Your summary of benefits Anthem %

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: REEP - Combined: Modified Anthem Elements Choice PPO 5900
Your Network: Prudent Buyer PPO

Cost if you use a

Cost if you use an In- Non-Network

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $5,900 person / $11,800 person /
$11,800 family $23,600 family
Overall Out-of-Pocket Limit $6,100 person / $12,700 person /
$12,200 family $25,400 family

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

Your copays, coinsurance and deductible count toward your out of pocket limit(s).

In-Network and Non-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each
other.

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP).

Medical Chats and Virtual Visits for Primary Care from our Online Provider K Health, through its affiliated Provider groups
are covered at No charge.

Virtual Visits from online provider LiveHealth Online for urgent/acute medical and mental health and substance abuse
disorder care via www.livehealthonline.com are covered at No charge; and $35 copay per visit for the first 3 visits and then 0%
coinsurance after deductible is met for covered Specialist Care.

Primary Care (PCP) and Mental Health and Substance Abuse $35 copay per visit for | 50% coinsurance after
Disorder Care virtual and office the first 3 visits and deductible is met
All office visit copayments count towards the same 3 visit limit. then 0% coinsurance

after deductible is met
Specialist Care virtual and office $35 copay per visit for | 50% coinsurance after
All office visit copayments count towards the same 3 visit limit. the first 3 visits and deductible is met

then 0% coinsurance
after deductible is met

Other Practitioner Visits

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

Questions: (866) 837-4388 or visit us at www.anthem.com/ca
CA/LG/REEP - Combined: Modified Anthem Elements Choice PPO 5900/20DD/07-01-2023
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Routine Maternity Care (Prenatal and Postnatal)
All office visit copayments count towards the same 3 visit limit.

Retail Health Clinic for routine care and treatment of common illnesses;
usually found in major pharmacies or retail stores.
All office visit copayments count towards the same 3 visit limit.

Manipulation Therapy

Coverage for rehabilitative and habilitative physical therapy, occupational
therapy and manipulative treatment is limited to 24 visits combined per
benefit period. All office visit copayments count towards the same 3 visit
limit.

Acupuncture

Coverage is limited to 12 visits per benefit period. All office visit
copayments count towards the same 3 visit limit.

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing
Prescription Drugs Dispensed in the office

Surgery

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 50% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge 50% coinsurance after

deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Hospital 0% coinsurance after 50% coinsurance after
deductible is met deductible is met

X-Ray

Office 0% coinsurance after 50% coinsurance after

deductible is met

deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Freestanding Radiology Center

Outpatient Hospital

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office
Freestanding Radiology Center

Outpatient Hospital

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided.

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Abuse Disorder Care at a
Facility
Facility Fees

Doctor Services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees

Hospital
Ambulatory Surgical Center

Doctor and Other Services
Hospital

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Hospital (Including Maternity, Mental Health and Substance Abuse
Disorder)

Facility Fees

Physician and other services including surgeon fees

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Home Health Care
Coverage is limited to 100 visits per benefit period.

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Rehabilitation and Habilitation services including physical, occupational
and speech therapies.

Coverage for physical and occupational therapy is limited to 24 visits
combined per benefit period. Chiropractic visits apply to your physical,
occupational combined limit. Al office visit copayments count towards the
same 3 visit limit.

Office

Outpatient Hospital

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Pulmonary rehabilitation
All office visit copayments count towards the same 3visit limit.

Office

Outpatient Hospital

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period. All office visit
copayments count towards the same 3 visit limit.

Office

Outpatient Hospital

$35 copay per visit for
the first 3 visits and
then 0% coinsurance
after deductible is met

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Dialysis/Hemodialysis office and outpatient hospital

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Skilled Nursing Care (facility)
Coverage is limited to 100 days per benefit period.

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Inpatient Hospice

0% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

0% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use an In-
Network Pharmacy

Cost if you use a
Non-Network

Pharmacy
Pharmacy Deductible Not covered Not covered
Pharmacy Out-of-Pocket Limit Not covered Not covered

Prescription Drug Coverage
Network:
Drug List:

Day Supply Limits:

Tier 1 - Typically Generic

Not covered (retail and
home delivery)

Not covered (retail and
home delivery)

Tier 2 - Typically Preferred Brand

Not covered (retail and
home delivery)

Not covered (retail and
home delivery)

Tier 3 - Typically Non-Preferred Brand

Not covered (retail and
home delivery)

Not covered (retail and
home delivery)
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Cost if you use a

Cost if you use an In- Non-Network

Network Pharmacy

Covered Prescription Drug Benefits

Pharmacy
Tier 4 - Typically Specialty (brand and generic) Not covered (retail and | Not covered (retail and
home delivery) home delivery)
Notes:

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

e Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

e Outpatient Facility tests and treatments are limited to $350 per admission for Non-Network Providers. Includes:
Diagnostic Services; X-ray; Surgery; Rehabilitation; Habilitation; Cardiac Therapy; Surgery at Ambulatory Surgical
Centers.

¢ Advanced Diagnostic Imaging is limited to $800 per service for Non-Network Providers.

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

o The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linglisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldamenos al nimero que figura en su tarjeta de identificacién o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arab|c
1.888.254.2721 aa,)l[es FER SCU; urh: ! ea,)ﬂ e s cw
(TTY/TDD: 711) .1-800-927-4357 & 1 e (il Ui sialS 5 51y Juai¥) o i cb2eliaall (o 3 3m le J samal

Armenian

Pupguubiswlul widdwp Swnwynipnibiubp: Ukup Jupnn tup Qbq pupqiubsh Swnwjnipjniuubp wnwewnplt] Ywpnn up
wnpwdwypl) hs-np UEYht, nyd hwunwpnptpp jiuppu g hwdwp b Yniquplh gpuip 2tp 1Eqyny: Oqunipjnih
unnwbwnt hwdwp quiuquhwntp dkq Qtq ID pupwnp ypw tpgws hipwpunuwhwdwpny jud 1-888-254-2721 hwdwpny:
Lpwgnighs ogunipjui hwdwp quuquhwuptp Ywhdnnuhuyh wywhnjugpnipjut twpwpupniemne hbnlbyuyg
htpwunuwhudwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

REES RIS - MRS R EIEER - Eﬁ%??ﬂﬁ@ﬂ’ﬁn%ﬁ%ﬁﬂﬁi@W%\ W HEERS LUERHTEE S 1 B HTER S - AR BN
RS TIRAY ID & _EAYSRAEEE 1-888-254-272 1 R4S ER A - AT 21 » 35HEFT1-800-927-4357 HE4&CA Dept. of Insurance ©
(TTY/TDD: 711)

'Tsa'ril—r by ol wael gny wasl g5 s d S e Lid papie S0 LSl s See L Sy gLl oleas
31 eSas adlogs sl soeh Jluyl Ll s oS0 gla) 4 o0 s Liw!l Sy s W50l gk Lad
1-888-254-2721 sk 31 Ly 5 oLoumluwlid &yLS yo oud csgs oylad dssb

solad 4 Lusyin ILS dayy oylol Loy pldu olgSas abdlayys ol yo cagpmafy wlad Lo Ly
(TTY/TDD:711) . a8 wlas 1-800-927-4357

Hindi

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.

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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foT ST 7 AT @ETC| AT GIIRAT AT F TR €1 AT STAES TeaT Feohd & AR FT qEAES I
IR ST A A S THA &1 AGE H T, §H IS D FE W FIAEE F9K W AT 1-888-254-2721 W FHieT
#Y| 3T+ AgE & oIT 1-800-927-4357 WX CA AT fFsIeT *iehier {1 (TTY/TDD: 711)

Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEEY—EX, BRY—ERZZToNFET, FEITHERTXEEHRALITY, XEZEDY—ERLARETT,
ZEEZITHICIE. IDA—FIZEREBE SNBSS, F7IE 1-888-254-2721 [THBEC SV, XEDQFHMIL. hU Tz
TINRIRD (1-800-927-4357) IZHEEEL FZE LY, (TTY/TDD: 711)

Khmer
shmeanAnAnige dnnEeguERuRINAY anineBisnenanmdfogenn Baanandegnmmaninasind fdfogadgn awn grainuntiamesaeitnmentmeidion ID sweiun giwre 1-
g1y geud L | Had L Bl il JURGH T ginte ) i

888-254-2721- ufegnidgumigy aymstmgininsel CA Dept. of Insurance msss 1-800-927-4357%(TTYJ’TDD2 71 1)

Korean
S8 A0 MH|A HAME 0|85 = JUESLICE st QOE 52E|0 ZEE EME 2HOtEY = USLLCL E2S

_ =
oA H ID ZtE0 7|XHEl HZ E= 1-888-254-27212 T3St AL, CHE =&0| ZQSHA|™ 1-800-927-43572 EH
CA 2XM0| 22| FHMA|L. (TTY/TDD: 711)

Punjabi
fogst fodn 8913 @ 3 AT AN B g9 udond ond 99 AR J1 I8 398 THIRH UFJ d HE' AT I W3 J% IIST

I {20 FT$ 31 A Hele I HEE B8, A 33 WElSt 198 03 Holsy &5 H' 1-888-254-2721 3 & | formier
Hee &g, Ae figurdeHne wie fesianA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

BecnnaTHble A3bIkoBble yCryri. Bel MOxeTe nony4mTb yCnyrn yCTHOro nepesogyvka. Bam MoryT npounTtatbe JOKYMEHTbI UK
HanpaBUTb HEKOTOPbIE U3 HUX Ha BaweM s3blke. [Insg nony4yeHnss NoOMoLLM 3BOHUTE Ham No TenedoHy, ykazaHHOMY Ha
BaLlen ngeHTMdrKaLMoOHHOW kapTe, unu no Homepy 1-888-254-2721. ins nony4yeHns JONOMHUTENbHOW NOMOLLUN 3BOHUTE B
JenaptameHT cTpaxoBaHug wtata KanndgopHusa no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

LifiAusnsiAenAunix vinusgnuisazalduinisan'le
mummmwa‘lmmummmul,anmﬂmmuﬁoua%anmsmoamaa“aommuimﬂ‘tq.imasrwaamu mnmaomsmmmﬂmaa
‘Iﬂsmimsmmmnums;lLaﬂmsuuaﬂuunmsﬂsummwaomumamummaw 1-888-254-2721 wiAdadn1sanuladatinLéy
TusaInsiamuunun CA Dept. of Insurance fivsnaia 1-800-927-4357 (TTY/TDD: 711)

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.
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Vietnamese

Cac Dich Vu Ngén Ngi» Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi nghe va yéu
cau glri mot sb tai liéu badng ngdbn ngl cla quy vi cho quy vi. D& dwoc tre gitp, hay goi cho sb dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé duoc gilp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Anthem Blue Cross 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.
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