Your summary of benefits

Anthem Blue Cross of California

Your Contract Code: 227N

Your Plan: Anthem Bronze PPO 5000/35%/6550 w/HSA
Your Network: Prudent Buyer PPO

Anthem. g

BlueCross

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 Certificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of

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

Cost if you use an

Cost if you use a

e

Covered Medical Benefits In-Network Non-Network
Provider Provider

Overall Deductible $5,000 petson / $10,000 person /

See notes section to understand how your deductible works. Y our plan may also have | $10,000 family $20,000 family

a separate Prescription Drug Deductible. See Prescription Drug Coverage section.

Out-of-Pocket Limit $6,550 person / $13,100 petson /

When you meet your out-of-pocket limit, you will no longer have to pay cost-shares $13,100 family $26,200 family

during the remainder of your benefit period. See notes section for additional

information regarding your out of pocket maximumi.

Preventive care/screening/immunization No charge 50% coinsurance

In-network preventive care is not subject to deductible, if your plan has a
deductible.

after deductible is
met

Doctor Home and Office Services

Primary care visit to treat an injury or illness

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Specialist care visit

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Routine Prenatal Care

No charge

50% coinsurance
after deductible is
met
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Covered Medical Benefits

Routine Postnatal Care

Other practitioner visits:
Retail health clinic

On-line Visit
Live Health Online is the preferred telehealth solutions
(www.livebealthonline.com)

Chiropractic

Coverage for In-Network Providers is limited to 20 visits per benefit period
for spinal manipulation.

Acupuncture

Other services in an office:
Allergy testing

Chemo/radiation therapy

Hemodialysis

Prescription drugs
For the drugs itself dispensed in the office thru infusion/ injection

Cost if you use an
In-Network
Provider

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

Cost if you use a
Non-Network
Provider

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Not covered

Not covered

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Diagnostic Services
Lab:
Office

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met
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Covered Medical Benefits

Outpatient Hospital
Coverage for Non-Network Providers is limited to $380 maximum benefit
per admission.

X-ray:
Office

Outpatient Hospital
Coverage for Non-Network Providers is limited to $§380 maximum benefit
per admission.

Cost if you use an
In-Network
Provider

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

Cost if you use a
Non-Network
Provider

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Advanced diagnostic imaging (for example, MRI/PET/CAT

scans):
Office
Coverage for Non-Network Providers is limited to §800 maximum benefit
per procedure.

Outpatient Hospital
Coverage for Non-Network Providers is limited to $§380 maximum benefit
per admission.

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Emergency and Urgent Care

Emergency room facility services

Emergency room doctor and other services

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

Covered as In-
Network

Covered as In-
Network

Ambulance (air and ground)

35% coinsurance
after deductible is
met

Covered as In-
Network

Urgent Care (office setting)

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Outpatient Mental/Behavioral Health and Substance Abuse
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Covered Medical Benefits

Doctor office visit

Facility visit:

Facility fees

Doctor Services

Cost if you use an
In-Network
Provider

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

Cost if you use a
Non-Network
Provider

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Outpatient Surgery
Facility fees:
Hospital
Coverage for Non-Network Providers is limited to §380 maximum benefit
per admission.

Doctor and other setvices:

Hospital

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Hospital Stay (all inpatient stays including maternity, mental /
behavioral health, and substance abuse)

Facility fees (for example, room & board)

Coverage for Inpatient rebabilitation and skilled nursing services combined In-
Network Providers and Non-Network Providers combined is limited to 100
days per benefit period. Coverage for Non-INetwork Providers is limited to 650
maximum benefit per day.

Doctor and other services

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Recovery & Rehabilitation
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Covered Medical Benefits

Home health care

Coverage for Home Health and Private Duty Nursing combined In-network
Providers and Non-Network Providers combined is limited to 100 4-hour visits
per calendar year. Coverage for Non-INetwork Providers is limited to §75
maximum benefit per visit.

Cost if you use an
In-Network
Provider

35% coinsurance
after deductible is
met

Cost if you use a
Non-Network
Provider

50% coinsurance
after deductible is
met

Rehabilitation services (for example,
physical/speech/occupational therapy):

Office

Outpatient hospital
Coverage for Non-Network Providers is limited to $§380 maximum benefit
per admission.

Habilitation services (for example,
physical/speech/occupational therapy):

Office

Outpatient hospital
Coverage for Non-Network Providers is limited to $380 maximum benefit
per admission.

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Cardiac rehabilitation

Office

Outpatient hospital
Coverage for Non-Network Providers is limited to §380 maxinum benefit
per admission.

35% coinsurance
after deductible is
met

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Skilled nursing care (in a facility)

Coverage for Inpatient rebabilitation and skilled nursing services combined In-
Network Providers and Non-Network Providers combined is limited to 100 days
per benefit period. Coverage for Non-Network Providers is limited to §150
maximum benefit per day.

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met
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Covered Medical Benefits

Hospice

Cost if you use an
In-Network
Provider

35% coinsurance
after deductible is
met

Cost if you use a
Non-Network
Provider

50% coinsurance
after deductible is
met

Durable Medical Equipment

50% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met

Prosthetic Devices

35% coinsurance
after deductible is
met

50% coinsurance
after deductible is
met
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Covered Prescription Drug Benefits

Cost if you use an
In-Network
Provider

Cost if you use a
Non-Network
Provider

Pharmacy Deductible Combined with Not Applicable
medical deductible
Pharmacy Out of Pocket Combined with Not covered

medical out of
pocket

Prescription Drug Coverage

Anthem Select Drug List

This product has a 90-day Retail Pharmacy Network available. A 90 day supply is
available at most retail pharmacies.

Tier 1 - Typically Generic
Covers up to a 30 day supply (retail pharmacy). Covers up to a 90 day supply
(home delivery program). No coverage for non-formulary drugs.

35% coinsurance up
to $250, after
deductible is met
(retail only). 35%
coinsurance up to
$750, after
deductible is met
(home delivery
only).

Not covered

Tier 2 - Typically Preferred Brand & Non-Preferred Generics
Covers up to a 30 day supply (retail pharmacy). Covers up to a 90 day supply
(home delivery program). No coverage for non-formulary drugs.

35% coinsurance up
to $250, after
deductible is met
(retail only). 35%
coinsurance up to
$750, after
deductible is met
(home delivery
only).

Not covered

Tier 3 - Typically Non-Preferred Brand
Covers up to a 30 day supply (retail pharmacy). Covers up to a 90 day supply
(home delivery program). No coverage for non-formulary drugs.

35% coinsurance up
to $250, after
deductible is met
(retail only). 35%
coinsurance up to
$750, after
deductible is met

Not covered
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Costif youuse an  Cost if you use a
Covered Prescription Drug Benefits In-Network Non-Network
Provider Provider

(home delivery
only).

Tier 4 - Typically Specialty (brand and generic) 35% coinsurance up | Not covered
Covers up to a 30 day supply (retail pharmacy). Covers up to a 30 day supply | to $250, after

(home delivery program). No coverage for non-formulary drugs. deductible is met
(retail and home

delivery).
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Covered Vision Benefits

This is a brief outline of your vision coverage. Not all cost shares for covered services
are shown below. For a full list, including benefits, exclusions and limitations, see the
combined Evidence of Coverage/ Disclosure form/ Certificate. If there is a difference
between this summary and either Evidence of Coverage/ Disclosure form/ Certificate,
the Evidence of Coverage/ Disclosure form/ Certificate will prevail.

Only children's vision services count towards your out of pocket limit.

Cost if you use an

In-Network
Provider

Cost if you use a
Non-Network
Provider

Children's Vision Essential Health Benefits
Child Vision Deductible

Vision exam
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 excam per benefit period.

$0 person
No charge

$0 person
No charge

Frames
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 unit per benefit period.

No charge

No charge

Lenses
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 unit per benefit period.

No charge

No charge

Elective contact lenses
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 unit per benefit period.

No charge

No charge

Non-Elective Contact Lenses
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 unit per benefit period.

No charge

No charge

Adult Vision
Adult Vision Deductible

Vision exam
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 exam per benefit period.

$0 person
$20 copay per visit

$0 person

Amount above $30
reimbursement

Frames

Not covered

Not covered

Lenses

Not covered

Not covered

Elective contact lenses

Not covered

Not covered
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Costif youuse an  Cost if you use a
Covered Vision Benefits In-Network Non-Network
Provider Provider

Non-Elective Contact Lenses Not covered Not covered
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Costifyou use an  Cost if you use a
Covered Dental Benefits In-Network Non-Network
Provider Provider

This is a brief outline of your dental coverage. Not all cost shares for covered services
are shown below. For a full list, including benefits, exclusions and limitations, see the
combined Evidence of Coverage/ Disclosure form/ Certificate. If there is a difference
between this summary and either Evidence of Coverage/ Disclosure form/ Certificate,
the Evidence of Coverage/ Disclosure form/ Certificate will prevail.

Only children's dental services count towards your out of pocket liit.

Children's Dental Essential Health Benefits No charge No charge
Diagnostic and preventive
Coverage for In-Network Providers and Non-Network Providers combined is
limited to 1 visit per 6 months.

Basic services 50% coinsurance 50% coinsurance
Major services 50% coinsurance 50% coinsurance
Medically Necessary Orthodontia services 50% coinsurance 50% coinsurance
Cosmetic Orthodontia services Not covered Not covered
Deductible Combined with Combined with

medical deductible medical deductible

Adult Dental
Diagnostic and preventive Not covered Not covered
Basic services Not covered Not covered
Major services Not covered Not covered
Deductible Not covered Not Applicable
Annual maximum Not covered Not covered
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Your plan also includes the following Healthy Support & Rewards features.
To see your rewards and additional information log into the Anthem website at anthem.com/ ca or call the customer service number on yonr

member 1D card.

ONLINE WELLNESS TOOLKIT

The Online Wellness Toolkit helps
participants set and achieve
personalized health goals while
leveraging health assessment results
to recommend atreas of focus that
will lower a participant’s most
significant health risks.

COMMERCIAL OUTBOUND
CALL PROGRAM

Providing live outbound calls to
members and providers to help
members become aware of and
address health related gaps in care.
Assisting members to locate a
provider, schedule appointments &
learn how to be more effective in
taking their meds.

BEHAVIORAL HEALTH CASE
MANAGEMENT (COMB)

The Behavioral Health Care
Management Program (aka
Comorbid Medical/Behavioral
program or COMB) is an
Enterprise-wide core offering to
those accounts that have not carved
out their behavioral health benefit.
It is an all-inclusive, integrated case
management program offering a
fluid approach to dealing with the
complex comorbid medical and
behavioral health conditions or
strictly psychiatric illnesses.

CONDITIONCARE:CORE

Gain a better understanding of your
health, receive help in following
your doctor care plan, and learn
how to better manage your health
with the guidance of a dedicated

nurse team and health professionals

TRANSPLANT

Members that are identified for an
organ or tissue transplant (excludes
cornea and includes kidney for
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Notes:

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

Covered out-of-network Human Organ and Tissue Transplant services do not apply toward the out-of-pocket
limit

Your coinsurance, copays and deductible count toward your out of pocket amount.

Coverage for Non-emergency ambulance service for Non-Network Providers is limited to $50,000 maximum
benefit per occurrence.

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

For additional information on limitations and exclusions and other disclosure items that apply to this plan, go
to ca.sgplans.anthem.com/ca/le

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

If your plan includes a hospital stay copay and you are readmitted within 72 hours of a prior admission for the
same diagnosis, your hospital stay copay for your readmission is waived.

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

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

Vision services are not subject to the annual deductible.

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

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

Questions:(855) 383-7248 or visit us at www.anthem.com
CA/S/F/Anthem Bronze PPO 5000/35% /6550 w/HSA/2ZZN/NA/01-18
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Get help in your language Anthem. w

Language Assistance Services BlueCross

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.
OTY/TDD: 711)

Arabic
il G illaddl 13 o J gaanl Uil iSa; WS el 3 o dliebud Lo ety Al WiSed cadaiud ol 13) €40 )1 030 36l 8 liSa) b age
ATTY/TDD:711) 1-888-254-2721 8 J 156 Jhai¥l oo 4 dflanadl Breluall o (] sl

Armenian

Nrouarnpesapu. tnuprn]uﬂmnui bp phpbpgh] wu bwdwlip: Bph ny, dktp Jupnn kbup npudwnpk) hs-np
ubklhl, nd Yoglh th‘ Jupnuy e Ywpnn Bup bwb wiu twdwlip 2Eq gpudnp wwppbpuwling wpudwnply:
Udwp oquinipinilt unwbiunt hurdwp jupng bp wibhuigun qubquihwpky 1-888-254-2721
bbEpwhimuwhwdwpnyd: (TTY/TDD: 711)

I« S8 FRE B DUER LUBHYRE 75T

mmm 888 2542721 - (TTY/TDD. 711)

Farsi
o Ll Ay ) ekd padl a8 0 cuadt g S e 38 Tuod) gy 1y Al Gl undl a5 e LT Dpg
Dy 4 Py dweld o) wadl e S e odoras L 0dS SaS !y Lad Aol Gl Gadt o s LS padS
oy lead Ly Yl (ooa a{)l_'i..:_‘,_j« SeaS sl s gl ey LddS sl GL30ss Ghal 4 osiSes
(TTY/TDD:711). iy ;o5 Lo 1-888-254-2721

Hindi

HECAYUT FAT 3119 IE U UG "ol 27 3R T8l, Al §H 3MMUF! 3 UG H Hag lel & U T &l Iuciees
& Wehdl £ 39 Ig 9 37960 oW1 H fa@arer 7 off wete g "ehal 81 /e #Hag & foiv, Fuan 1-888-
254-2721 9 i @l @] (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 lwm tus pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau va koj hom
tus thiab. Txog rau kev pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)
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Khmer
RGN nﬁgﬁ&nﬁmsnﬁﬁmsm? Beemmg m?iﬁmﬁs!}s:m@#msﬁgsgﬁcs ai.ﬁ%mmgm;ﬁﬁms:smmmﬁ.mﬁﬁﬁﬁﬁmmﬁﬁgﬁﬁﬁ%um sﬁﬁjijgmﬁimmﬁﬁig sy grsigme vietisie 1-888-254-

2721« (TTY/TDD: 711)

Korean

F2: 0| MAlg ol = dodunt? god
OI0|2 M0i7l MAlg rod 2 &Lt
(TTY/TDD: 711)

T+ @l 8% =88 B3 AFEO| AgLIth B A BSHE
& e

Al FA] 1-888-254-2721 82 TGS Al 2.

Punjabi

Hageyas: ot 3t feg Usg ug rae 37 A &, 3t ot fow 5 ugs e 3ovEt wee st foR § gw e ot st wive U
wruet gmaT fEg fefr Sfenr =t YU 39 ware 31 Hem wee w9, fagur 59d 95 1-888-254-2721 3 & 991
(TTY/TDD: 711)

Russian

BAXKHO. MoxeTe rnu Bbl NpoOYnTaTh JaHHOE NMUCLMO? ECnu HEeT, HaLl CneumManuct noMOoXeT Bam B 9ToM. Bul
TAKXEe MOXETe NoNy4vnTh JaHHOe NMMCbMO Ha Ballem sA3biKe. ﬂ,ﬂﬂ nonyyeHus BecnnarHomn NOMOLLIM 3BOHWUTE MO
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

winemunaEdy: viugusaanuasvinaatiutviall wavinulliaunsaauanuun et
wausadavE i Aunaulivhuilels vitufeana it i e dauasuunatussnuasvinudagis
windasmsauzhamdaina lifien @ Tlsainsfasadvunaiay 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vj ¢6 thé doc thw nay hay khong? Néu khéng, chung t6i cé thé bd tri ngwdi giap quy vi doc
thw nay Quy vi cling ¢6 thé nhan thw nay bang ngén ngir cta quy vi. Bé duoc giap d& mién phi, vui Idng goi
ngay so 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 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 hitps://ocrportal.hhs.gov/ocr/portal/lobby.isf. Complaint forms are available at 16
htto://www . hhs gov/ocr/office/file/index himl.
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