Disclosure Form Part One

104350 VALLEY CENTER MUNICIPAL WATER DISTRICT
Home Region: Southern California

1/1/27 through 12/31/27

Principal benefits for Kaiser Permanente Traditional HMO Plan

Health Plan believes this coverage is a “grandfathered health plan” under the Patient Protection and Affordable Care Act.
If you have questions about grandfathered health plans, please call Member Services.

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximums and Deductibles

For services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period . Each Member in a Family Entire Family of two or
(a Family of one Member)
of two or more Members more Members

Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... No charge
Most Physician Specialist Visits ...........ccccveiiiiiiiiiiiiiieeeee e, No charge
Routine physical maintenance exams, including well-woman exams.... No charge
Well-child preventive exams (up to and including 23 months)............... No charge
Routine eye exams with a Plan Optometrist ..............cccooeeiniin, No charge
Most urgent care consultations, evaluations, and treatment.................. No charge
Most physical, occupational, and speech therapy...............ccccevvrreninnis No charge
Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive
Video Or telepPhone.......oouviiii No charge

Physician Specialist Visits by interactive video or telephone ................. No charge
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.................. No charge

Most immunizations (including the vaccing)...........cccccceeeviciiieeiiciieeeens No charge

Most X-rays and laboratory tests..........cccueiiiiiiii No charge

Hospital Inpatient Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and

Lo (U o < USRI No charge

Emergency Services and Care You Pay

Emergency department ViSitS .........ooo i, $50 per visit

Note: If you are admitted directly to the hospital as an inpatient for Covered Benefits, you will pay the inpatient Cost Share
instead of the emergency department Cost Share (see “Hospital Inpatient Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDUIANCE SEIVICES ....eeeeiiieieeeeee et $50 per trip
Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy or through our mail-

o] 0 L= g =T=T VTt RS $5 for up to a 100-day supply
Most brand-name items (Tier 2) at a Plan Pharmacy or through our
=Y BT o (=T gT=T Y ot S $5 for up to a 100-day supply

Most specialty items (Tier 4) at a Plan Pharmacy .............cccccceeeeeeenn. $5 for up to a 30-day supply
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Durable Medical Equipment (DME) You Pay
Base DME items as described in the EOC (supplemental DME items
Are NOL COVEIEA) ..ot e e e e e e e e e e e e e e e e e e e e annes 20% Coinsurance
Mental Health Services You Pay
Inpatient psychiatric hospitalization.............ccccooiie No charge
Individual outpatient mental health evaluation and treatment................. No charge
Group outpatient mental health treatment..................cccoo i, No charge
Substance Use Disorder Treatment You Pay
Inpatient detoxification............ooociiiiii No charge
Individual outpatient substance use disorder evaluation and treatment No charge
Group outpatient substance use disorder treatment ...............ccccoeieeen. No charge
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge
Other You Pay
Eyeglasses or contact lenses every 24 months ..........cccccccvvvveeeeeiieees Amount in excess of $100 Allowance
Skilled nursing facility care (up to 100 days per benefit period)............. No charge
Base prosthetic and orthotic devices as described in the EOC
(supplemental prosthetic and orthotic devices are not covered) .......... No charge
Fertility Services, such as outpatient procedures or laboratory tests,
as described in the EOC (see EOC for benefit limits).........cccccceennnneenn. The Cost Share you would pay if the services were

to treat any other condition

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC.

Disclosure Form Part Two
|

The Disclosure Form Part Two provides an overview of important features of your Health Plan membership, including how
to obtain Covered Benefits, principal exclusions, and important notices. To view or download a copy, go to
kp.org/choosekp or call Member Services at 1-800-464-4000 (TTY users call 711).
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2027 Disclosure Form Amendment for Chiropractic Services

This document amends your Kaiser Foundation Health Plan, Inc. Disclosure Form to add coverage for Chiropractic Services.

September 24, 2026



Your Kaiser Permanente Chiropractic Benefit

Benefit Highlights

Professional Services (ASH Participating Provider office visits) You Pay

Chiropractic office visits (up to a total of 20 visits per 12-month period) .. $5 per visit

Other You Pay
X-rays and laboratory tests that are covered Chiropractic Services............. No charge
Chiropractic supports and appliances ..........ccceceeeeeerererenieniereneneneneennenne Amounts in excess of the $50 Allowance

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, refer to the Chiropractic Services amendment to your Health Plan EOC.

Introduction

Kaiser Foundation Health Plan, Inc. contracts with American Specialty Health Plans of California, Inc. (“ASH Plans”) to
make the network of ASH Participating Providers available to you. When you need chiropractic care, you have direct
access to thousands of licensed chiropractors in California.

In addition to the terms defined in the “Definitions” section of your Disclosure Form, some capitalized terms have special
meaning in this document, as described in the "Definitions" section at the end of this document.

This amendment is only a summary of your chiropractic coverage. The Chiropractic Services Amendment to your EOC
provides details about the terms and conditions of your chiropractic coverage, including exclusions and limitations.

To obtain the amendment to your EOC please contact your group.

ASH Participating Providers

The list of ASH Participating Providers is available on the ASH Plans Website at ashlink.com/ash/kp or from the ASH
Plans Customer Service Department at 1-800-678-9133 (TTY users call 711) weekdays. The list of ASH Participating
Providers is subject to change at any time without notice.

How to Obtain Services

You can obtain services from any ASH Participating Providers without a referral from a Plan Physician.

To obtain services, call an ASH Participating Provider to schedule an initial examination. If additional Services are required
after the initial examination, verification that the Services are Medically Necessary may be required. Your ASH
Participating Provider will request any required medical necessity determinations. An ASH Plans' clinician in the same or
similar specialty as the provider of Services under review will determine whether the Services are or were Medically
Necessary Services. For more information about how to obtain covered Services, refer to the Chiropractic Services
amendment to your Health Plan EOC.
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Second Opinions

You may request a second opinion in regard to covered Service by contacting another ASH Participating Provider. Your
visit to another ASH Participating Provider for a second opinion generally will count toward any visit limit, if applicable.
An ASH Participating Provider may also request a second opinion in regard to covered Services by referring you to another
ASH Participating Provider in the same or similar specialty. If you are referred by an ASH Participating Provider to another
ASH Participating Provider, or see an ASH Participating Provider for lab work or an X-ray, your visit to the other ASH
Participating Provider will not count toward any visit limit. An authorization or denial of your request for a second opinion
will be provided in an expeditious manner, as appropriate for your condition. If your request for a second opinion is denied,
you will be notified in writing of the reasons for the denial, and of your right to file a grievance as described in your Health
Plan EOC.

Your Costs

When you receive covered Services, you must pay the Cost Share as described in the Chiropractic Services amendment to
your Health Plan EOC. The Cost Share does not apply toward the Plan Deductible or Plan Out-of-Pocket Maximum
described in the Health Plan EOC.

ASH Plans Customer Service

If you have questions about the Services you can get from an ASH Participating Provider, you may call the ASH Plans
Customer Service Department toll free at 1-800-678-9133 (TTY users call 711) weekdays.

Exclusions

The items and services listed in this "Exclusions" section are excluded from coverage under the Chiropractic Services
amendment. (Note: Some items and services listed in this “Exclusions” section may be covered Services under your Health
Plan EOC. Please refer to your Health Plan EOC for details.) These exclusions apply to all Services that would otherwise
be covered under the Chiropractic Services amendment regardless of whether the services are within the scope of a
provider's license or certificate:

e Services provided by a chiropractor that are not within the scope of licensure for a chiropractor licensed in California
¢ Adjunctive therapy not associated with spinal, muscle, or joint manipulations

e Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies,
devices, appliances, and any other item except those listed as covered under “Chiropractic Supports and Appliances” in
the “Covered Services” section of this Amendment

e Services for asthma or addiction, such as nicotine addiction
e Hypnotherapy, behavior training, sleep therapy, and weight programs
e Thermography

o Experimental or investigational Services. If coverage for a Service is denied because it is experimental or investigational
and you want to appeal the denial, refer to your Health Plan £OC for information about the appeal process

e (T scans, MRIs, PET scans, bone scans, nuclear medicine, and any other type of diagnostic imaging or radiology other
than X-rays covered under the “Covered Services” section of this Amendment

e Ambulance and other transportation

e Education programs, non-medical self-care or self-help, any self-help physical exercise training, and any related
diagnostic testing

o Services for pre-employment physicals or vocational rehabilitation
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e Drugs and medicines, including non-legend or proprietary drugs and medicines

e Services you receive outside the state of California, except for Services covered under “Emergency and Urgent Services
Covered Under this Amendment” in the “Covered Services” section

o Hospital services, anesthesia, manipulation under anesthesia, and related services

¢ Dictary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and
similar products

e Massage therapy

e Maintenance care (services provided to Members whose treatment records indicate that they have reached maximum
therapeutic benefit)

Definitions

ASH Participating Provider: A chiropractor who is licensed to provide chiropractic services in California and who has a
contract with ASH Plans to provide Medically Necessary Chiropractic Services to you. A list of ASH Participating
Providers is available on the ASH Plans website at ashlink.com/ash/kaisercamedicare for Kaiser Permanente Senior
Advantage Members, or ashlink.com/ash/kp for all other Members, or from the ASH Plans Customer Service Department
toll free at 1-800-678-9133 (TTY users call 711). The list of ASH Participating Providers is subject to change at any time,
without notice. If you have questions, please call the ASH Plans Customer Service Department.

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Chiropractic services include spinal and extremity manipulation and adjunctive therapies such as
ultrasound, therapeutic exercise, or electrical muscle stimulation, when provided during the same course of treatment and in
conjunction with chiropractic manipulative services, and other services provided or prescribed by a chiropractor (including
laboratory tests, X-rays, and chiropractic supports and appliances) for the treatment of your Musculoskeletal and Related
Disorder.

Musculoskeletal and Related Disorders: Conditions with signs and symptoms related to the nervous, muscular, and/or
skeletal systems. Musculoskeletal and Related Disorders are conditions typically categorized as structural, degenerative, or
inflammatory disorders; or biomechanical dysfunction of the joints of the body and/or related components of the muscle or
skeletal systems (muscles, tendons, fascia, nerves, ligaments/capsules, discs and synovial structures) and related
manifestations or conditions.

Treatment Plan: The course of treatment for your Musculoskeletal and Related Disorder, which may include laboratory
tests, X-rays, chiropractic supports and appliances, and a specific number of visits for chiropractic manipulations
(adjustments) and adjunctive therapies that are Medically Necessary Chiropractic Services for you.
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Summary of Benefits Chart for

Kaiser Permanente Senior Advantage (HMO) with
Plan Out-of-Pocket Maximum

VALLEY CENTER MUNICIPAL
WATER DISTRICT

CID# 104350 KPSA

MEMBER SERVICES 800-464-4000

Part D (1/1/27—12/31/27)

For Services subject to the maximum, you will not pay any more Cost Share for the rest of the calendar
year if the Copayments and Coinsurance you pay for those Services add up to the following amount:

For any one Member
Plan Deductible

$1,000 per calendar year

None

Plan Provider Office Visits

You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits $15 per visit

Most Physician Specialist ViSitS..........coooviiiiiiiiiiieee e $15 per visit
Annual Wellness visit and the “Welcome to Medicare” preventive

AT | R No charge
Routine physical @Xams ..........oouuiiiiiiiiiiiii e No charge
Routine eye exams with a Plan Optometrist...........cccccceeiieiiinn. $15 per visit
Urgent care consultations, evaluations, and treatment.................... $15 per visit
Physical, occupational, and speech therapy...........ccccceeeeeeeniinnnnnn. $15 per visit
Telehealth Visits You Pay
Primary Care Visits and Non-Physician Specialist Visits by

interactive video or telephone ..., No charge
Physician Specialist Visits by interactive video or telephone........... No charge
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures............ $50 per procedure
Most immunizations (including the vaccing) ...........cccccceeeeeeeiinen. No charge
Most X-rays and laboratory tests ...........ccccueiiiiii, No charge
Manual manipulation of the spine ..o $15 per visit
Preventive services as described in the EOC...........ccccccoeviiiiiiinnnes No charge
Hospital Inpatient Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests,
and drugs

$500 per admission

Emergency Services and Care You Pay
Emergency department ViSitS..........ccooooiiiiiiii $50 per visit
Ambulance Services You Pay
AMDUIANCE SEIVICES ....ccoeeeeeeee e $100 per trip
Transportation You Pay
Medically necessary, non-emergency medical transportation to

home (within 100 miles), a skilled nursing facility (SNF), or

another higher level of care, immediately following an inpatient

hospitalization or after certain emergency, urgent care, or

outpatient hospital encounters, when ordered by a network

provider. Refer to the EOC for more details ..., No charge

Kaiser Foundation Health Plan, Inc., Southern California Region
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Prescription Drug Coverage You Pay

This plan covers Medicare Part D prescription drugs in accord with
our Part D formulary.
Initial coverage stage—until you have spent $2,400 in 2027. (If = Generic drugs: $10 for up to a 100-day

you spend $2,400, you move on to the catastrophic coverage supply

SEAGE) et ————————————— Brand-name drugs: $35 for up to a
100-day supply

Catastrophic coverage stage.................cccccceeivvmmmimiiniiinniiieeeeenn. No charge

In addition, this plan also covers Medicare Part B drugs and drugs not covered by Medicare in accord
with our commercial formulary (see the EOC for details).

Durable Medical Equipment (DME) You Pay

Covered durable medical equipment for home use. ......................... 20 percent Coinsurance
Mental Health Services You Pay

Inpatient psychiatric hospitalization ...............ccccooeiiiiiiiiiiiii e, $500 per admission
Individual outpatient mental health evaluation and treatment.......... $15 per visit

Group outpatient mental health treatment .....................cc, $7 per visit

Substance Use Disorder Treatment You Pay

Inpatient detoxification ... $500 per admission
Individual outpatient substance use disorder evaluation and

treatment.......coooiiii e $15 per visit

Group outpatient substance use disorder treatment........................ $5 per visit

Home Health Services You Pay

Home health care (part-time, intermittent) ..............cccccoeiiie No charge

Other You Pay

Eyeglasses or contact lenses every 24 months...............ccooevvvnnen. Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period)....... No charge

External prosthetic and orthotic devices ...........ccoooovviiiiiiiiiiiiiiieennn. 20 percent Coinsurance
Fitness benefit — One Pass® (includes access to in-network gyms

and one home fitness kit per calendar year)..........cccccoovvvvvvveceennnn. No charge

Summary of Benefits booklet

. _________________________________________________________________________________________________________________________________________________________________________|
This chart does not explain benefits, Cost Share, out-of-pocket maximums, exclusions, or limitations, nor
does it list all benefits and Cost Share amounts. For additional information, please refer to the Summary

of Benefits booklet enclosed; for a complete explanation, refer to the EOC.




Anthem &

Your summary of benefits

ACWA JPIA - C00361
Anthem® Blue Cross Life and Health Insurance Company

Your Plan: 2027 Classic PPO Plan (1122) (Z0JZ)
Your Network: Prudent Buyer PPO

Visits with Virtual Care-Only Providers ‘ Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care | No charge deductible does not apply

Mental Health & Substance Use Disorder Services No charge deductible does not apply

Specialist care $15 copay per visit deductible does not apply

Cost if you use an
In-Network Provider

Cost if you use an
Out-of-Network
Provider

Covered Medical Benefits

Overall Deductible $200 person / $200 person /
$600 family $600 family

Overall Out-of-Pocket Limit $2,000 person / $2,000 person

The out-of-pocket costs you pay for prescription drugs obtained at a $4,000 family

pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the

Covered Prescription Drug Benefits section.

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.

All medical deductibles, copayments and coinsurance apply to the medical out-of-pocket limit.

In-Network and Out-of-Network deductibles are combined and accumulate toward each other; however In-Network and Out-of-
Network out-of-pocket limit amounts accumulate separately and do not accumulate toward each other.

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

Primary Care (PCP) virtual and office

Mental Health and Substance Use Disorder Services virtual and office

Specialist Provider virtual and office

$15 copay per visit
deductible does not
apply
$15 copay per visit
deductible does not
apply
$15 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Other Practitioner Visits
Maternity Doctor services (prenatal/postpartum care and delivery)

CA/LG/2027 Classic PPO Plan/1122/01-01-2027

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

Retail Health Clinic for routine care and treatment of common illnesses;
usually found in major pharmacies or retail stores.

Manipulation Therapy

Coverage for rehabilitative and habilitative physical therapy, occupational
therapy and manipulative treatment is limited to 30 visits combined per
benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

$15 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office
Allergy Testing

Prescription Drugs Dispensed in the office
Maximum of $250 member cost share per drug.

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 20% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge Cost share is based on

the setting services are
received.

Diagnostic Services Lab
Office

Freestanding Lab
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Diagnostic Services Advanced Diagnostic Imaging for example: MR,
PET and CAT scans

Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $800 maximum per test

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $800 maximum per test

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

Emergency and Urgent Care

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

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

Authorized Out-of-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip. The $50,000 limit
does not apply to air ambulance services.

$15 copay per visit
deductible does not
apply

$50 copay per visit and
then 20% coinsurance
after deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees 20% coinsurance after | 20% coinsurance after
deductible is met deductible is met

Doctor Services 20% coinsurance after | 20% coinsurance after
deductible is met deductible is met

Outpatient Surgery

Facility Fees

Hospital 10% coinsurance after | 20% coinsurance after

Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Ambulatory Surgical Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Physician and other services including surgeon fees
Hospital

deductible is met

10% coinsurance after
deductible is met

20% coinsurance after
deductible is met

deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Member is responsible for an additional 10% coinsurance if prior
authorization is not obtained from Anthem for non-emergency Inpatient
admissions to Out-of-Network Providers. Anthem’s maximum payment is
up to $600 per day for non-emergency Inpatient admissions to Out-of-
Network Providers.

Facility Fees

Physician and other services including surgeon fees

10% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

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

10% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Therapy Services
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

Coverage for physical, occupational and manipulative treatment is limited
to 30 visits combined per benefit period.

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

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

10% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Inpatient Hospice

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Additional Services, Equipment and Devices
Durable Medical Equipment

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Wigs
Coverage for wigs is limited to 1 item after cancer treatment per benefit
period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Hearing Aids
Coverage is limited to 1 item per ear every 3 years.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use an
In-Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Pharmacy Deductible

Not applicable

Not applicable

Pharmacy Out-of-Pocket Limit

$5,350 person /
$10,200 family

Not applicable

Prescription Drug Coverage
Network: Base Network

Drug List: National If you select a brand name drug when a generic drug is available, additional cost sharing amounts may

apply.

For more information, refer to “National Drug List” at https.//www.anthem.com/ca/pharmacy-information/.
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Cost if you use an Cost if you use an

Covered Prescription Drug Benefits In-Network Pharmacy  Out-of-Network
Pharmacy

Preferred Generics: If a member requests a brand name drug when a generic drug version exists, the member pays the
generic drug copay plus the difference in cost between the prescription drug maximum allowed amount for the generic drug and
the brand name drug dispensed. This does not apply when the physician has specified "dispense as written" (DAW) or when it
has been determined that the brand name drug is medically necessary for the member. In such case, the applicable copay for
the dispensed drug will apply.

Day Supply Limits

Retail Pharmacy: 30 day supply (cost shares noted below)

Home Delivery Pharmacy 90-day supply (maximum cost shares noted below) of medications are available through CarelonRx
Mail for 2 X the retail copay. You will need to call us on the number on your ID card to sign up when you first use the service.
Please note that maintenance medications are subject to mandatory home delivery services through CarelonRx Mail after two
retail fills have been dispensed at a retail pharmacy. Maintenance medications may also be filled at Walmart, Costco, Sam’s
Club, Albertsons, Vons, Pavilions, Safeway, and Ralphs at a 90-supply for 2 X the retail co-pay.

Specialty Pharmacy: 30 day supply at retail and home delivery (cost shares noted below apply). We may require certain drugs
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy. Drug cost
share assistance programs may be available for certain specialty drugs.

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list
when you use an In-Network Pharmacy.

Tier 1 - Typically Generic $5 copay per $5 copay per
prescription (retail) and | prescription plus 50%
$10 copay per coinsurance up to $250
prescription (home per prescription plus
delivery) costs in excess of the

max allowed amount
(retail only)

Tier 2 - Typically Preferred Brand $20 copay per $20 copay per
prescription (retail) and | prescription plus 50%
$40 copay per coinsurance up to $250
prescription (home per prescription plus
delivery) costs in excess of the

max allowed amount
(retail only)

Tier 3 - Typically Non-Preferred Brand $50 copay per $50 copay per
prescription (retail) and | prescription plus 50%
$100 copay per coinsurance up to $250
prescription (home per prescription plus
delivery) costs in excess of the

max allowed amount
(retail only)

Tier 4 - Typically Specialty (brand and generic) $5 copay per Not covered (retail and
prescription (Generic home delivery)
Specialty) 20%
coinsurance up to $100
per prescription (Brand
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Cost if you use an Cost if you use an

Covered Prescription Drug Benefits In-Network Pharmacy  Out-of-Network
Pharmacy

Specialty)

Cost if you use an Cost if you use an
Covered Vision Benefits In-Network Provider ~ Out-of-Network

Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.
Only children's vision services count towards your out-of-pocket limit.

Children’s Vision exam (up to age 19) No charge $0 copayment up to
Limited to 1 exam per benefit period. plan's Maximum

Allowed Amount
Adult Vision exam (age 19 and older) No charge Reimbursed Up to $42
Limited to 1 exam per benefit period.

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”.

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

¢ The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefit.

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

e Advanced Diagnostic Imaging is limited to $800 per service for Out-of-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.

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

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Get help in your language

Language Assistance Services

Curious to know what all this says? We would
be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it.

You may also be able to get this letter written in
your language. For free help with translations or
interpreter services, in a timely manner, please
call the telephone number on the back of your
ID card. (TTY/TDD: 711). 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 alternative
formats for members with visual
impairments. If you need a copy of
this document in an alternate
format, please call the customer
service telephone number on the
back of your ID card

Spanish

IMPORTANTE: ;Puede leer esta carta? Sino
puede leerla, podemos hacer que alguien lo
ayude a leerla. También es posible que pueda
recibir esta carta escrita en su idioma.

Para obtener ayuda gratuita con traducciones

0 servicios de interpretacion, de manera
opartuna, llame al niumero de teléfono que
figura en el dorso de su tarjeta de identificacion.
(TTY/TDD: 711). Para obtener mas ayuda llame
al Departamento de Seguros de California al
1-800-927-4357 (TTY/TDD: 711)

Arabic
ol L€ar ol si€ar ¥ olS 1 il fie sicl o i€er o fo “ala
oS ¢ _,....:.a._.rf._._.n_.."a]'..‘iu mLJ-LrLE-ELlE-H._UII_t_._aJ_uEUUJS ]
ol Ll sucball Jo fyeanll Il (e CiLsl fia
Meas¥ o caiall 0 iy Ay illy 2l ol
ol Lalsl D DL b e oyl iyl o
(howst 520 locell e il o ([pemndl (TTY/TDD: 711)
1-800-927-4357 a8l Ao CA A opelli s ) o
(TTY/TDD: 711)

Armenian

Uwidwlyp: Grd ns, Jan dwuliuqbnuGnhg Joyp
Guipnn £ oqUby aGq Yuwipnw) wils 7nce Guapnn
Gp Lwile wyu Lwedwyn vl 46p jGqyny:
frwpgquiulnggynLuLGph Quwid puipguulisuwljul
gwnwynincbiGnh wbyawp W cwdwitiisgfu
ogUnLgiwl hwadwp fulinpood GUp quiliquihwpt)
aGn 1D pwipuinft hwiljwnwly Ynndned Uy
hGruwfunuwhwdwpny: (TTY/TDD' 711); WyGih
awin ogqUincajudly hwidap quiiquihwpsp
CA-hwiwywhnywagnpniajwl puidhl’
1-800-927-4357 hGnuwfunuwihwdwmng
(TTY/TDD" 711):

Chinese

EFET  MEEEETE f’;ﬂﬁxﬁﬁ ZTE
LEAEEE « BT LEEL e S EET
LS < S0EE %ﬁﬁﬁﬁ‘#ﬁﬁf:ﬁﬁﬁ
B FETAID FEESEERE
(TTY/TDD: 711) « E{EIARR M EE - ﬁﬂg
1-800-927-4357 (TTY/TDD: 711) 55 CA {2&Z7
F -

Farsi
il e sl ad T Fail g |y aald ol sy e L] g
crtinas € S a€ Lad ol i 0, € S aan 1
P =P NP R R LI W [ R & TS P T LT e
den o oilans gt fpats 5 ol SaS ol p € ey 0
ID i A8 et o g _prie gilis lad L LT alis 4 of
8ot il gl (TTY/TDD: 711) 2 nf plat 2 ps
1-800-927-4357 2 led £ CA dava Ll L. iy
2l (TTY/TDD: 711)
Hindi
HE@qul 347 37 45 U Uz GEd 57 3 761
gl 55 i&w & 5% ug+ § 10! Hag Hvar gEa
Bl T 55 UF &1 G- 4y & o fergar & &1

71T 97 GHIGTT §arsf § HFd Heg & 107 F9a7
THY G¥ 30 GE=id 7 & /e [50 T0 B 787 o7
FieT & (TTY/TDD: 711) 1 39 Grgar & faw
FITHEIFIT F147 1G4 #1 CA )
1-800-927-4357 (TTY/TDD: 711) T & &</
Hmong

TSEEM CEEB: Kof nyeem puas tau tsab ntawv
no? Yog nyeem tsis fau, peb muaj neeg los pab
kof nyeem nws. Kof los yeef tuaj yeem tau (xals
daim nfawv no ua koj yam lus. Kom tau txais
kev pab txhais ntaub ntawv los sis cov Kev pab
cuam txhais ius pab dawb, kom raws sif hawm,
thov hu tus npawb xov tooj nyob sab nraum gab
ntawm koj daim npawv ID. (TTY/TDD: 711).
Rau kev pab ntxiv hu lub CA Lub Tuam Tsev
Hauf Lwm ntsig txog Kev Tuav Pov Hwm nfawm
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.

#CA-CDI-001#
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Japanese

EF COFHEFOIEHBTETTHPEL
ForEsd FhoesFaoTes 378
HTELT - T IOFHEEEDEFEF
TAFTEEESSH N FT - FFTHET—
ERDES T A — OB ESD - BESD
ID 77— FEFGICGEES AT E3EEZESFT
CTEEFEITECRBIEE AT
TIY/TDD: 711 ) 50788 La+F 7 — f il s
LGS CALZ Y FFA=F i EEFLITT
ey ALy - EEEES C1-800-927-4357
TTY/TDD: 711

Khmer

AN ATEN S SN H RN N S AT S
ISSE{IS7 AT S0 ST e F105 Ef
ERAME SEH A SO S F5 Sy Efies
ASSSATSETL I S ONF AT AT A O S L TS89
AEN LI MR S T I I B S S AT A LS
W FANS (fCATEN 5 Ef @1 S EFTASIAN £ SATE]
iMm g sssiigrgam s D arenar
FUATE Y (TTY/TDD: 711) 4 affenirm geririge
TS FLAETELTAT B &5 51 SN1L555 f&;g A
I E 1-800-927-4357 (TTY/TDD: 711)

Korean
T8 o] AL J’EE g é’ﬁ%ﬁﬁ#?ﬁ? Z &
FoE UL FL T A TS EFE 7
Heudh %E}ﬁh ‘a’ﬂ.v’f_ G.Mff.ifg goa
TEEYd HYol] FH AH~E FEE
FHAlof o] £8AIFFID 7FE FHf % "’”L Sl
gf:::f FHEgsf ELAI L (TTY/TDD: 711). F7}
£o] F 8 éﬂﬁfﬁf CA E &£ 1-800-927-4357
{?TWTDD 7)) e 2 AFs SHA 2

Punjabi

HdFeYds & FH 1T U3d UF Hae o? Aad ad]
= wH BRp UFA 69 FTF HoT ad Fae o/
FHT T 45T »mye] 5 T & 18y Fare df
WS 7 CIHIE e Ied Hes Hoe B8 FH
H, [aauT 798 WS ID 795 € s o7 o8ies
A3FT'F F7& &/ (TTY/TDD: 711). I HeT
TECA HiH IS7GT 5 1-800-927-4357
(TTY/TDD: 711) '3 375 T/

Russian

BAMYHAH WHDOPMALIMA: Moxeme nu 8sl
npo4umams daHHoe NucbMo? Ecnu Hem, Halu
COMPYOGHUK MOMOKEM 8aM & 3MoM. Bal makxe
MOKeme nonyJYums 0aHHOE NUCAMO Ha 8alueM
A3bike. Ymobbl CE0E8PEMEHHO MONYYUMb
becnnamdblie Yenyau NUcbMeHHOoE0 Unu
YomHoz0 nepesoda, No3goHUIMe No HOMepy
menegoHa, ykazaHHoMy Ha ofopom-od
CMOPOHe gawel U0eHmMupUKayUOHHOU Kapmas
yyacmauka (TTY/TDD: 711). [na nony4yesus
dononHumenbHOU NoOMOLWU NO3BOHUIME

g JenapmamMedm cmpaxoeanus wmama CA no
HoMepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

MAHALAGA: Puwede mo bang basahin ang
sulat na ito? Kung hindi, puwede tayong
hAumanap ng taong tutulong sa iyo na basahin
ifo. Maaaring matanggap mo rin ang sulat na ito
sa fyong wika. Para sa libreng tulong sa
pagsasalin-wika o mga serbisyo ng interpreter,
na napapanahon, mangyaring tawagan ang
numero ng telepono sa likod ng iyong card ng
ID. (TTY/TDD: 711). Para sa higit pang tulong
fawagan ang Departamentol ng Insurance ng
CA 53 1-800-927-4357 (TTY/TDD: 711)

Thai

Haad. asaiuaaviaid taiialy winlyla
iFTAN Y IEa T RS aa 101508 TV I a8
Tun 11 TAAUEDNTT YAATINHIENNAIE TN
AITRUANSaVEAITAINIITIAIS TAEGAASHIINAD
Tnsdwuia 1o dasyseS 1 zacan
(TTY/TDD: If"if‘i‘j. _

gaauziaidamiay Tagdasna CA
Ahelsedudaanaaz

1-800-927-4357 (TTY/TDD: 711).

Vietnamese

QUAN TRONG: Quy vi cd thé doc duwoe 14 thu
nay khéng? Néu khong, ching t6i co thé bo tri
ngu-‘nirr‘ gidp quy vi doc. Quy vi edng co thé yéu
cau nhdn 14 thir nay duwroc viet bang ngén ngi
cua quy vi. Bé duwoc hd troe mién phi vé CHG."T Vi
bién drcn hodc mong drr::h VL J'Dﬂg gm sO dién
thoai & mét sau thé ID cta quy vi dé duwoc ho
fror kip thov. (TTY/TDD: 711). Dé duoc gmp ag
thém, hdy goi S& Bao hiém CA theo sO
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.
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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. #CA-CDI-001#
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Your summary of benefits Anthem &

ACWA JPIA - C00361
Anthem® Blue Cross

Your Plan: 2027 HMO Plan (2940)
Your Network: California Care HMO

Visits with Virtual Care-Only Providers Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care | No charge

Mental Health & Substance Use Disorder Services No charge

Specialist care $10 copay per visit

Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $0 person

Overall Out-of-Pocket Limit $500 single /

The out-of-pocket costs you pay for prescription drugs obtained at a $1,500 family

pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the

Covered Prescription Drug Benefits section.

To get benefits under this Plan, you must use In-Network Providers. Services from Out-of-Network Providers are not
covered, except for Emergency or Urgent Care, Authorized Services or when required by law. Please be sure to contact us if
you are not sure if we have approved an Authorized Service.

The family out-of-pocket limit is embedded, meaning each covered person is capped at his or her per single out-of-pocket limit;
in addition, cost shares for all covered family members apply to the family out-of-pocket limit, yet no one member will pay more
than the per single out-of-pocket limit.

All medical copayments and coinsurance apply to the medical out-of-pocket limit.

Doctor Visits (virtual and office) Your plan requires the selection of a Primary Care Physician (PCP). A referral from your
Primary Care Physician (PCP) is required for Specialist care and most other providers for select covered services.

Primary Care (PCP) virtual and office $10 copay per visit
Mental Health and Substance Use Disorder Services virtual and office | $10 copay per visit
Specialist Provider virtual and office $10 copay per visit

Other Practitioner Visits
Maternity Doctor services
Prenatal and Postpartum care $10 copay per visit

Delivery No charge

Retail Health Clinic for routine care and treatment of common illnesses; | $10 copay per visit
usually found in major pharmacies or retail stores.

Manipulation Therapy via medical group (Chiropractic Services) $10 copay per visit

CA/LG/2027 HMO Plan/2940/01-01-2027
Page 1 of 12



Covered Medical Benefits Cost if you use an In-Network Provider

Coverage for rehabilitative and habilitative physical therapy, occupational
therapy, speech therapy, and manipulative treatment is limited to 60 visits
combined per benefit period.

Manipulation Therapy via ASH plan provider $10 copay per visit
Coverage is limited to 30 visits per year. Benefit limit is for office and

outpatient combined.

Acupuncture $10 copay per visit

Other Services in an Office

Allergy Testing $10 copay per visit
Prescription Drugs Dispensed in the office 20% coinsurance
Maximum of $100 member cost share per drug.

Surgery $10 copay per surgery
Preventive care / screenings / immunizations No charge
Preventive Care for Chronic Conditions per IRS guidelines No charge
Diagnostic Services Lab

Office No charge
Freestanding Lab No charge
Outpatient Hospital No charge
Diagnostic Services X-Ray

Office No charge
Freestanding Radiology Center No charge
Outpatient Hospital No charge

Diagnostic Services Advanced Diagnostic Imaging for example: MR,

PET and CAT scans

Office No charge
Freestanding Radiology Center No charge
Outpatient Hospital No charge

Emergency and Urgent Care

Urgent Care In-Network and Out-of-Network Providers:
$10 copay per visit
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Covered Medical Benefits Cost if you use an In-Network Provider

Emergency Room Facility Services In-Network and Out-of-Network Providers:

Your copay will be waived if admitted. $50 copay per visit

Emergency Room Doctor and Other Services In-Network and Out-of-Network Providers:
No charge

Ambulance In-Network and Out-of-Network Providers:
$50 copay per trip

Outpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees No charge

Doctor Services No charge

Outpatient Surgery

Facility Fees
Hospital No charge
Ambulatory Surgical Center No charge

Physician and other services including surgeon fees
Hospital No charge

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Facility Fees No charge
Physician and other services including surgeon fees No charge
Home Health Care No charge

Therapy Services

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

Coverage for physical, occupational and speech therapies and
manipulative treatment is limited to 60 visits combined per benefit period.

Office $10 copay per visit
Outpatient Hospital No charge

Pulmonary rehabilitation

Office $10 copay per visit
Outpatient Hospital No charge

Cardiac rehabilitation
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Covered Medical Benefits Cost if you use an In-Network Provider

Office $10 copay per visit
Outpatient Hospital No charge
Dialysis/Hemodialysis

Office $10 copay per visit
Outpatient Hospital No charge
Chemo/Radiation Therapy

Office $10 copay per visit
Outpatient Hospital No charge

Skilled Nursing Care (facility) No charge
Coverage is limited to 100 days per benefit period.

Inpatient Hospice No charge

Additional Services, Equipment and Devices

Durable Medical Equipment No charge
Prosthetic Devices No charge
Wigs No charge
Coverage for wigs is limited to 1 item after cancer treatment per benefit
period.

Cost if you use an Cost if you use an
Covered Prescription Drug Benefits In-Network Pharmacy  Out-of-Network

Pharmacy

Pharmacy Deductible Not applicable Not covered
Pharmacy Out-of-Pocket Limit $6,100 person / Not covered

$11,700 family

Prescription Drug Coverage

Network: Base Network

Drug List: CA National DMHC If you select a brand name drug when a generic drug is available, additional cost sharing
amounts may apply.

For more information, refer to “CA National DMHC Drug List” at https.//www.anthem.com/ca/pharmacy-information/.

Day Supply Limits

Retail Pharmacy: 30 day supply (cost shares noted below)

Retail 90 Pharmacy: 90 day supply (3 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted
below applies).

Home Delivery Pharmacy: 90 day supply (maximum cost shares noted below). Maintenance medications are available
through our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the
service.

Specialty Pharmacy: 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain
drugs with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.
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Covered Prescription Drug Benefits

Cost if you use an
In-Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Tier 1 - Typically Generic

$5 copay per
prescription (retail) and
$10 copay per
prescription (home
delivery)

Not covered

Tier 2 - Typically Preferred Brand

$20 copay per
prescription (retail) and
$40 copay per
prescription (home
delivery)

Not covered

Tier 3 - Typically Non-Preferred Brand

$50 copay per
prescription (retail) and
$100 copay per
prescription (home
delivery)

Not covered

Tier 4 - Typically Specialty (brand and generic)

Self-Administered Injectable Drugs (except insulin) Covers up to a 30
day supply (retail pharmacy) and up to 90 day supply (home delivery)

Specialty Pharmacy Program - Certain specialty pharmacy drugs may be
obtained through the specialty pharmacy program. Limited to a 30-day
supply. Please contact the customer service number on the back of your
ID card to see if your drug is on the specialty pharmacy program or obtain
a list at anthem.com/ca.

20% coinsurance up to
$100 per prescription
(retail) and 20%
coinsurance up to $200
per prescription (home
delivery)

Applicable copay
applies

Not covered

Covered Vision Benefits

Cost if you use an
In-Network Provider

Cost if you use an
Out-of-Network
Provider

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.

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

Children’s Vision exam (up to age 19) No charge Not covered
Limited to 1 exam per benefit period.
Adult Vision exam (age 19 and older) No charge Not covered

Limited to 1 exam per benefit period.

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

The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of
the Mental Health and Substance Use Disorder benefit.

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.

Coverage includes the diagnosis and treatment of infertility and fertility services, including a maximum of three completed
oocyte retrievals with unlimited embryo transfers in accordance with the guidelines of the American Society of
Reproductive Medicine (ASRM). These services are provided on the same basis, at the same cost shares, as any other
medical condition.

The representations of benefits in this document are subject to California Department of Managed Health Care (DMHC)
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.

Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental health and substance use disorders.
Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem
Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Questions: (855) 333-5730 or visit us at www.anthem.com/ca

Page 6 of 12


http://www.anthem.com/ca

Your summary of benefits Anthem @

Anthem® Blue Cross
Your Plan: Chiropractic-Manipulative Treatment Rider
Your Network: ASH

Cost if you use an
Out-of-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

Benefits described in this section are provided through an agreement between Anthem Blue Cross and American Specialty
Health Plans of California, Inc. (ASH Plans). The services described in this section are covered only if provided by a
chiropractor that is an In-Network Provider. These benefits are in addition to the benefits described in the “Therapy Services”
provision within the Evidence of Coverage (EOC). However, when you are treated by a chiropractor that is an In-Network
Provider, services will not be covered other than those benefits specifically described in this section. You may search for
chiropractors that are In-Network Providers using the “Find Care” function on our website at www.anthem.com/ca and select the
HMO Chiropractic/Acupuncture Network (American Specialty Health Plans).

Your First Visit You must make an appointment with a chiropractor that is an In-Network Provider for an examination of your
condition. You do not need a referral from your Medical Group or Primary Care Physician to see a chiropractor that is an In-
Network Provider.

Services Must be Approved All services must be approved as Medically Necessary except for:

¢ Aninitial new patient exam by a chiropractor that are In-Network Provider and the provision or commencement, during
the initial new patient exam, of Medical Necessary services that are chiropractic services, to the extent services are
consistent with professionally recognized, valid, evidence-based standards of practice; and

e Emergency Services.

If additional services are required after the initial new patient exam and they are approved as Medically Necessary, you are
covered up to the maximum number of visits shown below. All visits will be applied towards the maximum number of visits in a
Benefit Period.

Services Not Approved A chiropractor that is an In-Network Provider may provide non-Covered Services. However, you must
agree in writing, before receiving non-Covered Services, to pay for them yourself. If a chiropractor that is an In-Network
Provider provides non-Covered Services without obtaining your written acknowledgement prior to providing the non-Covered
Services, you will not be financially responsible to pay the provider for such non-Covered Services.

Visits in an Office & Outpatient

Chiropractic Care $10 copay per visit Not covered
Coverage is limited to 30 visits per year. Benefit limit is for office and
outpatient combined.

Diagnostic Services

Lab

Chiropractic labs Covered at the same Not covered
Covered when prescribed by a chiropractor that is an In-Network Provider | cost share percentage

and approved as Medically Necessary. as Diagnostic Labs.
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Chiropractic X-Ray Covered at the same Not Covered
Covered when prescribed by a chiropractor that is an In-Network Provider | cost share percentage
and approved as Medically Necessary. as Diagnostic X-ray.
Durable Medical Equipment
$50 maximum of Not Covered

Chiropractic appliances
Covered when prescribed by a chiropractor that is an In-Network Provider
and approved as Medically Necessary.

Chiropractic
Appliances per year.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary does
not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, important
limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference between this
summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care physician
and authorized by the participating medical group or independent practice association (IPA); except OB/GYN services received
within the member's medical group/IPA, and services for mental health and substance use disorders. Benefits are subject to all
terms, conditions, limitations, and exclusions of the EOC.
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Get help in your language

Language Assistance Services

Curious to know what all this says?

We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it. You
may also be able to get this letter written in
your language. For free help with translations
or interpreter services, in a timely manner,
please call the telephone number on the back
of your ID card. (TTY/TDD:711)

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

Spanish

IMPORTANTE: jPuede leer esta carta? Si no
es asi, podemos pedirle a alguien que lo
ayude a leerla. Tambien puede recibir esta
carta escrita en su idioma. Para obtener ayuda
oportuna y gratuita con traducciones o Servicios
de interpretacion, llame al nimero de teléfono
que figura en el dorso de su tarjeta de
identificacion. (TTY/TDD: 711).

Arabic
o LSS a1 &0 13 Salle )l s 2o 5 S o Tala
Ga L (S8 28 Lt 2 3 el 'mu-ﬂiﬁ;w_—"iﬂ o
el o pemall a3, sl 0 Lo (s
._EJJ'Ig.a._l___an'lmuﬁ.nl 14..-&:;_}.1]"'-._1_.0.4:; PR PO
Bl el oo gall catlel B JLatdl s u—m-lm'
(TTY/TDD:711) <Shaaliz 0D

Armenian

QUIGHIN E. hmp:n]mhnnuf Ep Jupmuy wyu
bunfmlyp: ek ny, jupnn Ehp oghly dkg
Yuapruay wyh: Fnip upnn Ep bwb uwnwbog
uru bunfwlp qplm_[np‘ dkn 1Eqyny:
[fruapgumim pimbbkph jud pupgumbswlpmb
Sunuympnibbbkph winjawup ogmppui
hunfwp, dundmbnulhb, jpbhngpmd Bbp
quibigmhwmphk) dkp ID pupwnh huljunmly
nnunud wpdus hkrwunuwhuwdwpm):
(TTY/TDD 711):

Chinese

EERT | TREEEEIEN T IR
FMEI LR A EIRE » ER] LUERLUTHYRE
%‘%H’?Jﬁtf%‘ﬁﬁ MERFESRERENRESO

EARTERED  BRRHTIE ID REERY SRS
(TI'YFI'DD:TH}D
Farsi

S ) i s e ead 81 fanlan 1 4l ol a5 ca Taga
Sna ciman 8 S Lat 4y o i o 48 anl i
ol sl gl ol 4 1 4l ol ol g

(o an T Clland dla 3 aB e 5 D80 S el

D QJECM:':'JJEJﬁhﬁaJ'LaE '|__-,?|j_';=] ;L,rah'.j,h PENg '.:I
(TTY/TDD:711) B ulad 555

Hindi

Hedqul: &1 1Y 98 UA Ug Udhd o7 dfc el dl
gH fbdl &l 34 Ug- H 3Mud! Ygiadl & &
foTU ¥ Tahd § | 3114 59 UF &I 39-1 vrar § off
feRadr Yobd 3 | 3fdTq a1 gHITHaT Yaradi & ey
# gry R H:3[cd gl & fog puan -
UgdH UF o Uie feU 7L delih i HeRk R &id
@1 (TTY/TDD:711)1

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.

#CA-DMHC-001#
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Hmong

TSEEM CEEB: Koj puas yeem nyeem tau tsab
ntawv no? Yoqg tias nyeem tsis tau, peb mam
kom lwm tus neeg los pab nyeem rau koj.

Koj hais tau kom muab tsab ntawv no sau ua
koj yam lus. Rau kev pab txhais ntawv los sis
txhais lus pab dawb, kom raws sij hawm, thov
hu tus npawb xov too] nyob sab nraum qgab
ntawm koj daim npav ID. (TTY/TDD: 711).

Japanese

EE IOFRETOE TR T2 TRVES
W, ERCFEATERIDEFRE-THEEI D
EHTEERT, OoPavid, EA0OEET
FURLIEFETT. HReERT -
CERT R - e ZREOESE. DR
OEMCAESIN TV LBREE T THEHES
FEEv, (TTY/TDD:711).

Khmer

RIENE: IRGRHIGHRSURISICHSIS?
OHELT URHCGEEgRgWwynRgEn
ChE1 gRRUINU G RIL SIS ]
NAANIUAIESCISRAIRN ISYggucs
HSWiIENWR SRR G gwSarTIUSTY
UiNgSUsSTU S s sS S 1S niinn

RIH IS e D
IURIERT (TTY/TDD:711)

Korean

S50l MAE g ou = AU A
HOFMMUELUAEFUNTTEE EE
@l Ct Hst IEEEHEOI»W;' o al

=T ASUCH "ol = A—Iﬂlﬁ% o=z
0| Z5tAlAE AN ID Ef_ s Ho Rz =t
A== Hafol = Al 2. (TTY/TDD: 711).

%:ﬁgﬁ@amﬁm@é‘?m
&dt, 3 Al fBAd uge 99 3ot Hee 9d Ase
T A feg 1z s I i & oy Aee
I wa=e 7 TIHIE Ao 89 HE3 Hee BHt
AH THa, faour g9a wue wilst gz © il
&3 Sdtes dag I Tm =91 (TTY/TDD:711).

Russian

BAKHAA MHPOPMALIMA: MoxeTe nu Bl
NpoYKUTaThL AaHHOE NMCBMO? ECnK HET, HaLw
cneunanucT NoOMoxeT Bam B 3ToM. Bl Takke
MOMXETe NoNy4YUTh AaHHOE MWCBMO Ha Ballem
A3blke. YToDLI CEOEBPEMEHHO NONYYNTL
BecnnartHelie ycnyrm NMCEMEHHOMo UMK YCTHOTD
nepeeofa, NO3BOHUTE NO HOMepY Tened)oHa,
yKa3zaHHOMY Ha 0DOpPOTHOW CTOPOHE Ballei
MOEHTUDWKALMOHHON KAPTLI YYACTHUEA.
(TTY/TDD: 711).

Tagalog

MAHALAGA: Nababasa mo ba ang sulat na
ito? Kung hindi, maaari kaming kumuha ng
taong tutulong sa iyo na basahin ito. Maaari
ma ring ipasulat ang sulat na ito sa iyong
wika. Para sa libreng tulong sa mga
pagsasalin o serbisyo ng interpreter, sa isang
napapanahong paraan, mangyaring tawagan
ang numero ng telepono sa likod ng iyong

ID card. (TTY/TDD:711).

Thai

faddn; AaanTaaIuananaiuillduiala
g1l ausaviauhaauliiuaale
uananilaadearnnsazatidsvaauunabila
Tumszasaaiad rasuusaisulaniaaui
Ta5les nrandasavinaanTnsdniai
Aunadnadinslszdiainadaar (TTY/TDD:711).

Vietnamese

QUAN TRONG: Quy vi c6 thé doc la thur nay
khéng? Néu khdéng, chung t6i co thé nhéy ai do
gitp quy vi doc thw. Quy vi cling cd thé yéu
cau viét 1a thu nay bang ngdn nglr cda minh.
Pé dwoc tro gitp mién phi vé dich vu bién dich
hoac théng dich mot cach kip thévi, vui 1ong goi
s6 dién thoai & mét sau thé 1D clia quy vi.
(TTY/TDD: 711).

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-DMHC-001#
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-DMHC-001#
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Your summary of benefits

Anthem® Blue Cross Life and Health Insurance Company

Anthem &

ACWA JPIA C00361

Your Plan: 2027 Consumer Driven Health Plan (CDHP) (EV85) (1DMW)

Your Network: Prudent Buyer PPO

Visits with Virtual Care-Only Providers

‘ Cost through our mobile app and website

Primary Care, and medical services for urgent/acute care

No charge deductible does not apply

Mental Health & Substance Use Disorder Services

No charge deductible does not apply

Specialist care

20% coinsurance after deductible is met

Covered Medical Benefits

Cost if you use an
In-Network Provider

Cost if you use an
Out-of-Network
Provider

Overall Deductible $1,750 person / $1,750 person /
$3,500 family $3,500 family

Overall Out-of-Pocket Limit $2,500 person / $2,500 person /
$4,000 family $4,000 family

The family deductible and out-of-pocket limit are non-embedded, meaning the cost shares of all family members apply to one
family deductible and one family out-of-pocket limit. The per person deductible and per person out-of-pocket limit apply to

individuals enrolled under single-only coverage.

All medical and prescription drug deductibles, copayments and coinsurance apply to the out-of-pocket limit.

In-Network and Out-of-Network deductibles are combined and accumulate toward each other; however In-Network and Out-of-

Network out-of-pocket limit amounts accumulate separately and do not accumulate toward each other.

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

Primary Care (PCP) virtual and office

20% coinsurance after
deductible is met

Mental Health and Substance Use Disorder Services virfual and office | 20% coinsurance after

Specialist Provider virtual and office

deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits

Maternity Doctor services (prenatal/postpartum care and delivery) 20% coinsurance after

deductible is met

Retail Health Clinic for routine care and treatment of common illnesses; 20% coinsurance after

usually found in major pharmacies or retail stores.

deductible is met

CA/LG/2027 Consumer Driven Health Plan (CDHP)/EV85/01-01-2027

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

Manipulation Therapy

Coverage for rehabilitative and habilitative physical therapy, occupational
therapy and manipulative treatment is limited to 30 visits combined per
benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office
Allergy Testing

Prescription Drugs Dispensed in the office
Maximum of $250 member cost share per drug.

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 40% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge Cost share is based on

the setting services are
received.

Diagnostic Services Lab
Office

Freestanding Lab
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services Advanced Diagnostic Imaging for example: MR,
PET and CAT scans

Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $800 maximum per test

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $800 maximum per test

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

Emergency and Urgent Care

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

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

20% coinsurance after
deductible is met

$100 copay per visit
and 20% coinsurance
after deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility
Facility Fees

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

QOutpatient Surgery

Facility Fees

Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Ambulatory Surgical Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Physician and other services including surgeon fees
Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Member is responsible for an additional $500 copay if prior authorization is
not obtained from Anthem for non-emergency Inpatient admissions to Out-
of-Network Providers. Anthem’s maximum payment is up to $600 per day
for non-emergency Inpatient admissions to Out-of-Network Providers.

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Therapy Services
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

Coverage for physical, occupational and manipulative treatment is limited
to 30 visits combined per benefit period.

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Inpatient Hospice

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Additional Services, Equipment and Devices
Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Wigs
Coverage for wigs is limited to 1 item after cancer treatment per benefit
period.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Hearing Aids
Coverage is limited to 1 item per ear every 3 years.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cost if you use an

Cost if you use an

Covered Prescription Drug Benefits In-Network Pharmacy  Out-of-Network
Pharmacy
Pharmacy Deductible Combined with In- Combined with Out-of-
Network medical Network medical
deductible deductible
Pharmacy Out-of-Pocket Limit Combined with In- Combined with Out-of-

Network medical out-
of-pocket limit

Network medical out-
of-pocket limit

Prescription Drug Coverage
Network: Base Network
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Covered Prescription Drug Benefits

Cost if you use an

Cost if you use an

In-Network Pharmacy  Out-of-Network

Pharmacy

Drug List: National If you select a brand name drug when a generic drug is available, additional cost sharing amounts may

apply.

For more information, refer to “National Drug List” at https.//www.anthem.com/ca/pharmacy-information/.

Preferred Generics: If a member requests a brand name drug when a generic drug version exists, the member pays the generic
drug copay plus the difference in cost between the prescription drug maximum allowed amount for the generic drug and the
brand name drug dispensed. This does not apply when the physician has specified "dispense as written" (DAW) or when it has
been determined that the brand name drug is medically necessary for the member. In such case, the applicable copay for the

dispensed drug will apply.

Day Supply Limits

Retail Pharmacy: 30 day supply (cost shares noted below)

Home Delivery Pharmacy: 90-day supply (maximum cost shares noted below) of medications are available through
CarelonRx Mail for 2 X the retail copay. You will need to call us on the number on your ID card to sign up when you first use the

service..

Please note that maintenance medications are subject to mandatory home delivery services through CarelonRx Mail after two
retail fills have been dispensed at a retail pharmacy. Maintenance medications may also be filled at Walmart, Costco, Sam’s
Club, Albertsons, Vons, Pavilions, Safeway, and Ralphs at a 90-supply for 2 X the retail co-pay.

Specialty Pharmacy: 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain
drugs with special handling, provider coordination or patient education be filled by our designated specialty pharmacy. Drug

cost share assistance programs may be available for certain specialty drugs.

Preventive Drugs: No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list

when you use an In-Network Pharmacy.

Certain drugs on the Preventive Rx Plus list may be purchased at the applicable tier co-pay without being subject to the plan

deductible. Visit www.anthem.com/ca for more information.

Tier 1 - Typically Generic

$5 copay per
prescription (retail) and
$10 copay per
prescription (home
delivery) after

$5 copay per
prescription plus 50%
coinsurance up to $250
per prescription (retail
only) plus costs in

deductible. excess of the max
allowed amount after
deductible.
Tier 2 - Typically Preferred Brand $20 copay per $20 copay per
prescription (retail) and | prescription plus 50%
$40 copay per coinsurance up to $250

prescription (home
delivery) after

per prescription (retail
only) plus costs in

deductible. excess of the max
allowed amount after
deductible.
Tier 3 - Typically Non-Preferred Brand $50 copay per $50 copay per
prescription (retail) and | prescription plus 50%
$100 copay per coinsurance up to $250
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Covered Prescription Drug Benefits

Cost if you use an
In-Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

prescription (home
delivery) after

per prescription (retail
only) plus costs in

coinsurance up to $100
per prescription (Brand
Specialty) after
deductible.

deductible. excess of the max
allowed amount after
deductible
Tier 4 - Typically Specialty (brand and generic) $5 copay per Not covered
prescription (Generic
Specialty) 20%

Covered Vision Benefits

Cost if you use an
In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

This is a brief outline of your vision coverage. To receive the In-Network benefit, you must use a Blue View Vision Provider.

Limited to 1 exam per benefit period.

Children’s Vision exam (up to age 19) No charge $0 copayment up to

Limited to 1 exam per benefit period. plan's Maximum
Allowed Amount

Adult Vision exam (age 19 and older) No charge Reimbursed Up to $42

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”.
o Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your

Certificate of Coverage for details.

o The limits for physical, occupational, and speech therapy, if any apply to this plan, will not apply if you get care as part of

the Mental Health and Substance Use Disorder benefit.

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

Allergy Testing.

Advanced Diagnostic Imaging is limited to $800 per service for Out-of-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.
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This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Get help in your language

Language Assistance Services

Curious to know what all this says? We would
be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it.

You may also be able to get this letter written in
your language. For free help with translations or
interpreter services, in a timely manner, please
call the telephone number on the back of your
ID card. (TTY/TDD: 711). 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 alternative
formats for members with visual
impairments. If you need a copy of
this document in an alternate
format, please call the customer
service telephone number on the
back of your ID card

Spanish

IMPORTANTE: ;Puede leer esta carta? Sino
puede leerla, podemos hacer que alguien lo
ayude a leerla. También es posible que pueda
recibir esta carta escrita en su idioma.

Para obtener ayuda gratuita con traducciones

0 servicios de interpretacion, de manera
opartuna, llame al niumero de teléfono que
figura en el dorso de su tarjeta de identificacion.
(TTY/TDD: 711). Para obtener mas ayuda llame
al Departamento de Seguros de California al
1-800-927-4357 (TTY/TDD: 711)

Arabic
ol L€ar ol si€ar ¥ olS 1 il fie sicl o i€er o fo “ala
oS ¢ _,....:.a._.rf._._.n_.."a]'..‘iu mLJ-LrLE-ELlE-H._UII_t_._aJ_uEUUJS ]
ol Ll sucball Jo fyeanll Il (e CiLsl fia
Meas¥ o caiall 0 iy Ay illy 2l ol
ol Lalsl D DL b e oyl iyl o
(howst 520 locell e il o ([pemndl (TTY/TDD: 711)
1-800-927-4357 a8l Ao CA A opelli s ) o
(TTY/TDD: 711)

Armenian

Uwidwlyp: Grd ns, Jan dwuliuqbnuGnhg Joyp
Guipnn £ oqUby aGq Yuwipnw) wils 7nce Guapnn
Gp Lwile wyu Lwedwyn vl 46p jGqyny:
frwpgquiulnggynLuLGph Quwid puipguulisuwljul
gwnwynincbiGnh wbyawp W cwdwitiisgfu
ogUnLgiwl hwadwp fulinpood GUp quiliquihwpt)
aGn 1D pwipuinft hwiljwnwly Ynndned Uy
hGruwfunuwhwdwpny: (TTY/TDD' 711); WyGih
awin ogqUincajudly hwidap quiiquihwpsp
CA-hwiwywhnywagnpniajwl puidhl’
1-800-927-4357 hGnuwfunuwihwdwmng
(TTY/TDD" 711):

Chinese

EFET  MEEEETE f’;ﬂﬁxﬁﬁ ZTE
LEAEEE « BT LEEL e S EET
LS < S0EE %ﬁﬁﬁﬁ‘#ﬁﬁf:ﬁﬁﬁ
B FETAID FEESEERE
(TTY/TDD: 711) « E{EIARR M EE - ﬁﬂg
1-800-927-4357 (TTY/TDD: 711) 55 CA {2&Z7
F -

Farsi
il e sl ad T Fail g |y aald ol sy e L] g
crtinas € S a€ Lad ol i 0, € S aan 1
P =P NP R R LI W [ R & TS P T LT e
den o oilans gt fpats 5 ol SaS ol p € ey 0
ID i A8 et o g _prie gilis lad L LT alis 4 of
8ot il gl (TTY/TDD: 711) 2 nf plat 2 ps
1-800-927-4357 2 led £ CA dava Ll L. iy
2l (TTY/TDD: 711)
Hindi
HE@qul 347 37 45 U Uz GEd 57 3 761
gl 55 i&w & 5% ug+ § 10! Hag Hvar gEa
Bl T 55 UF &1 G- 4y & o fergar & &1

71T 97 GHIGTT §arsf § HFd Heg & 107 F9a7
THY G¥ 30 GE=id 7 & /e [50 T0 B 787 o7
FieT & (TTY/TDD: 711) 1 39 Grgar & faw
FITHEIFIT F147 1G4 #1 CA )
1-800-927-4357 (TTY/TDD: 711) T & &</
Hmong

TSEEM CEEB: Kof nyeem puas tau tsab ntawv
no? Yog nyeem tsis fau, peb muaj neeg los pab
kof nyeem nws. Kof los yeef tuaj yeem tau (xals
daim nfawv no ua koj yam lus. Kom tau txais
kev pab txhais ntaub ntawv los sis cov Kev pab
cuam txhais ius pab dawb, kom raws sif hawm,
thov hu tus npawb xov tooj nyob sab nraum gab
ntawm koj daim npawv ID. (TTY/TDD: 711).
Rau kev pab ntxiv hu lub CA Lub Tuam Tsev
Hauf Lwm ntsig txog Kev Tuav Pov Hwm nfawm
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.

#CA-CDI-001#
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Japanese

EF COFHEFOIEHBTETTHPEL
ForEsd FhoesFaoTes 378
HTELT - T IOFHEEEDEFEF
TAFTEEESSH N FT - FFTHET—
ERDES T A — OB ESD - BESD
ID 77— FEFGICGEES AT E3EEZESFT
CTEEFEITECRBIEE AT
TIY/TDD: 711 ) 50788 La+F 7 — f il s
LGS CALZ Y FFA=F i EEFLITT
ey ALy - EEEES C1-800-927-4357
TTY/TDD: 711

Khmer

AN ATEN S SN H RN N S AT S
ISSE{IS7 AT S0 ST e F105 Ef
ERAME SEH A SO S F5 Sy Efies
ASSSATSETL I S ONF AT AT A O S L TS89
AEN LI MR S T I I B S S AT A LS
W FANS (fCATEN 5 Ef @1 S EFTASIAN £ SATE]
iMm g sssiigrgam s D arenar
FUATE Y (TTY/TDD: 711) 4 affenirm geririge
TS FLAETELTAT B &5 51 SN1L555 f&;g A
I E 1-800-927-4357 (TTY/TDD: 711)

Korean
T8 o] AL J’EE g é’ﬁ%ﬁﬁ#?ﬁ? Z &
FoE UL FL T A TS EFE 7
Heudh %E}ﬁh ‘a’ﬂ.v’f_ G.Mff.ifg goa
TEEYd HYol] FH AH~E FEE
FHAlof o] £8AIFFID 7FE FHf % "’”L Sl
gf:::f FHEgsf ELAI L (TTY/TDD: 711). F7}
£o] F 8 éﬂﬁfﬁf CA E &£ 1-800-927-4357
{?TWTDD 7)) e 2 AFs SHA 2

Punjabi

HdFeYds & FH 1T U3d UF Hae o? Aad ad]
= wH BRp UFA 69 FTF HoT ad Fae o/
FHT T 45T »mye] 5 T & 18y Fare df
WS 7 CIHIE e Ied Hes Hoe B8 FH
H, [aauT 798 WS ID 795 € s o7 o8ies
A3FT'F F7& &/ (TTY/TDD: 711). I HeT
TECA HiH IS7GT 5 1-800-927-4357
(TTY/TDD: 711) '3 375 T/

Russian

BAMYHAH WHDOPMALIMA: Moxeme nu 8sl
npo4umams daHHoe NucbMo? Ecnu Hem, Halu
COMPYOGHUK MOMOKEM 8aM & 3MoM. Bal makxe
MOKeme nonyJYums 0aHHOE NUCAMO Ha 8alueM
A3bike. Ymobbl CE0E8PEMEHHO MONYYUMb
becnnamdblie Yenyau NUcbMeHHOoE0 Unu
YomHoz0 nepesoda, No3goHUIMe No HOMepy
menegoHa, ykazaHHoMy Ha ofopom-od
CMOPOHe gawel U0eHmMupUKayUOHHOU Kapmas
yyacmauka (TTY/TDD: 711). [na nony4yesus
dononHumenbHOU NoOMOLWU NO3BOHUIME

g JenapmamMedm cmpaxoeanus wmama CA no
HoMepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

MAHALAGA: Puwede mo bang basahin ang
sulat na ito? Kung hindi, puwede tayong
hAumanap ng taong tutulong sa iyo na basahin
ifo. Maaaring matanggap mo rin ang sulat na ito
sa fyong wika. Para sa libreng tulong sa
pagsasalin-wika o mga serbisyo ng interpreter,
na napapanahon, mangyaring tawagan ang
numero ng telepono sa likod ng iyong card ng
ID. (TTY/TDD: 711). Para sa higit pang tulong
fawagan ang Departamentol ng Insurance ng
CA 53 1-800-927-4357 (TTY/TDD: 711)

Thai

Haad. asaiuaaviaid taiialy winlyla
iFTAN Y IEa T RS aa 101508 TV I a8
Tun 11 TAAUEDNTT YAATINHIENNAIE TN
AITRUANSaVEAITAINIITIAIS TAEGAASHIINAD
Tnsdwuia 1o dasyseS 1 zacan
(TTY/TDD: If"if‘i‘j. _

gaauziaidamiay Tagdasna CA
Ahelsedudaanaaz

1-800-927-4357 (TTY/TDD: 711).

Vietnamese

QUAN TRONG: Quy vi cd thé doc duwoe 14 thu
nay khéng? Néu khong, ching t6i co thé bo tri
ngu-‘nirr‘ gidp quy vi doc. Quy vi edng co thé yéu
cau nhdn 14 thir nay duwroc viet bang ngén ngi
cua quy vi. Bé duwoc hd troe mién phi vé CHG."T Vi
bién drcn hodc mong drr::h VL J'Dﬂg gm sO dién
thoai & mét sau thé ID cta quy vi dé duwoc ho
fror kip thov. (TTY/TDD: 711). Dé duoc gmp ag
thém, hdy goi S& Bao hiém CA theo sO
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.

#CA-CDI-001#
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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. #CA-CDI-001#
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Summary of
Benefits 2027

UnitedHealthcare® Group Medicare Advantage (PPO)

Group Name (Plan Sponsor): Association of California Water Agencies Joint Powers
Insurance Authority

Group Number: 15467

H2001-816-000

Look inside to learn more about the plan and the health and drug services it covers.
Contact us for more information about the plan.

B retiree.uhc.com

@ Toll-free 1-855-785-0490, TTY 711

8 a.m.-8 p.m. local time, Monday-Friday

United
Healthcare

Group Medicare Advantage
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Summary of Benefits

January 1, 2027 - December 31, 2027

This is a summary of what we cover and what you pay. Review the Evidence of Coverage (EOC) for
a complete list of covered services, limitations and exclusions. You can call Customer Service if
you want a copy of the EOC or need help. When you enroll in the plan, you will get more
information on how to view your plan details online.

UnitedHealthcare® Group Medicare Advantage (PPO)

Medical premium and limits

In-network and out-of-network

Monthly plan premium Contact your group plan benefit administrator to
determine your actual premium amount, if applicable.

Maximum out-of-pocket amount Your plan has an annual combined in-network and
(does not include prescription drugs) out-of-network out-of-pocket maximum of $200 for
this plan year.

If you reach the limit on out-of-pocket costs, you keep
getting covered for hospital and medical services and
we will pay the full cost for the rest of the plan year.

Please note that you will still need to pay your
monthly premiums, if applicable, and cost-sharing for
your Part D prescription drugs.

Medical benefits

In-network and out-of-network

Inpatient hospital care’ $0 copay per stay

Our plan covers an unlimited number of days for an
inpatient hospital stay.

Outpatient Ambulatory $0 copay
hospital’ surgical center
(ASC)
Cost sharing for
additional plan Outpatient $0 copay
surgery




Medical benefits

In-network and out-of-network

covered services Outpatient $0 copay
will apply. hospital services,
including
observation
Doctor Primary care $0 copay
% visits provider (PCP)
Virtual visit $0 copay
Specialist’ $0 copay

Preventive
services

Routine physical

$0 copay; 1 per plan year*

Medicare-covered

$0 copay

Abdominal aortic aneurysm
screening

Alcohol misuse counseling
Annual wellness visit

Bone mass measurement
Breast cancer screening
(mammogram)
Cardiovascular disease
(behavioral therapy)
Cardiovascular screening
Cervical and vaginal cancer
screening

Colorectal cancer screenings
(colonoscopy, fecal occult blood
test, flexible sigmoidoscopy)
Depression screening
Diabetes screenings and
monitoring

Diabetes - Self-Management
training

Dialysis training

Glaucoma screening
Hepatitis C screening

HIV screening

Kidney disease education
Lung cancer with low dose
computed tomography (LDCT)
screening

Medical nutrition therapy
services

Medicare Diabetes Prevention
Program (MDPP)

Obesity screenings and
counseling

Prostate cancer screenings
(PSA)

Sexually transmitted infections
screenings and counseling
Tobacco use cessation
counseling (counseling for
people with no sign of tobacco-
related disease)

Vaccines, including those for the
flu, Hepatitis B, pneumonia, or
COVID-19

“Welcome to Medicare”
preventive visit (one-time)




Medical benefits

In-network and out-of-network

Any additional preventive services approved by Medicare during the
contract year will be covered.

This plan covers preventive care screenings and annual physical exams at
100%.

Emergency care

$50 copay (worldwide)

If you are admitted to the hospital within 24 hours,
you pay the inpatient hospital cost sharing instead of
the emergency care copay. See the “Inpatient
Hospital Care” section of this booklet for other costs.

Urgently needed services $0 copay (worldwide)

If you are admitted to the hospital within 24 hours,
you pay the inpatient hospital cost sharing instead of
the urgently needed services copay. See the
“Inpatient Hospital Care” section of this booklet for
other costs.

Diagnostic tests,
lab and radiology
services, and X-
rays

Diagnostic $0 copay
radiology services

(e.g. MRI, CT

scan)’

Lab services' $0 copay

Diagnostic tests $0 copay
and procedures’

Therapeutic $0 copay
radiology’

Outpatient X-rays'  $0 copay

Hearing services

Exam to diagnose  $0 copay
and treat hearing

and balance

issues’

Routine hearing $0 copay, 1 exam per plan year*
exam

10



Medical benefits

In-network and out-of-network

Hearing Aids
UnitedHealthcare
Hearing

Through UnitedHealthcare Hearing, the plan pays a
$2,500 allowance for hearing aids (combined for both
ears) every 3 years. Hearing aid coverage under this
plan is only available through UnitedHealthcare
Hearing.

=1 Vision
7o:| services

Exam to diagnose  $0 copay
and treat diseases

and conditions of

the eye'

Eyewear after $0 copay

cataract surgery

Routine eye exam

$0 copay, 1 exam every 12 months*

Mental
health

Inpatient visit"

$0 copay per stay, up to 190 days

Our plan covers 190 days for an inpatient hospital
stay.

Outpatient group
therapy visit’

$0 copay

Outpatient
individual therapy
visit'

$0 copay

Outpatient
therapy or office
visit with a
psychiatrist’

$0 copay

Virtual behavioral
visits

$0 copay

Skilled nursing facility (SNF)'

$0 copay per day: days 1-20
$0 copay per day: days 21-100

Our plan covers up to 100 days in a SNF per benefit
period.

Outpatient Rehabilitation (physical,
occupational, or speech/language

therapy)’

$0 copay

Ambulance?

$0 copay

11



Medical benefits

In-network and out-of-network

Routine transportation

Not covered

Medicare Part B Chemotherapy $0 copay
Drugs drugs’

Part B ?"rugs MaY " Other Part B $0 copay
be subject to Step drugs’

Therapy. See your

Evidence of

Coverage for

details.

Prescription drugs

Deductible

The plan does not have a prescription drug
deductible. Your coverage starts in the Initial

Coverage stage.

Initial coverage

In this stage, you’ll pay your plan copays or
coinsurance. The plan pays the rest. Once you, and
others on your behalf, have paid a combined total of
$2,400 you move to the Catastrophic Coverage stage.

Tier drug coverage

Retail Cost-Sharing

Mail Order or Retail

(After you pay your deductible, if Cost-Sharing
applicable)

30-day supply 90-day supply
Tier 1: $5 copay $10 copay
Preferred Generic
Tier 2: ) $20 copay $40 copay
Preferred Brand
Tier 3: ) $50 copay $100 copay
Non-Preferred Drug
Tier 4: ) $50 copay (limited to a $50 copay (limited to a
Specialty Tier 30-day supply) 30-day supply)

12



Prescription drugs

Catastrophic coverage Once you’re in this stage, you won’t pay anything for
your Medicare-covered Part D drugs for the rest of the
plan year.

If your plan includes additional prescription drug
coverage, you will continue to pay the cost-sharing
amounts from the Initial Coverage stage for those
drugs. Please see your Additional Drug Coverage list
for more information.

" You will pay a maximum of $35 for a 1-month supply of each Part D insulin product covered by our plan. Most adult
Part D vaccines are covered at no cost to you.

If the actual cost for a drug is less than the normal cost-sharing amount for that drug, you will pay
the actual cost, not the higher cost-sharing amount.

Your plan sponsor offers drug coverage in addition to your Part D prescription drug benefit. The
drug copays in this section are for drugs that are covered by both your Part D benefit and your
additional drug coverage. For more information, see your Additional Drug Coverage list. You can
also view the Certificate of Coverage at retiree.uhc.com or call Customer Service to have a hard
copy sent to you.

If you reside in a long-term care facility, you will pay the same for a 31-day supply as a 30-day
supply at a retail pharmacy.

P You may qualify for Extra Help from Medicare

Extra Help is a program for people with limited incomes who need help paying Part D
premiums, deductibles and copays. There’s no penalty for applying, and you can re-
apply every year. To see if you qualify for Extra Help, call:

e The Social Security Administration at 1-800-772-1213, TTY 1-800-325-0778

e Your state Medicaid office

‘ The UnitedHealthcare Savings Promise

UnitedHealthcare is committed to keeping your prescription drug costs down. As a
UnitedHealthcare member, you have our Savings Promise that you’ll get the lowest price
available. That low price may be your plan copay, the pharmacy’s retail price or our
contracted price with the pharmacy.

13



Additional benefits

In-network and out-of-network

Acupuncture
services

Medicare-covered
acupuncture

(for chronic low
back pain)

$0 copay

Routine
acupuncture
services

$0 copay, up to 20 visits per plan year*

Chiropractic
services

Medicare-covered
chiropractic care
(manual
manipulation of
the spine to
correct
subluxation)’

$0 copay

Routine $0 copay, up to 30 visits per plan year*
chiropractic
services
Diabetes Diabetes $0 copay
“-0 manage- monitoring
ment supplies’ We only cover Contour® and Accu-Chek® brands.

Other brands are not covered by your plan.

Covered glucose monitors include: Contour Plus
Blue, Contour Next EZ, Contour Next Gen, Contour
Next One, Accu-Chek Guide Me and Accu-Chek
Guide.

Test strips: Contour, Contour Plus, Contour Next,
Accu-Chek Guide and Accu-Chek Aviva Plus.

Medicare covered
Continuous
Glucose Monitors
(CGMs) and
supplies’

$0 copay

Diabetes self-
management
training

$0 copay

Therapeutic
shoes or inserts’

$0 copay

14



Additional benefits

In-network and out-of-network

Durable medical Durable Medical $0 copay
equipment (DME) Equipment (e.g.,
and related wheelchairs,
supplies oxygen)’
Prosthetics (e.g., $0 copay

braces, artificial
limbs)’

l' Fitness program

Renew Active by
UnitedHealthcare

$0 copay for Renew Active by UnitedHealthcare, a
Medicare fitness program. It includes a gym
membership at a fitness location you select from our
national network, plus online classes and fun
activities outside of the gym, at no additional cost.

Sign in to your member site, look for My Coverage
and select Access gym code or call the number on
your UnitedHealthcare UCard® to obtain your code.

Foot care Foot exams and
(podiatry treatment’
services)

$0 copay

Routine foot care

$0 copay, 6 visits per plan year*

Over-the-counter (OTC) credit

$40 credit each quarter to buy covered OTC products
from network retail locations or through the website.
Credits expire the last day of each quarter.

UnitedHealthcare Healthy at
" Home
Post-discharge program

$0 copay for the following benefits for up to 30 days
following each inpatient hospital and SNF stay:

¢28 home-delivered meals, referral required

¢12 one-way trips to medically related
appointments and the pharmacy, up to 50 miles
per trip, referral required

¢6 hours of non-medical personal care services
like companionship, meal prep, medication
reminders and more with a professional
caregiver, no referral required

Services must be provided by approved vendors. Call
Customer Service for more information, to request a
referral after each discharge and to use your benefits.

;. Home health care'

$0 copay
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Additional benefits

In-network and out-of-network

Hospice

You pay nothing for hospice care from any Medicare-
approved hospice. You may have to pay part of the
costs for drugs and respite care. Hospice is covered
by Original Medicare, outside of our plan.

Opioid treatment program services' $0 copay
Outpatient Outpatient group $0 copay
substance use therapy visit’
disorder services
Outpatient $0 copay
individual therapy
visit’

Diabetes Prevention and Weight
Management Program

$0 copay for Real Appeal®, an online weight
management and healthy lifestyle program proven to
help you achieve lifelong results.

Call or go online to get started today. 1-844-924-7325,
TTY 711 or uhc.realappeal.com

*Real Appeal is available at no additional cost to
members with a BMI of 19 and higher. If you are
pregnant, please speak with your primary care
provider (PCP) before joining the program.

Renal dialysis'

$0 copay

' Some of the network benefits listed may require your provider to obtain prior authorization. You never need approval
in advance for plan covered services from out-of-network providers. Please refer to the Evidence of Coverage for a
complete list of services that may require prior authorization.

2 Authorization is required for non-emergency Medicare-covered ambulance air transportation. Authorization is not
required for non-emergency Medicare-covered ambulance ground transportation. Emergency ambulance (ground or
air) does not require authorization.

*
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About this plan

UnitedHealthcare® Group Medicare Advantage (PPO) is a Medicare Advantage PPO plan with a
Medicare contract.

To join this plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, live in our
service area as listed below, be a United States citizen or lawfully present in the United States, and
meet the eligibility requirements of your former employer, union group or trust administrator (plan
sponsor).

Our service area includes the 50 United States, the District of Columbia and all US territories.

About providers and network pharmacies

UnitedHealthcare® Group Medicare Advantage (PPO) has a network of doctors, hospitals,
pharmacies and other providers. You can see any provider (network or out-of-network) at the same
cost share, as long as they accept the plan and have not opted out of or been excluded or
precluded from the Medicare program. If you use pharmacies that are not in our network, the plan
may not pay for those drugs, or you may pay more than you pay at a network pharmacy.

You can go to retiree.uhc.com to search for a network provider or pharmacy using the online
directories. You can also view the plan Drug List (Formulary) to see what drugs are covered and if
there are any restrictions.
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Required Information

UnitedHealthcare® Group Medicare Advantage (PPO) is insured through UnitedHealthcare Insurance
Company or one of its affiliated companies, a Medicare Advantage organization with a Medicare contract.
Enrolliment in the plan depends on the plan’s contract renewal with Medicare.

Plans may offer supplemental benefits in addition to Part C and Part D benefits.

If you want to know more about the coverage and costs of Original Medicare, look in your current “Medicare
& You” handbook. View it online at medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

UnitedHealthcare does not discriminate on the basis of race, color, national origin, sex, age, or disability in
health programs and activities.

UnitedHealthcare provides free services to help you communicate with us such as documents in other
languages, Braille, large print, audio, or you can ask for an interpreter. For more information, please call
Customer Service at the number on your UnitedHealthcare UCard® or the front of your plan booklet.

UnitedHealthcare ofrece servicios gratuitos para ayudarle a que se comunique con nosotros. Por ejemplo,
documentos en otros idiomas, braille, en letra grande o en audio. O bien, usted puede pedir un intérprete.
Para obtener mas informacion, llame a Servicio al Cliente al nimero que se encuentra en su UCard® de
UnitedHealthcare o en la portada de la guia de su plan.

This information is available for free in other languages. Please call our Customer Service number located
on the first page of this book.

Benefits, features and/or devices vary by plan/area. Limitations and exclusions may apply.

Optum® Home Delivery Pharmacy and Optum Rx are affiliates of UnitedHealthcare Insurance Company. You
are not required to use Optum Home Delivery Pharmacy for medications you take regularly. If you have not
used Optum Home Delivery Pharmacy, you must approve the first prescription order sent directly from your
doctor to the pharmacy before it can be filled. Prescriptions from the pharmacy should arrive within 5
business days after we receive the complete order. There may be other pharmacies in our network. Optum
Home Delivery Pharmacy and Optum Rx affiliates are not available in all areas.

The Formulary, pharmacy network, and/or provider network may change at any time. You will receive notice
when necessary.

You must continue to pay your Medicare Part B premium.

Out-of-network/non-contracted providers are under no obligation to treat UnitedHealthcare members,
except in emergency situations. Please call our customer service number or see your Evidence of Coverage
for more information, including the cost-sharing that applies to out-of-network services.

The Renew Active® Program and its gym network varies by plan/area and may not be available on all plans.
Participation in the Renew Active program is voluntary. Consult your doctor prior to beginning an exercise
program or making changes to your lifestyle or health care routine. Renew Active includes standard fitness
membership at participating locations and other offerings. The participating locations and offerings may
change at any time. Fitness membership equipment, classes and activities may vary by location. Certain
services, classes, activities and online fitness offerings are provided by affiliates of UnitedHealthcare
Insurance Company or other third parties not affiliated with UnitedHealthcare. Participation in these third-
party services is subject to your acceptance of their respective terms and policies. UnitedHealthcare is not
responsible for the services or information provided by third parties. The information provided through these
services is for informational purposes only and is not a substitute for the advice of a doctor.

Participation in the fitness program is voluntary. Consult your doctor prior to beginning an exercise program
or making changes to your lifestyle or health care routine. The fitness program includes standard fitness
membership and other offerings. Fitness membership equipment, classes, activities and events may vary by
location. Certain services, discounts, classes, activities, events and online fitness offerings are provided by
affiliates of UnitedHealthcare Insurance Company or other third parties not affiliated with UnitedHealthcare.
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Participation in these third-party services is subject to your acceptance of their respective terms and
policies. UnitedHealthcare is not responsible for the services or information provided by third parties. The
information provided through these services is for informational purposes only and is not a substitute for the
advice of a doctor. Gym network may vary in local market and plan.

UHEX26NP0291805_000
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Group Medicare Advantage

With exclusive benefits for retirees like you, get more of what matters for your health
with a group Medicare Advantage plan from UnitedHealthcare.

Let us help you. You’ve earned it.

. Download the UnitedHealthcare app

- Visit retiree.uhc.com
== and select the Chat now button

% Call toll-free 1-855-785-0490, TTY 711
‘. 8 a.m.-8 p.m. local time, Monday-Friday

Scan this code
to download the
UnitedHealthcare

app

Important Plan Information
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