Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Setvices Coverage Period: 01/01/2026 - 12/31/2026

Anthem® BlueCross

Coverage for: Individual + Family | Plan Type: PPO +

OmniVision Technologies, Inc.: Anthem PPO HSA/H 2500/3400/5000 20/40 HSA

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the

plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will

be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of
coverage, https://eoc.anthem.com/eocdps/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider, or other undetlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (855) 333-5730 to

request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for
specific services?
What is the out-of-
pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?
Will you pay less if
you use a network

provider?

$2,500/individual, $3,400/
member or $5,000/family for In-
Network Providets.
$6,000/individual, $6,000/
member or $12,000/ family for
Out-of-Network Providers.

Yes. Preventive Care. Vision

Exam. For more information see
below.

No.

$4,250/individual, $4,250/
member or $8,500/family for In-
Network Providers.
$12,750/individual, $12,750/
member or $25,500/ family for
Out-of-Network Providers.
Premiums, balance-billing

charges, and health care this plan
doesn't cover.

Yes. See www.anthem.com/find-
care/?alphaprefix=]PU or call
(855) 333-5730 for a list of

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount.

But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have

other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an Out-of-Network Provider, and you might

receive a bill from a provider for the difference between the provider’s charge and what your
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Do you need a referral

to see a specialist?

network providers. Benefits and
costs may vary by site of service

and how the provider bills.
No.

services.

You can see the specialist you choose without a referral.

plan pays (balance billing). Be aware, your network provider might use an Out-of-Network
Provider for some services (such as lab work). Check with your provider before you get

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

Common
Medical Event

Services You May Need

What You Will Pa

Limitations, Exceptions, &
Other Important Information

If you visit a
health care

provider’s office

or clinic

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

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

20% coinsurance

20% colinsurance

No charge

40% coinsurance

40% colinsurance

40% colinsurance

Virtual visits (Telehealth)
benefits available.

Virtual visits (Telehealth)
benefits available.

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

If you have a test

Diagnostic test (x-ray, blood
work)

20% coinsurance

40% coinsurance

--------none--------

Imaging (CT/PET scans, MRIs)

20% coinsurance

40% coinsurance

$800 maximum/service for Out-
of-Network Providers.

If you need drugs
to treat your
illness or
condition

Mote information

about prescription

drug coverage is
available at

http://www.anthe

m.com/pharmacyi
nformation/

Typically Lower Cost Generic
(Tier 1a)

Typically Generic (Tier 1b)

Typically Preferred Brand &
Non-Preferred Generic Drugs
(Tier 2)

Typically Non-Preferred Brand
and Generic drugs (Tier 3)

Typically Preferred Specialty
(brand and generic) (Tier 4)

$5/prescription (retail) and
$10/prescription (home
delivery)
$15/prescription (retail) and
$30/prescription (home
delivery)
$40/prescription (retail) and
$100/prescription (home
delivery)
$60/prescription (retail) and
$150/prescription (home
delivery)
30% coinsurance up to
$250/prescription (retail and
home delivery)

40% coinsurance up to
$250/prescription (retail) and
Not covered (home delivery)

40% coinsurance up to
$250/ prescription (retail) and
Not covered (home delivery)

40% coinsurance up to
$250/ prescription (retail) and
Not covered (home delivery)

40% coinsurance up to
$250/ prescription (retail) and
Not covered (home delivery)

40% coinsurance up to
$250/prescription (retail) and
Not covered (home delivery)

Most home delivery is 90-day
supply. For more information,
refer to “CA National DMHC
Drug List” at

http:
acyinformation/

*See Prescription Drug section
of the plan or policy document
(e.g. evidence of coverage or
certificate).

www.anthem.com/pharm

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

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the least)

20% colinsurance

(You will pay the most)

40% colinsurance

$350 maximum /admission for
Out-of-Network Providers.

20% coinsurance

40% coinsurance

20% coinsurance

--------nNone--------

Covered as In-Network

20% coinsurance for Emergency
Room Physician Fee.

If you have Facility fee (e.g., ambulatory
outpatient surgery center)

surgery Physician/surgeon fees
7 el Emergency room care
immediate Emergency medical

medical attention

X 20% coinsurance Covered as In-Network SR, V6 o chmmmm—
transportation
Urgent care 20% coinsurance 40% coinsurance R 010 ) o [commm—

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% colinsurance

40% colinsurance

$1,000 maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers. 150
days/benefit period for Inpatient
rehabilitation and skilled nursing
services combined.

Physician/surgeon fees

20% colinsurance

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

Outpatient services

40% colinsurance

Office Visit
20% coinsurance
Other Outpatient
20% coinsurance

--------NONE--------

Office Visit
40% coinsurance
Other Outpatient
40% coinsurance

Office Visit

988 lifeline/mobile crisis team
covered as In-Network. Virtual
visits (Telehealth) benefits
available.

Other Outpatient

--------none--------

Inpatient services

20% colinsurance

40% colinsurance

$1,000 maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers. 20%
coinsurance for Inpatient
Physician Fee In-Network
Providers. 40% coinsurance for
Inpatient Physician Fee Out-of-
Network Providers.

If you are
pregnant

Office visits

20% coinsurance

40% coinsurance

Childbirth/delivery professional
services

20% colinsurance

40% colinsurance

Childbirth/delivery facility

services

20% colinsurance

40% colinsurance

$1,000 maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers. Maternity
care may include tests and
services described elsewhere in
the SBC (i.e., ultrasound).
*Coverage includes fertility

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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What You Will Pay

Common In-Network Provider Out-of-Network Provider

Medical Event

Limitations, Exceptions, &
Other Important Information

Services You May Need

You will pay the least

preservation services, see
Fertility Preservation section.
Home health care 20% coinsurance 40% coinsurance 100 visits/benefit period.
Rehabilitation services 20% coinsurance 40% coinsurance See Th Servi .
Habilitati ; 20% coi 40% cof ee Therapy Services section.
If vou need hel abilitation services v coinsurance o coinsurance
rezovering or P 150 days/benefit petiod for
. ) ) ) Inpatient rehabilitation and
have other Skilled nursing care 20% coinsurance 40% coinsurance p . .
special health skilled nursing services
nlz: ods combined.
. ) ) . *See Durable Medical
Durable medical equipment 20% coinsurance 40% coinsurance i -
UL Equipment section.
Hosgice services 20% coinsurance 40% coinsurance --------NONne--------
. $0 copayment up to plan's
If your child Children’s eye exam No charge ) .. . .
nez ds dental of Y g Maximum Allowed Amount | *See Vision Services section.
eve care Children’s glasses Not covered Not covered
Y Children’s dental check-up Not covered Not covered --------110NEe--------

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other
excluded services.)

e Children’s dental check-up e Cosmetic surgery e Dental care (Adult)
e Glasses for a child e Hearing aids e Long-term care
e Routine foot care unless you have been e Weight loss programs

diagnosed with diabetes

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

e Acupuncture 20 visits/benefit period e Bariatric surgery (In-Network) e Chiropractic care 30 visits/benefit period
e Infertility treatment - 3 oocyte egg e Most coverage provided outside the United e Private-duty nursing in a Home Setting only
retrievals/lifetime States. See www.bcbsglobalcore.com

¢ Routine eye care (Adult) 1 exam/benefit

period

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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https://www.dmhc.ca.gov/, Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or
contact Anthem at the number on the back of your ID card. Other coverage options may be available to you, too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310

Department of Labor, Employee Benefits Secutity Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,
https://www.dmhc.ca.gov

Additionally, a consumer assistance program can help you file your appeal. Contact California Consumer Assistance Program, Operated by the California
Department of Managed Health Care, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, https://www.dmhc.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum HEssential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

‘ To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

u
h

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)

B The plan’s overall deductible $2,500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $2.500
Copayments $0
Coinsurance $1,800
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $4,310

controlled condition)

B The plan’s overall deductible $2,500
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $2,500
Copayments $700
Coinsurance $80
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $3,300

up care)
B The plan’s overall deductible $2,500
M Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

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

Durable medical equipment (crutches)
Rehabilitation setrvices (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,500
Copayments $0
Coinsurance $60
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,560

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Get help in your language

Language Assistance Services

Curious to know what all this says? We would be too. Here’s the
English version: IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it. You may also be able
to get this letter written in your language. For free help, please
call right away at 1-888-254-2721. (TTY/TDD:711)

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

Spanish

IMPORTANTE: ;Puede leer esta carta? Si no, podemos pedirle
a alguien que le ayude a leerla. También es posible que pueda
solicitar que le enviemos esta carta escrita en su idioma. Para
obtener ayuda gratuita, llame de inmediato al 1-888-254-2721
(TTY/TDD: 711).

Arabic
L i (el o i€y Sl L1 0S5 A1 13) 940l 5 o 36 8 ankaia Ja cala
olialy 2, i€ Ayl ode o Jsaanll o Uyl oS 08 Lgde) 8 8 Sline s,
Al e 5l e Jlai) a y dilas el e Jpmall
1-888-254-2721. (TTY/TDD: 711)

Armenian

NhcurnkheE8NRL. Ywpnnwun'wd Gp Jupnw wyu bwdwyp:
Gt ny, UGUp Ywpnn Gup wnwywnyt) nnWt UGYh oqunipjnLup’
4tq hwdwp wju Yywpnwint hwdwp: e upnn Gp bwle wju
Lwdwyp unwuwy &6p |Ggyny: Wuydwn oquniejwlu hwudwp
huunpnud Gup wudhpwwbu quuqwhwpt® 1-888-254-2721.
(TTY/TDD: 711)

Chinese

EHE  CREFIMEN ? A g - RIS AEHEGE - U]
DUEELIEHEES B EH - FREEE) > SBrR1EE
1-888-254-2721. (TTY/TDD:711)

Farsi
ager Ll e g8 gl i il s R i) g Le el 5 ) ead sl 3
22 oAl A o4 Ll S8 S Cpinas (San ol il gy (ALl 1) 43 D) e (S
54 Ob s il 0 S (o) il S B e Lkl TH g8 s s
1-888-254-2721. (TTY/TDD: 711) sk 3,85,

Hindi

HEaqUT: AT HTT TE I 9& Hehe! &7 AT e, A 67 38 Tt &
fordY T A of o 21 TS I 3119 379 a7e7 & oY for@ar g
g1 fo:2[ceh Werardr & fAT, Foam qia 1-888-254-2721 W Fiel
Fi| (EEEEEREER711)

Hmong

TSEEM CEEB: Koj puas nyeem tau daim ntawv no? Yog tias
tsis tau, peb muaj qee tus neeg pab nyeem nws rau koj. Koj los
kuj yuav tau txais ib daim ntawv sau ua kom yam lus. Rau kev
pab dawb, thov hu tam sim ntawm 1-888-254-2721. (TTY/TDD:
711)

Japanese

HE . ZOLEEHD N TEETN2HL LN TER
WSS, XETHZEANRRETY, £/, BAFBTRENE
IOXEAZERNTZIIMAD ZENTEET, MEOZEE D
LD, 1-888-254-2721 (TTY/TDD:711) (2 Z i <
72U,

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.

#CA-DMHC-001#
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Khmner

NS IBHEMHNGHSIUEISITNSIS? 10HSS
UGS SHMAD WS

HMAHIGS S U0 SHOUR IS Ul A IU I AP TR
UENUS SIS SeS e

VY SIINUMIMU IS 1-888-254-2721.
(TTY/TDD: 711)

Korean

S2:0 HAE HCA == UOHIIR? IZ X 28 F2,
015 HOA = U= 5= Mol =2 = UAsLILh
Hotel 220z = HAIS SHOZ H0tE4A =5 UsLILH
Sz Mask=s =501 ERotdl 32,
1-888-254-2721H1 2 £ Ht £ Aol =&AL,

(TTY/TDD: 711)

Punjabi

éféﬁfﬁaﬁﬁuq Aee I7? A adt, 3w fErd ugs fee
3T HEE I3 Aae TF| 37 fer fiFSt & wust s feg < oy
Ao J1 He3 Hee 88, fdaur J94 333 feR '3 a8 a9
1-888-254-27211 (TTY/TDD: 711)

Russian

BAXHAA NHOOPMALIMA: MoxeTe nun Bbl NpovuTaTb JaHHOE
NUCbMO? Ecnu HeT, Halw cneumanucT NOMOXET BaMm B 3TOM. Bbl
TaKKe MOXeTe NosSly4YnTb JaHHOE NMUMCbMO Ha BalleM A3bike. Ons
nony4eHusa 6ecnnaTtHon NOMOLLY 3BOHUTE MO HOMeEpPY
1-888-254-2721. (TTY/TDD: 711)

Tagalog

MAHALAGA: Mababasa mo ba ang sulat na ito? Kung hindi,
mayroon kaming makakatulong sa iyo na basahin ito. Maaari
mo ring makuha ang sulat na ito nang nakasulat sa iyong
wika. Para sa libreng tulong, mangyaring tumawag kaagad
sa 1-888-254-2721. (TTY/TDD: 711)

Thai

ddy: A snamaauNngil lawda bl winama uaauunuillila
s mnsnaaly lasdnauaioaniainle AnEmNsnsaILe
Aauungindaulunimuasan latrunn
WAnnasn1sANIsmAauuy luian e TUsaTmsust laviudii
1-888-254-2721. (TTY/TDD: 711)

Viethamese )
QUAN TRONG: Quy vi co doc duwoc la thw nay khdng? Néu
khdng, chung téi cé thé nhe ai do giup quy vi doc. QuY Vi

cling ¢6 thé yéu cdu thu nay viét bang ngdn ngi clia quy vi.

Pé duoc tro giap mién phi, hay goi ngay dén sé
1-888-254-2721. (TTY/TDD: 711)

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.

#CA-DMHC-001#
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get reasonable modifications as well as
free auxiliary aids and services if you have a disability. We don’t discriminate on the basis of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or have
limited proficiency), we offer free language assistance services, in a timely manner, like interpreters and other written languages. Interested
in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711) or visit our website. If you think we failed in
any areas or to learn more about grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, disability, or sex, you can mail a
complaint directly to the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room
509F, HHH Building; Washington, D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-DMHC-001#
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