Not covered

Note: A 90-day supply is
available at Maintenance
Pharmacies.

When you get a 90-day
supply at a Maintenance
Pharmacy, three (3)
Retail Pharmacy
Copayments (one for
each 30-day period) will
apply. When you get a
30-day supply, one
Copayment per
Prescription Order will
apply.

Home Delivery (Mail Order) Pharmacy Up to 90 days Not covered
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Prescription Drug Retail Pharmacy and Home Delivery

(Mail Order) Benefits

Specialty Pharmacy

In-Network

Up to 30 days*
*See additional
information in the
“Specialty Drug
Copayments /
Coinsurance” section
below.

Out-of-Network

Not covered

Note: For FDA-approved, Self-Administered Hormonal Contraceptives, up to a 12-month supply is covered
when dispensed or furnished at one time by a Provider or pharmacist, or at a location licensed or otherwise

authorized to dispense Drugs or supplies.

Note: Prescription Drugs that we are required to cover by federal and state law under the “Preventive Care”
benefit will be covered with no Deductible, Copayments or Coinsurance when you use an In-Network

Provider.
Level 1 Retail Pharmacy Copayments / Coinsurance

Tier 1 Prescription Drugs

Tier 2 Prescription Drugs

Tier 3 Prescription Drugs

Tier 4 Prescription Drugs

Level 2 Retail Pharmacy Copayments / Coinsurance

Tier 1 Prescription Drugs

Tier 2 Prescription Drugs

Tier 3 Prescription Drugs

Tier 4 Prescription Drugs

Home Delivery Pharmacy Copayments / Coinsurance

Tier 1 Prescription Drugs

Tier 2 Prescription Drugs

$10 Copayment per
Prescription Drug

$50 Copayment per
Prescription Drug

$90 Copayment per
Prescription Drug

30% Coinsurance to a
maximum of $250 per
Prescription Drug

$20 Copayment per
Prescription Drug

$60 Copayment per
Prescription Drug

$100 Copayment per
Prescription Drug

40% Coinsurance to a
maximum of $250 per
Prescription Drug

$25 Copayment per
Prescription Drug

$150 Copayment per
Prescription Drug

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered
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Prescription Drug Retail Pharmacy and Home Delivery In-Network Out-of-Network
(Mail Order) Benefits

Tier 3 Prescription Drugs $270 Copayment per Not covered
Prescription Drug

Tier 4 Prescription Drugs 30% Coinsurance to a Not covered
maximum of $250 per
Prescription Drug

Specialty Drug Copayments / Coinsurance

Please note that certain Specialty Drugs are only available from the Specialty Pharmacy and you will not be
able to get them at a Retail Pharmacy (unless you qualify for an exception) or through the Home Delivery
(Mail Order) Pharmacy. Please see “Specialty Pharmacy” in the section “Prescription Drug Benefit at a Retalil
or Home Delivery (Mail Order) Pharmacy” for further details. When you get Specialty Drugs from the Specialty
Pharmacy, you will have to pay the same Copayments / Coinsurance you pay for a 30-day supply at a Retail
Pharmacy. Note: The Copayment / Coinsurance for a 30-day supply of orally administered anti-cancer
Specialty Drugs will not exceed the lesser of the applicable Copayment / Coinsurance stated under the Retail
Pharmacy section or $250.

Orally Administered Anti-Cancer Medications

With few exceptions, most orally administered anti-cancer medications are considered Specialty Drugs (see

paragraph above).

e For orally administered anti-cancer medications that may be obtained through a Retail Pharmacy, the
Copayment / Coinsurance for a 30-day supply will not exceed the lesser of the applicable Copayment /
Coinsurance as stated in that section or $250.

e For orally administered anti-cancer medications that may be obtained through our Home Delivery
Pharmacy, the Copayment / Coinsurance for a 90-day supply will not exceed the lesser of the applicable
Copayment / Coinsurance stated in that section or $750.

Certain Diabetic and Asthmatic Supplies

Note: No Copayment or Coinsurance applies to certain diabetic and asthmatic supplies when you get them
from an In-Network Pharmacy. These supplies are covered as Medical Supplies and Durable Medical
Equipment if you get them from an Out-of-Network Pharmacy. Diabetic test strips are covered subject to
applicable Prescription Drug Copayment / Coinsurance.

Schedule Il Controlled Substances

Prescription Orders for Schedule Il Controlled Substances may be partially filled by a pharmacist, if requested
by you or your Physician. A partial fill means a part of a Prescription Order filled that is of a quantity less than

the entire prescription. For oral, solid dosage forms of prescribed Schedule Il Controlled Substances that are

partially filled, your cost share will be prorated accordingly.

Benefits In-Network Out-of-Network

Dental Services For Members Up To Age 19

Note: To get the In-Network benefit, you must use an
In-Network (participating) dental Provider. If you
need help finding an In-Network (participating) dental
Provider, please call us at the number on the back of
your ID Card.
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Benefits

In-Network

Out-of-Network

Diagnostic and Preventive Services

No Copayment or
Coinsurance after

The annual Deductible is combined for dental and medical services. For all services in this section, you must
pay the Deductible before you pay any Copayments / Coinsurance listed below. Annual Deductible amounts
are listed under “Deductible” at the beginning of this Schedule of Benefits.

No Copayment or
Coinsurance after

Deductible Deductible

* Basic Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

* Endodontic Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

* Periodontal Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

* Oral Surgery Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

* Major Restorative Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

* Prosthodontic Services 50% Coinsurance after 50% Coinsurance after
Deductible Deductible

e Medically Necessary Orthodontic Care 50% Coinsurance after 50% Coinsurance after
Deductible Deductible
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How Your Plan Works

Introduction

Your Plan is a PPO plan. The Plan has two sets of benefits: In-Network and Out-of-Network. If you choose
an In-Network Provider, you will pay less in out-of-pocket costs, such as Copayments, Deductibles, and
Coinsurance. If you use an Out-of-Network Provider, you will have to pay more out-of-pocket costs. (Note: If
you receive services from an In-Network Facility in California, at which or as a result of which, you receive
non-Emergency Covered Services provided by an Out-of-Network Provider, you will pay the Out-of-Network
Provider no more than the same cost sharing that you would pay for the same Covered Services received
from an In-Network Provider. Please see “Member Cost Share” in the “Claims Payment” section for more
information.) Cost sharing for services with Copayments is the lesser of the Copayment amount or the
Maximum Allowed Amount.

To find an In-Network Provider for this Plan, please see “How to Find a Provider in the Network” later in this
section.

Choice of Hospital, Skilled Nursing Facility, Attending Physician and Other
Providers of Care

Nothing contained in this Booklet restricts or interferes with your right to select the Hospital, Skilled Nursing
Facility, attending Physician or other Providers of your choice. However, your choice may affect the benefits
payable according to this Plan.

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED.

In-Network Services

When you use an In-Network Provider or get care as part of an Authorized Referral, Covered Services will be
covered at the In-Network level. Benefits will be denied for care that is not a Covered Service.

If you receive Covered Services from an Out-of-Network Provider after we failed to provide you with accurate
information in our Provider Directory, or after we failed to respond to your telephone or web-based inquiry
within the time required by federal law, Covered Services will be covered at the In-Network level.

To maximize your benefits, be sure to confirm that the Provider you wish to see is an In-Network Provider with
your Plan. Do not assume that an Anthem Provider is participating in the network of Providers participating on
your Plan. Claims paid for Out-of-Network Provider services may mean a higher financial responsibility for
you. However, if you receive Covered Services from an In-Network Facility in California, at which or as a
result of which, you receive non-Emergency Covered Services provided by an Out of Network Provider, you
will pay no more than the same cost sharing that you would pay for the same Covered Services received from
an In-Network Provider. Please see “Member Cost Share” in the “Claims Payment” section for more
information.

In-Network Providers include Primary Care Physicians / Providers (PCPs), Specialists (Specialty Care
Physicians / Providers — SCPs), other professional Providers, Hospitals, and other Facilities who contract with
us to care for you. Referrals are never needed to visit an In-Network Specialist, including behavioral health
Providers.

It is important to understand that you may be referred by Anthem In-Network Providers to other Providers who
may be contracted with Anthem, but are not part of your Plan’s network of In-Network Providers. In such
case, any claims incurred would be paid as Out-of-Network Provider services, even though the Provider may
be a participating Provider with Anthem. If you receive services from an In-Network Facility in California, at
which or as a result of which, you receive non-Emergency Covered Services provided by an Out-of-Network
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Provider, you will pay the Out-of-Network Provider no more than the same cost sharing that you would pay for
the same Covered Services received from an In-Network Provider. Please see “Member Cost Share” in the
“Claims Payment” section for more information.

It is your responsibility to confirm that the Provider you are seeing or have been referred to see is an In-
Network Provider with your Plan. While your Plan has provided a network of In-Network Providers, it is
important to understand that Anthem has many contracting Providers who are not participating in the network
of Providers for your Plan. Any claims incurred with an Anthem participating Provider, who is not participating
in your network panel of Providers, will be paid as Out-of-Network Provider services, even if you have been
referred by another Anthem participating Provider. However, if you receive services from an In-Network
Facility in California, at which or as a result of which, you receive non-Emergency Covered Services provided
by an Out-of-Network Provider, you will pay the Out-of-Network Provider no more than the same cost sharing
that you would pay for the same Covered Services received from an In-Network Provider. Please see
“Member Cost Share” in the “Claims Payment” section for more information.

To see a Doctor, call their office:

e Tell them you are an Anthem Member,

e Have your Member Identification Card handy. The Doctor’s office may ask you for your group or Member
ID number.

e Tell them the reason for your visit.

When you go to the office, be sure to bring your Member Identification Card with you.

For services from In-Network Providers:

1. You will not need to file claims. In-Network Providers will file claims for Covered Services for you. (You
will still need to pay any Coinsurance, Copayments, and/or Deductibles that apply.) You may be billed by
your In-Network Provider(s) for any non-Covered Services you get or when you have not followed the

terms of this Booklet.

2. Precertification will be done by the In-Network Provider. (See the “Getting Approval for Benefits” section
for further details.)

Please read the “Claims Payment” section for additional information on Authorized Referrals.

After Hours Care

If you need care after normal business hours, your Doctor may have several options for you. You should call
your Doctor’s office for instructions if you need care in the evenings, on weekends, or during the holidays and

cannot wait until the office reopens. If you have an Emergency, call 911 or go to the nearest Emergency
room.

Out-of-Network Services

When you do not use an In-Network Provider or get care as part of an Authorized Referral, Covered Services
are covered at the Out-of-Network level, unless otherwise indicated in this Booklet.

For services from an Out-of-Network Provider:

1. The Out-of-Network Provider can charge you the difference between their bill and the Plan’s Maximum
Allowed Amount, except for Emergency Care received in California, and certain non-Emergency Covered
Services that you receive from an Out-of-Network Provider while you are receiving services from an In-
Network Facility, as described under “Member Cost Share” in the “Claims Payment” section, unless your
claim involves a Surprise Billing Claim;
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You may have higher cost sharing amounts (i.e., Deductibles, Coinsurance, and/or Copayments) unless
your claim involves a Surprise Billing Claim;

You will have to pay for services that are not Medically Necessary;
You will have to pay for non-Covered Services;
You may have to file claims;

You must make sure any necessary Precertification is done. (Please see “Getting Approval for Benefits”
for more details.); and

After Coinsurance is applied, certain Out-of-Network benefits, such as inpatient and outpatient Facilities,
are payable based on a maximum Anthem payment. If your Out-of-Network Deductible has not been
satisfied and you submit a claim for services which have a maximum Anthem payment (e.g., per day, visit
or admission), we will apply only up to the applicable maximum Anthem payment, not the Maximum
Allowed Amount, toward your Out-of-Network Deductible. For all other Out-of-Network benefits that are
not payable based on a maximum Anthem payment, we will apply only up to the Maximum Allowed
Amount toward your Out-of-Network Deductible.

Choosing a Primary Care Physician or a Primary Care Provider (PCP)

Anthem encourages you to select a PCP within sixty (60) days of your enrollment. If you have not selected a
PCP within sixty (60) days, Anthem may assign a PCP to you and your Dependents. This PCP will be
selected based on your geographic location. We will notify the Subscriber by letter with the assignment of
their and their Dependent’s PCP. If we assign you a PCP, you may use that PCP or choose another PCP.
Please see “How to Find a Provider in the Network” and remember if you choose an Out-of-Network PCP,
your financial responsibility will be higher.

If you need help choosing a PCP, call the Member Services number on the back of your Member
Identification Card. TTY/TDD services also are available by dialing 711. A special operator will get in touch
with us to help with your needs.

Surprise Billing Claims

Surprise Billing Claims are described in the “Consolidated Appropriations Act of 2021 Notice” at the beginning
of this Booklet. Please refer to that section for further details.

Connect with Us Using Our Mobile App

As soon as you enroll in this Plan, you should download our mobile app. You can find details on how to do
this on our website, www.anthem.com.

Our goal is to make it easy for you to find answers to your questions. You can chat with us live in the app, or
contact us on our website, www.anthem.com.

How to Find a Provider in the Network

There are several ways you can find out if a Provider or Facility is in the network for this Plan. You can also
find out where they are located and details about their license or training.

See your Plan’s directory of In-Network Providers at www.anthem.com, which lists the Doctors, Providers,
and Facilities that participate in this Plan’s network. Please Note: It is very important that you select
your specific Plan to receive an accurate list of In-Network Providers for your Plan.

Search for a Provider in our mobile app.
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e Contact Member Services to ask for a list of Doctors and Providers that participate in this Plan’s network,
based on specialty and geographic area.

e Check with your Doctor or Provider.

Please note that not all In-Network Providers offer all services. For example, when you need outpatient lab
services, some Hospital-based labs are not part of our Reference Lab Network. In those cases you will have
to go to a lab in our Reference Lab Network to get In-Network benefits. Please call Member Services before
you get services for more information.

If you need details about a Provider’s license or training, or help choosing a Doctor who is right for you, call
the Member Services number on the back of your Member Identification Card. TTY/TDD services also are
available by dialing 711. A special operator will get in touch with us to help with your needs.

Second Opinions

If you have a question about your condition or about a plan of treatment which your Physician has
recommended, you may receive a second medical opinion from another Physician. This second opinion visit
would be provided according to the benefits, limitations and Exclusions of this Booklet. If you wish to receive a
second medical opinion, remember that greater benefits are provided when you choose an In-Network
Provider. You may also ask your Physician to refer you to an In-Network Provider to receive a second
opinion.

Triage or Screening Services

If you have questions about a particular condition or you need someone to help you determine whether or not
care is needed, triage or screening services are available to you from us by telephone. Triage or screening
services are the evaluation of a Member’s health by a Doctor or nurse who is trained to screen or triage for
the purpose of determining the urgency of the Member’s need for care. Please contact the 24/7 NurseLine at
the telephone number listed on your Anthem Identification Card 24 hours a day, 7 days a week.

Continuity of Care

Transition Assistance for New Members

Transition Assistance is a process that allows for continuity of care for new Members receiving services from
an Out-of-Network Provider. If you are a new Member, you may request Transition Assistance if any one of
the following conditions applies:

1. An acute condition. An acute condition is a medical condition that involves a sudden onset of symptoms
due to an illness, injury, or other medical problem that requires prompt medical attention and that has a
limited duration. Completion of Covered Services shall be provided for the duration of the acute condition.

2. A serious chronic condition. A serious chronic condition is a medical condition due to a disease, illness or
other medical problem or medical disorder that is serious in nature and that persists without full cure or
worsens over an extended period of time or requires ongoing treatment to maintain remission or prevent
deterioration. Completion of Covered Services shall be provided for a period of time necessary to
complete a course of treatment and to arrange for a safe transfer to another Provider, as determined by
us in consultation with the Member and the Out-of-Network Provider and consistent with good
professional practice. Completion of Covered Services shall not exceed twelve (12) months from the time
the Member enrolls with us.

3. A pregnancy. A pregnancy is the three trimesters of pregnancy and the immediate postpartum period.
Completion of Covered Services shall be provided for the duration of the pregnancy. For purposes of an
individual who presents written documentation of being diagnosed with a Maternal Mental Health
Condition from the individual's treating health care Provider, completion of Covered Services for the
Maternal Mental Health Condition shall not exceed twelve (12) months from the diagnosis or from the end
of pregnancy, whichever occurs later. A Maternal Mental Health Condition is a mental health condition
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that can impact a woman during pregnancy, peri or postpartum, or that arises during pregnancy, in the
peri or postpartum period, up to one year after delivery.

4. Aterminalillness. A terminal illness is an incurable or irreversible condition that has a high probability of
causing death within one (1) year or less. Completion of Covered Services shall be provided for the
duration of the terminal iliness.

5. The care of a newborn child between birth and age thirty-six (36) months. Completion of Covered
Services shall not exceed twelve (12) months from the time the Member enrolls with us.

6. Performance of a surgery or other procedure that we have authorized as part of a documented course of
treatment and that has been recommended and documented by the Provider to occur within 180 days of
the time the Member enrolls with Anthem.

Please contact Member Services at the telephone number on the back of your Identification Card to request
Transition Assistance or to obtain a copy of the written policy. Eligibility is based on the Member’s clinical
condition; it is not determined by diagnostic classifications. Transition Assistance does not provide coverage
for services not otherwise covered under the Agreement.

We will notify you by telephone, and the Provider by telephone and fax, as to whether or not your request for
Transition Assistance is approved. If approved, the Member will be financially responsible only for applicable
Deductibles, Coinsurance and/or Copayments under this plan. Financial arrangements with Out-of-Network
Providers are negotiated on a case-by-case basis. We will request that the Out-of-Network Provider agree to
negotiate reimbursement and/or contractual requirements that apply to In-Network Providers, including
payment terms. If the Out-of-Network Provider does not agree to negotiate said reimbursement and/or
contractual requirements, we are not required to continue that Provider’s services. If the Member does not
meet the criteria for Transition Assistance, the Member is afforded due process including having a Physician
review the request.

Continuation of Care after Termination of Provider

Subject to the terms and conditions set forth below, we will pay benefits to a Member at the In-Network
Provider level for Covered Services (subject to applicable Copayments, Coinsurance, Deductibles and other
terms) rendered by a Provider whose participation in Anthem’s Provider network has terminated. If your In-
Network Provider leaves our network for any reason other than termination for cause, or if coverage under
this Plan ends because your Group’s Contract ends, or because your Group changes plans, and you are in
active treatment, you may be able to continue seeing that Provider for a limited period of time and still get the
In-Network benefits.

1. The Member must be under the care of the In-Network Provider at the time of our termination of the
Provider’s participation. The terminated Provider must agree in writing to provide services to the Member
in accordance with the terms and conditions of his/her agreement with Anthem prior to termination. The
Provider must also agree in writing to accept the terms and reimbursement rates under his/her agreement
with Anthem prior to the termination. If the Provider does not agree with these contractual terms and
conditions, we are not required to continue the Provider’s services beyond the contract termination date.

2. We will furnish such benefits for the continuation of services by a terminated Provider only for any of the
following conditions:

a. An acute condition. An acute condition is a medical condition that involves a sudden onset of
symptoms due to an iliness, injury, or other medical problem that requires prompt medical attention
and that has a limited duration. Completion of Covered Services shall be provided for the duration of
the acute condition.

b. A serious chronic condition. A serious chronic condition is a medical condition due to a disease,
illness or other medical problem or medical disorder that is serious in nature and that persists without
full cure or worsens over an extended period of time or requires ongoing treatment to maintain
remission or prevent deterioration. Completion of Covered Services shall be provided for a period of
time necessary to complete a course of treatment and to arrange for a safe transfer to another
Provider, as determined by Anthem in consultation with the Member and the terminated Provider and
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consistent with good professional practice. Completion of Covered Services shall not exceed twelve
(12) months from the Provider’s contract termination date.

c. A pregnancy. A pregnancy is the three trimesters of pregnancy and the immediate postpartum period.
Completion of Covered Services shall be provided for the duration of the pregnancy. For purposes of
an individual who presents written documentation of being diagnosed with a Maternal Mental Health
Condition from the individual's treating health care Provider, completion of Covered Services for the
Maternal Mental Health Condition shall not exceed twelve (12) months from the diagnosis or from the
end of pregnancy, whichever occurs later. A Maternal Mental Health Condition is a mental health
condition that can impact a woman during pregnancy, peri or postpartum, or that arises during
pregnancy, in the peri or postpartum period, up to one year after delivery.

d. Aterminalillness. A terminal iliness is an incurable or irreversible condition that has a high probability
of causing death within one (1) year or less. Completion of Covered Services shall be provided for the
duration of the terminal illness.

e. The care of a newborn child between birth and age thirty-six (36) months. Completion of Covered
Services shall not exceed twelve (12) months from the Provider’'s contract termination date.

f. Performance of a surgery or other procedure that we have authorized as part of a documented
course of treatment and that has been recommended and documented by the Provider to occur within
180 days of the Provider’s contract termination date.

3. Such benefits will not apply to Providers who have been terminated due to medical disciplinary cause or
reason, fraud, or other criminal activity.

4. Please contact Member Services at the telephone number on the back of your Identification Card to
request continuation of care or to obtain a copy of the written policy. Eligibility is based on the Member’s
clinical condition; it is not determined by diagnostic classifications. Continuation of care does not provide
coverage for services not otherwise covered under the Agreement.

We will notify you by telephone, and the Provider by telephone and fax, as to whether or not your request for
continuation of care is approved. If approved, the Member will be financially responsible only for applicable
Deductibles, Coinsurance and/or Copayments under this plan. Financial arrangements with terminated
Providers are negotiated on a case-by-case basis. We will request that the terminated Provider agree to
negotiate reimbursement and/or contractual requirements that apply to In-Network Providers, including
payment terms. If the terminated Provider does not agree to negotiate said reimbursement and/or contractual
requirements, we are not required to continue that Provider’s services. If you disagree with our determination
regarding continuation of care, please refer to the “Grievance and External Review Procedures” section for
additional details.

Your Cost Shares

Your Plan may involve Copayments, Deductibles, and/or Coinsurance, which are charges that you must pay
when receiving Covered Services. Your Plan may also have an Out-of-Pocket Limit, which limits the cost
shares you must pay. Please read the “Schedule of Benefits” for details on your cost shares. Also read the
“Definitions” section for a better understanding of each type of cost share.

Crediting Prior Plan Coverage

If you were covered by the Group’s prior carrier / plan immediately before the Group signs up with us, with no
break in coverage, then you will get credit for any accrued Deductible, if applicable and approved by us, under
that other plan. This does not apply to people who were not covered by the prior carrier or plan on the day
before the Group’s coverage with us began, or to people who join the Group later.

If your Group moves from one of our plans to another (for example, changes its coverage from HMO to PPO),

and you were covered by the other product immediately before enrolling in this product with no break in
coverage, then you may get credit for any accrued Deductible, if applicable and approved by us.
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If your Group offers more than one of our products, and you change from one product to another with no
break in coverage, you will get credit for any accrued Deductible, if applicable.

This Section Does Not Apply To You If:

Your Group moves to this Plan at the beginning of a Benefit Period;

You change from one of our individual policies to a group plan;

You change employers; or

You are a new Member of the Group who joins the Group after the Group's initial enrollment with us.

The BlueCard Program

Like all Blue Cross & Blue Shield plans throughout the country, we participate in a program called “BlueCard,”
which provides services to you when you are outside our Service Area. For more details on this program,
please see “Inter-Plan Arrangements” in the “Claims Payment” section.

Identification Card

We will give an Identification Card to each Member enrolled in the Plan. When you get care, you must show
your Identification Card. Only a Member who has paid the Premiums for this Plan has the right to services or
benefits under this Booklet. If anyone gets services or benefits to which they are not entitled to under the
terms of this Booklet, he/she must pay for the actual cost of the services.
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Getting Approval for Benefits

Your Plan includes the process of Utilization Review to decide when services are Medically Necessary or
Experimental/Investigational as those terms are defined in this Booklet. Utilization Review aids the delivery of
cost-effective health care by reviewing the use of treatments and, when proper, level of care and/or the
setting or place of service that they are performed.

Reviewing Where Services Are Provided

A service must be Medically Necessary to be a Covered Service. When level of care, setting or place of
service is reviewed, services that can be safely given to you in a lower level of care or lower cost setting /
place of care, will not be Medically Necessary if they are given in a higher level of care, or higher cost setting /
place of care. This means that a request for a service may be denied because it is not Medically Necessary
for the service to be provided where it is being requested. When this happens the service can be requested
again in another place and will be reviewed again for Medical Necessity. At times a different Provider or
Facility may need to be used in order for the service to be considered Medically Necessary. Examples
include, but are not limited to:

e A service may be denied on an inpatient basis at a Hospital but may be approvable if provided on an
outpatient basis at a Hospital.

e A service may be denied on an outpatient basis at a Hospital but may be approvable at a free standing
imaging center, infusion center, Ambulatory Surgery Center, or in a Physician’s office.

e A service may be denied at a Skilled Nursing Facility but may be approvable in a home setting.

Utilization Review criteria will be based on many sources including medical policy and clinical guidelines.
Anthem may decide that a treatment that was asked for is not Medically Necessary if a clinically equivalent
treatment that is more cost-effective is available and appropriate. “Clinically equivalent” means treatments
that for most Members, will give you similar results for a disease or condition.

If you have any questions about the Utilization Review process, the medical policies or clinical guidelines, you
may call the Member Services phone number on the back of your Identification Card.

Coverage for or payment of the service or treatment reviewed is not guaranteed even if we decide
your services are Medically Necessary. For benefits to be covered, on the date you get service:

1. You must be eligible for benefits;

2. The service or supply must be a Covered Service under your Plan;
3. The service cannot be subject to an Exclusion under your Plan; and
4. You must not have exceeded any applicable limits under your Plan.

Types of Reviews

e Pre-service Review — A review of a service, treatment or admission for a benefit coverage determination
which is done before the service or treatment begins or admission date.

- Precertification — A required Pre-service Review for a benefit coverage determination for a service
or treatment. Certain services require Precertification in order for you to get benefits. The benefit
coverage review will include a review to decide whether the service meets the definition of Medical
Necessity or is Experimental / Investigational as those terms are defined in this Booklet.

For admissions following Emergency Care, you, your authorized representative or Doctor must tell us
within 48 hours of the admission or as soon as possible within a reasonable period of time.

For childbirth admissions, Precertification is not needed for the first 48 hours for a vaginal delivery or
96 hours for a cesarean section. Admissions longer than 48/96 hours require Precertification.
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For inpatient Hospital stays for mastectomy surgery, including the length of Hospital stays associated
with mastectomy, Precertification is not needed.

e Continued Stay / Concurrent Review — A Utilization Review of a service, treatment or admission for a
benefit coverage determination which must be done during an ongoing stay in a Facility or course of
treatment.

- Both Pre-service and Continued Stay / Concurrent Reviews may be considered urgent when, in the
view of the treating Provider or any Doctor with knowledge of your medical condition, without such
care or treatment, your life or health or your ability to regain maximum function could be seriously
threatened or you could be subjected to severe pain that cannot be adequately managed without
such care or treatment. Urgent reviews are conducted under a shorter timeframe than standard
reviews.

o Post-service Review — A review of a service, treatment or admission for a benefit coverage that is conducted
after the service has been provided. Post-service reviews are performed when a service, treatment or
admission did not need a Precertification, or when a needed Precertification was not obtained. Post-service
reviews are done for a service, treatment or admission in which we have a related clinical coverage guideline
and are typically initiated by us.

Services for which Precertification is required (i.e., services that need to be reviewed by us to determine
whether they are Medically Necessary) include, but are not limited to, the following:

e Allinpatient Hospital admissions;

e Inpatient Facility treatment for Mental Health and Substance Use Disorder services and residential

treatment (including detoxification and rehabilitation);

Skilled Nursing Facility stays;

Organ and Tissue Transplants, peripheral stem cell replacement and similar procedures;

Bariatric surgical procedures;

All Infusion Therapy (in any setting) inclusive of Specialty Drugs and related services (for each

Course of Therapy) in any setting, including, but not limited to: Physician’s office, infusion center,

outpatient Hospital or clinic, or your home or other residential setting;

Home Health Care;

Specific outpatient services, including diagnostic treatment and other services;

Genetic testing;

Specific surgical procedures, wherever performed, as specified by us;

All interventional spine pain, elective hip, knee, and shoulder arthroscopic/open sports medicine, as

well as outpatient spine surgery procedures;

Specific diagnostic procedures, including advanced imaging procedures, wherever performed;

Specific medical supplies and equipment;

Air ambulance services for non-Emergency Hospital to Hospital transfers;

Certain non-Emergency ground ambulance services;

Behavioral health treatment for autism spectrum disorders;

Speech, Physical and Occupational Therapy. A specified number of visits may be authorized. While

there is no limit on the number of covered visits for Medically Necessary speech, physical and

occupational therapy, additional visits require Precertification;

e Manipulation therapy. A specified number of additional visits may be authorized. While there is no
limit on the number of covered visits for Medically Necessary manipulation therapy, additional visits
require Precertification;

e Transgender services, including transgender travel expense, as specified under the “Transgender
Services” provision of “What’s Covered.” A Physician must diagnose you with Gender Identity
Disorder or Gender Dysphoria;

e Partial Hospitalization, Intensive Outpatient Programs, transcranial magnetic stimulation (TMS); and

o Other specific procedures, wherever performed, as specified by us.
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For a list of current procedures requiring Precertification, please call the toll-free number for Member
Services printed on your Identification Card.

Who is Responsible for Precertification?

Typically, In-Network Providers know which services need Precertification and will get any Precertification
when needed. Your Primary Care Physician and other In-Network Providers have been given detailed
information about these procedures and are responsible for meeting these requirements. Generally, the
ordering Provider, Facility or attending Doctor (“requesting Provider”) will get in touch with us to ask for a
Precertification. However, you may request a Precertification or you may choose an authorized representative
to act on your behalf for a specific request. The authorized representative can be anyone who is 18 years of
age or older. The table below outlines who is responsible for Precertification and under what circumstances.

Provider Network Responsibility to Comments
Status Get Precertification
In-Network Provider e The Provider must get Precertification when
required
Out-of-Network/ Member o Member must get Precertification when
Non-Participating required. (Call Member Services.)

e Member may be financially responsible for
charges/costs related to the service and/or
setting in whole or in part if the service and/or
setting is found to not be Medically Necessary.

BlueCard Provider Member e Member must get Precertification when
(Except for required. (Call Member Services.)
Inpatient e Member may be financially responsible for
Admissions) charges/costs related to the service and/or

setting in whole or in part if the service and/or

setting is found to not be Medically Necessary.
o BlueCard Providers must obtain

Precertification for all Inpatient Admissions.

NOTE: For an Emergency Care admission, Precertification is not required. However, you, your
authorized representative or Doctor must tell us within 48 hours of the admission or as soon as
possible within a reasonable period of time.

How Decisions are Made

We use our clinical coverage guidelines, such as medical policy, clinical guidelines, and other applicable
policies and procedures to help make our Medical Necessity decisions. This includes decisions about
Prescription Drugs as detailed in the section “Prescription Drugs Administered by a Medical Provider.”
Medical policies and clinical guidelines reflect the standards of practice and medical interventions identified as
proper medical practice. We reserve the right to review and update these clinical coverage guidelines from
time to time.

You are entitled to ask for and get, free of charge, reasonable access to any records concerning your request.
To ask for this information, call the Precertification phone number on the back of your Identification Card. You
can also find our medical policies on our website at www.anthem.com/ca.

If you are not satisfied with our decision under this section of your benefits, please refer to the “Grievance and
External Review Procedures” section to see what rights may be available to you.
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Decision and Notice Requirements

We will review requests for Medical Necessity according to the timeframes listed below. The timeframes and
requirements listed are based on state and federal laws. Where state laws are stricter than federal laws, we
will follow state laws. If you live in and/or get services in a state other than the state where your Contract was
issued other state-specific requirements may apply. You may call the phone number on the back of your
Identification Card for more details.

Type of Review Timeframe Requirement for Decision
Urgent Pre-service Review 72 hours from the receipt of the request
Non-Urgent Pre-service Review 5 business days from the receipt of the request

Urgent Continued Stay / Concurrent Review | 24 hours from the receipt of the request. We may
when hospitalized at the time of the request | request additional information within the first 24 hours
and no previous authorization exists and then extend to 72 hours

Urgent Continued Stay / Concurrent Review | 24 hours from the receipt of the request

when request is received at least 24 hours
before the end of the previous authorization
Urgent Continued Stay / Concurrent Review | 72 hours from the receipt of the request
when request is received less than 24 hours
before the end of the previous authorization

Non-urgent Continued Stay / Concurrent 5 business days from the receipt of the request
Review
Post-service Review 30 calendar days from the receipt of the request

If more information is needed to make our decision, we will tell the requesting Provider of the specific
information needed to finish the review. If we do not get the specific information we need by the required
timeframe, we will make a decision based upon the information we have.

We will notify you and your Provider of our decision as required by state and federal law. Notice may be given
by one or more of the following methods: verbal, written, and/or electronic.

For a copy of the Medical Necessity Review Process, please contact Member Services at the telephone
number on the back of your Identification Card.

Revoking or modifying a Precertification Review decision. Anthem will determine in advance whether
certain services (including procedures and admissions) are Medically Necessary and are the appropriate
length of stay, if applicable. These review decisions may be revoked or modified prior to the service being
rendered for reasons including but not limited to the following:

Your coverage under this Plan ends;

The Agreement with the Group terminates;

You reach a benefit maximum that applies to the service in question;

Your benefits under the Plan change so that the service is no longer covered or is covered in a different
way.

Important Information

Anthem may, from time to time, waive, enhance, change or end certain medical management processes
(including utilization management, case management, and disease management) and/or offer an alternate
benefit if such change furthers the provision of cost effective, value based and/or quality services.

We may also select certain qualifying Providers to take part in a program or a Provider arrangement that

exempts them from certain procedural or medical management processes that would otherwise apply. We
may also exempt your claim from medical review if certain conditions apply.
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Just because Anthem exempts a process, Provider or Claim from the standards which otherwise would apply,
it does not mean that Anthem will do so in the future, or will do so in the future for any other Provider, claim or
Member. Anthem may stop or change any such exemption with or without advance notice.

You may find out whether a Provider is taking part in certain programs or a Provider arrangement by
contacting the Member Services number on the back of your ID Card.

We also may identify certain Providers to review for potential fraud, waste, abuse or other inappropriate
activity if the claims data suggests there may be inappropriate billing practices. If a Provider is selected under
this program, then we may use one or more clinical utilization management guidelines in the review of claims
submitted by this Provider, even if those guidelines are not used for all Providers delivering services to this
Plan’s Members.

Health Plan Individual Case Management

Our health plan individual case management programs (Case Management) help coordinate services for
Members with health care needs due to serious, complex, and/or chronic health conditions. Our programs
coordinate benefits and educate Members who agree to take part in the Case Management program to help
meet their health-related needs.

Our Case Management programs are confidential and voluntary and are made available at no extra cost to
you. These programs are provided by, or on behalf of and at the request of, your health plan case
management staff. These Case Management programs are separate from any Covered Services you are
receiving.

If you meet program criteria and agree to take part, we will help you meet your identified health care needs.
This is reached through contact and teamwork with you and/or your chosen authorized representative,
treating Doctor(s), and other Providers.

In addition, we may assist in coordinating care with existing community-based programs and services to meet
your needs. This may include giving you information about external agencies and community-based programs
and services.

In certain cases of severe or chronic illness or injury, we may provide benefits for alternate care that is not
listed as a Covered Service. We may also extend Covered Services beyond the Benefit Maximums of this
Plan. We will make our decision case-by-case, if the alternate or extended benefit is in the best interest of you
and Anthem and you or your authorized representative agree to the alternate or extended benefit in writing. A
decision to provide extended benefits or approve alternate care in one case does not obligate us to provide
the same benefits again to you or to any other Member. We reserve the right, at any time, to alter or stop
providing extended benefits or approving alternate care. In such case, we will notify you or your authorized
representative in writing.
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What’s Covered

This section describes the Covered Services available under your Plan. Covered Services are subject to all
the terms and conditions listed in this Booklet, including, but not limited to, Benefit Maximums, Deductibles,
Copayments, Coinsurance, Exclusions and Medical Necessity requirements. Please read the “Schedule of
Benefits” for details on the amounts you must pay for Covered Services and for details on any Benefit
Maximums. Also be sure to read “How Your Plan Works” for more information on your Plan’s rules. Read the
“What's Not Covered” section for important details on Excluded Services. In addition, read “Getting Approval
for Benefits” to determine when services require Precertification.

Your benefits are described below. Benefits are listed alphabetically to make them easy to find. Please note
that several sections may apply to your claims. For example, if you have inpatient surgery, benefits for your
Hospital stay will be described under “Inpatient Hospital Care” and benefits for your Doctor’s services will be
described under “Inpatient Professional Services.” As a result, you should read all sections that might apply to
your claims.

You should also know that many of Covered Services can be received in several settings, including a Doctor’s
office or your home, an Urgent Care Facility, an Outpatient Facility, or an Inpatient Facility. Benefits will often
vary depending on where and from whom you choose to get Covered Services, and this can resultin a
change in the amount you need to pay. Please see the “Schedule of Benefits” for more details.

Acupuncture

Please see “Therapy Services” later in this section.

Allergy Services

Your Plan includes benefits for Medically Necessary allergy testing and treatment, including allergy serum
and allergy shots.

Ambulance Services

Medically Necessary ambulance services are a Covered Service as described in this section when you are
transported by a state licensed vehicle that is designed, equipped, and used only to transport the sick and
injured and staffed by Emergency Medical Technicians (EMT), paramedics, or other certified medical
professionals. Ambulance services include medical and mental health Medically Necessary non-Emergency
ambulance transportation, including psychiatric transportation for safety issues. Ambulance Services do not
include transportation by car, taxi, bus, gurney van, wheelchair van and any other type of transportation (other
than a licensed ambulance), even if it is the only way to travel to a Provider.

Ambulance services are a Covered Service when one or more of the following criteria are met:

e For ground ambulance, you are taken:
- From your home, the scene of an accident or medical Emergency to a Hospital;
- Between Hospitals, including when we require you to move from an Out-of-Network Hospital to an In-
Network Hospital;
- Between a Hospital and a Skilled Nursing Facility or other approved Facility.
e For air (fixed wing and rotary wing air transportation) or water ambulance, you are taken:
- From the scene of an accident or medical Emergency to a Hospital;
- Between Hospitals, including when we require you to move from an Out-of-Network Hospital to an In-
Network Hospital;
- Between a Hospital and an approved Facility.
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Non-Emergency ambulance services are subject to Medical Necessity reviews by us. Emergency ground
ambulance services do not require Precertification and are allowed regardless of whether the Provider is an
In-Network or Out-of-Network Provider.

When using an air ambulance for non-Emergency transportation, we reserve the right to select the air
ambulance Provider. If you do not use the air ambulance Provider we select no benefits will be available.
Please see the “Schedule of Benefits” for the maximum benefit for Out-of-Network ambulance services in a
non-Emergency.

You must be taken to the nearest Facility that can give care for your condition. In certain cases we may
approve benefits for transportation to a Facility that is not the nearest Facility.

Benefits also include Medically Necessary treatment of a sickness or injury by medical professionals from an
ambulance service, even if you are not taken to a Facility.

Ambulance services are not covered when another type of transportation can be used without endangering
your health. Ambulance services for your convenience or the convenience of your family or Doctor are not a
Covered Service.

Other non-covered ambulance services include, but are not limited to, trips to:

a. A Doctor’s office or clinic;
b. A morgue or funeral home.

If provided through the 911 emergency response system, ambulance charges are covered if it is reasonably
believed that a medical Emergency existed even if you are not transported to a Hospital. Payment of benefits
for ambulance services may be made directly to the Provider of service unless proof of payment is received
by us prior to the benefits being paid.

IN SOME AREAS A 911 EMERGENCY RESPONSE SYSTEM HAS BEEN ESTABLISHED. THIS SYSTEM
IS TO BE USED ONLY WHEN THERE IS AN EMERGENCY MEDICAL CONDITION THAT REQUIRES AN
EMERGENCY RESPONSE.

IF YOU REASONABLY BELIEVE THAT YOU ARE EXPERIENCING AN EMERGENCY, YOU SHOULD
CALL 911 OR GO DIRECTLY TO THE NEAREST HOSPITAL EMERGENCY ROOM.

Important Notes on Air Ambulance Benefits

Benefits are only available for air ambulance when it is not appropriate to use a ground or water ambulance.
For example, if using a ground ambulance would endanger your health and your medical condition requires a
more rapid transport to a Facility than the ground ambulance can provide, the Plan will cover the air
ambulance. Air ambulance will also be covered if you are in an area that a ground or water ambulance cannot
reach.

Air ambulance will not be covered if you are taken to a Hospital that is not an acute care Hospital (such as a
Skilled Nursing Facility or a rehabilitation Facility), or if you are taken to a Physician’s office or your home.

Hospital to Hospital Transport

If you are moving from one Hospital to another, air ambulance will only be covered if using a ground
ambulance would endanger your health and if the Hospital that first treats cannot give you the medical
services you need. Certain specialized services are not available at all Hospitals. For example, burn care,
cardiac care, trauma care, and critical care are only available at certain Hospitals. To be covered, you must
be taken to the closest Hospital that can treat you. Coverage is not available for air ambulance transfers
simply because you, your family, or your Provider prefers a specific Hospital or Physician.
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Autism Spectrum Disorders Services

Benefits are provided for behavioral health treatment for autism spectrum disorders. This coverage is
provided according to the terms and conditions of this Booklet that apply to all other medical conditions,
except as specifically stated in this section.

Behavioral health treatment services covered under this Plan are subject to the same Deductibles,
Coinsurance, and Copayments that apply to services provided for other covered medical conditions. Services
provided by Qualified Autism Service Providers, Qualified Autism Service Professionals, and Qualified Autism
Service Paraprofessionals (see the “Definitions” below) will be covered under Plan benefits that apply for
outpatient office visits or other outpatient items and services. Services provided in a Facility, such as the
outpatient department of a Hospital, will be covered under Plan benefits that apply to such Facilities. See
also the section “Mental Health and Substance Use Disorder (Chemical Dependency) Services” for more
detail.

Behavioral Health Treatment

The behavioral health treatment services covered by this Booklet are those professional services and
treatment programs, including applied behavior analysis and evidence-based behavior intervention programs,
that develop or restore, to the maximum extent practicable, the functioning of an individual with autism
spectrum disorders and that meet all of the following requirements:

e The treatment must be prescribed by a licensed Physician and surgeon (an M.D. or D.O.) or developed
by a licensed psychologist,

e The treatment must be provided under a treatment plan prescribed by a Qualified Autism Service
Provider and administered by one of the following: (a) Qualified Autism Service Provider, (b) Qualified
Autism Service Professional supervised by the Qualified Autism Service Provider, or (c) Qualified Autism
Service Paraprofessional supervised by a Qualified Autism Service Provider or Qualified Autism Service
Professional, and

e The treatment plan must have measurable goals over a specific timeline and be developed and approved
by the Qualified Autism Service Provider for the specific patient being treated. The treatment plan must
be reviewed no less than once every six months by the Qualified Autism Service Provider and modified
whenever appropriate, and must be consistent with applicable state law that imposes requirements on the
provision of applied behavioral analysis services and intensive behavioral intervention services to certain
persons pursuant to which the Qualified Autism Service Provider does all of the following:

= Describes the patient's behavioral health impairments to be treated,

= Designs an intervention plan that includes the service type, number of hours, and parental
participation needed (if any) to achieve the intervention plan's goal and objectives, and the frequency
at which the patient's progress is evaluated and reported,

= Provides intervention plans that utilize evidence-based practices, with demonstrated clinical efficacy
in treating autism spectrum disorders, and

= Discontinues intensive behavioral intervention services when the treatment goals and objectives are
achieved or no longer appropriate.

e The treatment plan must not be used for purposes of providing or for the reimbursement of respite care,
day care, or educational services, and must not be used to reimburse a parent for participating in the
treatment program. The treatment plan must be made available to us upon request.

Our network of Providers is limited to licensed Qualified Autism Service Providers who contract with Anthem

and who may supervise and employ Qualified Autism Service Professionals or Paraprofessionals who provide

and administer behavioral health treatment.

For purposes of this section, the following definitions apply:
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Applied Behavior Analysis means the design, implementation, and evaluation of systematic instructional
and environmental modifications to promote positive social behaviors and reduce or ameliorate behaviors
which interfere with learning and social interaction.

Intensive Behavioral Intervention means any form of Applied Behavioral Analysis that is comprehensive,
designed to address all domains of functioning, and provided in multiple settings, across all settings,
depending on the individual's needs and progress. Interventions can be delivered in a one-to-one ratio or
small group format, as appropriate.

Autism spectrum disorders means one or more of the disorders defined in the most recent edition of the
Diagnostic and Statistical Manual of Mental Disorders.

Qualified Autism Service Paraprofessional is an unlicensed and uncertified individual who meets all of the
following requirements:

Is supervised by a Qualified Autism Service Provider or Qualified Autism Service Professional at a level of
clinical supervision that meets professionally recognized standards of practice,

Provides treatment and implements services pursuant to a treatment plan developed and approved by the
Qualified Autism Service Provider,

Meets the education and training qualifications described in Section 54342 of Title 17 of the California
Code of Regulations,

Has adequate education, training, and experience, as certified by a Qualified Autism Service Provider or
an entity or group that employs Qualified Autism Service Providers, and

Is employed by the Qualified Autism Service Provider or an entity or group that employs Qualified Autism
Service Providers responsible for the autism treatment plan.

Qualified Autism Service Professional is a Provider who meets all of the following requirements:

Provides behavioral health treatment, which may include clinical case management and case supervision
under the direction and supervision of a Qualified Autism Service Provider,

Is supervised by a Qualified Autism Service Provider,

Provides treatment according to a treatment plan developed and approved by the Qualified Autism
Service Provider,

Is a behavioral service Provider who meets the education and experience qualifications described in
Section 54342 of Title 17 of the California Code of Regulations for an associate behavior analyst,
behavior analyst, behavior management assistant, behavior management consultant, or behavior
management program,

Has training and experience in providing services for autism spectrum disorders pursuant to Division 4.5
(commencing with Section 4500) of the Welfare and Institutions Code or Title 14 (commencing with
Section 95000) of the Government Code, and

Is employed by the Qualified Autism Service Provider or an entity or group that employs Qualified Autism
Service Providers responsible for the autism treatment plan.

Qualified Autism Service Provider is either of the following:

A person who is certified by a national entity, such as the Behavior Analyst Certification Board, with a
certification that is accredited by the National Commission for Certifying Agencies, and who designs,
supervises, or provides treatment for autism spectrum disorders, provided the services are within the
experience and competence of the person who is nationally certified; or

A person licensed as a Physician and surgeon (M.D. or D.O.), physical therapist, occupational therapist,
psychologist, marriage and family therapist, educational psychologist, clinical social worker, professional
clinical counselor, speech-language pathologist, or audiologist pursuant to state law, who designs,
supervises, or provides treatment for autism spectrum disorders, provided the services are within the
experience and competence of the licensee.
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You must obtain Precertification for all behavioral health treatment services for the treatment of autism
spectrum disorders in order for these services to be covered. No benefits are payable for these services if
Precertification is not obtained (see the “Getting Approval for Benefits” section for details).

Behavioral Health Services

Please see “Autism Spectrum Disorders Services” and “Mental Health and Substance Use Disorder
(Chemical Dependency) Services” in this section.

Cardiac Rehabilitation

Please see “Therapy Services” later in this section.

Chemotherapy

Please see “Therapy Services” later in this section.

Chiropractor Services

Please see “Therapy Services” later in this section.

Clinical Trials

Benefits include coverage for services, such as routine patient care costs, given to you as a qualified enrollee
in an approved clinical trial if the services are Covered Services under this Plan. A “qualified enrollee” means
that you meet both of the following conditions:

a) You are eligible to participate in an approved clinical trial, according to the clinical trial protocol, for the
treatment of cancer or another life-threatening disease or condition.

b) Either of the following applies:

i. The referring health care professional is an In-Network Provider and has concluded that your
participation in the clinical trial would be appropriate because you meet the conditions of subparagraph

(a).
ii. You provide medical and scientific information establishing that your participation in the clinical trial
would be appropriate because you meet the conditions of subparagraph (a).

An “approved clinical trial” means a phase |, phase Il, phase lll, or phase IV clinical trial conducted in relation
to the prevention, detection, or treatment of cancer or another life-threatening disease or condition. The term
“life-threatening disease or condition” means a disease or condition from which the likelihood of death is
probable, unless the course of the disease or condition is interrupted.

Benefits are limited to the following trials:
1. Federally funded trials approved or funded by one or more of the following:

The National Institutes of Health.
The Centers for Disease Control and Prevention.
The Agency for Health Care Research and Quality.

The Centers for Medicare & Medicaid Services.

® 2 0o T o

Cooperative group or center of any of the entities described in (a) through (d) or the Department of
Defense or the Department of Veterans Affairs.
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f. A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.

g. Any of the following in i-iii below if the study or investigation has been reviewed and approved through
a system of peer review that the Secretary of Health and Human Services determines 1) to be
comparable to the system of peer review of studies and investigations used by the National Institutes
of Health, and 2) assures unbiased review of the highest scientific standards by qualified individuals
who have no interest in the outcome of the review.

i. The Department of Veterans Affairs.
ii. The Department of Defense.

iii. The Department of Energy.

2. Studies or investigations done as part of an investigational new drug application reviewed by the Food
and Drug Administration;

3. Studies or investigations done for drug trials which are exempt from the investigational new drug
application.

If one or more In-Network Providers is conducting an approved clinical trial, your Plan may require you to use
an In-Network Provider to utilize or maximize your benefits if the In-Network Provider accepts you as a clinical
trial participant. It may also require that an approved clinical trial be located in California, unless the clinical
trial is not offered or available through an In-Network Provider in California.

Routine patient care costs include drugs, items, devices, and services provided to you in connection with an
approved clinical trial that would otherwise be covered by this Plan, including:

e Drugs, items, devices, and services typically covered absent a clinical trial;

e Drugs, items, devices, and services required solely for the provision of an investigational drug, item,
device, or service;

e Drugs, items, devices, and services required for the clinically appropriate monitoring of the investigational
drug, item, device, or service;

e Drugs, items, devices, and services provided for the prevention of complications arising from the provision
of the investigational drug, item, device, or service;

e Drugs, items, devices, and services needed for the reasonable and necessary care arising from the
provision of the investigational drug, item, device, or service, including diagnosis and treatment of
complications.

Cost sharing (Copayments, Coinsurance, and Deductibles) for routine patient care costs will be the same as
that applied to the same services not delivered in a clinical trial, except that the In-Network cost sharing and
Out-of-Pocket Limit will apply if the clinical trial is not offered or available through an In-Network Provider.

All requests for clinical trials services, including services that are not part of approved clinical trials, will be
reviewed according to our Clinical Coverage Guidelines, related policies and procedures.

Your Plan is not required to provide benefits for the following services. We reserve our right to exclude any of
the following services:

i. The Investigational item, device, or service itself;

ii. Items and services that are given only to satisfy data collection and analysis needs and that are not used
in the direct clinical management of the patient;

iii. A service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis;

iv. Any item or service that is paid for, or should have been paid for, by the sponsor of the trial.
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Dental Services

Your Dental Benefits

Dental care treatment decisions are made by you and your dentist. We cover treatment based on what
benefits you have, not whether the care is medically or dentally necessary. The only exception is when you
get orthodontic care — we do review those services to make sure they are medically or dentally necessary.

Pretreatment Estimate

When you need major dental care, like crowns, root canals, dentures/bridges, oral surgery, or braces —it is
best to go over a care or treatment plan with your dentist beforehand. It should include a “pretreatment
estimate” so you know what it will cost.

You or your dentist can send us the pretreatment estimate to get an idea of how much of the cost your
benefits will cover. Then you can work with your dentist to make financial arrangements, before you start
treatment.

Dental Providers

Every plan has a network of dentists to choose from. You can go to any dentist, whether they’re in your
network or not. But you'll almost always pay less for the same level of care if you see a dentist in your
network. Also, dentists in your network will send claims for care directly to us. When you go out-of-network,
you may have to pay up front — then you’ll submit claims to us for reimbursement.

For help finding a dentist in your network, log in to www.anthem.com and go to Find Care. When it asks for
the type of doctor, choose dentist. You can also call the Member Services number on your dental ID Card for
help.

Dental Services For Members Up To Age 19

All Covered Services are subject to the terms, limitations and Exclusions of this Plan. See “Dental Services
For Members Up To Age 19” in the “Schedule of Benefits” for additional information. Dental services provided
under this benefit will not also be provided under “Dental Services (All Members / All Ages).”

We cover the following dental care services for Members through the end of the month in which they
turn 19 years old when they are performed by a licensed dentist, and when necessary and customary as
determined by the standards of generally accepted dental practice. If there is more than one professionally
acceptable treatment for your dental condition, we will cover the least expensive.

The Plan covers the following Covered Services when they are performed by a licensed dentist in a dental
office or via Telehealth to the same extent as though provided in person and when necessary and customary
as determined by the standards of generally accepted dental practice. Telehealth is the delivery of Covered
Services from a dentist to a Member at a different location through the use of information and audio-visual
communication technology, including standard telephone, facsimile or electronic mail.

Benefits for telehealth are provided on the same basis and to the same extent as the same Covered Service
provided through in-person diagnosis, consultation, or treatment. Coverage shall not be limited only to
services delivered by select third-party corporate telehealth Providers. Prior to the delivery of health care via
Telehealth, the dentist initiating the use of Telehealth shall inform the Member about the use of Telehealth
and obtain verbal or written consent from the Member for the use of Telehealth as an acceptable mode of
delivering dental services. The consent shall be documented.

Diagnostic and Preventive Services

Oral Exams
e Periodic oral exam covered 1 time per 6 months;
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Limited oral exam — problem focused;

Oral evaluation for a patient under three years of age and counseling with primary caregiver;
Comprehensive oral exam — new or established patient;

Detailed and extensive oral exam — problem focused, by report;

Re-evaluation — limited or problem focused — covered 12 times per 12 months; covered 6 times per 3
months for temporomandibular joint conditions;

e Re-evaluation — post operative office visit; and

e Comprehensive periodontal evaluation — new or established patient.

Radiographs (X-rays)

e Complete full mouth series (includes bitewings) — covered once per 36 months;

e Periapicals — first radiographic image and each additional radiographic image covered 20 times per 12
months;

Intraoral — occlusal radiographic image covered 2 times per 6 months;

Extraoral 2D radiographic image covered once per day;

Extraoral posterior radiographic image covered 4 films per day;

Bitewings (single film) — covered once per day;

Bitewings (two films) — covered once per 6 months;

Bitewings (three films) — covered once per 6 months;

Bitewings (four films) — covered once per 6 months for Members age 10 and older;
Vertical bitewings — 7 to 8 radiographic images;

Sialography;

Temporomandibular joint arthrogram, including injection covered 3 times per day;
Tomographic survey covered twice per 12 months; and

Panoramic film covered once per 36 months.

Radiographic and Photographic Image Captures

¢ Panoramic radiographic image — image capture only — covered once per thirty-six (36) months.

e 2-D Cephalometric radiographic image — image capture only — covered twice in twelve (12) months.

e 2-D oral/facial photographic image obtained intra-orally or extra-orally — image capture only — four (4)

images per day.

3-D photographic image — image capture only.

Extra-oral posterior dental radiographic image — image capture only — four (4) images per day.

Intraoral — occlusal radiographic image — image capture only — covered twice per six (6) months.

Intraoral — periapical radiographic image — image capture only — twenty (20) images per twelve (12)

months; includes D0230.

Intraoral — bitewing radiographic image — image capture only — covered once per day.

e Intraoral — complete series of radiographic images — image capture only — covered once per thirty-six
days.

Consultation with a Medical Health Examiner

Pulp vitality tests

Diagnostic Casts. Covered as part of orthodontic care.

Dental cleaning (prophylaxis child or adult). Procedure to remove plaque, tartar (calculus), and stain from
teeth. If you have periodontal maintenance (see Basic Services later in this subsection), that will count as an
instance towards the dental cleaning benefit frequency. Covered once per 6 months.

Fluoride Treatment (topical application or fluoride varnish). Covered once per 6 months.

Nutritional Counseling

Tobacco Counseling for the control and prevention of oral disease
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Counseling for the control and prevention of adverse oral, behavioral, and systemic health effects
associated with high-risk substance use

Oral Hygiene Instructions

Dental Sealant Treatments. Covered for first, second and third molars only. Covered once per tooth per 36
months.

Preventive Resin Restoration

Sealant Repair(s)

Interim caries arresting medicament application — per tooth

Caries preventive medicament application — per tooth

Caries Risk Assessment and Documentation (low, medium or high risk)
Other Oral Pathology Procedures (by report)

Space Maintainers (fixed and removable). Frequencies include:

o Unilateral space maintainers — once per quadrant; and

e Bilateral space maintainers — once per arch.

Recement or rebond bilateral Space Maintainers — maxillary and mandibular

Recement or rebond unilateral Space Maintainers — per quadrant

Removal of Fixed Unilateral Space Maintainer, per quadrant — Covered only when performed by a
Provider that did not initially place the appliance.

Removal of Fixed Bilateral Space Maintainer, maxillary and mandibular — Covered only when performed
by a Provider who did not initially place the appliance.

Distal Shoe Space Maintainer — Fixed — Unilateral, per quadrant

Unspecified Diagnostic Procedure(s) by report

Basic Services

Emergency Treatment (also called palliative treatment). Covered for the temporary relief of pain or
infection. Covered once per day.

Fillings (restorations). Amalgam (silver colored) and composite (tooth-colored) fillings are covered under
this Plan. Fillings on primary teeth are covered once per tooth per 12 months. Fillings on permanent teeth are
covered once per tooth per 36 months.

Periodontal Maintenance. Covered 4 times per 12 months and only 24 months after scaling and root
planing. If you have a dental cleaning (see Diagnostic and Preventive Services above), it will count as an
instance toward the periodontal maintenance benefit frequency.

Basic Extractions

o Removal of coronal remnants (retained pieces of the crown portion of the tooth) on primary teeth; and
e Extraction of erupted tooth or exposed root.

Reattachment of Tooth Fragment — incisal edge or cusp
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Pins and Pin Build-Up. Covered when given with a restoration service, such as a filling.

Sedative Fillings. Covered once per 6 months.

Interim Therapeutic Restoration — for a child’s primary teeth.

Restorative Foundation for an Indirect Restoration

Recement Inlay, Onlay, or Partial Coverage Restoration. Covered once per twelve (12) months.
Recement Cast or Prefabricated Post and Core

Recement Crown. Covered twelve (12) months after initial placement of crown. Covered only when the
procedure is completed by the same Provider that placed the crown.

Core buildup including any pins

Restorative Cast Post and Core Build Up. Covered once per tooth.

Additional Cast Post and Core Buildup Same Tooth

Prefabricated Post and Core (in addition to crown). Covered once per tooth.

Post Removal Not in Conjunction With Endo

Each Additional Prefabricated Post, same tooth

Additional Procedure to Customize a Crown to Fit Under an Existing Partial Denture Framework

Prefabricated Crowns.

e Prefabricated porcelain/ceramic crown — permanent tooth — covered once per thirty-six (36) months.

Porcelain/ceramic on primary tooth — covered once per twelve (12) months.

Stainless steel crown on a primary tooth — covered once per twelve (12) months.

Stainless steel crown on a permanent tooth — covered once per thirty-six (36) months.

Resin on primary tooth — covered once per twelve (12) months and once per thirty-six (36) months for a

permanent tooth.

e Stainless steel with resin window on a primary tooth — covered once per twelve (12) months and once per
thirty-six (36) months for a permanent tooth.

Crown Repair. Covered twelve (12) months after initial placement or repair of the crown by the same
Provider.

Unspecified restorative procedure, by report

Miscellaneous Services.

Consultation provided by dentist or Physician other than requesting dentist or Physician;
House calls are covered once per day;

Hospital or Ambulatory Surgery Center call;

Office visits are covered once per day;

Therapeutic drug injections are covered 4 times per day;

Application of Desensitizing Medicament is covered once per 12 months;

Treatment of complications (post-surgical) or unusual circumstances are covered once per day and only
within 30 days of an extraction;

Local anesthesia in and not in conjunction with operative or surgical procedures;

e Regional block anesthesia;
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Trigeminal division block anesthesia;

Inhalation of nitrous oxide;

Intravenous moderate (conscious) sedation/analgesia; and
Non-Intravenous conscious sedation.

Endodontic Services

Endodontic Therapy. Covered once per tooth for permanent teeth only are the following dental services:

¢ Root Canal Therapy; and

o Root Canal Retreatment. Covered 12 months after the initial root canal therapy when completed by the
same Provider who performed the initial root canal therapy.

Root Canal Obstruction
Internal Root Repair of Perforation Defects

Other Endodontic Treatments. Unless noted otherwise, the following services are covered once per tooth.
o Apexification first visit;

e Apexification — interim medication replacement;

e Apicoectomy, anterior, bicuspid and molar(s) — covered 90 days after a root canal therapy by the same
Provider or 24 months after apicoectomy/periradicular surgery by the same Provider;

Therapeutic Pulpotomy;

Gross Pulpal Debridement;

Partial Pulpotomy for Apexogenesis;

Pulpal Therapy — anterior or posterior tooth (excluding final restoration); and

Unspecified endodontic procedure, by report.

Pulp Cap - direct and indirect (excluding final restoration)
Apicoectomy, each additional root

Retrograde Filling — per root

Surgical Procedure — Isolate with Rubber Dam

Surgical repair of root resorption — anterior, premolar and molar — covered ninety (90) days after root canal
therapy by same Provider and 24 months after apicoectomy/periradicular surgery by same Provider.

Periodontal Services

Periodontal Scaling and Root Planing. 1-3 teeth or 4 or more teeth — covered 1 time per quadrant per 24
months. Covered for Members age 13 and older.

Biologic Materials to Aid Tissue Regeneration

Scaling in Presence of Generalized Moderate or Severe Gingival Inflammation — full mouth, after oral
evaluation.

Full Mouth Debridement
Chemotherapeutic Agents

Unscheduled Dressing Change, by someone other than the treating dentist. Covered once with
gingivectomy/gingivoplasty, or osseous surgery.

Complex Surgical Periodontal Care, which includes the following covered dental services:
¢ Gingivectomy/gingivoplasty. Covered once per quadrant per 36 months on Members age 13 and older;
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¢ Apically positioned flap;
e Crown lengthening; and
e Osseous surgery — Covered once per quadrant per 36 months on Members age 13 and older.

Unspecified Periodontal Service, by report. Covered for Members age 13 and older.

Oral Surgery Services

Oral surgery services include post-operative care, such as, exams, removal of stitches, and treatment of post-
surgical complications.

Complex Surgical Extractions. Surgical removal of 3 molars are covered only when symptoms of

pathology exists. Covered are the following complex surgical extractions:

e Surgical removal of erupted tooth;

e Surgical removal of impacted tooth — soft tissue, partially bony, completely bony and completely bony with
unusual surgical complications; and

e Surgical removal of residual tooth roots.

Other Oral Surgery Procedures. Covered oral surgeries include, but are not limited to:

Biopsies of oral tissues (hard). Covered once per arch per day;

Biopsies of oral tissues (soft). Covered 3 times per day;

Excision and removal of lesions, cysts and tumors;

Removal of palatal torus and mandibular torus. Covered once per quadrant per lifetime;

Buccal / labial frenectomy (frenulectomy). Covered once per day;

Lingual frenectomy (frenulectomy). Covered once per day;

Incision and drainage of abscesses. Covered once per quadrant per day;

Oroantral fistula closure;

Sinus perforation — primary closure;

Tooth reimplantation and/or stabilization of accidently evulsed or displaced tooth;

Placement of device to facilitate eruption of impacted tooth;

Sinus augmentation;

Surgical reduction of tuberosity. Covered once per quadrant per lifetime;

Sequestrectomy for osteomyelitis. Covered once per quadrant per day and only after 30 days has passed
since an extraction; and

e Placement of intra-socket biological dressings to aid in hemostasis or clot stabilization, per site.

Alveoloplasty. Covered in conjunction with extractions. Alveoloplasty not in conjunction with extractions is
covered after 6 months of any extraction.

Vestibuloplasty. Covered once per arch per 60 months. Vestibuloplasty that includes grafts and/or muscle
reattachment is covered once per arch per lifetime.

Intravenous Conscious Sedation, IV Sedation and General Anesthesia — Covered when given with a
covered complex surgical service. The service must be given in a dentist’s office by the dentist or an
employee of the dentist that is certified in their profession to give anesthesia services. Non-intravenous
conscious sedation may be used for Members under age 13 when they are uncooperative.

Local Anesthesia.

e Covered in conjunction with operative or surgical procedures (such as a filling, crown, or oral surgery) but
is not payable separately.

e Covered once per date of service when not in conjunction with operative or surgical procedures (such as
a filling, crown, or oral surgery) to perform a different diagnosis or as an injection to eliminate or control a
disease or abnormal state.

Nitrous Oxide. Covered for Members under age 13 when they are uncooperative. Covered only when given
in a dental office by a Provider that is acting within the scope of their license.
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Major Restorative Services

Permanent Crowns. Covered 1 time per 60 months for Members age 13 and older. The following crowns are
covered under this Plan:

Resin (lab procedure);

3/4 resin-based composite (indirect);

Resin with predominately base metal;
Porcelain with ceramic substrate;

Porcelain fused to predominately base metal;
Porcelain fused to titanium and titanium alloys;
3/4 Cast predominately base metal;

3/4 Porcelain/ceramic; and

Full cast predominately base metal.

Occlusion Analysis, Occlusal Adjustment (limited and complete) — Each procedure covered once per 12
months for Members age 13 and up with evaluation or treatment of temporomandibular joint (TMJ) disorders.

Prosthodontic Services — Removable

Complete and Partial Dentures. Covered once per 60 months for the replacement of extracted permanent
teeth. If you have an existing denture or partial, a replacement is only covered if at least 60 months has
passed and it cannot be repaired or adjusted. Types of partial dentures covered are resin base and cast metal
framework with resin base (including retentive clasping materials, rests and teeth).

Immediate Dentures (upper and lower). Covered once per arch per lifetime.

Immediate Partial Dentures (upper and lower). The approved materials for immediate partial dentures are:

e Resin based (including any retentive clasping materials, rests and teeth); and

e Cast metal framework with resin denture bases (including any retentive clasping materials, rests and
teeth).

Overdenture (complete and partial).

Relines. Chairside or laboratory relines are covered once per 12 months following placement of a complete

or partial denture without extractions. Covered once per 6 months following placement of a complete or partial

denture with extractions.

Repairs and Replacement of Broken Clasps. Covered 2 times per 12 months per arch, up to 3 clasps per
visit. Covered once 6 months have passed from initial placement.

Replace Missing or Broken Teeth. Covered 2 times per 12 months per arch, up to 4 teeth per visit. Covered
once 6 months have passed from initial placement.

Add Tooth and Clasp to Existing Partial Denture. Covered once per tooth per lifetime up to 3 teeth per
visit. Covered once 6 months have passed from initial placement.

Denture and Partial Denture Adjustments. Covered 2 times per 12 months. Covered once 6 months have
passed from initial placement, reline or repair.

Tissue Conditioning (upper and lower). Covered 2 times each appliance per 36 months.
Precision attachment

Unspecified Removable Prosthodontic Procedure
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Prosthodontic Services — Fixed

Bridges. This fixed prosthodontic appliance “bridges” the gap created by one (1) or more missing teeth. It
involves creating a crown for the tooth or implant on either side of the missing tooth with a pontic in between.
A bridge is covered 1 time per 60 months for the replacement of extracted permanent teeth. If you have an
existing bridge, a replacement is only covered if at least 60 months have passed and it cannot be repaired or
adjusted. A bridge made of the following material(s) is covered under this Plan:

In addition, the following retainer crown(s) made of the following material(s) are covered under this Plan:

Porcelain fused to predominately base metal;
Porcelain fused to titanium and titanium alloys;
Porcelain / Ceramic;

Resin with predominately base metal; and
Cast predominately base metal.

Resin with predominately base metal;

3/4 Cast predominately base metal;

3/4 Porcelain Ceramic;

Porcelain fused to predominately base metal;
Porcelain fused to titanium and titanium alloys;
3/4 Titanium and titanium alloys; and

Full Cast predominately Base Metal.

Bridge Adjustments and Repairs. Covered 12 months after initial placement or repair of crown by the same
Provider.

Recementation of Bridge. Covered 12 months after initial placement of bridge. Covered only when given by
the same Provider that placed the appliance.

Unspecified Fixed Prosthodontic Procedure, by report

Implant Services

Surgical placement of implant bodies including endosteal, mini, eposteal, and transosteal implants

Surgical Access to an Implant Body (Second Stage Implant Surgery)

Implant Supported Structures

Prefabricated; and
Custom prefabricated.

Implant/Abutment Supported Prosthetics including:

Connecting bar — implant supported or abutment supported;

Prefabricated abutment — includes modification and placement;

Custom fabricated abutment — includes placement;

Abutment supported porcelain/ceramic crown;

Abutment supported porcelain fused to metal crown (high noble metal);
Abutment supported porcelain fused to metal crown (predominately base metal);
Abutment supported porcelain fused to metal crown (noble metal);

Abutment supported cast metal crown (high noble metal);

Abutment supported cast metal crown (predominately base metal);

Abutment supported cast metal crown (noble metal);

Implant supported porcelain/ceramic crown;

Implant supported porcelain fused to metal crown (titanium, titanium alloy, high noble alloys);
Implant supported metal crown (titanium, titanium alloy, high noble alloys);
Abutment supported retainer for porcelain/ceramic FPD;
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Abutment supported retainer for porcelain fused to metal FPD (high noble metal);
Abutment supported retainer for porcelain fused to metal FPD (predominately base metal);
Abutment supported retainer for porcelain fused to metal FPD (noble metal);

Abutment supported retainer for cast metal FPD (high noble metal);

Abutment supported retainer for cast metal FPD (predominately base metal);

Abutment supported retainer for cast metal FPD (noble metal);

Implant supported retainer for ceramic FPD;

Implant supported retainer for FPD — porcelain fused to high noble metals;

Implant supported retainer for metal FPD — high noble metals;

Implant maintenance procedures when prostheses are removed and reinserted, including cleansing of
prostheses and abutments;

Scaling and debridement in the presence of inflammation or mucositis of a single implant, including
cleaning of the implant surfaces, without flap entry and closure;

Implant supported crown — porcelain fused to predominately base alloys;

Implant supported crown — porcelain fused to noble alloys;

Implant supported crown — porcelain fused to titanium and titanium alloys;

Provisional implant crown;

Implant supported crown — predominately based alloys;

Implant supported crown — noble alloys;

Implant supported crown — titanium and titanium alloys;

Repair implant supported prosthesis, by report;

Recement or rebond implant/abutment supported crown: covered twelve (12) months after initial
placement of crown by same Provider;

Recement implant/abutment supported fixed partial denture (bridge): covered twelve (12) months after
initial placement of crown by same Provider;

Abutment supported crown — (titanium and titanium alloys);

Repair implant abutment, by report;

Remove broken implant retaining screw;

Abutment supported crown-porcelain fused to titanium and titanium alloys;

Implant supported retainer — porcelain fused to predominately base alloys;

Implant supported retainer for FPD — porcelain fused to noble alloys;

Surgical Removal of Implant Body;

Implant/abutment supported removable denture for edentulous arch — maxillary;
Implant/abutment supported removable denture for edentulous arch — mandibular;
Implant/abutment supported removable denture for partially edentulous arch — maxillary;
Implant/abutment supported removable denture for partially edentulous arch — mandibular;
Implant/abutment supported fixed denture for edentulous arch — maxillary;
Implant/abutment supported fixed denture for edentulous arch — mandibular;
Implant/abutment supported fixed denture for partially edentulous arch — maxillary;
Implant/abutment supported fixed denture for partially edentulous arch — mandibular;
Implant supported retainer — porcelain fused to titanium and titanium alloys;

Implant supported for metal FPD — predominately based alloys;

Implant supported retainer for metal FPD — noble alloys;

Implant supported retainer for metal FPD — titanium and titanium alloys;
Radiographic/surgical implant index, by report;

Semi-precision abutment — placement;

Semi-precision attachment — placement;

Abutment supported retainer crown for FPD (titanium) — and titanium alloys;

Abutment supported retainer — porcelain fused to titanium and titanium alloys; and
Unspecified implant procedure, by report.

Alveoloplasty. Covered in conjunction with extractions. Alveoloplasty not in conjunction with extractions is
covered after 6 months of any extraction.
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Vestibuloplasty. Covered once per arch per 60 months. Vestibuloplasty that includes grafts and/or muscle
reattachment is covered once per arch per lifetime.

Facial Prosthetics. Facial prosthetics are covered under this Plan, including, but not limited to:
Facial moulage (sectional and complete);

Nasal,

Auricular;

Orbital;

Ocular (permanent and interim);

Facial;

Nasal septal;

Cranial;

Facial Augmentation implant;

Mandibular resection, (with and without) guide flange;

Obturator (surgical, definitive and interim);

Speech Aids;

Palatal Augmentation;

Palatal Lift (definitive and interim); and

Obturator prosthesis (modification) — covered 2 times per 12 months.

Facial Prosthetics Replacements — Nasal, Auricular, Orbital, Facial, and Obturator (surgical and definitive)
Additional Maxillofacial Procedures — Includes the following Covered Services:

Speech Aids (modification) — covered 2 times per 12 months;
Palatal Lift (modification) — covered 2 times per 12 months;
Trismus appliance (not for TMJ treatment);

Feeding Aids;

Surgical Splint;

Surgical Stent;

Radiation Carrier and Shield;

Radiation Cone Locater;

Fluoride Gel Carrier;

Commissure and Surgical Splint;

Vesiculobullous Disease Medicament Carrier; and
Unspecified Maxillofacial Prosthesis, by report.

It is recommended that you get a pretreatment estimate for facial prosthetics so you fully understand the
treatment and cost before having these services done.

Medically Necessary Orthodontic Care

Orthodontic care is the prevention and correction of malocclusion of teeth and associated dental and facial
disharmonies. Orthodontic care can be beneficial to generally prevent disease and promote oral health. Talk
to your dentist about getting a pretreatment estimate for your orthodontic treatment plan, so you have an idea
upfront what the treatment and costs will be. You or your dentist should send it to us so we can help you
understand how much is covered by your benefits.

This Plan will only cover Orthodontic Care when it is Medically Necessary to restore the form and function of
the oral cavity, such as through the result of an injury or from dysfunction resulting from congenital
deformities. To be considered Medically Necessary Orthodontic Care, at least one of the following criteria
must be present:

e Spacing between adjacent teeth that interferes with your biting function.

o Overbite that causes the lower front (anterior) teeth to impinge on the roof of your mouth when you bite.
e The position of your jaw or teeth impairs your ability to bite or chew.
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e On an objective professional orthodontic severity index (such as the HLD Index) or consistent with current
California Denti-Cal orthodontic criteria, your condition scores consistent with needing orthodontic care.

Orthodontic treatment may include the following:

e Pre-orthodontic Treatment Visits. Covered once every 3 months;

e Periodic Treatment Visits. Covered 4 times per year;

o Comprehensive or Complete Treatment. A full treatment case that includes all radiographs such as

cephalometric (2 films per 12 months), 2D oral/facial images covered 4 times per day, 3D photographic

image, models, orthodontic appliances and office visits;

Orthodontic Retention. Covered once per arch per course of treatment;

Repair of orthodontic appliance — maxillary and mandibular — Covered once per appliance;

Recement or rebond fixed retainer — maxillary and mandibular;

Repair of fixed retainer, includes reattachment — maxillary and mandibular;

Replacement of lost or broken retainer — maxillary and mandibular is covered once per arch per course of

treatment within 24 months of placement of orthodontic retainer; and

e Complex Surgical Procedures — Surgical procedures given for orthodontic reasons, such as exposing
impacted or unerupted teeth, or repositioning of teeth (once per arch per lifetime, with orthodontia), and
transseptal fiberotomy (once per arch per lifetime, with orthodontia).

How We Pay for Orthodontic Care

Because orthodontic treatment usually occurs over a long period of time, payments are made over the course
of your treatment. In order for us to continue to pay for your orthodontic care, you must have continuous
coverage under this Plan.

The first payment for orthodontic care is made when treatment begins. Treatment begins when the appliances
are installed. Your dental Provider should submit the necessary forms telling us when your appliance is
installed. Payments are then made at six month intervals until the treatment is finished or coverage under this
Plan ends. Your cost share for Medically Necessary Orthodontic Care applies to your course of treatment, not
individual benefit years within a multi-year course of treatment.

If your orthodontic treatment is already in progress (the appliance has been installed) when you begin
coverage under this Plan, the orthodontic treatment benefit under this coverage will be on a pro-rated basis.
We will only cover the portion of orthodontic treatment that you are given while covered under this Plan. We
will not pay for any portion of your treatment that was given before your effective date under this Plan.

What Orthodontic Care Does NOT Include:
Coverage is NOT provided for:

e Monthly treatment visits that are billed separately — these costs will already be included in the total cost of
your treatment;

e Orthodontic retention or retainers that are billed separately — these costs will already be included in the
total cost of your treatment;

o Retreatment and services given due to a relapse;
Inpatient or outpatient hospital expenses, unless covered by the medical benefits of this Plan; and
Any provisional splinting, temporary procedures or interim stabilization of the teeth.

Dental Services (All Members / All Ages)

Dental services provided under this benefit will not also be provided under “Dental Services For Members Up
To Age 19.”

Preparing the Mouth for Medical Treatments

Your Plan includes coverage for dental services to prepare the mouth for medical services and treatments
such as radiation therapy to treat cancer and prepare for transplants. Covered Services include:
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Evaluation

Dental X-rays

Extractions, including surgical extractions
Anesthesia

Treatment of Accidental Injury

Benefits are also available for dental work needed to treat injuries to the jaw, sound natural teeth, mouth or
face as a result of an accident. An injury that results from chewing or biting is not considered an Accidental
Injury under this Plan, unless the chewing or biting results from a medical or mental condition.

Admissions for dental services up to three (3) days of inpatient Hospital services when a Hospital stay is
Medically Necessary due to an unrelated medical condition.

Emergency services to your natural teeth as a result of an Accidental Injury that occurs following your
Effective Date are also eligible for coverage. Treatment excludes orthodontia. Damage to your teeth due to
chewing or biting is not an Accidental Injury, unless the chewing or biting results from a medical or mental
condition.

General anesthesia and associated Facility charges for dental procedures in a Hospital or surgery center is
covered if Member is:

e Under seven (7) years of age; or

o Developmentally disabled regardless of age; or

e The Member’s health is compromised and general anesthesia is Medically Necessary, regardless of age.

Important: If you decide to receive dental services that are not covered under this Booklet, an In-Network
Provider who is a dentist may charge you his or her usual and customary rate for those services. Prior to
providing you with dental services that are not a Covered Service, the dentist should provide a treatment plan
that includes each anticipated service to be provided and the estimated cost of each service. If you would like
more information about the dental services that are covered under this Booklet, please call us at the Member
Services telephone number listed on your Identification Card. To fully understand your coverage under this
Plan, please carefully review this Booklet.

Diabetes Equipment, Education, and Supplies

Benefits for Covered Services and supplies for the treatment of diabetes are provided on the same basis, at
the same cost shares, as any other medical condition. Benefits will be provided for:

1. The following Diabetes Equipment and Supplies:

a. Glucose monitors, including monitors designed to assist the visually impaired, and blood glucose
testing strips.

b. Insulin pumps and related necessary supplies.

c. Pen delivery systems for Insulin administration.

d. Podiatric devices, such as therapeutic shoes and shoe inserts, to prevent and treat diabetes-related
complications. These devices are covered under your Plan’s benefits for Orthotics.

e. Visual aids (but not eyeglasses) to help the visually impaired to properly dose Insulin.

These equipment and supplies are covered under your Plan’s benefits for medical equipment (please see
“Durable Medical Equipment (DME), Medical Devices, and Supplies” later in this section).

2. The Diabetes Outpatient Self-Management Training Program, which:

a. is designed to teach a Member who is a patient, and covered Dependents of the patient’s family,
about the disease process and the daily management of diabetic therapy;
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b. includes self-management training, education, and medical nutrition therapy to enable the Member to
properly use the equipment, supplies, and medications necessary to manage the disease; and
c. is supervised by a Doctor.

Diabetes education services are covered at no cost to the Member.
3. The following items are covered under your Prescription Drug benefits:

a. Insulin, glucagon, and other Prescription Drugs for the treatment of diabetes.
b. Insulin syringes.
c. Urine testing strips, lancets and lancet puncture devices.

These items must be obtained either from a Retail Pharmacy or through the home delivery program.

4. Screenings for gestational diabetes are covered under “Preventive Care” in this section.

Diagnostic Services

Your Plan includes benefits for tests or procedures to find or check a condition when specific symptoms exist.
Tests must be ordered by a Provider and include diagnostic services ordered before a surgery or Hospital
admission. Benefits include, but are not limited to, the following services:

Diagnostic Laboratory and Pathology Services

e Laboratory and pathology tests, such as blood tests.
o Genetic tests, when Precertification is obtained.

Diagnostic Imaging Services and Electronic Diagnostic Tests

X-rays / regular imaging services

Ultrasound

Electrocardiograms (EKG)

Electroencephalography (EEG)

Echocardiograms

Hearing and vision tests for a medical condition or injury (not for screenings or preventive care)
Tests ordered before a surgery or admission.

Advanced Imaging Services

Benefits are also available for advanced imaging services (including diagnostic radiologic services), which
include but are not limited to:

CT scan

CTA scan

Magnetic Resonance Imaging (MRI)
Magnetic Resonance Angiography (MRA)
Magnetic resonance spectroscopy (MRS)
Nuclear Cardiology

PET scans

PET/CT Fusion scans

QCT Bone Densitometry

Diagnostic CT Colonography

The list of advanced imaging services may change as medical technologies change.
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Dialysis
Please see “Therapy Services” later in this section.

Durable Medical Equipment (DME), Medical Devices, and Supplies

Covered Services are subject to change. For a list of current Covered Services, please call the Member
Services telephone number listed on your Identification Card.

Durable Medical Equipment and Medical Devices

Your Plan includes benefits for durable medical equipment and medical devices when the equipment meets
the following criteria:

Is meant for repeated use and is not disposable.

Is used for a medical purpose and is of no further use when medical need ends.
Is meant for use outside a medical Facility.

Is only for the use of the patient.

Is made to serve a medical use.

Is ordered by a Provider.

Covered Services include but are not limited to:

Standard curved handle or quad cane and replacement supplies.
Standard or forearm crutches and replacement supplies.

Dry pressure pad for a mattress.

IV pole.

Enteral pump and supplies.

Bone stimulator.

Cervical traction (over door).
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Phototherapy blankets for treatment of jaundice in newborns.

Benefits include purchase-only equipment and devices (e.g., crutches and customized equipment), purchase
or rent-to-purchase equipment and devices (e.g., Hospital beds and wheelchairs), and continuous rental
equipment and devices (e.g., oxygen concentrator, ventilator, and negative pressure wound therapy devices).
Continuous rental equipment must be approved by us. We may limit the amount of coverage for ongoing
rental of equipment. We may not cover more in rental costs than the cost of simply purchasing the equipment.

Benefits include repair and replacement costs as well as supplies and equipment needed for the use of the
equipment or device, for example, a battery for a powered wheelchair.

Oxygen and equipment for its administration are also Covered Services. Benefits are also available for
cochlear implants.

Special Footwear

Benefits are available for Medically Necessary Special Footwear, and services for foot disfigurements
resulting from bone deformity, motor impairment, paralysis, or amputation. This includes but is not limited to,
disfigurement caused by cerebral palsy, arthritis, polio, spina bifida, diabetes, accident, injury, or
developmental disability.
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Orthotics

Benefits are available for Medically Necessary Special Footwear, certain types of orthotics, limited to: (1) foot
orthotics, orthopedic shoes, footwear or support items used for a systemic iliness affecting the lower limbs,
such as diabetes, (2) braces, (3) boots and (4) splints. Covered Services include the initial purchase, fitting,
adjustment and repair of a custom made rigid or semi-rigid supportive device used to support, align, prevent,
or correct deformities or to improve the function of movable parts of the body, or which limits or stops motion
of a weak or diseased body part.

Prosthetics

Your Plan also includes benefits for prosthetics, which are artificial substitutes for body parts for functional or
therapeutic purposes, when they are Medically Necessary for activities of daily living.

Benefits include the purchase, fitting, adjustments, repairs and replacements. Covered Services may include,
but are not limited to:

1. Atrtificial limbs and accessories.

One pair of glasses or contact lenses used after surgical removal of the lens(es) of the eyes.

w

Breast prosthesis (whether internal or external) and surgical bras after a mastectomy, as required by the
Women’s Health and Cancer Rights Act, and up to three brassieres required to hold a prosthesis every
12 months as required for Medically Necessary mastectomy.

Colostomy supplies.
Restoration prosthesis (composite facial prosthesis).

Wigs needed after cancer treatment.
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Prosthetic devices (except electronic voice producing machines) to restore a method of speaking after
laryngectomy.

8. Prostheses to replace all or part of an external facial body part that has been removed or impaired as a
result of disease, injury or congenital defect.

Medical and Surgical Supplies

Your Plan includes coverage for medical and surgical supplies that serve only a medical purpose, are used

once, and are purchased (not rented).

Covered supplies include syringes, needles, surgical dressings, compression burn garments, lymphedema
wraps and garments, splints, enteral formula required for tube feeding in accordance with Medicare
guidelines, and other similar items that serve only a medical purpose.

Covered Services do not include items often stocked in the home for general use like Band-Aids,
thermometers, and petroleum jelly.

Ostomy and Urological Supplies

Covered Services for ostomy (surgical construction of an artificial opening) and urological supplies include but
are not limited to:

Adhesives — liquid, brush, tube, disc or pad

Adhesive removers

Belts — ostomy

Belts — hernia
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Catheters
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Catheter Insertion Trays

Cleaners
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Drainage Bags / Bottles — bedside and leg
9. Dressing Supplies

10. Irrigation Supplies

11. Lubricants

12. Miscellaneous Supplies — urinary connectors; gas filters; ostomy deodorants; drain tube attachment
devices; soma caps tape; colostomy plugs; ostomy inserts; irrigation syringes, bulbs and pistons; tubing;
catheter clamps, leg straps and anchoring devices; penile or urethral clamps and compression devices

13. Pouches — urinary, drainable, ostomy
14. Rings — ostomy rings
15. Skin barriers

16. Tape — all sizes, waterproof and non-waterproof

Blood and Blood Products

Your Plan also includes coverage for the administration of blood products. Benefits include Hospital services
for blood, blood plasma, blood derivatives and blood factors, and blood transfusions, including blood
processing and storage costs.

Diabetic Equipment and Supplies

Diabetic equipment and supplies for the treatment of diabetes are covered. Please see “Diabetes Equipment,
Education, and Supplies” earlier in this section.

Asthma Treatment Equipment and Supplies

Benefits are available for inhaler spacers, nebulizers (including face masks and tubing), and peak flow meters
when Medically Necessary for the management and treatment of asthma, including education to enable the
Member to properly use the device(s).

Infusion Therapy Supplies

Your Plan includes coverage for all necessary durable, reusable supplies and durable medical equipment
including: pump, pole, and electric monitor. Replacement blood and blood products required for blood
transfusions associated with this therapy are also covered.

Emergency Care Services
If you are experiencing an Emergency please call 911 or visit the nearest Hospital for treatment.
When you receive Emergency services (except certain ambulance services, see “Schedule of Benefits”) from

an Out-of-Network Provider within California, you will not be responsible for amounts in excess of the
Reasonable and Customary Value.

Emergency Services

Benefits are available for services and supplies to treat the onset of symptoms for an Emergency, which is
defined below.
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Emergency (Emergency Medical Condition)

“Emergency” or “Emergency Medical Condition” means a medical or behavioral health condition manifesting
itself by acute symptoms of sufficient severity including severe pain such that the absence of immediate
medical attention could reasonably be expected to result in any of the following:

1. Placing the patient’s health or the health of another person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy;

2. Serious impairment to bodily functions; or

3. Serious dysfunction of any bodily organ or part.

Emergency includes being in active labor when there is inadequate time for a safe transfer to another Hospital
prior to delivery, or when such a transfer would pose a threat to the health and safety of the Member or
unborn child.

Emergency Medical Condition includes a Psychiatric Emergency Medical Condition, which is a mental
disorder that manifests itself by acute symptoms of sufficient severity that it renders the patient as being either
of the following: a) an immediate danger to himself or herself or to others, or b) immediately unable to provide
for, or utilize, food, shelter, or clothing, due to the mental disorder.

Emergency Care

“‘Emergency Care” means a medical or behavioral health exam including services routinely available to
evaluate an Emergency Medical Condition. It includes any further medical or behavioral health exams and
treatment required to stabilize the patient.

Medically Necessary Emergency services will be covered whether you get care from an In-Network or Out-of-
Network Provider. Emergency Care you get from an Out-of-Network Provider will be covered as an In-
Network service and will not require Precertification. The Out-of-Network Provider can only charge you any
applicable Deductible, Coinsurance, and/or Copayment and cannot bill you for the difference between the
Maximum Allowed Amount and their billed charges until your condition is stable as described in the
“Consolidated Appropriations Act of 2021 Notice” at the front of this Booklet. Your cost shares will be based
on the Maximum Allowed Amount, and will be applied to your In-Network Deductible and In-Network Out-of-
Pocket Limit. However, certain Out-of-Network ambulance Providers may bill you for the charges in excess of
the Reasonable and Customary Value (see “Schedule of Benefits”). For Emergency services rendered
outside of California by an Out-of-Network Provider, reimbursement is based on the Inter-Plan Arrangements
for Out-of-Area Services.

The Maximum Allowed Amount for Emergency Care from an Out-of-Network Provider will be determined
using the median Plan In-Network contract rate we pay In-Network Providers for the geographic area where
the service is provided.

If you are admitted to the Hospital from the Emergency room, be sure that you or your Doctor calls us as soon
as you are stabilized. We will review your care to decide if a Hospital stay is needed and how many days you
should stay. See “Getting Approval for Benefits” for more details.

Treatment you get after your condition has stabilized is not Emergency Care. Please refer to the
“Consolidated Appropriations Act of 2021 Notice” at the front of this Booklet for more details on how this will
impact your benefits. (Note: If you receive services from an In-Network Facility in California, at which or as a
result of which, you receive non-Emergency Covered Services provided by an Out-of-Network Provider, you
will pay the Out-of-Network Provider no more than the same cost sharing that you would pay for the same
Covered Services received from an In-Network Provider. Please see “Member Cost Share” in the “Claims
Payment” section for more information.)
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Fertility Preservation Services

Fertility preservation services to prevent iatrogenic infertility are covered when Medically Necessary.
latrogenic infertility means infertility caused directly or indirectly, as a possible side effect, by surgery,
chemotherapy, radiation, or other covered medical treatment. “Caused directly or indirectly” means medical
treatment with a possible side effect of infertility, as established by the American Society of Clinical Oncology
or the American Society for Reproductive Medicine. Note that this benefit covers fertility preservation services
only, as described. Fertility preservation services under this section do not include testing or treatment of
infertility.

Gene Therapy Services

Your Plan includes benefits for gene therapy services, when Anthem approves the benefits in advance
through Precertification. See “Getting Approval for Benefits” for details on the Precertification process. To be
eligible for coverage, services must be Medically Necessary and performed by an approved Provider at an
approved treatment center. Even if a Provider is an In-Network Provider for other services it may not be an
approved Provider for certain gene therapy services. Please call us to find out which providers are approved
Providers. (When calling Member Services, ask for the Transplant Case Manager for further details.)

Services Not Eligible for Coverage

Your Plan does not include benefits for the following:
i. Services determined to be Experimental / Investigational;
ii. Services provided by a non-approved Provider or at a non-approved Facility; or

iii. Services not approved in advance through Precertification.

Habilitative Services

Health care services and devices that help a person keep, learn, or improve skills and functioning for daily
living are covered. Examples include therapy for a child who is not walking or talking at the expected age.
These services may include physical and occupational therapy, speech-language pathology, and other
services for people with disabilities in a variety of inpatient or outpatient settings, or both. Habilitative services
shall be covered under the same terms and conditions applied to rehabilitative services under the Plan.

Please see “Therapy Services” later in this section for further details.

Home Health Care Services

Benefits are available for Covered Services performed by a Home Health Care Agency or other Home Health
Care Provider in your home. To be eligible for benefits, you must essentially be confined to the home, as an
alternative to a Hospital stay, and be physically unable to get needed medical services on an outpatient basis.
Services must be prescribed by a Doctor and the services must be so inherently complex that they can be
safely and effectively performed only by qualified, technical, or professional health staff.

Covered Services include but are not limited to:

Intermittent skilled nursing services by an R.N. or L.P.N.

Medical / social services

Diagnostic services

Nutritional guidance

Training of the patient and/or family/caregiver

Home health aide services. You must be receiving skilled nursing or therapy. Services must be given by
appropriately trained staff working for the Home Health Care Provider. Other organizations may give
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services only when approved by us, and their duties must be assigned and supervised by a professional
nurse on the staff of the Home Health Care Provider or other Provider as approved by us.

Therapy Services (except for Manipulation Therapy, which will not be covered when given in the home)
Medical supplies

Durable medical equipment

Private duty nursing

When available in your area, benefits are also available for Intensive In-home Behavioral Health Services.
These do not require confinement to the home. These services are described in the “Mental Health and
Substance Use Disorder (Chemical Dependency) Services” section below.

Home health care under this section does not include behavioral health treatment for autism spectrum
disorders. Services for behavioral health treatment for autism spectrum disorders are covered under “Autism
Spectrum Disorders Services” and “Mental Health and Substance Use Disorder (Chemical Dependency)
Services.”

Benefits may also be available for Inpatient Services in your home. These benefits are separate from the
Home Health Care Services benefit, and are described in the “Inpatient Services” section below.

Home Infusion Therapy

Please see “Therapy Services” later in this section.

Hospice Care

You are eligible for Hospice care if your Doctor and the Hospice medical director certify that you are terminally
ill and likely have less than twelve (12) months to live. You may access Hospice care while participating in a
clinical trial or continuing disease modifying therapy, as ordered by your treating Provider. Disease modifying
therapy treats the underlying terminal illness.

The services and supplies listed below are Covered Services when given by a Hospice for the palliative care
of pain and other symptoms that are part of a terminal disease. Palliative care means care that controls pain
and relieves symptoms, but is not meant to cure a terminal iliness. Covered Services include:

e Care from an interdisciplinary team with the development and maintenance of an appropriate plan of
care.

¢ Nursing care services on a continuous basis or short-term Inpatient Hospital care when needed in periods
of crisis.

e Short-term respite care for the Member only when necessary to relieve the family members or other
persons caring for the Member. Coverage of Inpatient respite care is provided on an occasional basis and
is limited to a maximum of five consecutive days per admission.

e Skilled nursing services, home health aide services, and homemaker services given by or under the

supervision of a registered nurse.

Medical social services under the direction of a Physician.

Social services and counseling services from a licensed social worker.

Nutritional support such as intravenous feeding and feeding tubes or hyperalimentation.

Physical therapy, occupational therapy, speech therapy, and respiratory therapy given by a licensed

therapist.

e Pharmaceuticals, medical equipment, and supplies needed for the palliative care of your condition,
including oxygen and related respiratory therapy supplies.

o Bereavement (grief) services, including a review of the needs of the bereaved family and the
development of a care plan to meet those needs, both before and after the Member’s death.
Bereavement services are available to the patient and those individuals who are closely linked to the
patient, including the immediate family, the primary or designated caregiver and individuals with
significant personal ties, for one year after the Member’s death.
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e Volunteer services provided by trained Hospice volunteers under the direction of a Hospice staff member.
o Medical direction, with the medical director being also responsible for meeting the general medical needs
of the Member to the extent that these needs are not met by an attending Physician.

Your Doctor must agree to care by the Hospice and must be consulted in the development of the care plan.
The Hospice must keep a written care plan on file and give it to us upon request.

Benefits for services beyond those listed above that are given for disease modification or palliation, such as
but not limited to chemotherapy and radiation therapy, are available to a Member in Hospice. These services
are covered under other parts of this Plan.

Human Organ and Tissue Transplant (Bone Marrow / Stem Cell) Services

Your Plan includes coverage for Medically Necessary human organ and tissue transplants. Certain
transplants (e.g., cornea and kidney) are covered like any other surgery, under the regular inpatient and
outpatient benefits described elsewhere in this Booklet.

This section describes benefits for certain Covered Transplant Procedures that you get during the Transplant
Benefit Period. Any Covered Services related to a Covered Transplant Procedure, received before or after the
Transplant Benefit Period, are covered under the regular Inpatient and outpatient benefits described
elsewhere in this Booklet.

Please call our Transplant Department as soon as you think you may need a transplant to talk about
your benefit options. You must do this before you have an evaluation and/or work-up for a transplant.
To get the most benefits under your Plan, you must get certain human organ and tissue transplant
services from an In-Network Transplant Provider that we have chosen as a Centers of Medical
Excellence for Transplant Provider and/or a Provider designated as an In-Network Transplant Provider
by the Blue Cross and Blue Shield Association. Even if a Hospital is an In-Network Provider for other
services, it may not be an In-Network Transplant Provider for certain transplant services. Please call us to find
out which Hospitals are In-Network Transplant Providers. (When calling Member Services, ask for the
Transplant Case Manager for further details.)

In this section you will see some key terms, which are defined below:

Covered Transplant Procedure

Any Medically Necessary human solid organ, tissue, and stem cell / bone marrow transplants and infusions
including necessary acquisition procedures, mobilization, collection and storage. It also includes Medically
Necessary myeloablative or reduced intensity preparative chemotherapy, radiation therapy, or a combination
of these therapies.

Centers of Excellence (COE) Transplant Providers

¢ Blue Distinction Center (BDC) Facility: Blue Distinction facilities have met or exceeded national quality
standards for transplant care delivery.

o Centers of Medical Excellence (CME) Facility: Centers of Medical Excellence facilities have met or
exceeded quality standards for transplant care delivery.
In-Network Transplant Provider

A Provider that we have chosen and designated as a Centers of Medical Excellence for Transplant and/or
Blue Distinction Centers + or Blue Distinction Centers for Transplant. The Provider has entered into a
Transplant Provider Agreement to give Covered Transplant Procedures to you and take care of certain
administrative duties for the transplant network. A Provider may be an In-Network Transplant Provider for:

e Certain Covered Transplant Procedures; or
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e All Covered Transplant Procedures.

Out-of-Network Transplant Provider

Any Provider that has NOT been chosen as a Center of Medical Excellence for Transplant by us or has not
been selected to take part as an In-Network Transplant Provider by the Blue Cross and Blue Shield
Association.

Transplant Benefit Period

At an In-Network Transplant Provider Facility, the Transplant Benefit Period starts one day before a Covered
solid organ Transplant Procedure and one day before high dose chemotherapy or preparative regimen for a
covered bone marrow/stem cell transplant procedure and lasts for the applicable case rate / global time
period. The number of days will vary depending on the type of transplant received and the In-Network
Transplant Provider agreement. Call the Case Manager for specific In-Network Transplant Provider details for
services received at or coordinated by an In-Network Transplant Provider Facility.

At an Out-of-Network Transplant Provider Facility, the Transplant Benefit Period starts the day of a Covered
Transplant Procedure and lasts until the date of discharge.

Prior Approval and Precertification

To maximize your benefits, you should call our Transplant Department as soon as you think you may
need a transplant to talk about your benefit options. You must do this before you have an evaluation
and/or work-up for a transplant. We will help you maximize your benefits by giving you coverage
information, including details on what is covered and if any clinical coverage guidelines, medical policies, In-
Network Transplant Provider rules, or Exclusions apply. Call the Member Services phone number on the back
of your Identification Card and ask for the transplant coordinator. Even if we give a prior approval for the
Covered Transplant Procedure, you or your Provider must call our Transplant Department for Precertification
prior to the transplant whether this is performed in an Inpatient or Outpatient setting.

Precertification is required before we will cover benefits for a transplant. Your Doctor must certify, and we
must agree, that the transplant is Medically Necessary. Your Doctor should send a written request for
Precertification to us as soon as possible to start this process. Not getting Precertification will result in a denial
of benefits.

Please note that there are cases where your Provider asks for approval for Human Leukocyte Antigen (HLA)
testing, donor searches and/or a collection and storage of stem cells prior to the final decision as to what
transplant procedure will be needed. In these cases, the HLA testing and donor search charges will be
covered as routine diagnostic tests. The collection and storage request will be reviewed for Medical Necessity
and may be approved. However, such an approval for HLA testing, donor search and/or collection and
storage is NOT an approval for the later transplant. A separate Medical Necessity decision will be needed for
the transplant.

Donor Benefits
Benefits for an organ donor are as follows:

o When both the person donating the organ and the person getting the organ are our covered Members,
each will get benefits under their Plan.

o When the person getting the organ is our covered Member, but the person donating the organ is not,
benefits under this Plan are limited to benefits not available to the donor from any other source. This
includes, but is not limited to, other insurance, grants, foundations, and government programs.

e If our covered Member is donating the organ to someone who is not a covered Member, benefits are not
available under this Plan.
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Transportation and Lodging

We will cover the cost of reasonable and necessary travel costs when you get prior approval and need to
travel more than 50 miles from your permanent home to reach the Facility where the Covered Transplant
Procedure will be performed. Our help with travel costs includes transportation to and from the Facility, and
lodging for the patient and one companion. If the Member receiving care is a minor, then reasonable and
necessary costs for transportation and lodging may be allowed for two companions. You must send itemized
receipts for transportation and lodging costs in a form satisfactory to us when claims are filed. Call us for

complete information.

For lodging and ground transportation benefits, we will cover costs up to the current limits set forth in the

Internal Revenue Code.

Non-Covered Services for transportation and lodging include, but are not limited to:

Child care,

Mileage within the medical transplant Facility city,

Rental cars, buses, taxis, or shuttle service, except as specifically approved by us,
Frequent Flyer miles,

Coupons, Vouchers, or Travel tickets,

Prepayments or deposits,

Services for a condition that is not directly related, or a direct result, of the transplant,
Phone calls,

Laundry,

Postage,

Entertainment,

Travel costs for donor companion/caregiver,

Return visits for the donor for a treatment of an iliness found during the evaluation,
Meals.

Infertility Services

Please see “Maternity and Reproductive Health Services” later in this section.

Inpatient Services

Inpatient Hospital Care

Covered Services include acute care in a Hospital setting* and coordinated discharge planning including the
planning of such continuing care as may be necessary, both medically and as a means of preventing possible

early re-hospitalization.

Benefits for room, board, and nursing services include:

A room with two or more beds.

A private room. The most the Plan will cover for private rooms is the Hospital’'s average semi-private room
rate unless it is Medically Necessary that you use a private room for isolation and no isolation facilities are

available.

A room in a special care unit approved by us. The unit must have facilities, equipment, and supportive

services for intensive care or critically ill patients.
Routine nursery care for newborns during the mother’'s normal Hospital stay.
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e Meals, special diets.
e General nursing services.

Benefits for ancillary services include:

Operating, childbirth, and treatment rooms and equipment.

Prescribed Drugs.

Biologicals.

Anesthesia and oxygen supplies and services given by the Hospital or other Provider.
Medical and surgical dressings and supplies, casts, and splints.

Diagnostic services.

Therapy services.

Skilled Nursing Facility

Covered Services are provided for up to 100 days per Skilled Nursing Benefit Period. A Skilled Nursing
Benefit Period shall begin on the date the Member is admitted to a Hospital or Skilled Nursing Facility at a
skilled level of care which must be above the level of custodial or intermediate care. A Skilled Nursing Benefit
Period ends on the date the Member has not been an inpatient in a Hospital or Skilled Nursing Facility,
receiving a skilled level of care, for 60 consecutive days. A new Skilled Nursing Benefit Period can begin only
after any existing Skilled Nursing Benefit Period ends. A prior three-day stay in an acute care Hospital is not
required to commence a Skilled Nursing Benefit Period.

Covered Services include:

Physician and nursing services;

Room and board;

Drugs prescribed by a Physician as part of your care in the Skilled Nursing Facility;
Durable medical equipment if Skilled Nursing Facilities ordinarily furnish the equipment;
Imaging and laboratory services that Skilled Nursing Facilities ordinarily provide;
Medical social services;

Blood, blood products, and their administration;

Medical supplies;

Physical, Occupational, and Speech Therapy; and

Respiratory therapy.

Inpatient Professional Services

Covered Services include:

e Medical care visits.

¢ Intensive medical care when your condition requires it.

e Treatment for a health problem by a Doctor who is not your surgeon while you are in the Hospital for
surgery. Benefits include treatment by two or more Doctors during one Hospital stay when the nature or
severity of your health problem calls for the skill of separate Doctors.

e A personal bedside exam by another Doctor when asked for by your Doctor. Benefits are not available for
staff consultations required by the Hospital, consultations asked for by the patient, routine consultations,
phone consultations, or EKG transmittals by phone.

e Surgery and general anesthesia.

o Newborn exam. A Doctor other than the one who delivered the child must do the exam.

e Professional charges to interpret diagnostic tests such as imaging, pathology reports, and cardiology.

*When available in your area, certain Providers have programs available that may allow you to receive
Inpatient Services in your home instead of staying in a Hospital. To be eligible, your condition and the
Covered Services to be delivered must be appropriate for the home setting. Your home must also meet
certain accessibility requirements. These programs are voluntary and are separate from the benefits under
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“Home Health Care Services.” Your Provider will contact you if you are eligible, and provide you with details
on how to enroll. If you choose to participate, the cost-shares listed in your Schedule of Benefits under
“Inpatient Services” will apply until you are discharged from the program.

Maternity and Reproductive Health Services

Maternity Services

Covered Services include services needed during a normal or complicated pregnancy and services needed
for a miscarriage. Covered maternity services include:

e Professional and Facility services for childbirth in a Facility or the home including the services of an
appropriately licensed nurse midwife;

e Routine nursery care for the newborn during the mother’'s normal Hospital stay, including circumcision of
a covered male Dependent and screening of a newborn for genetic diseases provided through a program
established by law or regulation;

e Prenatal, postnatal, and postpartum services;

o Fetal screenings, which are genetic or chromosomal tests of the fetus; and

e Participation in the California Prenatal Screening Program, a statewide prenatal testing program
administered by California’s State Department of Public Health.

If you are pregnant on your Effective Date and in the first trimester of the pregnancy, you must change to an
In-Network Provider to have Covered Services covered at the In-Network level. If you are pregnant on your
Effective Date and in your second or third trimester of pregnancy (13 weeks or later) as of the Effective Date,
benefits for obstetrical care may be available at the In-Network level even if an Out-of-Network Provider is
used. You will need to fill out a Continuation of Care Request Form and send it to us for review and approval.
If approved, Covered Services will include the obstetrical care given by that Provider through the end of the
pregnancy and the immediate post-partum period. For additional information on the continuation of care
process and how to begin, see the “Transition Assistance for New Members” provision in the section titled
“Continuity of Care.”

Important Note About Maternity Admissions: Under federal law, we may not limit benefits for any Hospital
length of stay for childbirth for the mother or newborn to less than 48 hours after vaginal birth, or less than 96
hours after a cesarean section (C-section). However, federal law as a rule does not stop the mother’s or
newborn’s attending Provider, after consulting with the mother, from discharging the mother or her newborn
earlier than 48 hours, or 96 hours, as applicable. If the mother or newborn is discharged early, benefits
include a post-discharge follow-up visit within 48 hours of the discharge, when prescribed by the treating
Provider. In any case, as provided by federal law, we may not require a Provider to get authorization from us
before prescribing a length of stay which is not more than 48 hours for a vaginal birth or 96 hours after a C-
section.

Contraceptive Benefits

Benefits include oral contraceptive Drugs, injectable contraceptive Drugs and patches. Benefits also include
contraceptive devices such as diaphragms, intrauterine devices (IUDs), and implants. Certain contraceptives
are covered under the “Preventive Care” benefit. Please see that section for further details.

Sterilization Services

Benefits include sterilization services and services to reverse a non-elective sterilization that resulted from an
illness or injury. Reversals of elective sterilizations are not covered. Sterilizations for women are covered
under the “Preventive Care” benefit.
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Abortion Services

Benefits include all abortion and abortion-related services, including pre-abortion and follow-up services. For
outpatient abortion services, Precertification is not required. Covered services are not subject to the
Deductible, Copayment, and/or Coinsurance.

“Abortion” means a medical treatment intended to induce the termination of a pregnancy except for the
purpose of producing a live birth.

Infertility Services

Covered Services include diagnostic tests to find the cause of Infertility, such as diagnostic laparoscopy,
endometrial biopsy, and semen analysis, and services to treat the underlying medical conditions that cause
Infertility (e.g., endometriosis, obstructed fallopian tubes, and hormone deficiency). These services are
provided on the same basis, at the same cost shares, as any other medical condition.

Important Note: Although this Plan offers limited coverage of certain Infertility services, it does not cover all
forms of Infertility treatment. Benefits do not include assisted reproductive technologies (ART) or the
diagnostic tests and Drugs to support it. Examples of ART include artificial insemination, in-vitro fertilization,
zygote intrafallopian transfer (ZIFT), or gamete intrafallopian transfer (GIFT).

Mental Health and Substance Use Disorder (Chemical Dependency)
Services

This Plan provides coverage for the Medically Necessary treatment of Mental Health and Substance Use
Disorder. This coverage is provided according to the terms and conditions of this Plan that apply to all other
medical conditions, except as specifically stated in this section, and is not limited to short-term or acute
treatment.

You must obtain Precertification for certain Mental Health and Substance Use Disorder services and for the
treatment of autism spectrum disorders. (See “Autism Spectrum Disorders Services” in this section and the
“Getting Approval for Benefits” section for details.)

Covered Services include the following:

o Inpatient Services in a Hospital or any Facility that we must cover per state law. Inpatient benefits
include the following:
= Inpatient psychiatric hospitalization, including room and board, Drugs, and services of Physicians and
other Providers who are licensed health care professionals acting within the scope of their license,
= Psychiatric observation for an acute psychiatric crisis,
= Detoxification — medical management of withdrawal symptoms, including room and board, Physician
services, Drugs, dependency recovery services, education and counseling,
= Residential treatment, which is specialized 24-hour treatment in a licensed Residential Treatment
Center. It offers individualized and intensive treatment and includes:
= Treatment in a crisis residential program:
o Observation and assessment by a psychiatrist weekly or more often,
o Rehabilitation and therapy.
= Transitional residential recovery services for substance use disorder (chemical dependency).

¢ Outpatient Office Visits including the following:

Individual and group mental health evaluation and treatment,

Individual and group chemical dependency counseling,

Services to monitor drug therapy,

Methadone maintenance treatment,

Medical treatment for withdrawal symptoms,

Intensive In-Home Behavioral Health Services (when available in your area),
Behavioral health treatment for autism spectrum disorders delivered in an office setting.
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e Virtual Visits as described under the “Virtual Visits (Telehealth / Telemedicine Visits)” section.

e Other Outpatient Items and Services including the following:

Partial Hospitalization Programs and Intensive Outpatient Programs,

Outpatient psychological testing,

Outpatient substance use disorder day treatment programs,

Multidisciplinary treatment in an intensive outpatient psychiatric treatment program,
Electroconvulsive therapy,

Behavioral health treatment for autism spectrum disorders delivered at home.

o Behavioral health treatment for autism spectrum disorders. Inpatient services, office visits, and other
outpatient items and services are covered under this section. See “Autism Spectrum Disorders Services”
in this section for a description of additional services that are covered.

If services for the Medically Necessary treatment of a Mental Health or Substance Use Disorder are not
available In-Network within the geographic and timely access standards set by law or regulation, we will
arrange coverage to ensure the delivery of these services, and any Medically Necessary follow-up care that,
to the maximum extent possible, meet those geographic and timely access standards. You will pay no more
than the same cost sharing that you would pay for the same Covered Services received from an In-Network
Provider.

Examples of Providers from whom you can receive Covered Services include the following:

e Psychiatrist,

e Psychologist,

e Licensed clinical social worker (L.C.S.W.),

¢ Mental health clinical nurse specialist,

e Licensed marriage and family therapist (L.M.F.T.),

e Licensed professional counselor (L.P.C.),

e Qualified Autism Service Providers, Qualified Autism Service Professionals, and Qualified Autism Service
Paraprofessionals. See the definitions of these in the “Autism Spectrum Disorders Services” section,

e Registered psychological assistant, as described in the CA Business and Professions Code,

e Psychology trainee or person supervised as set forth in the CA Business and Professions Code,

¢ Associate clinical social worker functioning pursuant to the CA Business and Professions Code,

e Associate marriage and family therapist or marriage and family therapist trainee functioning pursuant to

the CA Business and Professions Code,
e Associate professional clinical counselor or professional clinical counselor trainee functioning pursuant to
the CA Business and Professions Code.

Occupational Therapy

Please see “Therapy Services” later in this section.

Office and Home Visits
Covered Services include:

Office Visits for medical care (including second surgical opinions) to examine, diagnose, and treat an illness
or injury.

Consultations between your Primary Care Physician and a Specialist, when approved by Anthem.
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Home Visits for medical care to examine, diagnose, and treat an iliness or injury. Please note that Doctor
and Primary Care Provider visits in the home are different than the “Home Health Care Services” benefit
described earlier in this Booklet.

Retail Health Clinic Care for limited basic health care services to Members on a “walk-in” basis. These
clinics are normally found in major Pharmacies or retail stores. Health care services are typically given by
Physician’s Assistants or Nurse Practitioners. Services are limited to routine care and treatment of common
illnesses for adults and children.

Walk-In Doctor’s Office for services limited to routine care and treatment of common ilinesses for adults and
children. You do not have to be an existing patient or have an appointment to use a walk-in Doctor’s office.

Urgent Care as described in “Urgent Care Services” later in this section.
Virtual Visits as described under the “Virtual Visits (Telehealth / Telemedicine Visits)” section.

Prescription Drugs Administered in the Office

Orthotics

Please see “Durable Medical Equipment (DME), Medical Devices, and Supplies” earlier in this section.

Outpatient Facility Services
Your Plan includes Covered Services in an:

e Outpatient Hospital,

e Ambulatory Surgery Center,

o Mental Health / Substance Use Disorder Facility, or
e Other Facilities approved by us.

Benefits include Facility and related (ancillary) charges, when proper, such as:

Surgical rooms and equipment,

Outpatient professional services,

Prescription Drugs, including Specialty Drugs dispensed through the Facility,
Anesthesia and anesthesia supplies and services given by the Hospital or other Facility,
Medical and surgical dressings and supplies, casts, and splints,

Diagnostic services,

Therapy services.

Phenylketonuria (PKU)

Benefits for the testing and treatment of phenylketonuria (PKU) are paid on the same basis as any other
medical condition. Coverage for treatment of PKU shall include those formulas and special food products that
are part of a diet prescribed by a licensed Physician and managed by a health care professional in
consultation with a Physician who specializes in the treatment of metabolic disease and who participates in or
is authorized by the Plan. The diet must be deemed Medically Necessary to avert the development of serious
physical or mental disabilities or to promote normal development or function as a consequence of PKU.

The cost of the necessary formulas and special food products is covered only as it exceeds the cost of a
normal diet. “Formula” means an enteral product or products for use at home. The formula must be
prescribed by a Physician or nurse practitioner, or ordered by a registered dietician upon referral by a health
care Provider authorized to prescribe dietary treatments, and is Medically Necessary for the treatment of
PKU. Formulas and special food products used in the treatment of PKU that are obtained from a Pharmacy
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are covered under your Plan’s Prescription Drug benefits. Formulas and special food products that are not
obtained from a Pharmacy are covered under this benefit.

“Special food product” means a food product that is all of the following:

1. Prescribed by a Physician or nurse practitioner for the treatment of PKU, and

2. Consistent with the recommendations and best practices of qualified health professionals with expertise
in the treatment and care of PKU, and

3. Used in place of normal food products, such as grocery store foods, used by the general population.

Note: It does not include a food that is naturally low in protein, but may include a food product that is specially
formulated to have less than one gram of protein per serving.

Physical Therapy

Please see “Therapy Services” later in this section.

Preventive Care

Preventive care includes screenings and other services for adults and children. All recommended preventive
services will be covered as required by the Affordable Care Act (ACA) and applicable state law. This means
many preventive care services are covered with no Deductible, Copayments or Coinsurance when you use an
In-Network Provider.

Certain benefits for Members who have current symptoms or a diagnosed health problem may be covered
under the “Diagnostic Services” benefit instead of this benefit, if the coverage does not fall within the state or
ACA-recommended preventive services.

Covered Services fall under the following broad groups:

1. Services with an “A” or “B” rating from the United States Preventive Services Task Force. Examples
include screenings for:

a. Breast cancer,
b. Cervical cancer,

Colorectal cancer screenings, including a required colonoscopy following a positive result on a test or
procedure, other than a colonoscopy,

High blood pressure,

Type 2 Diabetes Mellitus,

Cholesterol,

Child and adult obesity,

Preexposure prophylaxis (PrEP) for prevention of HIV infection.

13
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2. Immunizations for children, adolescents, and adults recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention;

3. Preventive care and screenings for infants, children and adolescents as listed in the guidelines supported
by the Health Resources and Services Administration;

4. Preventive care and screening for women as listed in the guidelines supported by the Health Resources
and Services Administration, including:

a. All FDA-approved contraceptive Drugs, devices, and other products for women, including over-the-
counter items, as prescribed by a Physician. This includes contraceptive Drugs, as well as other
contraceptive medications such as injectable contraceptives and patches and devices such as
diaphragms, intrauterine devices (IUDs) and implants, as well as voluntary sterilization procedures,
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contraceptive education and counseling. It also includes follow-up services related to the Drugs,
devices, products and procedures, including but not limited to management of side effects,
counseling for continued adherence, and device insertion and removal.

At least one form of contraception in each of the methods identified in the FDA'’s Birth Control Guide
will be covered as Preventive Care under this section. If there is only one form of contraception in a
given method, or if a form of contraception is deemed not medically advisable by the Physician, the
prescribed FDA-approved form of contraception will be covered as Preventive Care under this
section.

In order to be covered as Preventive Care, contraceptive Prescription Drugs must be Generic oral
contraceptives. Brand Drugs will be covered as a Preventive Care benefit when Medically Necessary
according to your attending Provider, otherwise they will be covered under the “Prescription Drug
Benefit at a Retail or Home Delivery (Mail Order) Pharmacy.”

For FDA-approved, Self-Administered Hormonal Contraceptives, up to a 12-month supply is covered
when dispensed or furnished at one time by a Provider or pharmacist, or at a location licensed or
otherwise authorized to dispense Drugs or supplies.

b. Breastfeeding support, supplies, and counseling. Benefits for breast pumps are limited to one pump
per pregnancy.
Gestational diabetes screening.

d. Preventive prenatal care.

Home test kits for sexually transmitted diseases (STD), including any laboratory costs of processing the

kits:

a. Must be deemed Medically Necessary or appropriate and ordered directly by a clinician or furnished
through a standing order for patient use based on clinical guidelines and individual patient health
needs, when ordered by an In-Network Provider and

b. Must be a product used for a test recommended by the federal Centers for Disease Control and
Prevention guidelines or the United States Preventive Services Task Force that has been CLIA
waived, FDA cleared or approved, or developed by a laboratory in accordance with established
regulations and quality standards, to allow individuals to self-collect specimens for STDs, including
HIV, remotely at a location outside of a clinical setting.

Preventive care services for smoking cessation and tobacco cessation for Members age 18 and older as
recommended by the United States Preventive Services Task Force including:

a. Counseling.

b. Prescription Drugs obtained at a Retail or Home Delivery (Mail Order) Pharmacy.

c. Nicotine replacement therapy products obtained at a Retail or Home Delivery (Mail Order) Pharmacy,
when prescribed by a Provider, including over the counter (OTC) nicotine gum, lozenges and
patches.

Prescription Drugs and OTC items identified as an A or B recommendation by the United States
Preventive Services Task Force when prescribed by a Provider including:

a. Aspirin

b. Folic acid supplement

c. Bowel preparations

Please note that certain age and gender and quantity limitations apply.

You may call Member Services at the number on your Identification Card for more details about these

services or view the federal government’s websites, https://www.healthcare.gov/what-are-my-preventive-care-

benefits, http://www.ahrg.gov, and http://www.cdc.gov/vaccines/acip/index.html.
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Examples of preventive care Covered Services are provided below.

Well Baby and Well Child Preventive Care

o Office Visits.

¢ Routine physical exam including medically appropriate laboratory tests, procedures and radiology
services in connection with the exam.

e Screenings including blood lead levels for children at risk for lead poisoning; vision (eye chart only); and
hearing screening in connection with the routine physical exam.

e Immunizations including those recommended by the American Academy of Pediatrics and the Advisory
Committee on Immunization Practices.

e Health education on pediatric wellness to prevent common sickness including, but not limited to, asthma.

¢ Hepatitis B and varicella zoster (chicken pox) injectable vaccines and other age appropriate injectable
vaccinations as recommended by the American Academy of Pediatrics and the office visit associated with
administering the injectable vaccination when ordered by your Physician.

¢ Human papillomavirus (HPV) test for cervical cancer.

Adult Preventive Care

¢ Routine physical exams.

o Medically appropriate laboratory tests and procedures and radiology procedures in connection with the
routine physical exam.

e Cholesterol, osteoporosis (periodic bone density screening for menopausal or post-menopausal women),
vision (eye chart only), and hearing screenings in connection with the routine physical exam.

e Immunizations including those recommended by the U.S. Public Health Service and the Advisory
Committee on Immunization Practices for Members age 19 and above.

e Health education services, including information regarding personal health behavior and health care, and
recommendations regarding the optimal use of health care services provided.

e Screening and counseling for Human Immuno