Your summary of benefits Anthem &

Anthem® Blue Cross
Your Plan: Anthem Value Ded HMO 250/20/40/10%
Your Network: California Care HMO

Cost if you use a

Costifyouuseanln- "\ vork

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $250 person Not covered
Out-of-Pocket Limit $3,500 single / Not covered
$7,000 family

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

Preventive Care / Screening / Inmunization No charge Not covered
Doctor Home and Office Services
Primary Care Visit $20 copay per visit Not covered
deductible does not
apply
Specialist Care Visit $40 copay per visit Not covered
deductible does not
apply
Prenatal and Post-natal Care $20 copay per visit Not covered
deductible does not
apply
Other Practitioner Visits:
Retail Health Clinic $20 copay per visit Not covered
deductible does not
apply
Preferred On-line Visit $10 copay per visit Not covered
Includes Mental/Behavioral Health and Substance Abuse deductible does not
apply
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network

Provider
Manipulation Therapy $20 copay per visit Not covered
Coverage is limited to 20 visits per benefit period. deductible does not
apply
Acupuncture $20 copay per visit Not covered
Coverage is limited to 20 visits per benefit period. deductible does not
apply
Other Services in an Office:
Allergy Testing $20 copay per visit Not covered
deductible does not
apply
Chemo/Radiation Therapy $40 copay per visit Not covered
deductible does not
apply
Dialysis/Hemodialysis $40 copay per visit Not covered
deductible does not
apply
Prescription Drugs - Dispensed in the office 30% coinsurance Not covered
Maximum of $150 member per visit member cost share per drug. deductible does not
apply
Diagnostic Services
Lab:
Office No charge Not covered
Freestanding Lab No charge Not covered
Outpatient Hospital 10% coinsurance after | Not covered
deductible is met
X-Ray:
Office No charge Not covered
Freestanding Radiology Center No charge Not covered
Outpatient Hospital 10% coinsurance after | Not covered

deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

$100 copay per service
deductible does not
apply

$100 copay per service
deductible does not
apply

10% coinsurance after
deductible is met

Not covered

Not covered

Not covered

Emergency and Urgent Care
Urgent Care

$20 copay per visit
deductible does not
apply

Covered as In-Network

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

$150 copay per visit
and 10% coinsurance
after deductible is met

No charge

Covered as In-Network

Covered as In-Network

Ambulance

$100 copay per trip
deductible does not

apply

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit

Facility visit:

Facility Fees

Doctor Services

$20 copay per visit
deductible does not

apply

No charge

No charge

Not covered

Not covered

Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network

Provider
Outpatient Surgery
Facility Fees:
Hospital 10% coinsurance after | Not covered
deductible is met
Freestanding Surgical Center 10% coinsurance after | Not covered
deductible is met
Doctor and Other Services:
Hospital No charge Not covered
Hospital (Including Maternity, Mental / Behavioral Health, Substance
Abuse):
Facility fees 10% coinsurance after | Not covered
deductible is met
Doctor and other services No charge Not covered
Recovery & Rehabilitation
Home Health Care $20 copay per visit Not covered
Coverage is limited to 100 visits per benefit period. deductible does not
apply
Rehabilitation services:
Office $20 copay per visit Not covered
Coverage for rehabilitative and habilitative physical therapy and deductible does not
occupational therapy combined is limited to 40 visits per benefit period. apply
Outpatient Hospital 10% coinsurance after | Not covered
Coverage for rehabilitative and habilitative physical therapy and deductible is met
occupational therapy combined is limited to 40 visits per benefit period.
Cardiac rehabilitation
Office $20 copay per visit Not covered
Coverage is limited to 36 visits per benefit period. deductible does not
apply
Outpatient Hospital 10% coinsurance after | Not covered

Coverage is limited to 36 visits per benefit period.

deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network

Provider

Skilled Nursing Care (facility) 10% coinsurance after | Not covered
Coverage for Inpatient rehabilitation and skilled nursing services is limited | deductible is met
to 150 days combined per benefit period.
Hospice No charge Not covered
Durable Medical Equipment 50% coinsurance Not covered

deductible does not

apply
Prosthetic Devices No charge Not covered

Covered Prescription Drug Benefits

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Pharmacy Deductible

Not applicable

Not applicable

Pharmacy Out of Pocket

Combined with medical

Combined with medical

Prescription Drug Coverage
National with R90
This plan uses an Essential Drug List.

This product has a 90-day Retail Pharmacy Network available. No coverage for non-formulary drugs. Drugs not on the list are

not covered.

Tier 1a - Typically Lower Cost Generic
30 day supply (retail pharmacy). 90 day supply (home delivery).

Tier 1b - Typically Generic
30 day supply (retail pharmacy). 90 day supply (home delivery).

$5 copay per
prescription, deductible
does not apply (retail)
and $12.50 copay per
prescription, deductible
does not apply (home
delivery)

$20 copay per
prescription, deductible
does not apply (retail)
and $50 copay per
prescription, deductible
does not apply (home
delivery)

50% coinsurance up to
$250 per prescription,
deductible does not
apply (retail) and Not
covered (home
delivery)

50% coinsurance up to
$250 per prescription,
deductible does not
apply (retail) and Not
covered (home
delivery)
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Covered Prescription Drug Benefits

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Tier 2 — Typically Preferred Brand
30 day supply (retail pharmacy). 90 day supply (home delivery).

$40 copay per
prescription, deductible
does not apply (retail)
and $120 copay per
prescription, deductible
does not apply (home
delivery)

50% coinsurance up to
$250 per prescription,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 3 - Typically Non-Preferred Brand
30 day supply (retail pharmacy). 90 day supply (home delivery).

$75 copay per
prescription, deductible
does not apply (retail)
and $225 copay per
prescription, deductible
does not apply (home
delivery)

50% coinsurance up to
$250 per prescription,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 4 - Typically Specialty (brand and generic)
30 day supply (retail pharmacy). 30 day supply (home delivery).

30% coinsurance up to
$250 per prescription,
deductible does not
apply (retail and home
delivery)

50% coinsurance up to
$250 per prescription,
deductible does not
apply (retail) and Not
covered (home
delivery)

Notes:

¢ If you have an office visit with your Primary Care Physician or Specialist at an Outpatient Facility (e.g., Hospital or
Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services” which is

generally coinsurance or coinsurance after your deductible is met.

o Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to,
injections, cryopreservation and storage for both male and female members when a medically necessary treatment
may cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and

service rendered.

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

Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental and nervous disorders and
substance abuse. Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.
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Your Plan: Anthem Value Ded HMO 250/20/40/10%
Your Network: California Care HMO

This summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and Schedule of
Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

By signing this Summary of Benefits, | agree to the benefits for the product selected as of the effective date indicated.

Authorized group signature (if applicable)

Date

Underwriting signature (if applicable)

Date

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

Insutance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
Questions: (800) 700-3351 or visit us at www.anthem.com/ca
CA/LG/Anthem Value Ded HMO 250/20/40/10%/5WTT/01-01-2021
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Get help in your language Anthem.

BlueCross
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 alternate formats for members with visual impairments. If you
need a copy of this document in an alternate format, please call the customer
service telephone number on the back of your ID card.

Spanish
IMPORTANTE: ;Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
il U gSa CUadld) 1 e Jganll LA;!&‘&JLAS Lebel ¥ e Saclinl Lo ot B AilatuY) L\.\S.qdct‘a.u.q(al J3) CAlle 01 ol Bl 8 SlSay (Ja fpee
ATTY/TDD:711) 1-888-254-272148 ,L 158 Juas) e cAilaa) saclidll e giaall

Armenian

NPTUALNRESNRL. Ywpnqubn 1 bp phptpgl) wyu twdwlp: Bpk ny, kp fupnn kup wpudwnply hus-np dkyhi, nyg
loquh 2tq upnwy wyb: Yupnn kup bwb wyu tudwlp Rbq gpudnp nwppbpulny npudungpty: Tig&wp ogim pint
utnwbiwnt hwdwp Jupng bp withwwwy qubquhwply 1-888-254-2721 htinwhinuwhwdwpny: (TTY/TDD: 711)

Chinese
HREI | TREEEEEER 2 AR EERE - MRS ARG - EA T RE AT LU ELAUEREES TSRS MW - WFEE
i) o 5517 HHET1-888-254-2721 « (TTY/TDD: 711)

Farsi
wdyre Lad 4o 1) a%d opailgSe edal g ad 381 Suuilghy Ty dell ol W3t g5 e LT tago
Sygw 4o 1y dels ol w8 e Gooens L0 S SweS 1) Led 4wl gol guol aF 3o LS pailS
oolad Lo Yo gaen LSl SaS adloys sl cusS aldloysy Lo es glo) 4o weisoe
(TTY/TDD:711). 40358y wlas 1-888-254-2721

Hindi

HgcaquT: FIT 3T Ig TF UG FHd 87 IR g1, Al §H AT U g A Heg L & T el F ey
O WH g1 AT Tg 99 AR A1 A F@ae 7 o gaw & v &) Fyes #eg F v, Foar 1-888-
254-2721 9 TR Hier I (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia Iwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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BER: COEBERODFTIN?LLAEDLBVEEICE, NRZERITL-OOXBEEZHFEILATEFY, Iz, 0T
BERLTHSETCEVILDEAFITLCLLTEFT . ROJBFICLFT CEEL T, MHIBEERG TS,
1-888-254-2721 (TTY/TDD: 711)

Khmer
R8s sﬁgﬁmﬁmsn?ﬁme:w? ififantie '.m"mnﬁs'je:mgjﬁmengggﬁﬂ gﬁﬁmﬁegmn’jé‘ms:zmmmstm:mmmmhﬁgnﬁa‘{um 1ﬁﬁjegmﬁ§mﬁﬁﬁﬁ?§ h;muﬂg:fﬁggmmﬁtmg 1-888-254-

27214 (TTY/TDD: 711)

32 E88 S AY
=
;

O] AZLILE F{ot7F AHESHE 2102 AT
4-27212 M3

tSHU A, (TTY/TDD: 711)

>
—
1
o)
IS
Q
N
o

Punjabi
HI32YISE: off AN fog U39 ugg AIe 7 A &J0, 3P wHD A @ ugg R 3731 Hee 88 faR § 98 Aeer Jf A0 Afee U39

o WU I K9 Bfemr Jfenr = ugry U 39 AR J1 HeS Hee &Y, fdaur 39d 296 1-888-254-2721 3 I8 &S|
(TTY/TDD: 711)

Russian

BAXXHO. MoxeTe nu Bbl NpounTaTh JaHHOE NMCbMO? ECNK HET, HaLl CneunanucT noMoXeT BaM B 3TOM. Bbl Takke moxeTe
Nony4MTb AaHHOE NMMCbMO Ha BalleM a3bike. [ina nonyvyeHna 6ecnnatHoi NnoMoLym 3BoHMTE no Homepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

ninawaddn: vinugsaaiuasuunaaiuiivialil wnnavihuliausaauaanunaaliudl
IFusadaIaIuTn i a ulivinule 'l vinudvaravidivihfziadauasvunalunwiaasvinudnéie
magasnsanuamdaleaLifid 114318 TlsaTnstiasafinunaian 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, ching t6i co thé bé tri ngudi gitip quy vi doc thw nay.
Quy vi cling cé thé nhan thw nay béng ngén ngtr clia quy vi. Dé duoc giup d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

It's important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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