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Summary of
Benefits

2017-18

The information in the booklet is
only a brief description of the

benefits and insurance plans, and

is not a Summary Plan
Description (SDP) for the plan.

For complete details on any
benefit, refer to your member
handbook, or the plan’s benefit
booklet. If there are any
inconsistencies between the
descriptions in this booklet and
the insurance contracts, the
insurance contract and plan
agreements with contain legal,
binding provisions and will
prevail.

If you choose to enroll obtain
enrollment forms from Human
Resources.

At UNI| Healthcare we know that, to succeed, we need staff who
are committed to excellence. We acknowledge your important
contributions to our success by providing a competitive total
compensation package, consisting of pay, benefits and
development opportunities.

What you need to do

e Review the benefits being offered to you and decide
if you would like to enroll for the 2017-18 plan year.
The plans being offered to you are:
Medical -
Anthem Blue Cross Bronze PPO
Anthem Blue Cross Silver PPO
Anthem Blue Cross Gold PPO
Dental —
Guardian Dental Guard 2000

Vision —
Anthem Blue View Vision
e  Complete the Employee Election Form along with the

carrier Enrollment Forms included in your enrollment
packet and return to Human Resources



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Anthem Blue Cross of California : Anthem Bronze PPO 5000/30% /7150

Ah

Coverage Period: 12/01/2017- 11/30/2018
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a healthplan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will
be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms

of coverage, https://eoc.anthem.com/eocdps/ca/2EVNSMGO01012017. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-
glossary/ or call (855) 383-7248 to request a copy.

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

$5,000/person or

$10,000/ family for In-Network
Providers. $10,000/person or
$20,000/ family for Out-of-
Network Providers.

Yes. Preventive care, Dental
and Vision for In-Network
Providers. Dental and Vision

Are there other
deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

What is not included

in the out-of-pocket
limit?

Will you pay less if
you use a network

for Out-of-Network Providers.

Yes. $500/person or

$1,000/ family for In-Network
Providers for Tier 2, Tier 3 and
Tier 4 Prescription Drugs.
There are no other specific
deductibles.

$7,150/petrson or

$14,300/ family for In-Network
Providers. $14,300/person or
$28,600/ family for Out-of-
Network Providers.

Premiums, Balance-Billing
charges, and Health Care this
plan does not cover.

Yes, Prudent Buyer PPO. See

www.anthem.com/ca or call

provider?

(855) 383-7248 for a list of
network providers.

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

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

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

other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

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

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

a bill from a provider for the difference between the provider’s charge and what your plan

pays (balance billing). Be aware your network provider might use an out-of-network provider

CA/S/F/Anthem Bronze PPO 5000/30%/7150/2EVN/NA/12-17
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for some services (such as lab work). Check with your provider before you get services.

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

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

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Non-Network Provider

Limitations, Exceptions, & Other

Important Information

If you visit a
health care

provider’s office

or clinic

Primary care visit to treat an

(You will pay the least)

$30/visit for first 3 non-
preventive visits medical

(You will pay the most)

50% coinsurance after

injury or illness %ﬁgf&ggé:ig lgr medical deductible is met | Rones=—
medical deductible is met
$30/visit for first 3 non-
S prevegtive visits medical 50% coinsurance after
Specialist visit deductible does not apply P e ——— none--------

and 30% coinsurance after
medical deductible is met

medical deductible is met

Preventive care/screening/
immunization

No charge

50% coinsurance after
medical deductible is met

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

If you have a test

Diagnostic test (x-ray, blood
work)

30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

Imaging (CT/PET scans, MRI5s)

30% coinsurance then
$100/visit after medical
deductible is met

50% coinsurance after
medical deductible is met

$380 maximum benefit/admission for
Non-Network Providers.

If you need drugs
to treat your
illness or
condition

More information

about prescription

drug coverage is
available at

http://www.anthe

Tier 1a - Typically Lower Cost
Generic

$5/prescription pharmacy
deductible does not apply
(retail) and
$13/prescription pharmacy
deductible does not apply
(home delivery)

Not covered

Tier 1b - Typically Generic

$20/prescription pharmacy
deductible does not apply
(retail) and
$50/ prescription pharmacy

Not covered

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence
of coverage or certificate).

* For more information about limitations and exceptions, see plan or policy document at https://coc.anthem.com/eocdps/ca/2EVNSMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider

(You will pay the most)

Limitations, Exceptions, & Other

Important Information

m.com/pharmacyin
formation/

Anthem Select
Drug List

deductible does not apply
(home delivery)

Tier 2 - Typically Preferred
Brand & Non-Preferred
Generics

$50/prescription after
pharmacy deductible is met
(retail) and
$150/ prescription after
pharmacy deductible is met
(home delivery)

Not covered

Tier 3 - Typically Non-Preferred
Brand

$90/ prescription after
pharmacy deductible is met
(retail) and
$270/ prescription after
pharmacy deductible is met
(home delivery)

Not covered

Tier 4 - Typically Specialty
(brand and generic)

30% coinsurance up to a
$250 maximum after
pharmacy deductible is met
(retail and home delivery)

Not covered

If you have
outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

$300/admission then 30%
coinsurance after medical
deductible is met

50% coinsurance after
medical deductible is met

$380 maximum benefit/admission for
Non-Network Providers.

Physician/surgeon fees

30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

If you need
immediate
medical attention

Emergency room care

$300/visit then 30%
coinsurance after medical
deductible is met

Covered as In-Network

30% coinsurance after deductible is
met for Emergency Room Physician
Fee. Copay waived if admitted.

Emergency medical

30% coinsurance after

; . . Covered as In-Network | -------- none--------
transportation medical deductible is met E—
30% coinsurance after 50% coinsurance after
Urgent care | .| none--------

medical deductible is met

medical deductible is met

If you have a
hospital stay

Facility fee (e.g., hospital room)

$500/admission then 0%
coinsurance after medical
deductible is met

50% coinsurance after
medical deductible is met

$650 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period Inpatient rehabilitation and

skilled nursing services combined.

Physician/surgeon fees

30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

* For more information about limitations and exceptions, see plan or policy document at https://coc.anthem.com/eocdps/ca/2EVNSMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

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

Outpatient services

Office Visit
$30/visit for first 3 non-
preventive visits medical
deductible does not apply

and 30% coinsurance after
medical deductible is met
Other Outpatient
30% coinsurance after
medical deductible is met

Office Visit
50% coinsurance after
medical deductible is met
Other Outpatient
50% coinsurance after
medical deductible is met

Office Visit

Inpatient services

$500/admission then 0%
coinsurance after medical
deductible is met

50% coinsurance after
medical deductible is met

30% coinsurance after deductible is
met for Inpatient Physician Fee for In-
Network Providers. $650 maximum
benefit/day for Non-Network
Providers.

Office visits

No charge

50% coinsurance after
medical deductible is met

Childbirth/delivery professional
services

30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

$30/visit for first 3 non-preventive
visits medical deductible does not
apply and 30% coinsurance after
medical deductible is met for

;__Z;E;f Postnatal. Cost sharing does not apply
o ] . $500/admission then 0% ) for preventive services. Maternity care
Ch1l'db1rth/ delivery facility coinsurance after medical 500'/0 coinsurance gfter may include tests and services
Services deductible is met medical deductible is met | jegeribed elsewhere in the SBC (ie.
ultrasound.)
100 days/benefit petiod for Home
Home health care 30% coinsurance after 50% coinsurance after Health and Private Duty Nursing
medical deductible is met medical deductible is met | combined. $75 maximum benefit/visit
for Non-Network Providers.
$30/visit for first 3 non-
If you need help preventive visits medical

recovering or have
other special
health needs

Rehabilitation services

deductible does not apply
and 30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

Habilitation services

$30/visit for first 3 non-
preventive visits medical
deductible does not apply
and 30% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

*See Therapy Services section

* For more information about limitations and exceptions, see plan or policy document at https://coc.anthem.com/eocdps/ca/2EVNSMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other
Important Information

Skilled nursing care

$500/admission then 0%

coinsurance after medical

deductible is met

50% coinsurance after
medical deductible is met

$150 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period. Inpatient rehabilitation and
skilled nursing services combined.

Durable medical equipment

50% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

Hospice services

0% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

If your child Children’s eye exam No charge No charge *See Vision Services section
needs dental or Children’s glasses No charge No charge
SJE GRLE Children’s dental check-up No charge No charge *See Dental Services section

Excluded Services & Other Covered Services:

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

e Cosmetic surgery e Dental care (Adult) e Hearing aids
e Infertility treatment e Long-term care e Non-Formulary drugs
e Routine foot care e Weight loss programs

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

Acupuncture e Bariatric surgery
e  Most coverage provided outside the United o
States. See www.bcbsglobalcore.com

e Spinal Manipulation 20 visits/benefit petiod.

Private-duty nursing 100 visits/benefit period e
combined with Home Health.

Routine eye care (Adult) 1 exam/benefit
period.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labot’s Employee Benefits Security Administration at (866) 444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan

* For more information about limitations and exceptions, see plan or policy document at https://coc.anthem.com/eocdps/ca/2EVNSMG01012017.
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documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310
Department of Labor, Employee Benefits Security Administration,(866) 444-EBSA (3272),www.dol.gov/ebsa/healthreform
Department of Managed Health Care, California Help Center,980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) HMO-2219

California Consumer Assistance Program, Operated by the California Department of Managed Health Care,980 9th St, Suite #500, Sacramento, CA
95814,(888) 466-2219, http://www.HealthHelp.ca.gov

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Hssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://coc.anthem.com/eocdps/ca/2EVNSMG01012017.
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About these Coverage Examples:

o
u
3

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

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

B The plan’s overall deductible $5,000
B Specialist coinsurance 30%
B Hospital (facility) copayment $500
B Other coinsurance 30%

This EXAMPLE event includes setvices
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (u#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,840
In this example, Peg would pay:
Cost Sharing
Deductibles $5,000
Copayments $520
Coinsurance $1,091
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $6,672

B The plan’s overall deductible $5,000
B Specialist coinsurance 30%
B Hospital (facility) copayvment $500
B Other coinsurance 30%

This EXAMPLE event includes services
like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Sharing
Deductibles $1,339
Copayments $2,505
Coinsurance $359
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $4,258

B The plan’s overall deductible $5,000
B Specialist coinsurance 30%
B Hospital (facility) copayment $500
B Other coinsurance 30%

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $1,340
Copayments $0
Coinsurance $585
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,925

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:
(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (855) 383-7248

Ambharic (A7ICT):- QALY Q12 977509 T NAPT (0P R1R WCAF AT LUT a0l8 (1R 71T T aoAVF AAP T AATCA%1 AT191C (855) 383-7248 M-+
.(855) 383-7248 Ao Jusil can jia I Zaanill e pgaalinly b daall g Sanlall o gamall ol Gad comtiall faa Ll ol il gl 2lal i< 1Y ;(E,Hdajl) Arabic

Armenian (huybpku). Gpl wju hwuwnwpnph hkn juwyyws hwupgkp ntukp, nnip hpwyniup nikp mbdgdwp unwbw) oqunipnit b
nbknbundnipmnih dkp (hqyny: Pupgquuiish htn unubne hudwp quiqubwpbp htnlju hkpuimuwhwdwpny ' (855) 383-7248:

Bassa (‘Bis) Wiidi1): M dyi dyi-dié-dz b& bédé ba cée-dz nia ke dyini, o md ni dyi-b2d2in-d2 bt ké gbo-kpa-kpa ké b kp5 dé t bidi-widiiiin
b6 pidyi. BE m ké wudu-ziin-nyd qo6 gbo wudu ke, da (855) 383-7248.

Bengali (FTAT): I 92 S0 {E@ M0 (ST 95 ANS, ST AP AT RAREy TREAT M8 8 A7 3T ANSE AT o=
AFEE (WS WY FAT FE T (855) 3837248  —(©@ FA Fpe|

Burmese ([§$e0): 0Jongodenomds oodaoode) aofopt eedgsndoopdyp:fdon sagedaacoodypist 302303 mee(nyieg cusoepecdd
00§ omamoo§s qoaslal c0§ops §loopdi oomigs 0088:58 comie[p88aS 0f (855) 383-7248 9§ @sladdh

Chinese (1Y) * AIRLEA A EMEER - ARG RS S e B EGRBITIERN - 755 2ilsh - 552(EE (855) 383-7248;

Dinka (Dinka): Na nor) thi€éc né ke de vi thorg, ke vin non lor) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tiddué ke piny. Te kor vin
ba jam weéné ran ve thok geryic, ke vin cal (855) 383-7248.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (855) 383-7248.

2ad Gl 13y Sas g Oledb)l 485 a3l 13 G G edo3lo diew S0 Gealpag I 3w 485 _Syg0 33 :(_wyLa) Farsi
<48 e las (855) 383-7248 polas Lo o ALlis poyiie S0 Lo o8508 gl b S adloys glosyola gla) 49 sl 45u)a

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour patrler a un interprete, appelez le (855) 383-7248.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Ihrer Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wahlen Sie (855) 383-7248.

Greek (EMwvind) Av éyete TuyOV amopleg OYETME (e TO TEOY EYYEaYo, Eyete TO duaiwpa vo AdBete Borbeta nat TAinpogopieg ot yhwooo oog dwpeay. Lo va
UANoeTE Pe %ATotoY Slepunvex, TNiepwvnote ato (855) 383-7248.

~ ~ o~

Gujarati (ASHRUdl): 651 24l 22145y 240 AU SITUBL Uedl 1A A, S1TUBL WA 4012 24| AL HEE 24 HISAL Haddidl dHa 21E512 €9, geulan 4ie did
5341 HIZ, 514 521 (855) 383-7248.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (855) 383-7248.

Hindi (T54T): 379R 39 I 59 Gedla ol & X & SIS 9227 ¢, al STIeT fel:Q[eeh e #1197 H AGE, 31X AT TTod Flel I SRR G |
GHITE A I &lel & [T, e L (855) 383-7248 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqgi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (855) 383-7248.

Igbo (Igbo): O bur u na i nwere ajyju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asysu gi na akwughi ugwo ¢ buyla. Ka gi na okowa
okwu kwuo okwu, kpoo (855) 383-7248.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti

lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (855) 383-7248.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (855) 383-7248.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (855) 383-7248

Japanese (H&5E): COXECOLTRICHITERG bk, HBLEICRHBCD SETERTXERZTEHRE B EF N HDE
T, BENCEESIC[E. (855 383-7248 [P BEECEEL).
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Language Access Services:
Khmer (121): t0gSENSOMNNIHIS]SHOQMRMNINS: HAESUES S SwSHISHSMNMMaIUNE SN WSS Sy
iIEg NN mhgwESMURTY giuT (855) 383-7248 9

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (855) 383-7248.

Korean (8h=0]): 2 2 A{0f| L3} Of[ 3t 2| AEO[ELE 1S B2, S0l = o7 AL 83ts 02 2R =8 A HREE A2 A7t
QUL L|CtH E AALQ} O|OF7|SFE{ ™ (855) 383-7248 2 2O|5IAA| 2.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschs oy 2uucinwiznzegumlosegoan.
cwolsIuNLIILCUWIZY, LBlnm (855) 383-7248.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata® halne’igii 1a’ bich’i" hadeesdzih ninizingo koj’ hodiilnih (855) 383-7248.

Nepali (F9TeiT): T(a 9T FITSITATL TUTSHT gl TIZE F A, ATE ATITHAT {7:9[0h TZART TAT SR TTH T4 G139 Zh TATEAT T
STHATIET FAT AT AT, FgT F g9 (855) 383-7248

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (855) 383-7248 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (855) 383-7248 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawiaé z tlumaczem, zadzwon pod numer (855) 383-7248.

Portuguese (Portugués): Se tiver quaisquer davidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (855) 383-7248.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
1 s ooTHE 578 3T% 96 B, (855) 383-7248 I TE S|
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Language Access Services:

Romanian (Roména): Daci aveli intrebin refentoare la acest document, aveli dreptul sd primifi ajutor $iinformatu in imba dumneavoastrd in mod
gratuit. Pentru a vd adresa unui interpret, contactati telefonic (855) 383-7248.

Russian (Pycckmii): ecad 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH HMEETe MPaBo HA OECIAATHOE MOAVIEHHE TOMOIIH H

HHOPMAITHE H4 BAaITeM f3ske. UTOOH CBA32TBHCA C TCTHRIM MEPEBOATHKOM, HO3BOHMTE Imo Tea  (855) 383-7248.

Samoan (Samoa): Afai e iai ni ou fesili e uiga 1 lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia

talanoa i se tagata faaliliu, vili (855) 383-7248.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (855) 383-7248.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (855) 383-7248.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (855) 383-7248.

=y

Thai (Ine): winvinudidraulen iimduanansaiui vinuidnanazlasuanuthawmdanazdayaluniwuasvinulealifda e Taains
(855) 383-7248 \ayaAaALAIN

Ukrainian (YkpaiHcbKa): SKIII0 V BaC BHHHKAIOTH 33IIHTAHHA 3 OPHBOAY IIOTO AOKVMEHTS, BH MA€TE IIPABO DE3KOINTOBHO OTPHMATH AOMNOMOIY H

HGp OPMAINEC BAIMOK PisHOR MOBOM0. [Ilo0 oTpHMATH MOCAYTH IepeKaaaada, 3aTesccpOHYHTE 34 HOMEPOM: (855) 383-7248.

_A:JS.;IL'I:Pdaﬁrs-:hluﬂl&‘jals:JSJH.OIA-LLA}]LA-LM_EA_JIJJﬂ]H:_s] g _95.._1 T]_s...\f_gs.l.s.._ﬂ_p.ng I..|,ﬁ. 1.1_5'..1......._;..1 g {J.‘. ])Uj_'du
A JS 5 (855)383-7248 <

Vietnamese (Tleng Vlet) Néu quy vi ¢6 bat ky thic mic nao vé tai lidu nay, quy vi c6 quyen nhén sy trg gitp va thong tin bang ngon ngll clla quy vi hoan
toan mién phi. Dé trao d6i véi mot thong dich vién, hay goi (855) 383-7248.

¥ TUT I T30 "7 0A JROIDE U 'R UMD DU U0 Y 00U T T UM DIV ARIET OUT javi TR DN VR QM Z(EJ'T'H} {Yiddish}
(855) 383-7248 VDN WXVTWAK [N

Yoruba (Yorub4): Ti o bd ni eyikeéyii ibéré nipa ikosile Vi, 0 ni eto lati gba irinwo ati iwifin ni édé re lofee. B4 wa 6gbﬁfcj kan soro, pe (855) 383-7248.
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Language Access Services:

I’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 setvices or discriminated based on race, colot, 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 https://ocrportal.hhs.gov/ocr/portal /lobby.jsf. Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Anthem Blue Cross of California : Anthem Silver PPO 2000/35% /7150

a5

Coverage Period: 12/01/2017- 11/30/2018
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will
be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms

of coverage, https://eoc.anthem.com/eocdps/ca/2EY2SMG01012017. For general definitions of common terms, such as allowed amount, balance billing,

coinsurance, copayment, deductible, provider, or other undetlined terms see the Glossaty. You can view the Glossary at www.healthcare.gov/sbc-glossary/
or call (855) 383-7248 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you

meet your deductible?

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

What is not included
in the out-of-pocket

limit?
Will you pay less if
you use a network

provider?

$2,000/ person or $4,000/ family
for In-Network Providets.
$4,000/person or $8,000/ family
for Out-of-Network Providers.

Yes. Preventive care, Dental,
Primary Care visit, Specialist
visit, Tier 1a, Tier 1b, Tier 2,
Tier 3 and Tier 4 Prescription
Drugs, and Vision for In-
Network Providers. Dental and
Vision for Out-of-Network
Providers.

No.

$7,150/person or

$14,300/ family for In-Network
Providers. $14,300/ person or
$28,600/ family for Out-of-
Network Providets.
Premiums, Balance-Billing
charges, and Health Care this
plan does not cover.

Yes, Prudent Buyer PPO. See
www.anthem.com/ca or call
(855) 383-7248 for a list of
network providers.

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

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage /preventive-care-benefits/.

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

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

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

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s

network. You will pay the most if you use an out-of-network provider, and you might receive

a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware your network provider might use an out-of-network provider

CA/S/F/Anthem Silver PPO 2000/35%/7150/2EY2/NA/12-17
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for some services (such as lab work). Check with your provider before you get services.

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

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

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

If you visit a
health care

provider’s office

or clinic

Primary care visit to treat an $25/visit deductible does 50% coinsurance after
injury or illness not apply deductible is met | oneT
Specialist visit $50/visit deductible does 50% M after | o
not apply deductible is met
You may have to pay for services that
. . ) aren't preventive. Ask your provider if
Preventive care/screening/ No charge 50% coinsurance after the serlizices needed areyprevintlT

immunization

deductible is met

Then check what your plan will pay
for.

If you have a test

Diagnostic test (x-ray, blood
work)

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Imaging (CT/PET scans, MRIs)

35% coinsurance then
$100/visit after deductible
is met

50% coinsurance after
deductible is met

$380 maximum benefit/admission for
Non-Network Providers.

If you need drugs
to treat your
illness or
condition

More information

about prescription
drug coverage is

available at
http://www.anthe

m.com/pharmacyin
formation/

Anthem Select
Drug List

Tier 1a - Typically Lower Cost
Generic

$5/ prescription (retail) and
$13/prescription (home
delivery) deductible does

not apply

Not covered

Tier 1b - Typically Generic

$20/ prescription (retail)
and $50/ prescription
(home delivery) deductible
does not apply

Not covered

Tier 2 - Typically Preferred

$50/ prescription (retail)

Brand & Non-Preferred and $159/ prescription Not covered
Generics (home delivery) deductible
does not apply

$90/ prescription (retail)

Tier 3 - Typically Non-Preferred and $270/prescription
Brand (home delivery) deductible A G
does not apply

Tier 4 - Typically Specialty

30% coinsurance up to a

Not covered

Most home delivery is 90-day supply.
*See Prescription Drug section of the
plan or policy document (e.g. evidence
of coverage or certificate).

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EY2SMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

(brand and generic)

$250 maximum (retail and
home delivery) deductible
does not apply

If you have
outpatient surgery

Facility fee (e.g., ambulatory
surgery center)

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

$380 maximum benefit/admission for
Non-Network Providers.

Physician/surgeon fees

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

If you need
immediate
medical attention

Emergency room care

$300/visit then 35%
coinsurance after
deductible is met

Covered as In-Network

35% coinsurance after deductible is
met for Emergency Room Physician
Fee. Copay waived if admitted.

Emergency medical

35% coinsurance after

) . Covered as In-Netwotk | ----—--—- none--------
transportation deductible is met
$50/visit deductible does 50% coinsurance after
Urgent care | TUO0 o mEeemEEm L T T T e none--------

not apply

deductible is met

If you have a
hospital stay

Facility fee (e.g., hospital room)

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

$650 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period Inpatient rehabilitation and
skilled nursing services combined.

35% coinsurance after

50% coinsurance after

Physician/surgeon fees deductible is met deductible is met | HORE==
Office Visit Office Visit
$25/visit deductible does 50% coinsurance after Office Visit
Ot et et s not apply deductible is met | ----—--- none--------
If you need Other Outpatient Other Outpatient Other Outpatient
mental health, 35% coinsurance after 50% coinsurance after | -------- none--------

behavioral health,
or substance
abuse services

deductible is met

deductible is met

Inpatient services

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

35% coinsurance after deductible is
met for Inpatient Physician Fee for In-
Network Providers. $650 maximum
benefit/day for Non-Network
Providers.

If you are
pregnant

Office visits

No charge

50% coinsurance after
deductible is met

Childbirth/delivery professional
services

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Childbirth/delivery facility

35% coinsurance after

50% coinsurance after

$25/visit deductible does not apply for
Postnatal. Cost sharing does not apply
for preventive services. $650
maximum benefit/day for Non-
Network Providers. Maternity care
may include tests and services

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EY2SMG01012017.
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What You Will Pay

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

Common
Medical Event

. Limitations, Exceptions, & Other
Services You May Need

Important Information

services

deductible is met

deductible is met

described elsewhere in the SBC (i.e.
ultrasound.)

If you need help
recovering or have
other special
health needs

Home health care

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

100 visits/benefit period Home Health
and Private Duty Nursing combined.
$75 maximum benefit/visit for Non-
Network Providers.

Rehabilitation services

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Habilitation services

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

*See Therapy Services section

Skilled nursing care

35% coinsurance after
deductible is met

50% coinsurance after
deductible is met

$150 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period Inpatient rehabilitation and
skilled nursing services combined.

50% coinsurance after

50% coinsurance after

Durable medical equipment . T none--------
deductible is met deductible is met
. . 0% coinsurance after 50% coinsurance after
Hospice services T T none--------

deductible is met

deductible is met

If your child
needs dental or
eye care

Children’s eye exam No charge No charge o ) )

= *See Vision Services section
Children’s glasses No charge No charge
Children’s dental check-up No charge No charge *See Dental Services section

Excluded Services & Other Covered Setvices:

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

services.)

e Cosmetic surgery

e Infertility treatment

e Weight loss programs

Dental care (Adult)
Long-term care

e Hearing aids

e Routine foot care

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

e Abortion

e Most coverage provided outside the United
States. See www.bcbsglobalcore.com

e Spinal Manipulation 20 visits/benefit petiod.

Acupuncture

e Bariatric surgery

period.

Private-duty nursing 100 visits/benefit period e Routine eye care (Adult) 1 exam/benefit
combined with Home Health.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EY2SMG01012017.
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Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labot’s Employee Benefits Security Administration at (866) 444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan

documents also provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights,
this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) HMO-2219

California Consumer Assistance Program, Operated by the California Department of Managed Health Care, 980 9th St, Suite #500, Sacramento, CA 95814,
(888) 466-2219, http://www.HealthHelp.ca.gov

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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

To see excamples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EY2SMG01012017.
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About these Coverage Examples:

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

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

B The plan’s overall deductible $2,000
M Specialist copayment $50
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (u#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,840

In this example, Peg would pay:

Cost Sharing
Deductibles $2,000

Copayments $70
Coinsurance $4,340
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $6,470

B The plan’s overall deductible $2,000
B Specialist copayment $50
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

This EXAMPLE event includes services
like:

Primary care physician office visits (¢ncluding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Sharing
Deductibles $87
Copayments $2,805
Coinsurance $47
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,994

B The plan’s overall deductible $2,000
B Specialist copayment $50
B Hospital (facility) coinsurance 35%
B Other coinsurance 35%

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $1,055
Copayments $150
Coinsurance $577
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,782

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:
(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (855) 383-7248

Ambharic (A7ICF)*- NALY 01 FOP 7L NAPT (1&0P R7E hCAF AT BUT a0LE 1% 2717 T ooV AdPHs AlECATL ATIIC (855) 383-7248 LM-(rx
.(855) 383-7248 Jo Jusil can fe M aatll Liie ygaobial e gladll g breloall o Jpanll ol Sad ol 13 5L ol it g bl G 1Y (4 _ell) Arabic

Armenian (huytpkl). Gpl wju hwunwpnpeh htn juwyywsd hwpgkp niubp, nnip hpwynitp niikp wuyfwp unwbwy oqunipnit b
nknkuundnipenih dkp (kqyny: Fupquuibish hkwn unubjnt hwdwp quiquhwptp hknbjw hkpwnuwhwdwpny (855) 383-7248:

Bassa (‘Bas3 Widii): M dyi dyi-dié-dz bé bédé ba cée-dz nia ke dyini, o md ni dyi-b2dzin-dz b2 m ké gbo-kpa-kpa ké b5 kp3 dé m bidi-wuduiin
b6 pidyi. BE m ké wudu-ziin-ny5 dé gbo wudu ke, da (855) 383-7248.

Bengali (A1371): 0 93 AT RE@ SIAAE (ST 0 A0F, ST S SHE [{ART TRAT A18TF 8 ©¥F AT SRS ST =
IFSH (MSAE NN FAT AT T (855) 383-7248 (@ B A

Burmese ([g§u0): ojongodencndisé 0odaoode) oéapl eodgsndoopdypi§dos sagodbaacoodypist samaepdo? ssec(oieg cuiogpeadd
mémm@m:@é qua%égé 33<§038 eﬁcﬂméu@m:@ﬁ m-ﬁé:@é Dmoselgp%&ﬁ c?$ (855) 383-7248 3?1 Gé-ra%é-lll
Chinese (130) * WIRTEA A EABERH - TR IS &S BIRIER - IFRBEE BiEss - 552088 (855) 383-7248,

Dinka (Dinka): Na nor thi€éc né ke de vi thoré, ke vin no1 lor) bé v1 kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tiiué ke piny. Te kor yin
ba jam wéné ran ye thok geryic, ke vin cal (855) 383-7248.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (855) 383-7248.

2ah Gado 1y Sas 3 Oledbl 45 4013 1y g gl edonlo e Gl Geal 3y I 4w QJL.‘_I‘JH_;J:{#JL”FQISI
.J__!Hj.__v LMLA_?(855)383—7248 .)_)l_n_:r Lo nLrht_L:j PJJ_-I._H.S__! L__tjj_-x_'iji_gl_}__) .J+ij.:nj1__l_;.3 Olbosooable Loy 40 sl 4iya

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre

langue. Pour parler a un interprete, appelez le (855) 383-7248.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Ihrer Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (855) 383-7248.

Greek (EMmvind) Av éyete TuyOv amopieg oyeTnd e T0 ToEOY Eyyeuyo, exete To duaiwpa vo AdPBete Bondeta nat TAnpopoples o1 YAwooa oug dweedv. o vo
WANOETE e ndToloV SlepunVvén, Tiepwvnote ato (855) 383-7248.

~ =~

Gujarati (ASARUl): 1 2L £2dlA5y Vi3 AU SITURL WAl SIA dl, 51SURL W3 4012 2AUAL AL HEE 21 HUGAL HOaaldl dHA 24512 9. gaUfaL 118 dld
5241 H12, 514 521 (855) 383-7248.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (855) 383-7248.

Hindi (B4 379 3195 I 5 craia ot & G & &I 99T 5, Al 79T fof: e 379 87797 7 Feg 3R ATAHRT 9red ¥t T HEAFR 31
gﬁqﬁﬁﬁmﬁmﬁﬁ'ﬂ:ﬁﬂﬁ(%@ 383-7248 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqgi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (855) 383-7248.

Igbo (Igbo): O bur u na i nwere ajuju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asysy gi na akwughi ugwo 0 byla. Ka g1 na okowa
okwu kwuo okwu, kpgo (855) 383-7248.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (855) 383-7248.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (855) 383-7248.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (855) 383-7248

Japanese (HA5E): COXECODNTEBICNCTERG bl G, SBECRHBED SFCHEA T ERZTIFHE B EFIhh D
oL BERCEE YO, (855) 383-7248 (LR BEECEEL .
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Language Access Services:
Khmer (184): i0gmS0O0NNHIS]|SHOQMINS! ERTISUEssUESWSHOS TS IUNEMIE WSS S e 15T
IEYNINsMYwESRUMTIU BiuT (855) 383-7248

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (855) 383-7248.

Korean (8h301): & 2 A{0f| Chell Ofl St ROIAFEIO|2LE US AR, HBtOAlE MBIt ALBSHE Q02 RR =3 W HES A2 A2l
QUL L|CH EAALQ} O|OF7| 2] ™ (855) 383-7248 2 20|t AA| 2.

Lao (W999990): v dernavlognjonucentsmnd, wanddoldsuaorngoachs war 2uuclinwizrzegumloscess.
oSSV PLIILCUWIZY, LBlnm (855) 383-7248.

Navajo (Dine€): Dii naaltsoos bika'igii fahgo bina’idilkidgo na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadeo baah ilinigoo.
Ata’ halne’igii 1a’ bich’i" hadeesdzih ninizingo koji’ hodiilnih (855) 383-7248.

Nepali (F9Tell): TTE AT FRETSATAATL TUTEHT gl TAGE Sl T, AT ATITHT 42 90F AZART TAT STTTRIL ATH T G137 goh TIT2HT 3|
STSITOEST 4T THHT TR, F21 Fel Tald (855) 383-7248

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (855) 383-7248 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (855) 383-7248 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawia¢ z tlumaczem, zadzwon pod numer (855) 383-7248.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (855) 383-7248.

Punjabi (ATsh): & 33 foR TASSH T o8 AT'® g2 T6 37 373 a8 HeES 58 wiusE 37/ 53 Hee w3 Arearst YUs 996 o wiftars 3=
31 g oo HE 5% 975 a9& B, (855) 383-7248 I FH S|
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Language Access Services:

Romanian (Roména): Dacd aveli intrebari referitoare la acest document, aveti dreptul sa primiti ajutor $iinformati in imba dumneavoastrd in mod
gratuit. Pentru a va adresa unui interpret, contactati telefonic (855) 383-7248.

Russian (Pycckmuii): ecal v Bac eCTh KAKHE-AHOO BOINPOCH B OTHOIIEHHH AZHHOTO AOKVMEHTA, BEI HMEETE IPABO Ha OECIAATHOE MOAVIEHHE HOMOIIH H

HHGOPMAITHA HA BAIIEM A3HKE. UTOOH CBA3ATHCA C VCTHBIM IEPEBOAYHKOM, TO3BOHHTE I0 Tea  (855) 383-7248.

Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia

talanoa i se tagata faaliliu, vili (855) 383-7248.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (855) 383-7248.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (855) 383-7248.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (855) 383-7248.

[

Thai (Tna): avinudidranulen iimduangsaduil vinulidnanazlasuanudamdanazdayaluaiwizasvinulaelufieldane Teains
(855) 383-7248 \NawaAaALAIN

Ukrainian (YxpaiHcbKka): SKIIIO V BAC BHHHKAIOTD 3AIHTAHHA 3 IPHBOAY ILOTO AOKVMEHTA, BH MAETE IIPABO OE3KOIITOBHO OTPHMATH AOIIOMOTIY H

IH(OPMAILIO BAIIOK PIAHOIO MOBOO. [[{00 OTPHMATH IOCAVIH IEPEKAIAATE, 3aTeApOHTVHTE 32 HOMEPOM: (855) 383-7248.

S SRl g e S Jeals Ba 8 S eala gl e re (LG G gl e € S0 Jlge SE ST e o b S pstian el &1 (50 )) Urdu
-85S JS i (855) 383-7248 =

Vietnamese (Tleng V1et) Néu quy vi co bat ky thac mic nao vé tai liéu nay, quy vico quyen nhén sy trg gitp va thong tin bang ngdn ngil clla quy vi hoan
toan mién phi. Dé trao d6i v6i mot thong dich vién, hay goi (855) 383-7248.

1Y [TUY 1Y T "7 [N RO TUR 'R UPYRATNDI'R DUT [UNIZRY 1Y 02U T TR ORD,DIVAIPNT DUT [AVI IR OND R QIR (@' TR) (Yiddish)
.(855) 383-7248 09I WYUTIWA'K |X

Yoruba (Yoruba): Ti o bd ni eyikevii ibere nipa akosile Vi, o ni eto lati gha irinwo ati iwifiin ni édé re lofee. B4 wa égbﬁf(_f- kan s0rQ, pe (855) 383-7248.
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Language Access Services:

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 https://ocrportal.hhs.gov/ocr/portal /lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Anthem Blue Cross of California : Anthem Gold PPO 500/20% /6500

A%

Coverage Period: 12/01/2017- 11/30/2018
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and
the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium)
will be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms

of coverage, https://eoc.anthem.com/eocdps/ca/2EXFSMG01012017. For general definitions of common terms, such as allowed amount, balance

billing, coinsurance, copavment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-
glossary/ or call (855) 383-7248 to request a copy.

mportant Questions Why This Matters

What is the
overall deductible?

Are there services
covered before you

meet your deductible?

Are there
other deductibles for
specific services?

What is the out-of-

pocket limit for
this plan?

What is not included
in the out-of-pocket

limit?
Will you pay less if
you use a network

provider?

$500/ person or $1,500/ family
for In-Network Providers.
$1,000/person or $2,000/ family
for Out-of-Network Providers.

Yes. Preventive care, Dental,
Primary Care visit, Specialist
visit, and Vision for In-Network
Providers. Dental and Vision
for Out-of-Network Providets.

Yes. $250/person or

$500/ family for In-Network
Providers for Tier 2, Tier 3 and
Tier 4 Prescription Drugs.
There are no other

specific deductibles.

$6,500/ person or

$13,000/ family for In-Network
Providers. $13,000/person or
$26,000/ family for Out-of-
Network Providets.

Premiums, Balance-Billing
charges, and Health Care

this plan does not cover.

Yes, Prudent Buyer PPO.

See www.anthem.com/ca or call
(855) 383-7248 for a list

of network providers.

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

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

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

This plan uses a provider network. You will pay less if you use a provider in

the plan’s network. You will pay the most if you use an out-of-network provider, and you

might receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing). Be aware your network provider might use an out-of-network

CA/S/F/Anthem Gold PPO 500/20%/6500/2EXF/NA/12-17
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services.

provider for some services (such as lab work). Check with your provider before you get

Do you need a referral | No.

to see a specialist?

You can see the specialist you choose without a referral.

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

Common

Medical Event

If you visit a
health

care provider’s
office or clinic

. ke St Sl Ly Limitations, Exceptions, & Other
Services You May Need In-Network Provider | Non-Network Provider I :
) . mportant Information
(You will pay the least) (You will pay the most)
Primary care visit to treat an . $30/V151.t 50% coinsurance after
.. . medical deductible does . T none--------
injury or illness medical deductible is met
not apply
Specialist visit medi al$c?0c{wstligl d 50% coinsurance after non
Speclalst vis caical ceuetbic does medical deductible is met | oneT
not apply
You may have to pay for services that
. . o aren't preventive. Ask your provider if
Preventive care/screening/ No charge 50% coinsurance after oo st seeeler At ot

immunization

medical deductible is met

Then check what your plan will pay
for.

If you have a test

Diagnostic test (x-ray, blood
work)

20% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

Imaging (CT/PET scans, MRIs)

20% coinsurance then
$100/visit after
medical deductible is met

50% coinsurance after
medical deductible is met

$380 maximum benefit/admission
for Non-Network Providers.

If you need drugs $5/ prescription (retail) and

?0 treat your Tier 1a - Typically Lower Cost $13/prescr.i ption (home

illness or Generic dehvery)' Not covered

condition pharmacy deductible does Most home delivery is 90-day supply.
More information not apply *See Prescription Drug section of
about prescription $20/prescription (retail) the plan or policy document (e.g.
drug coverage is and $50/prescription evidence of coverage or certificate).
available Tier 1b - Typically Generic (home delivery) Not covered

at http:/ /www.anth pharmacy deductible does

em.com/pharmacyi not apply

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EXFSMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

nformation/

Anthem Select

Tier 2 - Typically Preferred
Brand & Non-Preferred

$40/ prescription after
pharmacy deductible is met
(retail) and

Not covered

Drug List Generics $120/ prescription after
pharmacy deductible is met
(home delivery)
$80/ prescription after
pharmacy deductible is met
Tier 3 - Typically Non-Preferred (retail) and
Brand $240/ prescription after Not covered
pharmacy deductible is met
(home delivery)
30% coinsurance up to a
Tier 4 - Typically Specialty $250 maximum after
(brand and generic) pharmacy deductible is met Not covered
(retail and home delivery)
Facility fee (e.g., ambulatory 20% coinsurance after 50% coinsurance after $380 maximum benefit/admission
If you have surgery center) medical deductible is met medical deductible is met | for Non-Network Providers.

outpatient surgery

Physician/surgeon fees

20% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

If you need
immediate
medical attention

Emergency room care

$250/visit then
20% coinsurance after
medical deductible is met

Covered as In-Network

20% coinsurance after deductible is
met for Emergency Room Physician
Fee. Copay waived if admitted.

o i

Eme'rgenc; ) 2 ./0 w gfter Covered as In-Network | -------- none--------

medical transportation medical deductible is met

Uroent car medi a1$c?oc{wstli£1 d 50% coinsurance after non

e ccical Ceclelione does medical deductible is met | OnEmms
not apply

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

$650 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period Inpatient rehabilitation and
skilled nursing services combined.

20% coinsurance after

50% coinsurance after

Physician/surgeon fees medical deductible is met medical deductible is met | nonemmm=
If you need Office Visit Office Visit Office Visit
mental health, Outpatient services $30/visit 50% coinsurance after | --—------ none--------
behavioral health, medical deductible does medical deductible is met | Other Outpatient

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EXFSMG01012017.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Non-Network Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

or substance
abuse services

not apply
Other Outpatient

20% coinsurance after
medical deductible is met

Other Outpatient
50% coinsurance after
medical deductible is met

Inpatient services

20% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

20% coinsurance after deductible is
met for Inpatient Physician Fee for In-
Network Providers. $650 maximum
benefit/day for Non-Network
Providers.

Office visits

No charge

50% coinsurance after
medical deductible is met

Childbirth/delivery professional

20% coinsurance after

50% coinsurance after

$30/visit deductible does not apply for
Postnatal. Cost sharing does not apply
for preventive services. $650

If you are services medical deductible is met medical deductible is met | maximum benefit/day for Non-
pregnant Network Providers. Maternity care
Childbirth/delivery facility 20% coinsurance after 50% coinsurance after may ipclude tests anc.l services .
services medical deductible is met medical deductible is met | desctibed elsewhere in the SBC (i.c.
ultrasound.)
100 visits/benefit period Home Health
20% coinsurance after 50% coinsurance after and Private Duty Nursing combined.
Home health care i . i . . o,
medical deductible is met medical deductible is met | $75 maximum benefit/visit for Non-
Network Providers.
T . 20% coinsurance after 50% coinsurance after
Rehabilitation services . . . T
medical deductible is met medical deductible is met . .
: : *See Therapy Services section
If you need help . ) 20% coinsurance after 50% coinsurance after
Habilitation services T T

recovering or have
other special
health needs

medical deductible is met

medical deductible is met

Skilled nursing care

20% coinsurance after
medical deductible is met

50% coinsurance after
medical deductible is met

$150 maximum benefit/day for Non-
Network Providers. 100 days/benefit
period Inpatient rehabilitation and
skilled nursing services combined.

50% coinsurance after

50% coinsurance after

Durable medical equipment i . i T none--------
medical deductible is met medical deductible is met
. . 0% coinsurance after 50% coinsurance after
Hospice services | T E e E T T | e NONE e

medical deductible is met

medical deductible is met

If your child
needs dental or
eye care

Children’s eye exam No charge No charge o ) .

- *See Vision Setvices section
Children’s glasses No charge No charge
Children’s dental check-up No charge No charge *See Dental Services section

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EXFSMG01012017.
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Excluded Services & Other Covered Services:

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

e Cosmetic surgery e Dental care (Adult) e Hearing aids
e Infertility treatment e Long-term care e Routine foot care
e Weight loss programs

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

e Abortion e Acupuncture e Bariatric surgery
e Most coverage provided outside the United e Private-duty nursing 100 visits/benefit period ® Routine eye care (Adult) 1 exam/benefit
States. See www.bcbsglobalcore.com combined with Home Health. period.

e Spinal Manipulation 20 visits/benefit petiod.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Labot’s Employee Benefits Security Administration at (866) 444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more
information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

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

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

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform
Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) HMO-2219

California Consumer Assistance Program, Operated by the California Department of Managed Health Care, 980 9th St, Suite #500, Sacramento, CA 95814,
(888) 466-2219, http://www.HealthHelp.ca.gov

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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

To see excamples of how this plan might cover costs for a sample medical situation, see the next section.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/ca/2EXFSMG01012017.
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About these Coverage Examples:

Peg is Having a Baby

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

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

Mia’s Simple Fracture

(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $500
M Specialist copayment $60
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (u#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,840

In this example, Peg would pay:

Cost Sharing
Deductibles $500

Copayments $80
Coinsurance $2,480
What isn’t covered
Limits or exclusions $60

The total Peg would pay is $3,120

B The plan’s overall deductible $500
B Specialist copayment $60
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

Primary care physician office visits (¢ncluding
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Shating
Deductibles $357
Copayments $2,395
Coinsurance $27
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,834

B The plan’s overall deductible $500
B Specialist copayment $60
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:
Emergency room care (including medical supplies)

Diagnostic test (x-ray)
Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $500
Copayments $180
Coinsurance $337
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,017

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:
(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (855) 383-7248

Ambharic (AICT):- AAHLY A1 77509 7L NAPT N4-0P RTE ACA I AT LUT 9248 N1R PTITTT ooVt AAPT= ANFCATL A19IC (855) 383-7248 LLM-(-x:
.(855) 383-7248 o Juail tan e M Saatll Llie 4 gastial; o glaall g brelual Jo Jpaall Sl Gadd camtiall 13 liy o il gf Slal <13 ;(Iwﬁjjl}mabic

Armenian (huytpkl). Gpl wju hwunwpnpeh htn juwyywsd hwpgkp niubp, nnip hpwynitp niikp wuyfwp unwbwy oqunipnit b
nknkuundnipenih dkp (kqyny: Fupquuibish hkwn unubjnt hwdwp quiquhwptp hknbjw hkpwnuwhwdwpny (855) 383-7248:

Bassa (‘BasH Wiidin): M dyi dyi-die-dz bé 6édé ba céé-dE nia ke dyi ni, o md ni dyi-b2din-dz 64 th ké gbo-kpa-kpa ke b5 kp5 dé m bidi-wudiiin
b6 pidyi. BE m ké wudu-ziin-ny) do gbo wudu ke, da (855) 383-7248.

Bengali (JTA): IM 93 ARG RAT S9H (@E TF 0F, ORE SNFTNE SHF [aEy SEay A83E 3 ©F7 T3TH ANSE SF |
IFGH (WSIAA WY FAT AT T (855) 383-7248  —(© B I

Burmese ([g§u0): ojongodencndisé 0odaoode) ool eodgsdaopdyp:§don sagodsacoodypist samaepdo? seeconieg cuioapeadd
m@mmems@é qua%&gé 33<§038 %ﬂwéwm:@ﬁ mﬁé:qué Dmselgo%&eﬁ c?$ (855) 383-7248 :)?1 Gﬂ@%é-lll
Chinese (130) * WIRTEA A EABERH - TR IS &S BIRIER - IFRBEE BiEss - 552088 (855) 383-7248,

Dinka (Dinka): Na nor thi€éc né ke de vi thor€, ke vin no1) lor) bé v1 kuony ku wer aléu bé geer vic yin ne thor du ke cin wéu tdiué ke piny. Te kor vin
ba jam wéné ran ye thok geryic, ke vin cal (855) 383-7248.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (855) 383-7248.

it Gydo 1y SasS 3 oledbl 485 2513 13 G o= sdonlo Lbw Gl el pay ) o 45 SHseo 30 1 (wyL3) Farsi
iyl ;_an_'s(855)383—7248 pyles Lo ;u_.ll_fl_:j prais S Lo o835 88 sl . 1aiSaidlays gliosyols glay 40 ¢! Lisia

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre

langue. Pour parler a un interprete, appelez le (855) 383-7248.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Ihrer Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (855) 383-7248.

Greek (EMmvind) Av éyete TuyOv amopieg oyeTnd e T0 ToEOY Eyyeuyo, exete To duaiwpa vo AdPBete Bondeta nat TAnpopoples o1 YAwooa oug dweedv. o vo
WANOETE e ndToloV SlepunVvén, Tiepwvnote ato (855) 383-7248.

~ =~

Gujarati (ASARUl): 1 2L £2dlA5y Vi3 AU SITURL WAl SIA dl, 51SURL W3 4012 2AUAL AL HEE 21 HUGAL HOaaldl dHA 24512 9. gaUfaL 118 dld
5241 H12, 514 521 (855) 383-7248.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (855) 383-7248.

Hindi (f641): 379K 39 U1 58 aedlas & dR A &I 9257 &, Al 3] Tol:q[eeh 3911 9797 7 Heg, R ARl 9Ied el T FEFR ¢
GATTEY { aTd &¥eT & AT, Fid ahy (855) 383-7248 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqgi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (855) 383-7248.

Igbo (Igbo): O bur u na i nwere ajuju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asysy gi na akwughi ugwo 0 byla. Ka g1 na okowa
okwu kwuo okwu, kpgo (855) 383-7248.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (855) 383-7248.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (855) 383-7248.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (855) 383-7248

Japanese (B#FE): COTEEONTRIENCTHE SHBNE. HOECEHHED S BRI TR ERT O HREE3 B 50
I OBIRCETIE. (859 3837248 [ BEECEAL.
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Language Access Services:
Khmer (124): 10gmonSo0qnHis]SH0amung: grgsSns sguE SuSHOS SISt uIUgMRIE W s S el

IEYNINSYWwESRUMTIU BiuT (855) 383-7248

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (855) 383-7248.

Korean (2h=0]): & Z A 0f CHSH Oftfjot 2o/ ArOl2te RAS B2, Hoto|A= Hot7t AtESt= Q02 RR 2 Sl EE &= H|7t
QUL LICH EAALQt O|OF7| e ™ (855) 383-7248 2 2O|HAA| Q.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschse oy 2uucinwizizegumloscoan.
chelssuDLILCUWIZY, loilnma (855) 383-7248.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata® halne’igii 1a” bich’i" hadeesdzih ninizingo koj’ hodiilnih (855) 383-7248.

Nepali (F9TeiT): TTa 9T HETSITATL TUTLHT gl TAZE Z A, AT ATITHAT 7900 AZART TAT SR TTH T4 G139 Zoh AUTaT 3|
STATOEAT FHTT IHRT AT, TZT Hed T4 (855) 383-7248

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (855) 383-7248 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (855) 383-7248 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informacji w
swoim jezyku. Aby porozmawia¢ z tlumaczem, zadzwon pod numer (855) 383-7248.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (855) 383-7248.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
3| oz oo &% 915 F9s B, (855) 3837248 I TH S|
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Language Access Services:

Romanian (Roména): Dacd aveli intrebari referitoare la acest document, aveti dreptul 54 primifi ajutor siinformati in imba dumneaveastrd in mod
gratuit. Pentri a v adresa unui interpret, contactati telefonic (855) 383-7248.

Russian (Pycckmii): ecal 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AZHHOTO AOKVMEHTA, BBl HMEETe IpaBo Ha OECMAATHOE MOoATIEHHE TOMOIITH H

HHGOPMAITHA HA BAIIEM A3HKe. UTODH CBA3ATHCA C YCTHRIM IEPEBOAYHKOM, IO3BOHHATE I0 Tea  (855) 383-7248.

Samoan (Samoa): Afai e iai ni ou fesili e uiga i lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia

talanoa i se tagata faaliliu, vili (855) 383-7248.

Serbian (Srpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (855) 383-7248.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (855) 383-7248.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (855) 383-7248.

[

Thai (Tna): avinudidraulen imduandsaduil vinuidnaviazlasuamnudramdavazdayalunwizasvinuiaebifidrldare Taains
(855) 383-7248 LNayaALALAIN

Ukrainian (YxpaiHcbKa): SKIIIO 7 BAC BHHHKAFOTh 3aIHTAHHA 3 IPHBOAY IBOTO AOKYMEHT4, BH MA€TE IIPABO OE3KOIITOBHO OTPHMATH AOIIOMOTIY H

1HGPOPMAINIO BALIOK PIAHOK MOBOIO. [I[00 OTpHMATH MOCAYIH HepeKidsada, 3aTeAacpOHVHETE 32 HoMepoM: (855) 383-7248.

S S Sl e € sl B3 1S S Jeala il glae e e G ) sl e €l B Il S8 G e e b S g el &1 (52))) Urdu
- S JE p (855)383-7248 o

=

Vietnamese (Tleng V1et) Néu quy vi co bat ky thac mic nao vé tai liéu nay, quy vico quyen nhén sy trg gitp va thong tin bang ngdn ngil clla quy vi hoan
toan mién phi. Dé trao d6i v6i mot thong dich vién, hay goi (855) 383-7248.

¥ [TUY IX 709 |7 [N JROIDW UK N UIYRAINDYT'R DU T [UAIFZND 1Y 02U T 1R OND0IVNIPRT DU T [AVI DIZN 0N 'R IR (0 TR) (Yiddish)
.(855) 383-7248 VDI WXUTIWI'K |X

Yoruba (Yoruba): T1 o ba ni eéyikevi ibere nipa akosile vi, o ni eto lati gba Irinwo ati iwifun ni édé re lofee. B4 wa 6gbf1fc_i kan soro, pe (855) 383-7248.
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Language Access Services:

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 https://ocrportal.hhs.gov/ocr/portal /lobby.jsf. Complaint forms are available

at http://www.hhs.gov/ocr/office/file/index.html.
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PROFESSIONAL RESOURCE ENTERPRISE DBA UNI
GROUP PLAN # 00465371

Current Plan Benefits Summaries

CONTRACT TYPE: DENTAL GUARD 2000

This plan is currently offered for Insurance Class 1

PLAN BENEFITS SUMMARY

In-Network Out-of-Network

Network DentalGuard Preferred None
Coinsurance

Preventive 100% 100%

Basic 80% 80%

Major 50% 50%
Deductible $50 $50

Waived for preventive? Yes Yes

Claim Payment Basis

Fee Schedule

Fee Schedule

Maximum $1,000 $1,000
Orthodontia Excluded
Lifetime Maximum N/A
Coinsurance N/A
Maximum Rollover
Threshold $500
Rollover Amount $250
In-network only rollover $350
Max Rollover Limit $1,000
Dependent Age Limit 20/26

Plan information is for illustrative purposes only. Please consult plan contract for specific benefit levels.

Guardian Life Insurance Company of America



WELCOME TO

BLUE VIEW VISION! Anthem. AW
Good news—your vision plan SM BlueCross ®
s flexible and easy to use. Blue View Vision™" Blue View

This benefit summary outlines
the basic components of your
plan, including quick answers
about what's covered, your
discounts, and much more!

Your Blue View Vision network

Anthem Blue Cross vision members have access to one of the nation’s largest vision networks.

Blue View Vision is the only vision plan that gives members the ability to use their in-network benefits
at 1-800 CONTACTS, or choose a private practice eye doctor, or go in store to LensCrafters®,

Sears OpticalsM, Target Optical® and JCPenney® Optical locations.

Out-of-network: If you choose to, you may receive covered benefits outside of the Blue View Vision
network. Just pay in full at the time of service, obtain an itemized receipt, and file a claim for
reimbursement of your out-of-network allowance. In-network benefits and discounts will not apply.

—
YOUR BLUE VIEW VISION PLAN AT-A-GLANCE
VISION PLAN BENEFITS IN-NETWORK OUT-OF-NETWORK
Routine eye exam once every calendar year $25 copay $42 allowance
Eyeglass frames
Once every two calendar years you may select an eyeglass frame and $120 allowance, then 20% off $45 allowance
receive an allowance toward the purchase price any remaining balance
Eyeglass lenses (Standard)
Once every two calendar years you may receive any one of the
following lens options:
o Standard plastic single vision lenses (1 pair) $0 copay $40 allowance
o Standard plastic bifocal lenses (1 pair) $0 copay $60 allowance
o Standard plastic trifocal lenses (1 pair) $0 copay $80 allowance
Eyeglass lens enhancements
When obtaining covered eyewear from a Blue View Vision provider,
you may choose to add any of the following lens enhancements at
no extra cost.
o Transiti@ns Lenses (for a child under age 19) $0 copay No allowance on lens
o Standard Polycarbonate (for a child under age 19) $0 copay enhancements when
o Factory Scratch Coating $0 copay obtained out-of-network
Contact lenses — once every two calendar years
Prefer contact lenses over o  Elective Conventional Lenses; or $115 allowance, then 15% off $92 allowance
glasses? You may choose any remaining balance
contact lenses instead of
eyeglass lenses and o Elective Disposable Lenses; or $115 allowance $92 allowance
receive an allowance (no additional discount)
toward the cost of a supply
of contact lenses. o Non-Elective Contact Lenses Covered in full - $210 allowance

Contact lens allowance will only be applied toward the first purchase of contacts made during a
benefit period. Any unused amount remaining cannot be used for subsequent purchases in the
same benefit period, nor can any unused amount be carried over to the following benefit period.

BLUE VIEW VISION MEMBER EXCLUSIVE! @
You may use your jn-network benefit to order your contact lenses from ‘

1-800 CONTACTS offers a huge in-stock inventory, unbeatable prices, outstanding customer service and free shipping.
Just call 1-800 CONTACTS or go to 1800contacts.com for fast and easy ordering of your contact lenses.

EXCLUSIONS & LIMITATIONS (not a comprehensive list)

Combined Offers. Not to be combined with any offer, coupon, or in-store Lost or Broken Lenses or Frames. Any lost or broken lenses or frames
advertisement. are not eligible for replacement unless the insured person has reached his
Excess Amounts. Amounts in excess of covered vision expense. or her normal service interval as indicated in the plan design.
Sunglasses. Non-prescription sunglasses. Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or
Safety Glasses. Safety glasses and accompanying frames. contacts. Plano lenses or lenses that have no refractive power.

Not Specifically Listed. Services not specifically listed in this plan as Orthoptics. Orthoptics or vision training and any associated supplemental

covered services. testing.



In-network Member Cost

OPTIONAL SAVINGS AVAILABLE FROM IN-NETWORK PROVIDERS ONLY )
(after any applicable copay)

Retinal Imaging - at member’s option can be performed at time of eye exam Not more than $39
Eyeglass lens upgrades

When obtaining eyewear from a Blue View Vision o Transiti@®ns |enses (Adults) $75
provider, you may choose to upgrade your new o Standard Polycarbonate (Adults) $40
eyeglass lenses at a discounted cost. Eyeglasslens o Tint (Solid and Gradient) $15
copayment applies. o UV Coating $15
o Progressive Lenses!
o Standard $65
o  Premium Tier 1 $85
o  Premium Tier 2 $95
o  Premium Tier 3 $110
o Anti-Reflective Coating?
o Standard $45
o  Premium Tier 1 $57
o  Premium Tier 2 $68
o Other Add-ons and Services 20% off retail price
Additional Pairs of Eyeglasses o Complete Pair 40% off retail price
Anytime from any Blue View Vision network provider. o Eyeglass materials purchased separately 20% off retail price
Eyewear Accessories o ltems such as non-prescription sunglasses, 20% off retail price
lens cleaning supplies, contact lens
solutions, eyeglass cases, etc.
Contact lens fit and follow-up
A contact lens fitting and up to two follow-up visits are e  Standard contact lens fitting3 Up to $55
available to you once a comprehensive eye examhas o  Premium contact lens fitting* 10% off retail price
been completed.
Conventional Contact Lenses o Discount applies to materials only 15% off retail price

SOME OF THE ADDITIONAL SAVINGS AVAILBLE THROUGH OUR SPECIAL OFFERS PROGRAM

1 soom i o Forthis and other great offers, login to Save $20 on orders of $100 or more

After your benefits for the coverage period have been member services, select discounts, then and get free shipping
used, you can save on contact lenses with this offer.5 Vision, Hearing & Dental
- . o For this offer and more like it, login to
N Bl BB SR member services, select discounts, then Discount per eye

LS TBiEE DS Vision, Hearing & Dental

" Please ask your provider for his/her recommendation as well as the progressive brands by tier.

2 Please ask your provider for his/her recommendation as well as the coating brands by tier.

3 A standard contact lens fitting includes spherical clear contact lenses for conventional wear and planned replacement. Examples include but are not limited to disposable and
frequent replacement.

4 A premium contact lens fitting includes all lens designs, materials and specialty fittings other than standard contact lenses. Examples include but are not limited to toric and
multifocal.

5 Discount cannot be used in conjunction with your covered benefits.

OUT-OF-NETWORK Faxto: 866-293-7373
If you choose an out-of-network provider, please complete an out-of-network claim form and submitit ~ EMail to: oonclaims@eyewearspecialoffers.com

along with your itemized receipt by fax, email, or mail. Mail to:  Blue View Vision
Attn: OON Claims

P.O. Box 8504

When visiting an out-of-network provider, discounts do not apply and you are responsible for
Mason, OH 45040-7111

payment of services and/or eyewear materials at the time of service.

Blue View Vision is for routine eye care only. If you need medical treatment for your eyes, visit a participating eye care physician from your medical network. If you
have questions about your benefits or need help finding a provider, visit anthem.com/ca or call us at 1-866-723-0515.

This is a primary vision care benefit intended to cover only routine eye examinations and corrective eyewear. Benefits are payable only for expenses incurred while the group
and insured person’s coverage is in force.

This information is intended to be a brief outline of coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the member’s policy,
which shall control in the event of a conflict with this overview. Discounts referenced are not covered benefits under this vision plan and therefore are not included in the
member’s policy. Frame discounts may not apply to some frames where the manufacturer has imposed a no discount policy on sales at retail and independent provider
locations. Discounts are subject to change without notice. This benefit overview is only one piece of your entire enrollment package.

Transitions and the swirl are registered trademarks of Transitions Optical, Inc.
Anthem Blue Cross Life and Health Insurance Company is an 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. HIX FS SG CAMKT (7/13)





