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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 CAA provisions within this Plan apply unless state law or any other provisions within this Plan are more
advantageous to you.

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
e 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, 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, you will be responsible for all 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
not be covered 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 all Out-of-Network charges for those services. 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; (1) Intensivists; and (J) any services set out by
the U.S. Department of Health & Human Services. 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 Surprise Billing 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 Negotiated Fee Rate.

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
e Alisting / directory of all In-Network Providers.

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

e In-Network negotiated rates; and
e Historical Out-of-Network rates; and
e Drug pricing information.
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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 patrticipates in the Medical Group you have been assigned to and who is available to accept you or your
family members. 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 who specializes in obstetrics or gynecology
and who is in your Medical Group, or who has an arrangement with your Medical Group to provide care for its
patients and has been identified by your Medical Group as available for providing obstetrical and gynecological
care. The health care professional, however, may be required to comply with certain procedures, including
obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures for
making Referrals. 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 (“QMCSO”)

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.

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:

e 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.



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:

e Family planning;

e Contraceptive services, including Emergency contraception;

e Sterilization, including tubal ligation at the time of labor and delivery;
e Infertility treatments; or

e 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 “Getting 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;

e 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;

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

¢ 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;

¢ 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:

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

e 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;

¢ 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 Medical and Vision 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.



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.

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.

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.

This Booklet replaces any Booklet issued to you in the past. The coverage described is based upon the
terms of the Group Contract 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.

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/.
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Schedule of Benefits

A HMO 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: To get benefits under this Plan, you must get Covered Services from an In-
Network Provider. Services from an Out-of-Network Provider are not covered, except for Emergency
Care, Out-of-Area Urgent Care, and services previously approved as Authorized Referrals. If you have
requested services from an Out-of-Network Provider, please contact us before you have received the
service in order to make sure that we have approved the service as an Authorized Referral.

Certain services require prior authorization in order for benefits to be provided. In-Network Providers will
initiate the review on your behalf. You may ask an Out-of-Network Provider to call the toll free number on
your ID card to initiate the review for you. Remember that services provided by an Anthem HMO Out-of-
Network Provider are covered only if they are Emergency services, Out-of-Area Urgent Care or services
for which you received a Referral. In non-Emergency and non-Out-of-Area Urgent Care situations, 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.

Benefits are based on the Negotiated Fee Rate or, for Out-of-Network Emergency, Out-of-Area Urgent
Care and an Authorized Referral, the Reasonable and Customary Value, which is the most the Plan will
allow for a Covered Service. Please read the “Claims Payment” section for more details.

Deductibles, Coinsurance, and Benefit Period Maximums are calculated based upon the Negotiated Fee
Rate, or for Out-of-Network Emergency, Out-of-Area Urgent Care and Authorized Referrals, the
Customary and Reasonable Charge, not the Provider’s billed charges. Cost Sharing for services with
Copayments is the lesser of the Copayment amount or the Negotiated Fee Rate.

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

Per Member $750
Per Family — All other Members No Deductible
combined

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.

Coinsurance In-Network
Plan Pays 75%
Member Pays 25%

Reminder: Your Coinsurance will be based on the Negotiated Fee Rate. Except for Surprise Billing
Claims, if you use an approved Out-of-Network Provider, you may have to pay Coinsurance.

Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a
different Coinsurance. Please see the rest of this Schedule for details.

Out-of-Pocket Limit In-Network
Per Member $3,500
Per Family — All other Members $7,000
combined

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, except it does not include charges over the allowed amount or charges for non-
Covered Services.

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.

The Out-of-Pocket Limit does not include amounts you pay for the following:

e Expense which is incurred under the Infertility benefit.




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
Limit 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 Limit(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 the back of 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
Acupuncture See “Therapy Services.” Not covered
Ambulance Services (Ground, Air and $100 Copayment per trip No Deductible

Water) Emergency Services

For Emergency ambulance services received from Out-of-Network Providers, the Plan’s payment is
based on the Reasonable and Customary Value. Out-of-Network Providers (both inside and outside
California) may bill you for any charges that exceed the Plan’s Reasonable and Customary Value;
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.

Important Note: Precertification is required for ambulance services except in a medical Emergency.
Please see “Getting Approval for Benefits” for details. Out-of-Network ambulance services are covered
in case of Emergency; and Out-of-Network ambulance services are covered in a non-Emergency when
Precertification is obtained.



http://www.anthem.com/

Benefits

In-Network

Out-of-Network

Ambulance Services (Ground, Air and
Water) Non-Emergency Services

$100 Copayment per trip No Deductible

Out-of-Network Providers (both inside and outside California) may bill you for any charges that exceed
the Plan’s Reasonable and Customary Value; 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.

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.

Precertification is required for ambulance services except in a medical Emergency. Please see
“Getting Approval for Benefits” for details. Out-of-Network ambulance services are covered in case of
Emergency; and Out-of-Network ambulance services are covered in a non-Emergency when

Precertification is obtained.

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.

Not covered

Dental Services

(Limited to services for accidental injury, for
certain Members requiring hospitalization or
general anesthesia, or to prepare the mouth
for certain medical treatments)

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

Not covered

Diabetes Equipment, Education, and
Supplies

Screenings for gestational diabetes are
covered under “Preventive Care.”

Benefits are based on
the setting in which
covered services are
received. Please see
those settings to
determine your Cost
Share.

Not covered




Benefits In-Network Out-of-Network

Diagnostic Services

e Preferred Reference Labs No Copayment, Not covered
Deductible, or
Coinsurance

e All Other Diagnostic Services Benefits are based on Not covered
the setting in which
Covered Services are
received. Please see
those settings to
determine your Cost

Share.

Durable Medical Equipment (DME),

Medical Devices and Supplies

e  Durable Medical Equipment 50% Coinsurance No Not covered
Deductible

¢ Diabetes Equipment and Supplies 50% Coinsurance No Not covered
Deductible

. Orthotics No Copayment, Not covered

Deductible, or
Coinsurance

. Prosthetics No Copayment, Not covered
Deductible, or
Coinsurance

e  Medical and Surgical Supplies 50% Coinsurance No Not covered
Deductible

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

Emergency Room Services
Emergency Room

e Emergency Room Facility Charge $150 Copayment per visit plus 25% Coinsurance after
Deductible
Copayment waived if admitted

e Emergency Room Doctor Charge (ER No Copayment, Deductible, or Coinsurance
Physician, Radiologist, Anesthesiologist,
Surgeon, etc.)

e Emergency Room Doctor Charge (Mental No Copayment, Deductible, or Coinsurance
Health / Substance Use Disorder)




Benefits In-Network Out-of-Network

e Other Facility Charges (including No Copayment, Deductible, or Coinsurance
diagnostic x-ray and lab services, medical
supplies)

e Advanced Diagnostic Imaging (including No Copayment, Deductible, or Coinsurance

MRIs, CAT scans)

Out-of-Network Emergency Room services covered in case of Emergency only.

For Emergency Care received from Out-of-Network Providers, the Plan’s payment is based on the
Reasonable and Customary Value. If the Emergency Care is rendered inside California by an Out-of-
Network Provider, you will not be responsible for any amount in excess of the Reasonable and
Customary Value.

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 Reasonable and Customary amount (or when
applicable, the Negotiated Fee Rate) 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 Not covered
the setting in which
Covered Services are
received. Please see
those settings to
determine your Cost
Share.

Precertification required

Habilitative Services Benefits are based on Not covered
the setting in which
Covered Services are
received. Please see
those settings to
determine your Cost
Share.

See “Office Visits” and
“Outpatient Facility
Services” for details on
Benefit Maximums.

Home Health Care

e Home Health Care Visits from a Home $25 Copayment per visit Not covered
Health Care Agency No Deductible
¢ Home Dialysis $25 Copayment per visit Not covered

No Deductible




Benefits In-Network

Out-of-Network

e Home Infusion Therapy / Chemotherapy $25 Copayment per visit
No Deductible

Private Duty Nursing $25 Copayment per visit
No Deductible

e Specialty Prescription Drugs 30% Coinsurance up to
a maximum Copayment
of $150 per drug No

Deductible
e Other Home Health Care Services / $25 Copayment per visit
Supplies No Deductible
e Home Health Care Visits Benefit Benefit maximum of 100
Maximum visits per Benefit Period,

up to 4 hours each visit.
The limit includes
Therapy Services (e.g.,
physical, speech,
occupational, cardiac
and pulmonary
rehabilitation given as
part of the Home Health
Care benefit.

Not covered

Not covered

Not covered

Not covered

Not covered

Hospice Care

e Home Hospice Care No Copayment,
Deductible, or
Coinsurance

e Bereavement No Copayment,
Deductible, or
Coinsurance

e Inpatient Hospice No Copayment,
Deductible, or
Coinsurance

e OQutpatient Hospice No Copayment,
Deductible, or
Coinsurance

e Respite Care No Copayment,
Deductible, or
Coinsurance

This Plan’s Hospice benefit will meet or exceed Medicare’s Hospice benefit.

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits

In-Network

Out-of-Network

Human Organ and Tissue Transplant
(Bone Marrow / Stem Cell) Services

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

Not covered

Inpatient Services
Facility Room & Board Charge:

e Hospital / Acute Care Facility

e Skilled Nursing Facility

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

e Rehabilitation

e Mental Health / Substance Use Disorder
Facility

e Residential Treatment Center

Ancillary Services
Doctor Services when billed separately from

the Facility for:

e General Medical Care / Evaluation and
Management (E&M)

e Surgery

e Maternity

e Mental Health and Substance Use
Disorder

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

150 combined days per
Benefit Period

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits In-Network Out-of-Network

Maternity and Reproductive Health

Services

e Maternity Visits (Global fee for the $25 Copayment per visit Not covered
ObGyn’s prenatal, postnatal and delivery No Deductible
services)

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.

Infertility Services (See Maternity and
Reproductive Health Services in “What’s

Covered”)
- Office Visits $25 Copayment per visit Not covered
No Deductible
- Diagnosis and testing for Infertility 50% Coinsurance Not covered

*This will not apply to
the Out-of-Pocket Limit

Mental Health and Substance Use Disorder Mental Health and Substance Use Disorder Services

(Chemical Dependency) Services (includes are covered as required by state and federal law.
behavioral health treatment for autism Please see the rest of this Schedule for the Cost
spectrum disorders) 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.

Important Note on Office Visits at an Outpatient Facility: 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”. Please refer to that section for details on
the Cost Shares (e.g., Deductibles, Copayments, Coinsurance) that will apply.

e Primary Care Physician / Provider (PCP) In-Person Visits: Not covered
(Including In-Person and/or Virtual Visits)
(Includes Ob/Gyn) $25 Copayment per visit

No Deductible
Virtual Visits:

$25 Copayment per visit
No Deductible




Benefits

In-Network

Out-of-Network

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

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

Retail Health Clinic Visit

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)

Advanced Diagnostic Imaging (including
MRIs, CAT scans)

Office Surgery (including anesthesia)

In-Person Visits:

$25 Copayment per visit
No Deductible

Virtual Visits:

$25 Copayment per visit
No Deductible

In-Person Visits:

$40 Copayment per visit
No Deductible

Virtual Visits:

$40 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

$100 Copayment per
service No Deductible

$25 Copayment per
surgery No Deductible

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits

In-Network

Out-of-Network

e Therapy Services:

- Chiropractic / Osteopathic /
Manipulation Therapy

- Chiropractic / Osteopathic /
Manipulative Therapy Benefit
Maximum

- Physical Therapy

- Physical Therapy Benefit Maximum

- Speech Therapy

- Occupational Therapy

- Occupational Therapy Benefit
Maximum

- Acupuncture

- Acupuncture Benefit Maximum

- Dialysis

$25 Copayment per visit
No Deductible

Benefit maximum of 20
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

$25 Copayment per visit
No Deductible

Benefit maximum of 40
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

$25 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

Benefit maximum of 40
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

$25 Copayment per visit
No Deductible

Benefit maximum of 20
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

$40 Copayment per visit
No Deductible

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits

In-Network

Out-of-Network

- Radiation / Chemotherapy /

Respiratory Therapy

- Cardiac Rehabilitation

- Cardiac Rehabilitation Benefit

Maximum

Pulmonary Therapy

$40 Copayment per visit
No Deductible

$25 Copayment per visit
No Deductible

Benefit maximum of 36
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

$25 Copayment per visit
No Deductible

Not covered

Not covered

Not covered

Not covered

Please note: The Benefit Maximums are combined for the following rehabilitative and habilitative
services:

The Benefit Maximums apply to office and outpatient facility visits combined.

Physical Therapy
Occupational Therapy

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

30% Coinsurance up to
a maximum Copayment
of $150 per drug No
Deductible

Not covered

Orthotics

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

Not covered

Outpatient Facility Services

Facility Surgery Charge

Facility Surgery Lab

Facility Surgery X-ray

Ancillary Services

Doctor Surgery Charges

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits

In-Network

Out-of-Network

Other Doctor Charges (including
Anesthesiologist, Pathologist, Radiologist,
Surgical Assistant)

Other Facility Charges (for procedure
rooms)

Mental Health / Substance Use Disorder
Outpatient Facility Services (Partial
Hospitalization Program / Intensive
Outpatient Program)

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

Shots / Injections (other than allergy
serum)

Allergy Shots / Injections (including
allergy serum)

Diagnostic Lab (non-preventive)

Diagnostic X-ray (hon-preventive)

Other Diagnostic Tests: EKG, EEG, etc.

Advanced Diagnostic Imaging (including
MRIs, CAT scans)

Therapy Services:

— Chiropractic / Osteopathic /
Manipulation Therapy

— Chiropractic / Osteopathic /
Manipulation Therapy Benefit
Maximum

- Physical Therapy

No Copayment,
Deductible, or
Coinsurance

25% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

Benefit maximum of 20
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

25% Coinsurance after
Deductible

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits

In-Network

Out-of-Network

Physical Therapy Benefit Maximum

Speech Therapy

Occupational Therapy

Occupational Therapy Benefit
Maximum

Acupuncture

Acupuncture Benefit Maximum

Radiation / Chemotherapy /
Respiratory Therapy

Dialysis

Cardiac Rehabilitation

Cardiac Rehabilitation Benefit
Maximum

Benefit maximum of 40
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

Benefit maximum of 40
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

25% Coinsurance after
Deductible

Benefit maximum of 20
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

25% Coinsurance after
Deductible

Benefit maximum of 36
visits per Benefit Period,
office and outpatient
facility visits combined.
Additional period of care
will be provided if
approved by the Medical
Group or us.

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered




Benefits In-Network Out-of-Network
- Pulmonary Therapy 25% Coinsurance after Not covered
Deductible

Please note: The Benefit Maximums are combined for the following rehabilitative and habilitative

services:

e Physical Therapy
e Occupational Therapy

The Benefit Maximums apply to office and outpatient facility visits combined.

e Prescription Drugs Administered in an 30% Coinsurance up to Not covered
Outpatient Facility (other than allergy a maximum Copayment
serum) of $150 per drug No
Deductible
Preventive Care No Copayment, Not covered

Deductible, or
Coinsurance

Preventive Care for Chronic Conditions
(per IRS guidelines)

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

¢ Medical items, equipment and No Copayment,
screenings Ded_uctible, or
Coinsurance

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

Not covered

Not covered

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

Not covered




Benefits In-Network Out-of-Network

Rehabilitative Services Benefits are based on Not covered
the setting in which
Covered Services are
received. Please see
those settings to
determine your Cost
Share.

See “Office Visits”, “Inpatient Services” and “Outpatient Facility Services” for details on Benefit
Maximums.

Transgender Services Benefits are based on Not covered
the setting in which
Covered Services are
received. Please see
those settings to
determine your Cost
Share.

Precertification required

Urgent Care Services (Office & Home* Visits)

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

Out-of-Network (In-Area) Urgent Care services are not covered. To find out when Out-of-
Network (Out-of-Area) Urgent Care services are covered, see the section Urgent Care Services
in “What’s Covered.” See your Cost Share below for Covered Services, including Out-of-
Network (Out-of-Area) Urgent Care.

e Urgent Care Office Visit Charge $25 Copayment per visit No Deductible

e Allergy Testing $25 Copayment per visit Not covered
No Deductible

e Shots / Injections (other than allergy $25 Copayment per visit Not covered
serum) No Deductible

e Allergy Shots / Injections (including $25 Copayment per visit Not covered
allergy serum) No Deductible

e Diagnostic Lab (other than reference labs) No Copayment, Not covered

Deductible, or
Coinsurance

e Diagnostic x-ray No Copayment, Not covered
Deductible, or
Coinsurance

e Other Diagnostic Tests (including hearing, No Copayment, Not covered
EKG) Deductible, or
Coinsurance




Benefits In-Network Out-of-Network

¢ Advanced Diagnostic Imaging (including $100 Copayment per Not covered
MRIs, CAT scans) service No Deductible
e Office Surgery (including anesthesia) $25 Copayment per visit Not covered
No Deductible
e Prescription Drugs Administered in the 30% Coinsurance up to Not covered
Office (other than allergy serum) a maximum Copayment
of $150 per drug No
Deductible

If, however, you see an Out-of-Network Provider outside California, that Provider may also bill you for
any charges over the Plan’s Reasonable and Customary Value.

If you get covered Urgent Care at a Hospital or other outpatient Facility, please refer to the Other
Facility Charges (for procedure rooms) In-Network cost share under the “Outpatient Facility Services”
for details on what you will pay.

Virtual Visits (Telehealth/Telemedicine

Visits)

e Virtual Visits from our Online Provider No Copayment, Not covered
(Medical Services) Deductible, or

Coinsurance

e Virtual Visits from our Online Provider No Copayment, Not covered
(Mental Health and Substance Use Deductible, or
Disorder Services) Coinsurance

e Virtual Visits from our Online Provider $40 Copayment per visit Not covered
(Specialty Care Services) No Deductible

e Additional Telehealth/Telemedicine $25 Copayment per visit Not covered
Services from a Primary Care Provider No Deductible
(PCP) (as required by law)

e Additional Telehealth/Telemedicine $40 Copayment per visit Not covered
Services from a Specialty Care Provider No Deductible

(SCP) (as required by law)

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 to the End of
the Month in Which They Turn 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.

e Routine Eye Exam $0 Copayment Not covered




Benefits In-Network Out-of-Network

Limited to one exam per Member every
Benefit Period.

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.

¢ Routine Eye Exam $0 Copayment Not covered

Limited to one exam per Member every
Benefit Period.

Vision Services Benefits are based Not covered
(for medical and surgical treatment of injuries on the setting in
and/or diseases of the eye). which Covered
Services are
Certain vision screenings required by Federal received. Please
law are covered under the "Preventive Care" see those settings
benefit. to determine your
Cost Share.
Prescription Drug Retail Pharmacy In-Network Out-of-Network
and Home Delivery (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 Prescription Drug Maximum Allowed Amount. If the retail price for a covered Prescription and/or
refill is less than the applicable Copayment 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 (In-Network and Out- Up to 30 days
of-Network)




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

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

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

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.

Retail Pharmacy Copayments /
Coinsurance

e Tier 1a Prescription Drugs $5 Copayment per 50% Coinsurance up to a
Prescription Drug maximum of $250 per
Prescription Drug

Tier 1b Prescription Drugs $15 Copayment per 50% Coinsurance up to a
Prescription Drug maximum of $250 per
Prescription Drug

Tier 2 Prescription Drugs $40 Copayment per 50% Coinsurance up to a
Prescription Drug maximum of $250 per
Prescription Drug

Tier 3 Prescription Drugs $60 Copayment per 50% Coinsurance up to a
Prescription Drug maximum of $250 per
Prescription Drug

e Tier 4 Prescription Drugs 30% Coinsurance up to a 50% Coinsurance up to a
maximum of $250 per maximum of $250 per
Prescription Drug Prescription Drug

Home Delivery Pharmacy
Copayments / Coinsurance

e Tier 1a Prescription Drugs $12.50 Copayment per Not covered
Prescription Drug




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

Benefits

e Tier 1b Prescription Drugs $37.50 Copayment per Not covered
Prescription Drug

e Tier 2 Prescription Drugs $120 Copayment per Not covered
Prescription Drug

e Tier 3 Prescription Drugs $180 Copayment per Not covered
Prescription Drug

e Tier 4 Prescription Drugs 30% Coinsurance up 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 Retail 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). For orally administered anti-cancer medications that may be obtained thro