blue § of california ‘ ()
Blue Shield Bronze 60 PPO 6000/70 Network 1 SHOP w/ Child Dental

Coverage Period: Beginning on or after 1/1/2016

Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: PPO

{4 Thisison ly a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
u document at www.blueshieldca.com/policies or by calling 1-855-258-3744.

Important Questions

What is the overall
deductible?

Are there other

deductibles for specific
services?

Is there an out—of—

pocket limit on my

expenses?

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.

$6,000 per individual / $12,000
per family

Does not apply to First Dollar
Coverage, outpatient contraceptive
prescription drugs and devices,
breast pump, pediatric vision
benefits, preventive health services.
Yes.

For plan providers: $500 per
individual / $1,000 per family
calendar year deductible for
pharmacy coverage.

Does not apply to contraceptive
drugs and devices.

Does not accrue to calendar year
medical deductible.

There are no other specific
deductibles.

Yes. For participating providers:

$6,500 per individual / $13,000
per family

For non-participating providers:

$10,000 per individual / $20,000
per family

You must pay all the costs up to the deductible amount before this plan begins to pay
for covered services you use. Check your policy or plan document to see when the
deductible starts over (usually, but not always, January 1st). See the chart starting on
page 3 for how much you pay for covered services after you meet the deductible.

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

The out-of-pocket limit is the most you could pay during a coverage period (usually
one year) for your share of the cost of covered services. This limit helps you plan for
health care expenses.

Blue Shield of California is an independent member of the Blue Shield Association.
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Important Questions

What is not included in

the out—of-pocket
limit?

Is there an overall
annual limit on what
the plan pays?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

Premiums, balance-billed charges,
some copayments, charges in excess
of specified benefit maximums, and
health care this plan doesn't cover.

No.

Yes. See www.blueshieldca.com or
call 1-855-258-3744 for a list of
participating providers.

Yes.

Yes.

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

The chart starting on page 3 describes any limits on what the plan will pay for specific
covered services, such as office visits.

If you use an in-network doctor or other health care provider, this plan will pay some
or all of the costs of covered services. Be aware, your in-network doctor or hospital
may use an out-of-network provider for some services. Plans use the term in-network,
preferred, or participating for providers in their network. See the chart starting on
page 3 for how this plan pays different kinds of providers.

The plan will pay some or all of the costs to see a specialist for covered services but
only if you have the plan's permission before you see the specialist.

Some of the services this plan doesn't cover are listed on page 17. See your policy or
plan document for additional information about excluded services.

I' , ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

" ® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if

you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If a non-participating provider charges more than the
allowed amount, you may have to pay the difference. For example, if a non-participating hospital charges $1,500 for an overnight stay and

the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use participating providers by charging you lower deductibles, copayments and coinsurance amounts.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California s a registered trademark of the State of California.

Blue Shield of California is an independent member of the Blue Shield Association.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy. 2 of 20
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Your Cost If You Use a

S ) Non-Participating Limitations & Exceptions
Participating Provider -
Provider

SO Services You May Need Your Cost If You Use a

Medical Event

For other services received during
the office visit, additional member
cost-share may apply.
The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
First 3 visits: $70 copayment primary care Physician), postnatal
/ Visit care, urgent care, specialist, other

If you visit a health . . . . . .
Primary care visit to treat an | Subsequent visits: $70 practitioner, routine outpatient

care provider’s office

50% coinsurance

.. injury or illness copayment / visit after mental health and substance use
or clinic . . .
calendar year medical disorder care, acupuncture, diabetes
deductible. care, medical treatment for the

teeth, gums, jaw joints, or jaw
bones, and prosthetic appliance
services, podiatric services, are
covered as First Dollar Coverage,
before the Calendar Year Medical
Deductible is met. See your plan
document for additional
information.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —

. N - Slue ield (.)f (‘a%lfr-)rma isan independent member of the B\lu# Shle-ld Association.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy. 3 of 20




Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

For other services received during
the office visit, additional member
cost-share may apply.
The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
primary care Physician), postnatal
care, urgent care, specialist, other
Specialist visit $90 copayment / visit 50% coinsurance practitioner, routine outpatient
mental health and substance use
disorder care, acupuncture, diabetes
care, medical treatment for the
teeth, gums, jaw joints, or jaw
bones, prosthetic appliance services,
and podiatric services are covered as
First Dollar Coverage, before the
Calendar Year Medical Deductible
is met. See your plan document for
additional information.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —

. N - Slue ield (.)f (‘a%lfr-)rma isan independent member of the B‘lué Shle-ld Association.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
primary care Physician), postnatal
care, urgent care, specialist, other
practitioner, routine outpatient

.. . .| Acupuncture: $70 Acupuncture: 50% mental health and substance use
Other practitioner office visit . ; : )
copayment / visit coinsurance disorder care, acupuncture, diabetes

care, medical treatment for the
teeth, gums, jaw joints, or jaw
bones, prosthetic appliance services,
and podiatric services are covered as
First Dollar Coverage, before the
Calendar Year Medical Deductible
is met. See your plan document for
additional information.

Preventive health services are only
covered when provided by
participating providers.

Not subject to calendar year

No Charge Not Covered medical deductible.

Coverage for services consistent
with ACA requirements and
California laws. Please refer to your
plan contract for details.

Preventive care/screening
/immunization

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —
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Common
Medical Event

Services You May Need

Your Cost If You Use a
Participating Provider

Your Cost If You Use a

Non-Participating
Provider

Limitations & Exceptions

If you have a test

Diagnostic test (x-ray, blood
work)

Lab & Path at Free Standing
Location:

$40 copayment / visit

X-Ray & Imaging at Free
Standing Radiology Center:

100% coinsurance

Other Diagnostic
Examination at Free

Standing Iocation:
100% coinsurance

X-Ray, L.ab & Path, and
Other Examination at
Outpatient Hospital:
100% coinsurance

Lab & Path at Free Standing
Location:

50% coinsurance

X-Ray & Imaging at Free
Standing Radiology Center:

50% coinsurance

Other Diagnostic
Examination at Free

Standing Location:
50% coinsurance

X-Ray, Lab & Path, and
Other Fxamination at
Outpatient Hospital:

50% coinsurance of up to

$350 / day

Benefits in this section are for
diagnostic, non-preventive health
services.

X-Ray, Lab & Path, and Other

Examination at Outpatient
Hospital:

The maximum allowed amount for
non-participating providers is $350
per day. Members are responsible
for 50% of this $350 per day, plus
all charges in excess of $350.

Imaging (CT/PET scans,
MRIs)

Radiological & Nuclear

Imaging at Free Standing
Radiology Center:

100% coinsurance

Radiological & Nuclear
Imaging (CT, MRI, MRA,
and PET scans, etc.) —
Outpatient Hospital:
100% coinsurance

Radiological & Nuclear

Imaging at Free Standing
Radiology Center:

50% coinsurance

Radiological & Nuclear
Imaging (CT, MRI, MRA,
and PET scans, etc.) —
Outpatient Hospital:

50% coinsurance of up to

$350 / day

Benefits are for diagnostic, non-
preventive health services.
Radiological & Nuclear Imaging
(CT, MRI, MRA, and PET scans,
etc.) — Outpatient Hospital:

The maximum allowed amount for
non-participating providers is $350
per day. Members are responsible
for 50% of this $350 per day, plus
all charges in excess of $350.
Pre-authorization is required.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

Retail Pharmacies:

100% coinsurance up to
$500/prescription after
Calendar Year Pharmacy
. Deductible

Tier 1 Drugs Mail Service Pharmacies: Not Covered
100% coinsurance up to

$1,000/ prescription after

Calendar Year Pharmacy

Deductible
If you need drugs to Retail Pharmacies: Retail Pharmacies: Covers up to a
treat your illness or 100% coinsurance up to 30-day supply.
condition $500/prescription after

Calendar Year Pharmacy Mail Service Pharmacies: Covers up
More informsiltiqn et 2Drans De(':luctib%e ' Not Covered to 90 day supply, except Specialty
about prescription Mail Service Pharmacies: Drugs.
drug coverage is 100% coinsurance up to
available at $1,000/prescription after Select formulary and non-formulary
www.blueshieldca.com Calendar Year Pharmacy drugs require Prior-Authorization.

/bsca/pharmacy. Deductible

Retail Pharmacies:

100% coinsurance up to
$500/ prescription after
Calendar Year Pharmacy
. Deductible

Tier 3 Drugs Mail Service Pharmacies: Not Covered
100% coinsurance up to
$1,000/prescription after
Calendar Year Pharmacy
Deductible

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —
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If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
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Common
Medical Event

Services You May Need

Your Cost If You Use a
Participating Provider

Your Cost If You Use a

Non-Participating
Provider

Limitations & Exceptions

Tier 4 Drugs

Network Specialty
Pharmacies and Retail
Pharmacies:

100% coinsurance up to
$500/ presctiption after
Calendar Year Pharmacy
Deductible

Mail Service Pharmacies:
100% coinsurance up to
$1,000/ prescription after
Calendar Year Pharmacy
Deductible

Not Covered

Blue Shield’s Short Cycle Specialty
Drug Program allows initial
prescriptions for select Tier 4 drugs
to be dispensed for a 15-day trial
supply. In such circumstances the
Tier 4 cost share will be pro-rated.
Prior Authorization is required.

If you have
outpatient surgery

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

100% coinsurance

50% coinsurance of up to

$350 / day

The maximum allowed amount for
non-participating providers is $350
per day. Members are responsible
for 50% of this $350 per day, plus
all charges in excess of $350.

Physician/surgeon fees

100% coinsurance

50% coinsurance

None

If you need
immediate medical
attention

Emergency room services

ER Facility Fee:

100% coinsurance

ER Physician Fee:
100% coinsurance

ER Facility Fee:
100% coinsurance; No

Charge after calendar year
medical deductible

ER Physician Fee:

100% coinsurance; No
Charge after calendar year
medical deductible

Copayment waived if admitted;
standard inpatient hospital facility
benefits apply.

This is for the hospital/facility
charge only. The ER physician
charge may be separate.

Emergency medical
transportation

100% coinsurance

100% coinsurance; No
Charge after calendar year
medical deductible

None

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
primary care Physician), postnatal

First 3 visits: $120 care, urgent care, specialist, other
copayment / visit practitioner, routine outpatient
Subsequent visits: $120 mental health and substance use
Urgent care * - Not Covered . .
copayment / visit after disorder care, acupuncture, diabetes
calendar year medical care, medical treatment for the
deductible. teeth, gums, jaw joints, or jaw

bones, prosthetic appliance services,
and podiatric services are covered as
First Dollar Coverage, before the
Calendar Year Medical Deductible
is met. See your plan document for
additional information.

The maximum allowed amount for
non-participating providers is
$2,000 per day. Members are
responsible for 50% of this $2,000

per day, plus all charges in excess of

Facility fee (e.g., hospital 50% coinsurance of up to

100% coinsurance $2,000.
If h ’
h you have a room) 0D/ Pre-authorization is required for all
ospital stay services

Failure to obtain pre-authorization
for special transplant services may
result in non-payment of benefits.

Physician/surgeon fee 100% coinsurance 50% coinsurance None

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —

. N - Slue ield (.)f (‘a%lfr-)rma isan independent member of the B\lu# Shle-ld Association.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
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Common
Medical Event

Services You May Need

Your Cost If You Use a
Participating Provider

Your Cost If You Use a

Non-Participating
Provider

Limitations & Exceptions

If you have mental
health, behavioral
health, or substance
abuse needs

Mental/Behavioral health
outpatient services

Mental Health Routine
Outpatient Services - First 3
visits: $70 copayment / visit
Subsequent visits: $70
copayment / visit after
calendar year medical

deductible.

Mental Health Non-Routine

Outpatient Services:
No Charge

Mental Health Routine
Outpatient Services:
50% coinsurance

Mental Health Non-Routine
Outpatient Services:
50% coinsurance

The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
primary care Physician), postnatal
care, urgent care, specialist, other
practitioner, routine outpatient
mental health and substance use
disorder care, acupuncture, diabetes
care, medical treatment for the
teeth, gums, jaw joints, or jaw
bones, prosthetic appliance services,
and podiatric services are covered
as First Dollar Coverage, before the
Calendar Year Medical Deductible
is met. See your plan document for
additional information.

Mental Health Routine Outpatient
Services:

Services include

professional /physician office visits.
Mental Health Non-Routine
Outpatient Services:

Services include behavioral health
treatment, electroconvulsive
therapy, intensive outpatient
programs, post-discharge ancillary
care services, partial hospitalization
programs, and transcranial magnetic
stimulation. Higher copayment and
facility charges per episode of care
may apply for partial hospitalization

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.
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Common
Medical Event

Services You May Need

Your Cost If You Use a
Participating Provider

Your Cost If You Use a
Non-Participating

Limitations & Exceptions

Provider

programs.

Pre-authorization from Mental
Health Service Administrator
(MHSA) is required for non-routine
outpatient mental health services.

Mental/Behavioral health
inpatient services

Mental Health Inpatient
Hospital Services:
100% coinsurance

Mental Health Residential

Mental Health Inpatient
Hospital Services:
50% coinsurance of up to

$2,000 / day

The maximum allowed amount for
non-participating providers is
$2,000 per day. Members are

. o :
Mental Health Residential responsible for 50% of this $2,000

Services:
100% coinsurance

Mental Health Inpatient
Phyvsician Services:
100% coinsurance

per day, plus all charges in excess of

Services: $2,000,

50% coinsurance of up to

$2,000 / day

Pre-authorization from Mental
Health Service Administrator

Mental Health Inpatient (MHSA) is required.

Physician Services:
50% coinsurance

Substance use disorder
outpatient services

Substance Use Disorder
Routine Outpatient Services
- First 3 visits: $70
copayment / visit
Subsequent visits: $70
copayment / visit after
calendar year medical

deductible.

Substance Use Disorder
Non-Routine Outpatient
Services -

No Charge

The first 3 office visits from a
Participating Physician, Participating
Health Care Provider, or MHSA
Participating Provider for any
combination of primary care (by a
primary care Physician), postnatal
care, urgent care, specialist, other
practitioner, routine outpatient
mental health and substance use
disorder care, acupuncture, diabetes

Substance Use Disorder
Routine Outpatient
Services:

50% coinsurance

Substance Use Disorder
Non-Routine Outpatient

Services:

care, medical treatment for the
teeth, gums, jaw joints, or jaw
bones, prosthetic appliance services,
and podiatric services are covered
as First Dollar Coverage, before the

50% coinsurance

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

Calendar Year Medical Deductible
is met. See your plan document for
additional information.

Substance Use Disorder Routine
Outpatient Services:

Services include
professional/physician office visits.
Substance Use Disorder Non-
Routine Outpatient Services:
Services include partial
hospitalization program, intensive
outpatient program, post-discharge
ancillary care services, and office-
based opioid treatment. Higher
copayment and facility charges per
episode of care may apply for partial
hospitalization programs.
Pre-authorization from Mental
Health Service Administrator
(MHSA) is required for non-routine
outpatient substance use disorder
services.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —
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Common , Your Cost If You Use a
Medical Event SEIEES VO L NeDe Participating Provider

Your Cost If You Use a
Non-Participating

Limitations & Exceptions

Substance Use Disorder
Inpatient Hospital Services:
100% coinsurance

Substance Use Disorder
Residential Services:
100% coinsurance

Substance use disorder
inpatient services

Substance Use Disorder
Inpatient Physician Services:

Provider

Substance Use Disorder
Inpatient Hospital Services:
50% coinsurance of up to
$2,000 / day

Substance Use Disorder
Residential Services:
50% coinsurance of up to

$2,000 / day

Substance Use Disorder

100% coinsurance

Inpatient Physician Services:
50% coinsurance

The maximum allowed amount for
non-participating providers is
$2,000 per day. Members are
responsible for 50% of this $2,000
per day, plus all charges in excess of
$2,000.

Pre-authorization from Mental
Health Service Administrator
(MHSA) is required.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

Prenatal: Initial visit not subject to
calendar year medical deductible.
Postnatal: The first 3 office visits
from a Participating Physician,
Participating Health Care Provider,
or MHSA Participating Provider for
any combination of primary care
Prenatal: No Charge (by a primary care Physician),
Postnatal: - First 3 visits: postnatal care, urgent care,

$70 copayment / visit specialist, other practitioner, routine

Prenatal: 50% coinsurance

Prenatal and postnatal care Subsequent visits: $70 o : and outpatient mental health and
* .. Postnatal: 50% coinsurance .
copayment / visit after substance use disorder care,
calendar year medical acupuncture, diabetes care, medical
If you are pregnant deductible. treatment for the teeth, gums, jaw

joints, or jaw bones, prosthetic
appliance services, and podiatric
services, are covered as First Dollar
Coverage, before the Calendar Year
Medical Deductible is met. See your
plan document for additional
information.

The maximum allowed amount for
non-participating providers is
Delivery and all inpatient o) 50% coinsurance of up to $2,000 per day. Members are
services 100% coinsurance $2,000 / day responsible for 50% of this $2,000
per day, plus all charges in excess of
$2,000.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —
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Common
Medical Event

Services You May Need

Your Cost If You Use a
Participating Provider

Your Cost If You Use a

Non-Participating
Provider

Limitations & Exceptions

If you need help
recovering or have
other special health
needs

Home health care

100% coinsurance

Not Covered

Coverage limited to 100 visits per
member per calendar year. Non-
participating home health care and
home infusion are not covered
unless pre-authorized. When these
services are pre-authorized, you pay
the participating provider
copayment.

Pre-authorization is required.

Rehabilitation services

Office visit:

$70 copayment / visit

Outpatient hospital:

$70 copayment / visit

Office visit:
50% coinsurance

Outpatient hospital:
50% coinsurance of up to

$350 / day

Habilitation services

Office visit:

$70 copayment / visit

Outpatient hospital:
$70 copayment / visit

Office visit:
50% coinsurance

Outpatient hospital:
50% coinsurance of up to

$350 / day

Coverage for physical, occupational
and respiratory therapy services.

Outpatient hospital:

The maximum allowed amount for
non-participating providers is $350
per day. Members are responsible
for 50% of this $350 per day, plus
all charges in excess of $350.

Skilled nursing care

100% coinsurance

50% coinsurance at
freestanding skilled nursing
facility

Coverage limited to 100 days per
member per benefit period
combined with Hospital Skilled
Nursing Facility Unit.
Pre-authorization is required.

Durable medical equipment

100% coinsurance

Not Covered

Pre-authorization is required.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.
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Your Cost If You Use a
Non-Participating Limitations & Exceptions
Provider

SO Services You May Need Your Cost If You Use a

Medical Event Participating Provider

Not subject to calendar year
medical deductible.

All Hospice Program Benefits must
be pre-authorized by the Plan.
Hospice service No Charge Not Covered (With the exception of Pre-hospice
consultation.)

Failure to obtain pre-authorization
may result in reduction or non-
payment of benefits.

Not subject to calendar year
medical deductible.

Coverage limited to one
comprehensive eye exam per
calendar year.

Services provided by Blue Shield’s
Vision Plan Administrator (VPA).
Not subject to calendar year
medical deductible.

allowance of: Coverage limited to one pair of
$25 for single vision eyeglasses (frames and lenses) or
If your child needs $35 for lined bifocal one pair of contact lenses per
dental or eye care $45 for lined trifocal calendar year.

Services provided by Blue Shield’s
Vision Plan Administrator (VPA).
Pediatric dental benefits are
available for members through the
end of the month in which the
member turns 19.

Dental check-up No Charge 20% coinsurance Coverage for dental check-up is
limited to 2 visits in a twelve month
period.

Please refer to your plan contract
for details.

Coverage up to a maximum

Eye exam No Charge allowance of $30

Coverage up to a maximum

Glasses No Charge

$45 for lenticular

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —
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If you aren’t clear about any of the underlined terms used in this form, see the Glossary. Covered California is a registered trademark of the State of California.
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy ot plan document for other excluded setvices.)

e Chiropractic care Infertility treatment

e Routine eye care (Adult)

e Routine foot care (unless for treatment of

e Cosmetic surgery e Long-term care diabetes)
e Dental care (Adult) * E(e)rae;n ergency care when traveling outside Weight loss programs
e Hearing aids e Private -duty nursing

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered services and your costs for these

services.)

e Acupuncture )
P a twelve month period)

e Dental care (Child) (Two dental check-ups in

e Bariatric surgery (pre-authorization is e Routine eye care (Child) (coverage limited to
required. Failure to obtain pre-authorization one comprehensive eye exam per calendar
may result in non-payment of benefits.) year.)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-855-258-3744. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and

Human Services at 1-877-267-2323 X 61565 or www.ccii0.cms.gov.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.
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Your Grievance and Appeals Rights: If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you
may be able to appeal or file a grievance. For questions about your rights, this notice, or assistance, you can contact: 1-855-258-3744 or the Department
of Labor’s Employee Benefits Secutity Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance
program can help you file your appeal. Contact California Department of Managed Health Care Help at 1-888-466-2219 or visit

http:/ /www.healthhelp.ca.gov.

Does this Coverage Provide Minimum Essential Coverage?

The Affordable Care Act requires most people to have health care coverage that qualifies as "minimum essential coverage." This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:

Spanish (Espanol): Para obtener asistencia en Espafiol, llame al 1-866-346-7198.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-346-7198.

Chinese (F130): AR FFEH LAY ERD), BIRITIXANSE31-866-346-7198.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-346-7198.

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

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol " —
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About these Coverage Having a baby Managing type 2 diabetes

. (normal delivery) (routine maintenance of
Exam p les: a well-controlled condition)
These examples show how this plan might cover | B Amount owed to providers: $7,540 B Amount owed to providers: $5,400
medical care in given situations. Use these B Plan pays $890 M Plan pays $50
examples to see, in general, how much financial B Patient pays $6,650 B Patient pays $5,350
protection a sample patient might get if they are
covered under different plans. Sample care costs: Sample care costs:
Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
o ST Hospital charges (baby) $900 Office Visits and Procedures $700
1 IS 15 Anesthesia $900 | Education $300
“ nOt_ a cost Laboratory tests $500 Laboratory tests $100
estimator. Prescriptions $200 Vaccines, other preventive $100
Don’t use these examples to Radiology $200 Total $5,400
estimate your actual costs Vaccines, other preventive $40 .
under this plan. The actual Total $7,540 | Patient pays:
care you receive will be Deductibles $5,270
different from these Patient pays: Copays $0
examples, and the cost of Deductibles $6,000 Coinsurance $0
that care will also be Copays $0 Limits or exclusions $80
different. Coinsurance $500 | Total $5,350
Limits or exclusions $150

See the next page for
important information about Total $6,650
these examples.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. e St of ol ) —

. N - Slue ield (.)f (‘a%lfr-)rma isan independent member of the B‘lué Shle-ld Association.
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

e Plan and patient payments are based on a
single person enrolled on the plan or

policy.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California.

You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 to request a copy.
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Blue Shield Bronze 60 PPO 6000/70 Network 1 SHOP w/ Child Dental

Summary of Benefits

The Summary of Benefits is provided with, and is incorporated as part of, the Evidence of Coverage. It sets forth the
Member’s share-of-costs for Covered Services under the benefit plan. Please read both documents carefully for a complete
description of provisions, benefits, exclusions, and other important information pertaining to this benefit plan.

This health plan uses the Select PPO Provider Network.

See the end of this Summary of Benefits for endnotes providing important additional information.

Summary of Benefits

PPO Plan

Calendar Year Medical Deductible !

Member Deductible Responsibility 4

Services by Preferred,
Participating, and Other
Providers®

Services by any combination
of Preferred, Participating,
Other Providers,® Non-
Preferred and Non-
Participating Providers

Calendar Year Medical Deductible

$6,000 per Member/
$12,000 per Family

$6,000 per Member/
$12,000 per Family

Calendar Year Pharmacy Deductible ?

Member Deductible Responsibility 24

Participating
Pharmacy °

Non-Participating Pharmacy °

Calendar Year Pharmacy Deductible

Applicable to all covered Drugs in Tier 1, 2, 3 and 4. Does not
apply to contraceptive Drugs and devices.

$500 per Member/

$1,000 per Family Not Covered

Calendar Year
Out-of-Pocket Maximum 3

Member Maximum Calendar Year
Out-of-Pocket Amount 34

Services by Preferred,
Participating, and Other
Providers ®

Services by any combination
of Preferred, Participating,
Other Providers,®> Non-
Preferred and Non-
Participating Providers

Calendar Year Out-of-Pocket Maximum

$6,500 per Member/
$13,000 per Family

$10,000 per Member/
$20,000 per Family




Maximum Lifetime Benefits

Maximum Blue Shield Payment

Services by Preferred, Services by Non-Preferred
Participating, and Other and Non-Participating
Providers® Providers
Lifetime Benefit Maximum No maximum

First Dollar Coverage

This benefit plan provides coverage for the first 3 office visits per Member, per Calendar Year, for non-Preventive Health Services
from a Participating Physician, Participating Health Care Provider, or MHSA Participating Provider, prior to meeting the Calendar
Year Medical Deductible. This Benefit is known as “First Dollar Coverage.”

After the maximum number of visits under the First Dollar Coverage benefit is reached by a Member, subsequent office visits in the
same Calendar Year are subject to the Calendar Year Medical Deductible. 8




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ® Providers ’
Acupuncture Benefits
Acupuncture services — office location $70 per visit ® 50% per visit
Allergy Testing and Treatment Benefits
Allergy serum purchased separately for treatment 100% 50%
Primary Care Physician office visits (includes visits for allergy serum $70 per visit ® 50%
injections)
Specialist Physician office visits (includes visits for allergy serum $90 per visit ® 50%
injections)
Ambulance Benefits
Emergency or authorized transport 100% 100%
Ambulatory Surgery Center Benefits
Note: Participating Ambulatory Surgery Centers may not be available in
all areas. Outpatient ambulatory surgery services may also be obtained
from a Hospital or an Ambulatory Surgery Center that is affiliated with a
Hospital, and will be paid according to the Hospital Benefits (Facility
Services) section of this Summary of Benefits.
Ambulatory Surgery Center outpatient surgery facility services 100% 50% of up to $350

per day

Ambulatory Surgery Center outpatient surgery Physician services 100% 50%




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and
Other Providers ®

Services by Non-
Preferred and Non-
Participating
Providers ’

Bariatric Surgery

All bariatric surgery services must be prior authorized, in writing, from
Blue Shield’s Medical Director. Prior authorization is required for all
Members, whether residents of a designated or non-designated county.

Bariatric Surgery Benefits for residents of designated counties in
California

All bariatric surgery services for residents of designated counties in
California must be provided by a Preferred Bariatric Surgery Services
Provider.

Travel expenses may be covered under this Benefit for residents of
designated counties in California. See the Bariatric Surgery Benefits
section, Bariatric Travel Expense Reimbursement For Residents of
Designated Counties, in the Principal Benefits and Coverages (Covered
Services) section of the Evidence of Coverage for further details.

Hospital inpatient services 100% Not covered

Hospital outpatient services 100% Not covered

Physician bariatric surgery services 100% Not covered

Bariatric Surgery Benefits for residents of non-designated counties in

California

Hospital inpatient services 100% 50% of up to $2,000
per day

Hospital outpatient services 100% 50% of up to $350
per day

Physician bariatric surgery services 100% 50%

Chiropractic Benefits

Chiropractic services — office location

Not covered

Not covered

Clinical Trial for Treatment of Cancer or Life-Threatening
Conditions Benefits

Clinical Trial for Treatment of Cancer or Life Threatening Conditions

Covered Services for Members who have been accepted into an approved
clinical trial when prior authorized by Blue Shield.

Note: Services for routine patient care will be paid on the same basis and
at the same Benefit levels as other Covered Services.

You pay nothing

You pay nothing




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and
Other Providers ®

Services by Non-
Preferred and Non-
Participating
Providers ’

Diabetes Care Benefits

Devices, equipment and supplies ® 100% Not covered
Diabetes self-management training — office location $70 per visit ® 50%
Dialysis Center Benefits

Dialysis services 100% 50% of up to $300
Note: Dialysis services may also be obtained from a Hospital. Dialysis per day

services obtained from a Hospital will be paid at the Participating or Non-
Participating level as specified under Hospital Benefits (Facility Services)
in this Summary of Benefits.

Durable Medical Equipment Benefits

Breast pump !

You pay nothing

Not covered

Other Durable Medical Equipment

100%

Not covered

Emergency Room Benefits

Emergency Room Physician services not resulting in admission

Note: After services have been provided, Blue Shield may conduct a
retrospective review. If this review determines that services were
provided for a medical condition that a person would not have reasonably
believed was an emergency medical condition, Benefits will be paid at
the applicable Participating or Non-Participating Provider levels as
specified under Professional Benefits, “Outpatient Physician Services
other than an office setting” in this Summary of Benefits.

100%

100%

Emergency Room Physician services resulting in admission

Note: Billed as part of inpatient Hospital services.

100%

100%

Emergency Room services not resulting in admission

Note: After services have been provided, Blue Shield may conduct a
retrospective review. If this review determines that services were
provided for a medical condition that a person would not have reasonably
believed was an emergency medical condition, Benefits will be paid at
the applicable Participating or Non-Participating Provider levels as
specified under Hospital Benefits (Facility Services), “Outpatient
Services for treatment of illness or injury, radiation therapy,
chemotherapy and necessary supplies” in this Summary of Benefits.

100%

100%

Emergency Room services resulting in admission

Note: Billed as part of inpatient Hospital services.

100%

100%




Benefit Member Copayment 4
Services by Services by Non-
Preferred, Preferred and Non-
Participating, and Participating
Other Providers ® Providers ’
Family Planning Benefits °
Note: Copayments listed in this section are for outpatient Physician
services only. If services are performed at a facility (Hospital,
Ambulatory Surgery Center, etc.), the facility Copayment listed under the
applicable facility benefit in the Summary of Benefits will also apply,
except for insertion and/or removal of intrauterine device (IUD), an
intrauterine device (IUD), and tubal ligation.
You pay nothing Not covered
Counseling and consulting *
(Including Physician office visit for diaphragm fitting, injectable
contraceptives or implantable contraceptives.)
Diaphragm fitting procedure * You pay nothing Not covered
Implantable contraceptives * You pay nothing Not covered
Infertility services Not covered Not covered
Injectable contraceptives ! You pay nothing Not covered
Insertion and/or removal of intrauterine device (IUD) * You pay nothing Not covered
Intrauterine device (IUD) ? You pay nothing Not covered
Tubal ligation * You pay nothing Not covered
Vasectomy 100% Not covered
Home Health Care Benefits
Home health care agency services 100% Not covered 0
(Including home visits by a nurse, home health aide, medical social
worker, physical therapist, speech therapist or occupational therapist.)
Up to a maximum of 100 visits per Member, per Calendar Year, by
home health care agency providers.
If your benefit plan has a Calendar Year Medical Deductible, the number
of visits starts counting toward the maximum when services are first
provided even if the Calendar Year Medical Deductible has not been met.
Medical supplies 100% Not covered 0
Home Infusion/Home Injectable Therapy Benefits
Hemophilia home infusion services 100% Not covered 1°
Services provided by a hemophilia infusion provider and prior authorized
by Blue Shield. Includes blood factor product.
Home infusion/home intravenous injectable therapy provided by a Home 100% Not covered 1°
Infusion Agency
Note: Non-intravenous self-administered injectable drugs are covered
under the Outpatient Prescription Drug Benefit.
Home visits by an infusion nurse 100% Not covered 1°
Hemophilia home infusion nursing visits are not subject to the Home
Health Care and Home Infusion/Home Injectable Therapy Benefits
Calendar Year visit limitation.




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and
Other Providers ®

Services by Non-
Preferred and Non-
Participating
Providers ’

Hospice Program Benefits *
Covered Services for Members who have been accepted into an approved
Hospice Program

The Hospice Program Benefit must be prior authorized by Blue Shield
and must be received from a Participating Hospice Agency.

24-hour continuous home care

You pay nothing

Not covered 1

Short-term inpatient care for pain and symptom management

You pay nothing

Not covered 1

Inpatient respite care

You pay nothing

Not covered 1!

Pre-hospice consultation

You pay nothing

Not covered 1

Routine home care

You pay nothing

Not covered 1!

Hospital Benefits (Facility Services)

Inpatient Facility Services 100% 50% of up to $2,000

Semi-private room and board, services and supplies, including Subacute per day

Care.

For bariatric surgery services, see the “Bariatric Surgery” section in this

Summary of Benefits.

Inpatient skilled nursing services, including Subacute Care 100% 50% of up to $2,000

Up to a maximum of 100 days per Member, per Benefit Period, except per day

when received through a Hospice Program provided by a Participating

Hospice Agency. This day maximum is a combined Benefit maximum

for all skilled nursing services whether rendered in a Hospital or a free-

standing Skilled Nursing Facility.

If your benefit plan has a Calendar Year Medical Deductible, the number

of days counts towards the day maximum even if the Calendar Year

Medical Deductible has not been met.

Inpatient services to treat acute medical complications of detoxification 100% 50% of up to $2,000
per day

Outpatient dialysis services 100% 50% of up to $300
per day

Outpatient Facility services 100% 50% of up to $350
per day

Outpatient services for treatment of illness or injury, radiation therapy, 100% 50% of up to $350

chemotherapy, and supplies per day

Medical Treatment for the Teeth, Gums, Jaw Joints, or Jaw Bones

Benefits

Treatment of gum tumors, damaged natural teeth resulting from

Accidental Injury, TMJ as specifically stated, and orthognathic surgery

for skeletal deformity.

Ambulatory Surgery Center outpatient surgery facility services 100% 50% of up to $350
per day

Inpatient Hospital services 100% 50% of up to $2,000
per day

Office location $70 per visit ® 50%

Outpatient department of a Hospital 100% 50% of up to $350
per day




Benefit

Member Copayment 4

Mental Health, Behavioral Health, and Substance Use Disorder
Benefits 13

Services by MHSA
Participating

Services by MHSA
Non-Participating

All Services provided through Blue Shield’s Mental Health Service Providers Providers

Administrator (MHSA).

Mental Health and Behavioral Health — Inpatient Services

Inpatient Hospital services 100% 50% of up to $2,000

per day 3

Inpatient Professional (Physician) services 100% 50%

Residential care 100% 50% of up to $2,000
per day

Mental Health and Behavioral Health — Routine Outpatient Services

Professional (Physician) office visits $70 per visit © 50%

Mental Health and Behavioral Health — Non-Routine Outpatient

Services

Behavioral Health Treatment in home or other non-institutional setting You pay nothing 50%

Behavioral Health Treatment in an office-setting You pay nothing 50%

Electroconvulsive Therapy (ECT) 6 You pay nothing 50%

Intensive Outpatient Program 16 You pay nothing 50%

Partial Hospitalization Program 1° You pay nothing 50% per episode of

up to $350 per day

Post discharge ancillary care You pay nothing 50%

Psychological testing to determine mental health diagnosis (outpatient You pay nothing 50% of up to $350

diagnostic testing) per day

Note: For diagnostic laboratory services, see the “Outpatient diagnostic

laboratory services, including Papanicolaou test” section of this

Summary of Benefits. And for diagnostic X-ray and imaging services,

see the “Outpatient diagnostic X-ray and imaging services, including

mammography” section of this Summary of Benefits.

Transcranial magnetic stimulation You pay nothing 50%

Substance Use Disorder — Inpatient Services

Inpatient Hospital services 100% 50% of up to $2,000
per day

Inpatient Professional (Physician) services — Substance Use Disorder 100% 50%

Residential care 100% 50% of up to $2,000
per day

Substance Use Disorder — Outpatient Services

Professional (Physician) office visits $70 per visit ¢ 50%

Intensive Outpatient Program 16 You pay nothing 50%

Other outpatient services, including office-based opioid treatment You pay nothing 50%

Partial Hospitalization Program *° You pay nothing 50% per episode of

up to $350 per day
Post discharge ancillary care You pay nothing 50%




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ® Providers ’
Orthotics Benefits
Office visits $70 per visit 50%
Orthotic equipment and devices 100% Not covered

Benefit

Member Copayment 1 2 19.20

Outpatient Prescription Drug (Pharmacy) Benefits 1" 21

Participating
Pharmacy

Non-Participating
Pharmacy

Retail Pharmacies (up to 30-day supply)

Contraceptive Drugs and Devices

You pay nothing

Not covered

Tier 1 Drugs 100% up to $500 Not covered
Tier 2 Drugs 100% up to $500 Not covered
Tier 3 Drugs 100% up to $500 Not covered
Tier 4 Drugs (excluding Specialty Drugs) 100% up to $500 Not covered

Mail Service Pharmacies (up to 90-day supply)

Contraceptive Drugs and Devices

You pay nothing

Not covered

Tier 1 Drugs 100% up to $1000 Not covered
Tier 2 Drugs 100% up to $1000 Not covered
Tier 3 Drugs 100% up to $1000 Not covered
Tier 4 Drugs (excluding Specialty Drugs) 100% up to $1000 Not covered
Network Specialty Pharmacies

Tier 4 Drugs (excluding Specialty Drugs) 100% up to $500 Not covered
Oral Anticancer Medications 100% up to $200 for Not covered

30-day supply




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ° Providers ’
Outpatient X-Ray, Imaging, Pathology, and Laboratory Benefits
Note: Benefits are for diagnostic, non-preventive health services and for
diagnostic radiological procedures, such as CT scans, MRIs, MRAs and
PET scans, etc. For Benefits for Preventive Health Services, see the
“Preventive Health Benefits” section of this Summary of Benefits.
Diagnostic laboratory services, including Papanicolaou test, from an $40 per visit 50%
Outpatient Laboratory Center *
Note: Participating Laboratory Centers may not be available in all areas.
Laboratory services may also be obtained from a Hospital or from a
laboratory center that is affiliated with a Hospital.
Diagnostic laboratory services, including Papanicolaou test, from an $40 per visit 50% of up to $350
outpatient department of a Hospital per day
Diagnostic X-ray and imaging services, including mammography, from 100% 50%
an Outpatient Radiology Center
Note: Participating Radiology Centers may not be available in all areas.
Radiology services may also be obtained from a Hospital or from a
radiology center that is affiliated with a Hospital.
Diagnostic X-ray and imaging services, including mammography, from 100% 50% of up to $350
an outpatient department of a Hospital per day
Outpatient diagnostic testing — Other 100% 50%
Testing in an office location to diagnose illness or injury such as vestibular
function tests, EKG, ECG, cardiac monitoring, non-invasive vascular
studies, sleep medicine testing, muscle and range of motion test, EEG and
EMG.
Outpatient diagnostic testing — Other 100% 50% of up to $350
Testing in an outpatient department of a Hospital to diagnose illness or per day
injury, such as vestibular function tests, EKG, ECG, cardiac monitoring,
non-invasive vascular studies, sleep medicine testing, muscle and range of
motion test, EEG and EMG.
Radiological and Nuclear Imaging services 100% 50% of up to $350
Services provided in the outpatient department of a Hospital or at a Free per day
Standing Radiology Center. Prior authorization is required. Please see the
Benefits Management Program section in the Evidence of Coverage for
specific information.
PKU Related Formulas and Special Food Products Benefits
PKU 100% 30%
Podiatric Benefits
Podiatric Services $90 per visit © 50%

10




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ® Providers ’
Pregnancy and Maternity Care Benefits
Note: Routine newborn circumcision is only covered as described in the
Covered Services section of the Evidence of Coverage. Services will be
covered as any other surgery and paid as noted in this Summary of
Benefits.
Inpatient Hospital services for normal delivery, Cesarean section, and 100% 50% of up to $2,000
complications of pregnancy per day
Delivery and all inpatient physician services 100% 50%
Prenatal and preconception Physician office visit: initial visit * You pay nothing 50%
Prenatal and preconception Physician office visit: subsequent visits, You pay nothing 50%
including prenatal diagnosis of genetic disorders of the fetus by means of
diagnostic procedures in cases of high-risk pregnancy *
Postnatal Physician office visits $70 per visit © 50%
Abortion services 100% 50%

Copayment/Coinsurance shown is for physician services in the office or
outpatient facility. If the procedure is performed in a facility setting
(hospital or outpatient surgery center), an additional facility
Copayment/Coinsurance may apply.

Preventive Health Benefits 2

Preventive Health Services

See Preventive Health Services, in the Principal Benefits and Coverages
(Covered Services) section of the Evidence of Coverage, for more
information.

You pay nothing

Not covered

Professional Benefits

Inpatient Physician Services 100% 50%
For bariatric surgery services, see the “Bariatric Surgery” section in this

Summary of Benefits.

Outpatient Physician services, other than an office setting 100% 50%
Physician home visits 3$90 per visit 50%
Primary Care Physician office visits $70 per visit © 50%
Note: For other services with the office visit, you may incur an additional

Copayment as listed for that service within this Summary of Benefits.

See the section at the beginning of this Summary of Benefits entitled

“First Dollar Coverage” for important information on how Benefits for

Physician office visits are provided.

Other practitioner office visit $70 per visit ® 50%
Physician services in an Urgent Care Center $120 per visit © Not covered
Specialist Physician office visits $90 per visit © 50%
Prosthetic Appliance Benefits

Office visits $70 per visit ® 50%

Prosthetic equipment and devices

100%

Not covered
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Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ° Providers ’

Reconstructive Surgery Benefits

For Physician services for these Benefits, see the “Professional Benefits”

section of this Summary of Benefits.

Ambulatory Surgery Center outpatient surgery facility services 100% 50% of up to $350
per day

Inpatient Hospital services 100% 50% of up to $2,000
per day

Outpatient department of a Hospital 100% 50% of up to $350
per day

Rehabilitation and Habilitation Services Benefits (Physical,

Occupational and Respiratory Therapy) *

Rehabilitation and Habilitation Services may also be obtained from a

Hospital or SNF as part of an inpatient stay in one of those facilities. In

this instance, Covered Services will be paid at the Participating or Non-

Participating level as specified under the applicable section, Hospital

Benefits (Facility Services) or Skilled Nursing Facility Benefits, of this

Summary of Benefits.

Office location $70 per visit 50%

Outpatient department of a Hospital $70 per visit 50% of up to $350
per day

Skilled Nursing Facility (SNF) Benefits

Skilled nursing services by a free-standing Skilled Nursing Facility 100% 100%

Up to a maximum of 100 days per Member, per Benefit Period, except
when received through a Hospice Program provided by a Participating

Hospice Agency. This day maximum is a combined Benefit maximum

for all skilled nursing services whether rendered in a Hospital or a free-
standing SNF.

If your benefit plan has a Calendar Year Medical Deductible, the number

of days counts towards the day maximum even if the Calendar Year
Medical Deductible has not been met.

12




Benefit

Member Copayment 4

Services by
Preferred,
Participating, and

Services by Non-
Preferred and Non-
Participating

Other Providers ® Providers ’
Speech Therapy Benefits
Speech Therapy Services may also be obtained from a Hospital or SNF
as part of an inpatient stay in one of those facilities. In this instance,
Covered Services will be paid at the Participating or Non-Participating
level as specified under the applicable section, Hospital Benefits (Facility
Services) or Skilled Nursing Facility Benefits, of this Summary of
Benefits.
Office location $70 per visit 50%
Outpatient department of a Hospital $70 per visit 50% of up to $350
per day
Transplant Benefits — Tissue and Kidney
Organ Transplant Benefits for transplant of tissue or kidney.
Hospital services 100% 50% of up to $2,000
per day
Professional (Physician) services 100% 50%
Transplant Benefits — Special
Blue Shield requires prior authorization for all Special Transplant
Services, and all services must be provided at a Special Transplant
Facility designated by Blue Shield.
See the Transplant Benefits — Special Transplants section of the Principal
Benefits (Covered Services) section in the Evidence of Coverage for
important information on this Benefit.
Facility services in a Special Transplant Facility 100% Not covered
Professional (Physician) services 100% Not covered
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Benefit Member Copayment 4

Services by
Preferred and

Services by Non-
Preferred and Non-

Participating
Provider

Participating
Provider > 24

Pediatric Vision Benefits *

Pediatric vision benefits are available for members through the end of the month
in which the member turns 19.

All Services provided through Blue Shield’s Vision Plan Administrator
(VPA). %

Comprehensive examination 2
One comprehensive eye examination per Calendar Year.
Includes dilation, if professionally indicated.

Ophthalmologic
New Patient (S0620)
Established Patient (S0621)

You pay nothing

Up to $30

Optometric
New Patient (92002/92004)
Established Patient (92012/92014)

You pay nothing

Up to $30

Eyewear/materials
One pair of eyeglasses (frames and lenses) or one pair of contact lenses
per Calendar Year (unless otherwise noted) as follows:

Lenses

Lenses include choice of glass or plastic lenses, all lens powers (single
vision, bifocal, trifocal, lenticular), fashion or gradient tint, scratch
coating, oversized, and glass-grey #3 prescription sunglass.
Polycarbonate lenses are covered in full for eligible Members.

Single Vision (V2100-V2199)

You pay nothing

Up to $25

Lined Bifocal (V2200-V2299)

You pay nothing

Up to $35

Lined Trifocal (V2300-V2399)

You pay nothing

Up to $45

Lenticular (V2121, V2221, V2321)

You pay nothing

Up to $45

Optional Lenses and Treatments

Ultraviolet Protective Coating (standard only)

You pay nothing

Not covered

Standard Progressive Lenses $55 Not covered
Premium Progressive Lenses $95 Not covered
Anti-Reflective Lens Coating (standard only) $35 Not covered
Photochromic- Glass Lenses $25 Not covered
Photochromic- Plastic Lenses $25 Not covered
Hi Index Lenses $30 Not covered
Polarized Lenses $45 Not covered

Frames

Collection frames You pay nothing Up to $40
Non-Collection frames Up to $150 Up to $40
Contact Lenses %

Non-Elective (Medically Necessary) — Hard or soft You pay nothing Up to $225
Elective (Cosmetic/Convenience) — Standard hard (V2500, VV2510) You pay nothing Up to $75
Elective (Cosmetic/Convenience) — Standard soft (\V2520) You pay nothing Up to $75
One pair per month, up to 6 months, per Calendar Year.

Elective (Cosmetic/Convenience) — Non-standard hard (V2501-V2503, You pay nothing Up to $75
V2511-V2513, V2530-V2531)

Elective (Cosmetic/Convenience) — Non-standard soft (V2521-V2523) You pay nothing Up to $75

One pair per month, up to 3 months, per Calendar Year.

Supplemental Low-Vision Testing and Equipment 8

35%

Not covered

Diabetes Management Referral

You pay nothing

Not covered

14




Benefit Member Copayment 3
Services by Preferred Services by Non-
and Participating Preferred and Non-
Dentist 2° Participating Dentist
34
Pediatric Dental Benefits *
Pediatric dental benefits are available for Members through the end of the
month in which the Member turns 19.
Diagnostic and Preventive Care Services You pay nothing 20%
Restorative Services 3! 20% 30%
Oral surgery 343 50% 50%
Endodontics 3% %2 50% 50%
Periodontics 3% %2 50% 50%
Crowns and Fixed Bridges 3% % 50% 50%
Removable Prosthetics 3% 3 50% 50%
Orthodontics 33233 50% 50%
Other Benefits 20% 30%
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Summary of Benefits

En

dnotes:

The Member pays for Covered Services until the Calendar Year Medical Deductible is met. Members will continue to pay
for covered services until the Calendar Year Out-of-Pocket Maximum is met.
The Covered Services listed below (as they appear in the Summary of Benefits) are not subject to, and will not accrue to, the
Calendar Year Medical Deductible.

First Dollar Coverage: first 3 office visits for non-Preventive Health Services as described in further detail in endnote 6

below.
Durable medical equipment: breast pump
Family planning benefits: counseling and consulting; diaphragm fitting procedure; implantable contraceptives; injectable
contraceptives; insertion and/or removal of IUD device; IUD; and tubal ligation

Hospice program benefits

Outpatient prescription drug benefits

Outpatient x-ray, imaging, pathology, and laboratory benefits: laboratory services

Pregnancy and maternity care benefits: prenatal and preconception Physician office visits

Preventive health services

Rehabilitation and habilitation services benefits (physical, occupational and respiratory therapy)

Pediatric vision

Pediatric dental benefits
For family coverage, there is an individual deductible within the family deductible. This means that the Calendar Year
Medical Deductible will be met for an individual who meets the individual deductible prior to the family meeting the family
deductible.
A Calendar Year Pharmacy Deductible applies to Pharmacy Benefits and is separate from the Calendar Year Medical
Deductible. Copayments and Coinsurance accruing to the Calendar Year Pharmacy Deductible do not accrue to the
Calendar Year Medical Deductible; however, Copayments and Coinsurance for Pharmacy Benefits do accrue to the
Calendar Year Out-of-Pocket Maximum. The Calendar Year Pharmacy Deductible must be satisfied by each Member each
Calendar Year.
The Calendar Year Medical Deductible accrues to the Calendar Year Out-of-Pocket Maximum. A Calendar Year Medical
Deductible for Covered Services by Preferred, Participating, and Other Providers accrues to the Calendar Year Out-of-
Pocket Maximum for Services by Preferred, Participating, and Other Providers. A Calendar Year Medical Deductible for
Covered Services by any combination of Preferred, Participating, Other Providers, Non-Preferred and Non-Participating
Providers accrues to the Calendar Year Out-of-Pocket Maximum for Services by any combination of Preferred,
Participating, Other Providers, Non-Preferred and Non-Participating Providers.

The Calendar Year Pharmacy Deductible accrues to the Calendar Year Out-of-Pocket Maximum.
Copayments or Coinsurance for Covered Services accrue to the Calendar Year Out-of-Pocket Maximum except Copayments
or Coinsurance for:

Additional payment for failure to utilize the benefit management program: additional or reduced payments

Charges in excess of specified benefit maximums

Bariatric surgery: covered travel expenses for bariatric surgery

Dialysis center benefits: dialysis services from a Non-Participating Provider
Copayments, Coinsurance, and charges for services not accruing to the Calendar Year Out-of-Pocket Maximum continue to
be the Member's responsibility after the Calendar Year Out-of-Pocket Maximum is reached.
For family coverage, there is an individual out-of-pocket maximum within the family out-of-pocket maximum. This means
that the Calendar Year Out-of-Pocket Maximum will be met for an individual who meets the individual out-of-pocket
maximum prior to the family meeting the family out-of-pocket maximum.
Any Coinsurance is calculated based on the Allowable Amount unless otherwise specified.
For Covered Services from Other Providers, you are responsible for applicable Deductible, Copayment/Coinsurance and all
charges above the Allowable Amount.
The first 3 office visits for non-Preventive Health Services from a Participating Physician, Participating Health Care
Provider, or MHSA Participating Provider for any combination of primary care (by a primary care Physician), postnatal
care, urgent care, specialist, other practitioner, routine outpatient mental health, behavioral health, and substance use
disorder care, acupuncture, diabetes care, medical treatment for the teeth, gums, jaw joints, or jaw bones, prosthetic
appliance services and podiatric services are covered as First Dollar Coverage, before the Calendar Year Medical Deductible
is met. See the “First Dollar Coverage” section of this Summary of Benefits for additional information.
For Covered Services by Non-Preferred and Non-Participating Providers you are responsible for all charges above the
Allowable Amount. Covered Services by Non-Preferred and Non-Participating Providers that are prior authorized as
Preferred or Participating will be covered as a Preferred and Participating Provider Benefit.
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Professional (Physician) office visit copayment/coinsurance may also apply.
Family Planning Services are only covered when provided by Participating or Preferred Providers.

Services from a Non-Participating Home Health Care/Home Infusion Agency are not covered unless prior authorized. When
services are authorized, the Member’s Copayment or Coinsurance will be calculated at the Participating Provider level,
based upon the agreed upon rate between Blue Shield and the agency.

Services from a Non-Participating Hospice Agency are not covered unless prior authorized. When Services are authorized,
the Member’s Copayment or Coinsurance will be calculated at the Participating Provider level, based upon the agreed upon
rate between Blue Shield and the agency.

For Covered Services from Non-Participating MHSA Providers, you are responsible for a Copayment/Coinsurance and all
charges above the Allowable Amount.

Prior authorization from the MHSA is required for all non-Emergency or non-Urgent Inpatient Services, Non-Routine
Outpatient Mental Health Services and Behavioral Health Treatment, and Outpatient Substance Use Disorder Services. No
prior authorization is required for Routine Outpatient Mental Health Services and Behavioral Health Treatment, and
Outpatient Substance Use Disorder Services — Professional (Physician) Office Visit.

For Emergency Services from a MHSA Non-Participating Hospital, the Member’s Copayment or Coinsurance will be the
MHSA Participating level, based on Allowable Amount.

For Non-Routine Outpatient Mental Health Services and Behavioral Health Treatment and Outpatient Substance Use
Disorder Services - Partial Hospitalization Program Services, an episode of care is the date from which the patient is
admitted to the Partial Hospitalization Program and ends on the date the patient is discharged or leaves the Partial
Hospitalization Program. Any services received between these two dates would constitute an episode of care. If the patient
needs to be readmitted at a later date, then this would constitute another episode of care.

The Member’s Copayment or Coinsurance includes both outpatient facility and Professional (Physician) Services.

This benefit plan’s prescription drug coverage provides less coverage on average than the standard benefit set by the federal
government for Medicare Part D (also called non-creditable coverage). It is important to know that generally you may only
enroll in a Part D plan from October 15th through December 7th of each year, and if you do not enroll when first eligible,
you may be subject to payment of higher Part D premiums when you enroll at a later date. For more information about drug
coverage, call the Customer Services telephone number on your Member identification card, Monday through Thursday,
8:00 a.m. to 5:00 p.m., or Friday 9:00 a.m. to 5:00 p.m.

There is no Copayment or Coinsurance for contraceptive drugs and devices, however, if a Brand contraceptive drug is
selected when a Generic Drug equivalent is available, the Member is responsible for the difference between the cost to Blue
Shield for the Brand contraceptive drug and its Generic Drug equivalent. If the Brand contraceptive drug is Medically
Necessary, it may be covered without a Copayment or Coinsurance with prior authorization. The difference in cost does not
accrue to the Calendar Year Pharmacy Deductible, Medical Deductible, or Out-of-Pocket Maximum.

Copayment or Coinsurance is calculated based on the contracted rate.

Copayment or Coinsurance is per prescription up to a 30-day supply (up to 90-day supply for mail order).

Blue Shield’s Short Cycle Specialty Drug Program allows initial prescriptions for select Specialty Drugs to be dispensed for
a 15-day trial supply, as further described in the EOC. In such circumstances, the applicable Specialty Drug Copayment or
Coinsurance will be pro-rated.

Preventive Health Services are only covered when provided by Participating or Preferred Providers.

The comprehensive examination Benefit and Allowance does not include fitting and evaluation fees for contact lenses.
The difference between the Allowance and the provider's charge is the responsibility of the Member.

This Benefit covers Collection frames at no cost at participating independent and retail chain providers. Participating retail
chain providers typically do not display the frames as “Collection” but are required to maintain a comparable selection of
frames that are covered in full.

For non-Collection frames the allowable amount is up to $150; however, if (a) the Participating Provider uses wholesale
pricing, then the wholesale allowable amount will be up to $99.06, or if (b) the Participating Provider uses warehouse
pricing, then the warehouse allowable amount will be up to $103.64. Participating Providers using wholesale pricing are
identified in the provider directory.

If frames are selected that are more expensive than the allowable amount established for this Benefit, the Member is
responsible for the difference between the allowable amount and the provider’s charge.
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Contact lenses are covered in lieu of eyeglasses once per Calendar Year. See the Definitions section in the Evidence of
Coverage for the definitions of Elective Contact Lenses and Non-Elective (Medically Necessary) Contact Lenses.
Members can search for vision care providers in the “Find a Provider” section of blueshieldca.com. All pediatric vision
benefits are provided through MESVision, Blue Shield’s Vision Plan Administrator. Any vision services deductibles,
copayments and coinsurance for covered vision services accrue to the calendar year out-of-pocket maximum. Charges in
excess of benefit maximums and premiums do not accrue to the calendar year out-of-pocket maximum.

A report from the provider and prior authorization from the Vision Plan Administrator (VPA) is required.

Members can search for dental network providers in the “Find a Provider” section of blueshieldca.com. All pediatric dental
benefits are provided by Dental Benefits Providers, Blue Shield’s Dental Plan Administrator. Any calendar year pediatric
dental services deductible, copayments and coinsurance for covered dental services accrue to the calendar year out-of-
pocket maximum, including any copayments for covered orthodontia services. Charges in excess of benefit maximums and
premiums do not accrue to the calendar year out-of-pocket maximum.

Caries Risk Management - CAMBRA (Caries Management by Risk Assessment) is an evaluation of a child's risk level for
caries (decay). Children assessed as having a "high risk" for caries (decay) will be allowed up to 4 fluoride varnish treatments
during the calendar year along with their biannual cleanings; "medium risk" children will be allowed up to 3 fluoride varnish
treatments in addition to their biannual cleanings; and "low risk™ children will be allowed up to two fluoride varnish
treatments in addition to biannual cleanings. When requesting additional fluoride varnish treatments, the provider must
provide a copy of the completed American Dental Association (ADA) CAMBRA form (available on the ADA website).

There are no waiting periods for major & orthodontic services.

Posterior composite resin, or acrylic restorations are optional services, and Blue Shield will only pay the amalgam filling
rate while the Member will be responsible for the difference in cost between the Posterior composite resin and amalgam
filing.

Medically Necessary orthodontia services include an oral evaluation and diagnostic casts. An initial orthodontic
examination (a Limited Oral Evaluation) must be conducted which includes completion of the Handicapping Labio-Lingual
Deviation (HLD) Score sheet. The HLD Score Sheet is the preliminary measurement tool used in determining if the Member
qualifies for medically necessary orthodontic services (see list of qualifying conditions below). Diagnostic casts may be
covered only if qualifying conditions are present. Pre-certification for all orthodontia evaluation and services is required.

Those immediate qualifying conditions are:

a. Cleft lip and or palate deformities

b. Craniofacial Anomalies including the following: Crouzon’s syndrome, Treacher-Collins syndrome,
Pierre-Robin syndrome, Hemi-facial atrophy, Hem-facial hypertrophy and other severe craniofacial
deformities which result in a physically handicapping malocclusion as determined by our dental
consultants.

c. Deep impinging overbite, where the lower incisors are destroying the soft tissue of the palate and tissue
laceration and/or clinical attachment loss are present. (Contact only does not constitute deep impinging
overbite).

d. Crosshite of individual anterior teeth when clinical attachment loss and recession of the gingival margin
are present (e.g., stripping of the labial gingival tissue on the lower incisors). Treatment of bi-lateral
posterior crossbite is not a benefit of the program.

e. Severe traumatic deviation must be justified by attaching a description of the condition.

f.  Overjet greater than 9mm or mandibular protrusion (reverse overjet) greater than 3.5mm.

g. The remaining conditions must score 26 or more to qualify (based on the HDL Index).

For Covered Services rendered by Non-Participating Dentists, the Member is responsible for all charges above the
Allowable Amount.

Benefits are subject to modification for subsequently enacted state or federal legislation.
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Blue Shield of California

Evidence of Coverage
Blue Shield PPO Network 1 SHOP w/ Child Dental

PLEASE READ THE FOLLOWING IMPORTANT NOTICES ABOUT THIS
HEALTH PLAN

Packaged Plan: This health plan is part of a package that consists of a health plan and a dental plan
which is offered at a package rate. This Evidence of Coverage describes the Benefits of the health plan
as part of the package.

This Evidence of Coverage constitutes only a summary of the health plan. The health
plan contract must be consulted to determine the exact terms and conditions of cov-
erage.

Notice About This Group Health Plan: Blue Shield makes this health plan available to Employees
through a contract with the Employer. The Group Health Service Contract (Contract) includes the terms
in this Evidence of Coverage, as well as other terms. A copy of the Contract is available upon request. A
Summary of Benefits is provided with, and is incorporated as part of, the Evidence of Coverage. The
Summary of Benefits sets forth the Member’s share-of-cost for Covered Services under the benefit Plan.

Please read this Evidence of Coverage carefully and completely to understand which services are Covered
Services, and the limitations and exclusions that apply to the Plan. Pay particular attention to those sections
of the Evidence of Coverage that apply to any special health care needs.

Blue Shield provides a matrix summarizing key elements of this Blue Shield health Plan at the time of
enrollment. This matrix allows individuals to compare the health plans available to them. The Evidence
of Coverage is available for review prior to enrollment in the Plan.

For questions about the Plan, please contact Blue Shield Customer Service at the address or telephone
number provided on the back page of this Evidence of Coverage.

Notice About Plan Benefits: No Member has the right to receive Benefits for services or supplies fur-
nished following termination of coverage, except as specifically provided under the Extension of Benefits
provision, and when applicable, the Continuation of Group Coverage provision in this Evidence of Cov-
erage.

Benefits are available only for services and supplies furnished during the term this health plan is in effect
and while the individual claiming Benefits is actually covered by this group Contract.

Benefits may be modified during the term as specifically provided under the terms of this Evidence of
Coverage, the group Contract or upon renewal. If Benefits are modified, the revised Benefits (including
any reduction in Benefits or the elimination of Benefits) apply for services or supplies furnished on or
after the effective date of modification. There is no vested right to receive the Benefits of this Plan.
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Notice About Reproductive Health Services: Some hospitals and other providers do not provide one or
more of the following services that may be covered under your Plan contract and that you or your family
member might need: family planning; contraceptive services, including emergency contraception; sterili-
zation, including tubal ligation at the time of labor and delivery; infertility treatments; or abortion. You
should obtain more information before you enroll. Call your prospective doctor, medical group, independ-
ent practice association, or clinic, or call the health plan at Blue Shield’s Customer Service telephone
number provided on the back page of this Evidence of Coverage to ensure that you can obtain the health
care services that you need.

Notice About Contracted Providers: Blue Shield contracts with Hospitals and Physicians to provide
services to Members for specified rates. This contractual arrangement may include incentives to manage
all services provided to Members in an appropriate manner consistent with the contract. To learn more
about this payment system, contact Customer Service.

Notice About Health Information Exchange Participation: Blue Shield participates in the California
Integrated Data Exchange (Cal INDEX) Health Information Exchange (“HIE”) making its Members’
health information available to Cal INDEX for access by their authorized health care providers. Cal IN-
DEX is an independent, not-for-profit organization that maintains a statewide database of electronic pa-
tient records that includes health information contributed by doctors, health care facilities, health care
service plans, and health insurance companies. Authorized health care providers (including doctors,
nurses, and hospitals) may securely access their patients” health information through the Cal INDEX HIE
to support the provision of safe, high-quality care.

Cal INDEX respects Members’ right to privacy and follows applicable state and federal privacy laws. Cal
INDEX uses advanced security systems and modern data encryption techniques to protect Members’ pri-
vacy and the security of their personal information. The Cal INDEX notice of privacy practices is posted
on its website at www.calindex.org.

Every Blue Shield Member has the right to direct Cal INDEX not to share their health information with
their health care providers. Although opting out of Cal INDEX may limit your health care provider’s
ability to quickly access important health care information about you, a Member’s health insurance or
health plan benefit coverage will not be affected by an election to opt-out of Cal INDEX. No doctor or
hospital participating in Cal INDEX will deny medical care to a patient who chooses not to participate in
the Cal INDEX HIE.

Members who do not wish to have their healthcare information displayed in Cal INDEX, should fill out
the online form at www.calindex.org/opt-out or call Cal INDEX at (888) 510-7142.
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Blue Shield of California
Subscriber Bill of Rights

As a Blue Shield Subscriber, you have the right to:

1)

2)

3)

4)

5)

6)

7)

8)

Receive considerate and courteous care,
with respect for your right to personal pri-
vacy and dignity.

Receive information about all health ser-
vices available to you, including a clear ex-
planation of how to obtain them.

Receive information about your rights and
responsibilities.

Receive information about your health
plan, the services we offer you, the Physi-
cians and other practitioners available to
care for you.

Have reasonable access to appropriate
medical services.

Participate actively with your Physician in
decisions regarding your medical care. To
the extent permitted by law, you also have
the right to refuse treatment.

A candid discussion of appropriate or Med-
ically Necessary treatment options for your
condition, regardless of cost or benefit cov-
erage.

Receive from your Physician an under-
standing of your medical condition and any
proposed appropriate or Medically Neces-
sary treatment alternatives, including availa-
ble success/outcomes information, regard-
less of cost or benefit coverage, so you can
make an informed decision before you re-
ceive treatment.
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9)
10)

11)

12)

13)

14)

15)

16)

Receive preventive health services.

Know and understand your medical condi-
tion, treatment plan, expected outcome, and
the effects these have on your daily living.

Have confidential health records, except
when disclosure is required by law or per-
mitted in writing by you. With adequate
notice, you have the right to review your
medical record with your Physician.

Communicate with and receive information
from Customer Service in a language you
can understand.

Know about any transfer to another Hospi-
tal, including information as to why the
transfer is necessary and any alternatives
available.

Be fully informed about the Blue Shield
grievance procedure and understand how to
use it without fear of interruption of health
care.

Voice complaints or grievances about the
health plan or the care provided to you.

Participate in establishing Public Policy of
the Blue Shield health plan, as outlined in
your Evidence of Coverage.



Blue Shield of California

Subscriber Responsibilities

As a Blue Shield Subscriber, you have the responsibility to:

1)

2)

3)

4)

5)

6)

7)

Carefully read all Blue Shield materials im-
mediately after you are enrolled so you un-
derstand how to use your Benefits and how
to minimize your out of pocket costs. Ask
questions when necessary. You have the
responsibility to follow the provisions of
your Blue Shield membership as explained
in the Evidence of Coverage.

Maintain your good health and prevent ill-
ness by making positive health choices and
seeking appropriate care when it is needed.

Provide, to the extent possible, information
that your Physician, and/or Blue Shield
need to provide appropriate care for you.

Understand your health problems and take
an active role in developing treatment goals
with your medical care provider, whenever
possible.

Follow the treatment plans and instructions
you and your Physician have agreed to and
consider the potential consequences if you
refuse to comply with treatment plans or
recommendations.

Ask questions about your medical condi-
tion and make certain that you understand
the explanations and instructions you are
given.

Make and keep medical appointments and
inform your Physician ahead of time when
you must cancel.
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8)

9)

10)

11)

12)

13)

14)

15)

Communicate openly with the Physician
you choose so you can develop a strong
partnership based on trust and cooperation.

Offer suggestions to improve the Blue
Shield Plan.

Help Blue Shield to maintain accurate and
current medical records by providing
timely information regarding changes in
address, family status and other health plan
coverage.

Notify Blue Shield as soon as possible if
you are billed inappropriately or if you
have any complaints.

Treat all Blue Shield personnel respectfully
and courteously as partners in good health
care.

Pay your Premiums, Copayments, Coinsur-
ance and charges for non-covered services
on time.

For all Mental Health Services, Behavioral
Health Treatment, and Substance Use Dis-
order Services, follow the treatment plans
and instructions agreed to by you and the
Mental Health Services Administrator
(MHSA) and obtain prior authorization as
required.

Follow the provisions of the Blue Shield
Benefits Management Program.
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Introduction to the Blue Shield of
California Health Plan

This Blue Shield of California (Blue Shield) Evi-
dence of Coverage describes the health care cover-
age that is provided under the Group Health Ser-
vice Contract between Blue Shield and the Con-
tractholder (Employer). A Summary of Benefits is
provided with, and is incorporated as part of, this
Evidence of Coverage.

Please read both this Evidence of Coverage and
Summary of Benefits carefully. Together they ex-
plain which services are covered and which are ex-
cluded. They also contain information about
Member responsibilities, such as payment of Co-
payments, Coinsurance and Deductibles and ob-
taining prior authorization for certain services (see
the Benefits Management Program section).

Capitalized terms in this Evidence of Coverage
have special meaning. Please see the Definitions
section to understand these terms. Please contact
Blue Shield with questions about Benefits. Con-
tact information can be found on the last page of
this Evidence of Coverage.

This health plan is offered through Covered Cali-
fornia’s Small Business Health Options Program
(SHOP). For more information about Covered
California and the SHOP, please visit www.cov-
eredca.com or call 1-888-975-1142.

How to Use This Health Plan

PLEASE READ THE FOLLOWING INFOR-
MATION SO YOU WILL KNOW FROM
WHOM OR WHAT GROUP OF PROVIDERS
HEALTH CARE MAY BE OBTAINED.

Choice of Providers

This Blue Shield health plan is designed for Mem-
bers to obtain services from Blue Shield Participat-
ing Providers and MHSA Participating Providers.
However, Members may choose to seek services
from Non-Participating Providers for most ser-
vices. Covered Services obtained from Non-Partic-
ipating Providers will usually result in a higher

share of cost for the Member. Some services are
not covered unless rendered by a Participating Pro-
vider or MHSA Participating Provider.

Please be aware that a provider’s status as a Partic-
ipating Provider or an MHSA Participating Pro-
vider may change. It is the Member’s obligation to
verify whether the provider chosen is a Participat-
ing Provider or an MHSA Participating Provider
prior to obtaining coverage.

Call Customer Service or visit
www.blueshieldca.com to determine whether a
provider is a Participating Provider. Call the
MHSA to determine if a provider is an MHSA Par-
ticipating Provider. See the sections below and the
Summary of Benefits for more details. See the
Out-of-Area Programs section for services outside
of California.

Blue Shield Participating Providers

Blue Shield Participating Providers include pri-
mary care Physicians, specialists, Hospitals, and
Alternate Care Services Providers that have a con-
tractual relationship with Blue Shield to provide
services to Members of this Plan. Participating
Providers are listed in the Participating Provider
directory.

Participating Providers agree to accept Blue
Shield’s payment, plus the Member’s payment of
any applicable Deductibles, Copayments, Coinsur-
ance or amounts in excess of specified Benefit
maximums as payment-in-full for Covered Ser-
vices, except as provided under the Exception for
Other Coverage and the Reductions - Third Party
Liability sections. This is not true of Non-Partici-
pating Providers.

If a Member seeks services from a Non-Participat-
ing Provider, Blue Shield’s payment for that ser-
vice may be substantially less than the amount
billed. The Subscriber is responsible for the dif-
ference between the amount Blue Shield pays and
the amount billed by the Non-Participating Pro-
vider.

Some services are covered only if rendered by a
Participating Provider. In these instances, using a



Non-Participating Provider could result in a higher
share of cost to the Member or no payment by Blue
Shield for the services received.

Payment for Emergency Services rendered by a
Physician or Hospital that is not a Participating
Provider will be based on Blue Shield’s Allowable
Amount and will be paid at the Participating level
of Benefits. The Member is responsible for noti-
fying Blue Shield within 24 hours, or as soon as
reasonably possible following medical stabiliza-
tion of the emergency condition.

The Member should contact Member Services if
the Member needs assistance locating a provider in
the Member’s Service Area. The Plan will review
and consider a Member’s request for services that
cannot be reasonably obtained in network. If a
Member’s request for services from a Non-Partic-
ipating Provider or MHSA Non-Participating Pro-
vider is approved at an in-network benefit level,
the Plan will pay for Covered Services at a Partic-
ipating Provider level.

Please call Customer Service or visit
www.blueshieldca.com to determine whether a
provider is a Participating Provider.

MHSA Participating Providers

For Mental Health Services, Behavioral Health
Treatment, and Substance Use Disorder Services,
Blue Shield has contracted with a Mental Health
Service Administrator (MHSA). The MHSA is a
specialized health care service plan licensed by the
California Department of Managed Health Care,
and will underwrite and deliver Blue Shield’s
Mental Health Services, Behavioral Health Treat-
ment, and Substance Use Disorder Services
through a separate network of MHSA Participating
Providers.

MHSA Participating Providers are those providers
who participate in the MHSA network and have
contracted with the MHSA to provide Mental
Health Services, Behavioral Health Treatment, and
Substance Use Disorder Services to Members of
this Plan. A Blue Shield Participating Provider
may not be an MHSA Participating Provider. It is
the Member’s responsibility to ensure that the pro-
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vider selected for Mental Health Services, Behav-
ioral Health Treatment, and Substance Use Disor-
der Services is an MHSA Participating Provider.
MHSA Participating Providers are identified in the
Blue Shield Behavioral Health Provider Directory.
Additionally, Members may contact the MHSA di-
rectly by calling 1-877-263-9952.

Continuity of Care by a Terminated
Provider

Members who are being treated for acute condi-
tions, serious chronic conditions, pregnancies (in-
cluding immediate postpartum care), or terminal
illness; or who are children from birth to 36
months of age; or who have received authorization
from a now-terminated provider for surgery or an-
other procedure as part of a documented course of
treatment can request completion of care in certain
situations with a provider who is leaving the Blue
Shield provider network. Contact Customer Ser-
vice to receive information regarding eligibility
criteria and the policy and procedure for requesting
continuity of care from a terminated provider.

Second Medical Opinion Policy

Members who have questions about their diagno-
ses, or believe that additional information concern-
ing their condition would be helpful in determining
the most appropriate plan of treatment, may make
an appointment with another Physician for a sec-
ond medical opinion. The Member’s attending
Physician may also offer a referral to another Phy-
sician for a second opinion.

The second opinion visit is subject to the applica-
ble Copayment, Coinsurance, Calendar Year De-
ductible and all Plan contract Benefit limitations
and exclusions.

Services for Emergency Care

The Benefits of this Plan will be provided for
Emergency Services received anywhere in the
world for the emergency care of an illness or in-

jury.
For Emergency Services from either a Participat-
ing Provider or a Non-Participating Provider, the



Member is only responsible for the applicable De-
ductible, Copayment or Coinsurance as shown in
the Summary of Benefits, and is not responsible
for any Allowable Amount Blue Shield is obli-
gated to pay.

Members who reasonably believe that they have an
emergency medical condition which requires an
emergency response are encouraged to use the
“911” emergency response system (where availa-
ble) or seek immediate care from the nearest Hos-
pital. For the lowest out-of-pocket expenses, cov-
ered non-Emergency Services or emergency room
follow-up services (e.g., suture removal, wound
check, etc.) should be received in a Participating
Physician’s office.

same Benefit levels as other Covered Services
shown in the Summary of Benefits. Retail-based
health clinics may be found in the Participating
Provider directory or the online provider directory
located at www.blueshieldca.com. See the Blue
Shield Participating Providers section for infor-
mation on the advantages of choosing a Participat-
ing Provider.

Blue Shield Online

Blue Shield’s Internet site is located at
www.blueshieldca.com. Members with Internet
access may view and download healthcare infor-
mation.

NurseHelp 24/7 M

The NurseHelp 24/7 program offers Members ac-
cess to registered nurses 24 hours a day, seven days
a week. Registered nurses can provide assistance
in answering many health-related questions, in-
cluding concerns about:

1) symptoms the patient is experiencing;
2)  minor illnesses and injuries;

3)  chronic conditions;

4)  medical tests and medications; and

5) preventive care.

Members may obtain this service by calling the
toll-free telephone number at 1-877-304-0504 or
by participating in a live online chat at
www.blueshieldca.com. There is no charge for this
confidential service.

In the case of a medical emergency, call 911. For
personalized medical advice, Members should
consult with their physicians.

Health Education and Health Promotion
Services

Blue Shield offers a variety of health education
and health promotion services including, but not
limited to, a prenatal health education program, in-
teractive online healthy lifestyle programs, and a
monthly e-newsletter.

Retail-Based Health Clinics

Retail-based health clinics are outpatient facilities,
usually attached or adjacent to retail stores and
pharmacies that provide limited, basic medical
treatment for minor health issues. They are staffed
by nurse practitioners, under the direction of a phy-
sician, and offer services on a walk-in basis. Cov-
ered Services received from retail-based health
clinics will be paid on the same basis and at the
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Cost-Sharing

The Summary of Benefits provides the Member’s
Copayment, Coinsurance, Calendar Year Deducti-
ble and Calendar Year Out-of-Pocket Maximum
amounts.

Calendar Year Medical Deductible

The Calendar Year Medical Deductible is the
amount an individual or a Family must pay for
Covered Services each year before Blue Shield be-
gins payment in accordance with this
Evidence of Coverage. The Calendar Year Medi-
cal Deductible does not apply to all plans. When
applied, this Deductible accrues to the Calendar
Year Out-of-Pocket Maximum. Information spe-
cific to the Member’s Plan is provided in the Sum-
mary of Benefits.

The Summary of Benefits indicates whether or not
the Calendar Year Medical Deductible applies to a
particular Covered Service.

There are individual and Family Calendar Year
Medical Deductible amounts for both Participating



Providers and Non-Participating Providers. De-
ductible amounts for Covered Services provided
by Participating Providers accrue to both the Par-
ticipating Provider and the Non-Participating Pro-
vider Medical Deductible. Deductible amounts
paid for Covered Services provided by Non-Par-
ticipating Providers accrue only to the Non-Partic-
ipating Provider Medical Deductible.

There is an individual Deductible within the Fam-
ily Calendar Year Medical Deductible. This
means:

1) Blue Shield will pay Benefits for that individ-
ual Member of a Family who meets the indi-
vidual Calendar Year Medical Deductible
amount prior to the Family Calendar Year
Medical Deductible being met.

2) If the Family has 2 Members, each Member
must meet the individual Deductible amount to
satisfy the Family Calendar Year Medical De-

ductible.

If the Family has 3 or more Members, the Fam-
ily Calendar Year Medical Deductible can be
satisfied by 2 or more Members.

3)

Once the respective Deductible is reached, Cov-
ered Services are paid at the Allowable Amount,
less any applicable Copayment and Coinsurance,
for the remainder of the Calendar Year.

For Covered Services received from Non-Partici-
pating Providers, the Member is responsible for
the applicable Copayment and Coinsurance and
for amounts billed in excess of Blue Shield’s Al-
lowable Amount. Charges in excess of Blue
Shield’s Allowable Amount do not accrue to the
Calendar Year Medical Deductible.

The Calendar Year Medical Deductible also ap-
plies to a newborn child or a child placed for adop-
tion who is covered for the first 31 days, even if
application is not made to add the child as a De-
pendent on the Plan. While coverage for this child
is being provided, the Family Medical Deductible

will apply.
Calendar Year Pharmacy Deductible

The Calendar Year Pharmacy Deductible is the
amount a Member must pay each Calendar Year
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for covered Drugs before Blue Shield begins pay-
ment in accordance with the Group Health Service
Contract. The Calendar Year Pharmacy Deducti-
ble does not apply to all plans. When it does apply,
this Deductible accrues to the Calendar Year Out-
of-Pocket Maximum. There is an individual De-
ductible within the Family Calendar Year Phar-
macy Deductible. Information specific to the
Member’s Plan is provided in the Summary of
Benefits.

The Summary of Benefits indicates whether or not
the Calendar Year Pharmacy Deductible applies to
a particular Drug.

Drugs in Tier 1, and Contraceptive drugs and de-
vices are not subject to the Calendar Year Phar-
macy Deductible. The Calendar Year Pharmacy
Deductible applies to all other Drugs.

Calendar Year Out of Pocket Maximum

The Calendar Year Out-of-Pocket Maximum is the
highest Deductible, Copayment and Coinsurance
amount an individual or Family is required to pay
for designated Covered Services each year. There
are separate maximums for Participating Providers
and Non-Participating Providers. If a benefit plan
has any Calendar Year Medical Deductible, it will
accumulate toward the applicable Calendar Year
Out-of-Pocket Maximum. The Summary of Bene-
fits indicates whether or not Copayment and Coin-
surance amounts for a particular Covered Service
accrue to the Calendar Year Out-of-Pocket Maxi-
mum.

There are individual and Family Calendar Year
Out-of-Pocket Maximum amounts for both Partic-
ipating Providers and Non-Participating Providers.
Deductible, Copayment and Coinsurance amounts
paid for Covered Services provided by Participat-
ing Providers accrue to both the Participating Pro-
vider and the Non-Participating Provider Out-of-
Pocket Maximum. Deductible, Copayment and
Coinsurance amounts paid for Covered Services
provided by Non-Participating Providers accrue
only to the Non-Participating Provider Out-of-
Pocket Maximum.



There are individual and Family Calendar Year
Out-of-Pocket Maximum amounts for both Partic-
ipating Providers and Non-Participating Providers.

There is an individual Out-of-Pocket Maximum
within the Family Calendar Year Out-of-Pocket
Maximum. This means:

1) The Out-of-Pocket Maximum will be met for
that individual Member of a Family who meets
the individual Calendar Year Out-of-Pocket
Maximum amount prior to the Family Calen-
dar Year Out-of-Pocket Maximum being met.
If the Family has 2 Members, each Member
must meet the individual Out-of-Pocket Maxi-
mum amount to satisfy the Family Calendar
Year Out-of-Pocket Maximum.

If the Family has 3 or more Members, the Fam-
ily Calendar Year Out-of-Pocket Maximum
can be satisfied by 2 or more Members.

2)

3)

The Summary of Benefits provides the Calendar
Year Out-of-Pocket Maximum amounts for Partic-
ipating Providers and Non-Participating Providers
at both the individual and Family levels. When the
respective maximum is reached, Covered Services
will be paid by Blue Shield at 100% of the Allow-
able Amount or contracted rate for the remainder
of the Calendar Year.

Charges for services that are not covered, charges
in excess of the Allowable Amount or contracted
rate, and additional charges assigned to the Mem-
ber under the Benefits Management Program do
not accrue to the Calendar Year Out-of-Pocket
Maximum and continue to be the Member’s re-
sponsibility after the Calendar Year Out-of-Pocket
Maximum is reached.

Prior Carrier Deductible Credit

If a Member satisfies all or part of a medical De-
ductible under a health plan sponsored by the Em-
ployer under any of the following circumstances,
that amount will be applied to the Deductible re-
quired under this health plan within the same Cal-
endar Year:

1)  The Member was enrolled in a health plan
sponsored by the Employer with a prior car-
rier during the same Calendar Year this

Contract becomes effective and the Member
enrolls as of the original effective date of
coverage under this Contract;

2) The Member was enrolled under another
Blue Shield plan sponsored by the same
Employer which is being replaced by this
health plan;

3) The Member was enrolled under another

Blue Shield plan sponsored by the same
Employer and is transferring to this health
plan during the Employer’s Open Enroll-
ment Period.

This Prior Carrier Deductible Credit provision ap-
plies only in the circumstances described above.
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Submitting a Claim Form

Participating Providers submit claims for payment
directly to Blue Shield, however there may be
times when Members and Non-Participating Pro-
viders need to submit claims.

Except in the case of Emergency Services, Blue
Shield will pay Members directly for services ren-
dered by a Non-Participating Provider. Claims for
payment must be submitted to Blue Shield within
one year after the month services were provided.
Blue Shield will notify the Member of its determi-
nation within 30 days after receipt of the claim.

To submit a claim for payment, send a copy of the
itemized bill, along with a completed Blue Shield
claim form to the Blue Shield address listed on the
last page of this Evidence of Coverage.

Claim forms are available online at
www.blueshieldca.com or Members may call Blue
Shield Customer Service to obtain a form. At a
minimum, each claim submission must contain the
Subscriber’s name, home address, group contract
number, Subscriber number, a copy of the pro-
vider’s billing showing the services rendered,
dates of treatment and the patient’s name.

Members should submit their claims for all Cov-
ered Services even if the Calendar Year Deductible
has not been met. Blue Shield will keep track of



the Deductible for the Member. Blue Shield also
provides an Explanation of Benefits to describe
how the claim was processed and to inform the
Member of any financial responsibility.

Out-of-Area Programs

Benefits will be provided for Covered Services re-
ceived outside of California within the United
States, Puerto Rico, and U.S. Virgin Islands. Blue
Shield of California calculates the Subscriber's co-
payment either as a percentage of the Allowable
Amount or a dollar copayment, as defined in this
booklet. When Covered Services are received in
another state, the Subscriber's copayment will be
based on the local Blue Cross and/or Blue Shield
plan's arrangement with its providers. See the
BlueCard Program section in this booklet.

If you do not see a Participating Provider through
the BlueCard Program, you will have to pay for the
entire bill for your medical care and submit a claim
to the local Blue Cross and/or Blue Shield plan, or
to Blue Shield of California for payment. Blue
Shield will notify you of its determination within
30 days after receipt of the claim. Blue Shield will
pay you at the Non-Preferred Provider benefit
level. Remember, your copayment is higher when
you see a Non-Preferred Provider. You will be re-
sponsible for paying the entire difference between
the amount paid by Blue Shield of California and
the amount billed.

Charges for services which are not covered, and
charges by Non-Preferred Providers in excess of
the amount covered by the Plan, are the Subscrib-
er's responsibility and are not included in copay-
ment calculations.

To receive the maximum benefits of your Plan,
please follow the procedure below.

When you require Covered Services while travel-
ing outside of California:

1) call BlueCard Access® at 1-800-810-BLUE
(2583) to locate Physicians and Hospitals that
participate with the local Blue Cross and/or
Blue Shield plan, or go on-line at
www.bcbs.com and select the “Find a Doctor
or Hospital” tab; and,

2) visit the Participating Physician or Hospital
and present your membership card.

The Participating Physician or Hospital will verify
your eligibility and coverage information by call-
ing BlueCard Eligibility at 1-800-676-BLUE.
Once verified and after services are provided, a
claim is submitted electronically and the Partici-
pating Physician or Hospital is paid directly. You
may be asked to pay for your applicable copay-
ment and Plan Deductible at the time you receive
the service.

You will receive an Explanation of Benefits which
will show your payment responsibility. You are
responsible for the copayment and Plan Deductible
amounts shown in the Explanation of Benefits.

Prior authorization is required for all inpatient
Hospital services and notification is required for
inpatient Emergency Services. Prior authorization
is required for selected inpatient and outpatient
services, supplies and durable medical equipment.
To receive prior authorization from Blue Shield of
California, the out-of-area provider should call the
Customer Service telephone number indicated on
the back of the member’s identification card.

If you need Emergency Services, you should seek
immediate care from the nearest medical facility.
The Benefits of this Plan will be provided for Cov-
ered Services received anywhere in the world for
emergency care of an illness or injury.
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Care for Covered Urgent Care and
Emergency Services Outside the United
States

Benefits will also be provided for Covered Ser-
vices received outside of the United States, Puerto
Rico, and U.S. Virgin Islands for emergency care
of an illness or injury. If you need urgent care
while out of the country, contact the BlueCard
Worldwide Service Center through the toll-free
BlueCard Access number at 1-800-810-2583 or
call collect at 1-804-673-1177, 24 hours a day,
seven days a week. In an emergency, go directly to
the nearest hospital. If your coverage requires
precertification or prior authorization, you should
also call Blue Shield of California at the Customer



Service number noted on the back of your identifi-
cation card. For inpatient hospital care, contact the
BlueCard Worldwide Service Center to arrange
cashless access. If cashless access is arranged, you
are responsible for the usual out-of-pocket ex-
penses (non-covered charges, Deductibles, and
Copayments). If cashless access is not arranged,
you will have to pay the entire bill for your medical
care and submit a claim.

When you receive services from a physician, you
will have to pay the doctor and then submit a
claim.

Before traveling abroad, call your local Customer
Service office for the most current listing of pro-
viders or you can go on-line at www.bcbs.com and
select “Find a Doctor or Hospital” and “BlueCard
Worldwide”.

Inter-Plan Programs

Blue Shield has a variety of relationships with
other Blue Cross and/or Blue Shield plans and
their Licensed Controlled Affiliates (“Licensees”)
referred to generally as “Inter-Plan Programs.”
Whenever you obtain healthcare services outside
of California, the claims for these services may be
processed through one of these Inter-Plan Pro-
grams.

When you access Covered Services outside of Cal-
ifornia you may obtain care from healthcare pro-
viders that have a contractual agreement (i.e., are
“participating providers”) with the local Blue
Cross and/or Blue Shield Licensee in that other ge-
ographic area (“Host Plan”). In some instances,
you may obtain care from non-participating
healthcare providers. Blue Shield’s payment prac-
tices in both instances are described in this booklet.

BlueCard Program

Under the BlueCard® Program, when you obtain
Covered Services within the geographic area
served by a Host Plan, Blue Shield will remain re-
sponsible for fulfilling our contractual obligations.
However the Host Blue is responsible for contract-
ing with and generally handling all interactions
with its participating healthcare providers.
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The BlueCard Program enables you to obtain Cov-
ered Services outside of California, as defined,
from a healthcare provider participating with a
Host Plan, where available. The participating
healthcare provider will automatically file a claim
for the Covered Services provided to you, so there
are no claim forms for you to fill out. You will be
responsible for the member copayment and de-
ductible amounts, if any, as stated in this Evidence
of Coverage.

Whenever you access Covered Services outside of
California and the claim is processed through the
BlueCard Program, the amount you pay for cov-
ered healthcare services, if not a flat dollar copay-
ment, is calculated based on the lower of:

1) The billed covered charges for your Covered
Services; or

2) The negotiated price that the Host Plan makes
available to Blue Shield.

Often, this “negotiated price” will be a simple dis-
count that reflects an actual price that the Host Plan
pays to your healthcare provider. Sometimes, it is
an estimated price that takes into account special
arrangements with your healthcare provider or
provider group that may include types of settle-
ments, incentive payments, and/or other credits or
charges. Occasionally, it may be an average price,
based on a discount that results in expected aver-
age savings for similar types of healthcare provid-
ers after taking into account the same types of
transactions as with an estimated price.

Estimated pricing and average pricing, going for-
ward, also take into account adjustments to correct
for over- or underestimation of modifications of
past pricing for the types of transaction modifica-
tions noted above. However, such adjustments
will not affect the price Blue Shield uses for your
claim because they will not be applied retroac-
tively to claims already paid.

Laws in a small number of states may require the
Host Plan to add a surcharge to your calculation. If
any state laws mandate other liability calculation
methods, including a surcharge, we would then
calculate your liability for any covered healthcare
services according to applicable law.



Claims for Emergency Services are paid based on
the Allowable Amount as defined in this Evidence
of Coverage.

Utilization Management

State law requires that health plans disclose to
Members and health plan providers the process
used to authorize or deny health care services un-
der the Plan. Blue Shield has completed documen-
tation of this process as required under Section
1363.5 of the California Health and Safety Code.
The document describing Blue Shield’s Utilization
Management Program is available online at
www.blueshieldca.com or Members may call the
Customer Service Department at the number pro-
vided on the back page of this Evidence of Cover-
age to request a copy.

Benefits Management Program

The Benefits Management Program applies utili-
zation management and case management princi-
ples to assist Members and providers in identifying
the most appropriate and cost-effective way to use
the Benefits provided under this health plan.

The Benefits Management Program includes prior
authorization requirements for inpatient admis-
sions, selected inpatient and outpatient services,
office-administered injectable drugs, and home-in-
fusion-administered drugs, as well as emergency
admission notification, and inpatient utilization
management. The program also includes Member
services such as, discharge planning, case manage-
ment and, palliative care services.

The following sections outline the requirements of
the Benefits Management Program.

Prior Authorization

Prior authorization allows the Member and pro-
vider to verify with Blue Shield or Blue Shield’s
MHSA that (1) the proposed services are a Benefit
of the Member’s Plan, (2) the proposed services
are Medically Necessary, and (3) the proposed set-
ting is clinically appropriate. The prior authoriza-
tion process also informs the Member and provider
when Benefits are limited to services rendered by
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Participating Providers or MHSA Participating
Providers (See the Summary of Benefits).

A decision will be made on all requests for prior
authorization within five business days from re-
ceipt of the request. The treating provider will be
notified of the decision within 24 hours and written
notice will be sent to the Member and provider
within two business days of the decision. For ur-
gent services when the routine decision making
process might seriously jeopardize the life or
health of a Member or when the Member is expe-
riencing severe pain, a decision will be rendered as
soon as possible to accommodate the Member’s
condition, not to exceed 72 hours from receipt of
the request. (See the Outpatient Prescription Drug
Benefit section for specific information about prior
authorization for outpatient prescription drugs).

If prior authorization is not obtained, and services
provided to the Member are determined not to be
a Benefit of the Plan, coverage will be denied.

Prior Authorization for Radiological and Nu-
clear Imaging Procedures

Prior authorization is required for radiological and
nuclear imaging procedures. The Member or pro-
vider should call 1-888-642-2583 for prior author-
ization of the following radiological and nuclear
imaging procedures when performed within Cali-
fornia on an outpatient, non-emergency basis:

1) CT (Computerized Tomography) scan

2)  MRI (Magnetic Resonance Imaging)

3) MRA (Magnetic Resonance Angiography)
4)  PET (Positron Emission Tomography) scan
5) Diagnostic cardiac procedure utilizing Nu-

clear Medicine

For authorized services from a Non-Participating
Provider, the Member will be responsible for ap-
plicable Deductible, Copayment and Coinsurance
amounts and all charges in excess of the Allowable
Amount.

If the radiological or nuclear imaging services pro-
vided to the Member are determined not to be a
Benefit of the Plan, coverage will be denied.



Prior Authorization for Medical Services and
Drugs Included on the Prior Authorization List
The “Prior Authorization List” is a list of desig-
nated medical and surgical services and Drugs that
require prior authorization. Members are encour-
aged to work with their providers to obtain prior
authorization. Members and providers may call
Customer Service at the telephone number pro-
vided on the back page of this Evidence of Cover-
age to inquire about the need for prior authoriza-
tion. Providers may also access the Prior Authori-
zation List on the provider website.

Failure to obtain prior authorization for hemo-
philia home infusion products and services, home
infusion/home injectable therapy or routine patient
care delivered in a clinical trial for treatment of
cancer or life-threatening condition will result in a
denial of coverage. To obtain prior authorization,
the Member or provider should call Customer Ser-
vice at the number listed on the back page of this
Evidence of Coverage.

For authorized services and Drugs from a Non-
Participating Provider, the Member will be respon-
sible for applicable Deductible and Copayment
amounts and all charges in excess of the Allowable
Amount.

For certain medical services and Drugs, Benefits
are limited to services rendered by a Participating
Provider. If the medical services or Drugs pro-
vided to the Member are determined not to be a
Benefit of the Plan or are not provided by a Partic-
ipating Provider when required, coverage will be
denied.

Prior Authorization for Medical Hospital and
Skilled Nursing Facility Admissions

Prior authorization is required for all non-emer-
gency Hospital admissions including admissions
for acute medical or surgical care, inpatient reha-
bilitation, Skilled Nursing care, special transplant
and bariatric surgery. The Member or provider
should call Customer Service at least five business
days prior to the admission. For Special Trans-
plant and Bariatric Services for Residents of Des-
ignated Counties, failure to obtain prior authoriza-
tion will result in a denial of coverage.
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When admission is authorized to a Non-Participat-
ing Hospital, the Member will be responsible for
applicable Deductible, Copayment and Coinsur-
ance amounts and all charges in excess of the Al-
lowable Amount.

If prior authorization is not obtained for an inpa-
tient admission and the services provided to the
Member are determined not to be a Benefit of the
Plan, coverage will be denied.

Prior authorization is not required for an emer-
gency admission; See the Emergency Admission
Notification section for additional information.

Prior Authorization for Mental Health, Behav-
ioral Health or Substance Use Disorder Hospi-
tal Admissions and Non-Routine Outpatient
Services

Prior authorization is required for all non-emer-
gency mental health, behavioral health or sub-
stance use disorder Hospital admissions including
acute inpatient care and Residential Care. The pro-
vider should call Blue Shield’s Mental Health Ser-
vice Administrator (MHSA) at 1-877-263-9952 at
least five business days prior to the admission.
Non-Routine Outpatient Mental Health Services
and Behavioral Health Treatment, including, but
not limited to, Behavioral Health Treatment
(BHT), Partial Hospitalization Program (PHP), In-
tensive Outpatient Program (10P), Electroconvul-
sive Therapy (ECT), Post discharge ancillary care,
Psychological Testing and Transcranial Magnetic
Stimulation (TMS) must also be prior authorized
by the MHSA. Outpatient Substance Use Disorder
Services, including, but not limited to, Intensive
Outpatient Program (IOP), Office-Based Opioid
Treatment (OBOT), Post Discharge ancillary care
and Psychological Testing. If prior authorization is
not obtained for a mental health or substance use
disorder inpatient admission or for any Non-Rou-
tine Outpatient Mental Services and Behavioral
Health Treatment, or Outpatient Substance Use
Disorder Services and the services provided to the
Member are determined not to be a Benefit of the
Plan, coverage will be denied.



For an authorized admission to a Non-Participat-
ing Hospital or authorized Non-Routine Outpa-
tient Mental Health Services and Behavioral
Health Treatment, and Outpatient Substance Use
Disorder Services from a Non-Participating Pro-
vider, the Member will be responsible for applica-
ble Deductible and Copayment amounts and all
charges in excess of the Allowable Amount.

Prior authorization is not required for an emer-
gency admission; See the Emergency Admission
Notification section for additional information.

Emergency Admission Notification

When a Member is admitted to the Hospital for
Emergency Services, Blue Shield should receive
Emergency Admission Notification within 24
hours or as soon as it is reasonably possible fol-
lowing medical stabilization.

Inpatient Utilization Management

Most inpatient Hospital admissions are monitored
for length of stay; exceptions are noted below. The
length of an inpatient Hospital stay may be ex-
tended or reduced as warranted by the Member’s
condition. When a determination is made that the
Member no longer requires an inpatient level of
care, written notification is given to the attending
Physician and the Member. If discharge does not
occur within 24 hours of notification, the Member
is responsible for all inpatient charges accrued be-
yond the 24 hour time frame.

Maternity Admissions: the minimum length of the
inpatient stay is 48 hours for a normal, vaginal de-
livery or 96 hours for a Cesarean section unless the
attending Physician, in consultation with the
mother, determines a shorter inpatient stay is ade-
quate.

Mastectomy: The length of the inpatient stay is de-
termined post-operatively by the attending Physi-
cian in consultation with the Member.

Blue Shield or Blue Shield’s MHSA will work
with the Member, the attending Physician and the
Hospital discharge planners to determine the most
appropriate and cost effective way to provide this
care.

Case Management

The Benefits Management Program may also in-
clude case management, which is a service that
provides the assistance of a health care profes-
sional to help the Member access necessary ser-
vices and to make the most efficient use of Plan
Benefits. The Member’s nurse case manager may
also arrange for alternative care benefits to avoid
prolonged or repeated hospitalizations, when med-
ically appropriate. Alternative care benefits are
only utilized by mutual consent of the Member, the
provider, and Blue Shield or Blue Shield’s MHSA,
and will not exceed the standard Benefits available
under this Plan.

The approval of alternative benefits is specific to
each Member for a specified period of time. Such
approval should not be construed as a waiver of
Blue Shield’s right to thereafter administer this
health plan in strict accordance with its express
terms. Blue Shield is not obligated to provide the
same or similar alternative care benefits to any
other Member in any other instance.

Discharge Planning

If further care at home or in another facility is ap-
propriate following discharge from the Hospital,
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Palliative Care Services

In conjunction with Covered Services, Blue Shield
provides palliative care services for Members with
serious illnesses. Palliative care services include
access to physicians and nurse case managers who
are trained to assist Members managing symp-
toms, maximizing comfort, safety, autonomy and
well-being, and navigating a course of care. Mem-
bers can obtain assistance in making informed de-
cisions about therapy, as well as documenting their
quality of life choices. Members may call the Cus-
tomer Service Department to request more infor-
mation about these services.



Principal Benefits and Coverages
(Covered Services)

Blue Shield provides the following Medically
Necessary Benefits, subject to applicable Deducti-
bles, Copayments, Coinsurance and charges in ex-
cess of Benefit maximums, Participating Provider
provisions and Benefits Management Program
provisions. Coverage for these services is subject
to all terms, conditions, limitations and exclusions
of the Contract, including any conditions or limi-
tations set forth in the Benefit descriptions below,
and to the Principal Limitations, Exceptions, Ex-
clusions and Reductions listed in this Evidence of
Coverage. All Benefits must be Medically Neces-
sary to be covered. If there are two or more Med-
ically Necessary services that may be provided for
the illness, injury or medical condition, Blue
Shield will provide Benefits based on the most
cost-effective service.

The Copayment and Coinsurance amounts for
Covered Services, if applicable, are shown on the
Summary of Benefits. The Summary of Benefits is
provided with, and is incorporated as part of, this
Evidence of Coverage.

Except as may be specifically indicated, for ser-
vices received from Non-Participating Providers,
Subscribers will be responsible for all charges
above the Allowable Amount in addition to the in-
dicated Copayment or Coinsurance amount.

Except as specifically provided herein, services are
covered only when rendered by an individual or
entity that is licensed or certified by the state to
provide health care services and is operating
within the scope of that license or certification.

Allergy Testing and Treatment Benefits

Benefits are provided for allergy testing and treat-
ment, including allergy serum.

Ambulance Benefits

Benefits are provided for (1) ambulance services
(ground and air) when used to transport a Member
from place of illness or injury to the closest medi-
cal facility where appropriate treatment can be re-
ceived; or (2) authorized ambulance transportation
to or from one facility to another.

Ambulatory Surgery Center Benefits

Benefits are provided for surgery performed in an
Ambulatory Surgery Center.

Acupuncture Benefits

Benefits are provided for acupuncture services for
the treatment of nausea or as part of a comprehen-
sive pain management program for the treatment
of chronic pain. These services must be provided
by a Doctor of Medicine, licensed acupuncturist,
or other appropriately licensed or certified Health
Care Provider.
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Bariatric Surgery Benefits

Benefits are provided for Hospital and profes-
sional services in connection with bariatric surgery
to treat morbid or clinically severe obesity as de-
scribed below.

All bariatric surgery services must be prior author-
ized, in writing, from Blue Shield, whether the
Member is a resident of a designated or non-desig-
nated county. See the Benefits Management Pro-
gram section for more information.

Services for Residents of Designated Counties

For Members who reside in a California county
designated as having facilities contracting with
Blue Shield to provide bariatric services (see the
list of designated counties below), Blue Shield will
provide Benefits for certain Medically Necessary
bariatric surgery procedures only if:

1) performed at a Participating Hospital or
Ambulatory Surgery Center, and by a
Participating Physician, that have both
contracted with Blue Shield as a Bariatric
Surgery Services Provider to provide the
procedure;

2) the services are consistent with Blue Shield’s

medical policy; and

3) prior authorization is obtained, in writing, from

Blue Shield’s Medical Director.



Blue Shield reserves the right to review all re-
quests for prior authorization for these bariatric
Benefits and to make a decision regarding Benefits
based on: (1) the medical circumstances of each
patient; and (2) consistency between the treatment
proposed and Blue Shield medical policy.

For Members who reside in a designated county,
failure to obtain prior written authorization as de-
scribed above and/or failure to have the procedure
performed at a Participating Hospital or Ambula-
tory Surgery Center by a Bariatric Surgery Ser-
vices Provider will result in denial of claims for
this Benefit.

Services for follow-up bariatric surgery proce-
dures, such as lap-band adjustments, must also be
provided by a Physician participating as a Bariatric
Surgery Services Provider.

The following are the designated counties in which
Blue Shield has designated Bariatric Surgery Ser-
vices Providers to provide bariatric services:

Imperial San Bernardino
Kern San Diego

Los Angeles Santa Barbara
Orange Ventura
Riverside

Bariatric Travel Expense Reimbursement For
Residents of Designated Counties

Members who reside in designated counties and
who have obtained written authorization from
Blue Shield to receive bariatric services at a Hos-
pital or Ambulatory Surgery Center designated as
a Bariatric Surgery Services Provider may be eli-
gible to receive reimbursement for associated
travel expenses.

To be eligible to receive travel expense reimburse-
ment, the Member’s home must be 50 or more
miles from the nearest Hospital or Ambulatory
Surgery Center designated as a Bariatric Surgery
Services Provider. All requests for travel expense
reimbursement must be prior authorized by Blue
Shield. Approved travel-related expenses will be
reimbursed as follows:
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1) Transportation to and from the facility up to a
maximum of $130 per round trip:

a) for the Member for a maximum of three
trips:

i)
i)
iii)
for one companion for a maximum of two
trips:
i)

i)
Hotel accommodations not to exceed $100 per
day:

a) for the Member and one companion for a
maximum of two days per trip:

i) one trip for a pre-surgical visit; and
i) one trip for a follow-up visit.

for one companion for a maximum of four
days for the duration of the surgery admis-
sion.

one trip for a pre-surgical visit;
one trip for the surgery; and
one trip for a follow-up visit.

b)

one trip for the surgery; and
one trip for a follow-up visit.

2)

b)

Hotel accommodation is limited to one, dou-
ble-occupancy room. Expenses for in-room
and other hotel services are specifically ex-
cluded.

Related expenses judged reasonable by Blue
Shield not to exceed $25 per day per Member
up to a maximum of four days per trip. Ex-
penses for tobacco, alcohol, drugs, telephone,
television, delivery, and recreation are specifi-
cally excluded.

3)

Submission of adequate documentation including
receipts is required before reimbursement will be
made.

Services for Residents of Non-Designated
Counties

Bariatric surgery services for residents of non-des-
ignated counties will be paid as any other surgery
as described elsewhere in this section when:

1) services are consistent with Blue Shield’s

medical policy; and



2)  prior authorization is obtained, in writing,

from Blue Shield’s Medical Director.

For Members who reside in non-designated coun-
ties, travel expenses associated with bariatric sur-
gery services are not covered.

Clinical Trial for Treatment of Cancer
or Life-Threatening Conditions Benefits

Benefits are provided for routine patient care for
Members who have been accepted into an ap-
proved clinical trial for treatment of cancer or a
life-threatening condition when prior authorized
by Blue Shield, and:

1) the clinical trial has a therapeutic intent and a
Participating Provider determines that the
Member’s participation in the clinical trial
would be appropriate based on either the trial
protocol or medical and scientific information
provided by the participant or beneficiary; and

2) the Hospital and/or Physician conducting the
clinical trial is a Participating Provider, unless
the protocol for the trial is not available

through a Participating Provider.

Services for routine patient care will be paid on the
same basis and at the same Benefit levels as other
Covered Services shown in the Summary of Bene-
fits.

“Routine patient care” consists of those services
that would otherwise be covered by the Plan if
those services were not provided in connection
with an approved clinical trial, but does not in-
clude:

1) the investigational item, device, or service, it-

self;

2) drugs or devices that have not been approved
by the federal Food and Drug Administration

(FDA);

services other than health care services, such as
travel, housing, companion expenses and other
non-clinical expenses;

3)

4) any item or service that is provided solely to
satisfy data collection and analysis needs and
that is not used in the direct clinical manage-

ment of the patient;
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5) services that, except for the fact that they are
being provided in a clinical trial, are specifi-
cally excluded under the Plan;

6) services customarily provided by the research
sponsor free of charge for any enrollee in the

trial;

7) any service that is clearly inconsistent with
widely accepted and established standards of

care for a particular diagnosis.

“Approved clinical trial” means a phase I, phase Il,
phase I11 or phase 1V clinical trial conducted in re-
lation to the prevention, detection or treatment of
cancer and other life-threatening condition, and is
limited to a trial that is:

1) federally funded and approved by one or more
of the following:

a)
b)

one of the National Institutes of Health;

the Centers for Disease Control and Pre-
vention;

c) the Agency for Health Care Research and
Quality;

the Centers for Medicare & Medicaid Ser-
vices;

d)

a cooperative group or center of any of the
entities in a) to d) above; or the federal De-
partments of Defense or Veterans Admin-
istration;

a qualified non-governmental research en-
tity identified in the guidelines issued by
the National Institutes of Health for center
support grants;

the federal Veterans Administration, De-
partment of Defense, or Department of En-
ergy where the study or investigation is re-
viewed and approved through a system of
peer review that the Secretary of Health &
Human Services has determined to be com-
parable to the system of peer review of
studies and investigations used by the Na-
tional Institutes of Health, and assures un-
biased review of the highest scientific
standards by qualified individuals who
have no interest in the outcome of the re-
view; or

9)



2) the study or investigation is conducted under
an investigational new drug application re-
viewed by the Food and Drug Administration
or is exempt under federal regulations from a
new drug application.

“Life-threatening condition” means any disease or
condition from which the likelihood of death is
probable unless the course of the disease or condi-
tion interrupted.

Diabetes Care Benefits
Diabetic Equipment

Benefits are provided for the following devices
and equipment, including replacement after the ex-
pected life of the item, for the management and
treatment of diabetes:

1) blood glucose monitors, including those de-

signed to assist the visually impaired,;

insulin pumps and all related necessary sup-
plies;
podiatric devices to prevent or treat diabetes-

related complications, including extra-depth
orthopedic shoes; and

visual aids, excluding eyewear and/or video-
assisted devices, designed to assist the visually
impaired with proper dosing of insulin.

2)

3)

4)

For coverage of diabetic testing supplies including
blood and urine testing strips and test tablets, lan-
cets and lancet puncture devices and pen delivery
systems for the administration of insulin, refer to
the Outpatient Prescription Drug Benefits section.

Diabetic
Training

Outpatient Self-Management

Benefits are provided for diabetic outpatient self-
management training, education and medical nu-
trition therapy to enable a Member to properly use
the devices, equipment and supplies, and any addi-
tional outpatient self-management training, educa-
tion and medical nutrition therapy when directed
or prescribed by the Member’s Physician. These
Benefits shall include, but not be limited to, in-
struction that will enable diabetic patients and their
families to gain an understanding of the diabetic

disease process, and the daily management of dia-
betic therapy, in order to avoid frequent hospitali-
zations and complications. Services will be cov-
ered when provided by a Physician, registered di-
etician, registered nurse, or other appropriately li-
censed Health Care Provider who is certified as a
diabetes educator.

Dialysis Benefits

Benefits are provided for dialysis services, includ-
ing renal dialysis, hemodialysis, peritoneal dialy-
sis and other related procedures.

Included in this Benefit are dialysis related labora-
tory tests, equipment, medications, supplies and
dialysis self-management training for home dialy-
sis.
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Durable Medical Equipment Benefits

Benefits are provided for Durable Medical Equip-
ment (DME) for Activities of Daily Living, sup-
plies needed to operate Durable Medical Equip-
ment, oxygen and its administration, and ostomy
and medical supplies to support and maintain gas-
trointestinal, bladder or respiratory function. Other
covered items include peak flow monitors for self-
management of asthma, the glucose monitor for
self-management of diabetes, apnea monitors for
management of newborn apnea, breast pumps and
the home prothrombin monitor for specific condi-
tions, as determined by Blue Shield. Benefits are
provided at the most cost-effective level of care
that is consistent with professionally recognized
standards of practice. If there are two or more pro-
fessionally recognized Durable Medical Equip-
ment items equally appropriate for a condition,
Benefits will be based on the most cost-effective
item.

No DME Benefits are provided for the following:
1) rental charges in excess of the purchase cost;

2)  replacement of Durable Medical Equipment
except when it no longer meets the clinical
needs of the patient or has exceeded the ex-
pected lifetime of the item. This exclusion
does not apply to the Medically Necessary
replacement of nebulizers, face masks and
tubing, and peak flow monitors for the man-
agement and treatment of asthma. (See the



Outpatient Prescription Drug Benefit section
for benefits for asthma inhalers and inhaler
spacers);

breast pump rental or purchase when ob-
tained from a Non-Participating Provider;
repair or replacement due to loss or misuse;

environmental control equipment, genera-
tors, self-help/educational devices, air condi-
tioners, humidifiers, dehumidifiers, air puri-
fiers, exercise equipment, or any other equip-
ment not primarily medical in nature; and

backup or alternate items.

3)

4)
5)

6)

See the Diabetes Care Benefits section for devices,
equipment, and supplies for the management and
treatment of diabetes.

For Members in a Hospice program through a Par-
ticipating Hospice Agency, medical equipment
and supplies that are reasonable and necessary for
the palliation and management of Terminal Disease
or Terminal Illness and related conditions are pro-
vided by the Hospice Agency.

1)  family planning, counseling and consulta-
tion services, including Physician office vis-
its for office-administered covered contra-
ceptives; and

2)  vasectomy

No Benefits are provided for family planning ser-
vices from Non-Participating Providers.

See also the Preventive Health Benefits section for
additional family planning services.

For plans with a Calendar Year Deductible for ser-
vices by Participating Providers, the Calendar
Year Deductible applies only to male sterilizations
and to abortions.

Emergency Room Benefits

Benefits are provided for Emergency Services pro-
vided in the emergency room of a Hospital. For the
lowest out-of-pocket expenses, covered non-
Emergency Services and emergency room follow-
up services (e.g., suture removal, wound check,
etc.) should be received in a Participating Physi-
cian’s office.

Emergency Services are services provided for an
unexpected medical condition, including a psychi-
atric emergency medical condition, manifesting it-
self by acute symptoms of sufficient severity (in-
cluding severe pain) such that the absence of im-
mediate medical attention could reasonably be ex-
pected to result in any of the following: (1) placing
the Member’s health in serious jeopardy; (2) seri-
ous impairment to bodily functions; (3) serious
dysfunction of any bodily organ or part.

Family Planning Benefits

Benefits are provided for the following family
planning services without illness or injury being
present:
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Home Health Care Benefits

Benefits are provided for home health care ser-
vices from a Participating home health care agency
when the services are ordered by the attending
Physician, and included in a written treatment
plan.

Services by a Non-Participating home health care
agency, shift care, private duty nursing and stand-
alone health aide services must be prior authorized
by Blue Shield.

Covered Services are subject to any applicable De-
ductibles, Copayments and Coinsurance. Visits by
home health care agency providers will be payable
up to a combined per Member per Calendar Year
visit maximum as shown on the Summary of Ben-
efits.

Intermittent and part-time visits by a home health
agency to provide Skilled Nursing and other
skilled services are covered up to four visits per
day, two hours per visit up to the Calendar Year
visit maximum (including all home health visits)
by any of the following professional providers:

1)  registered nurse;

2) licensed vocational nurse;

3) physical therapist, occupational therapist, or
speech therapist; or

4)  medical social worker.

Intermittent and part-time visits by a home health
agency to provide services from a Home Health



Aide are covered up to four hours per visit, and are
included in the Calendar Year visit maximum.

For the purpose of this Benefit, each two-hour in-
crement of visit from a nurse, physical therapist,
occupational therapist, speech therapist, or medi-
cal social worker counts as a separate visit. Visits
of two hours of less shall be considered as one
visit. For visits from a Home Health Aide, each
four-hour increment counts as a separate visit.
Visits of four hours or less shall be considered as
one Visit.

Medical supplies used during a covered visit by the
home health agency necessary for the home health
care treatment plan and related laboratory services
are covered in conjunction with the professional
services rendered by the home health agency.

This Benefit does not include medications, or in-
jectables covered under the Home Infusion and
Home Injectable Therapy Benefit or under the
Benefit for Outpatient Prescription Drugs.

See the Hospice Program Benefits section for in-
formation about admission into a Hospice program
and specialized Skilled Nursing services for Hos-
pice care.

For information concerning diabetic self-manage-
ment training, see the Diabetes Care Benefits sec-
tion.

Home Infusion and Home Injectable
Therapy Benefits

Benefits are provided for home infusion and inject-
able medication therapy. Services include home
infusion agency Skilled Nursing visits, infusion
therapy provided in infusion suites associated with
a Participating home infusion agency, parenteral
nutrition services, enteral nutritional services and
associated supplements, medical supplies used
during a covered visit, medications injected or ad-
ministered intravenously, related laboratory ser-
vices, when prescribed by a Doctor of Medicine
and provided by a Participating home infusion
agency. Services related to hemophilia are de-
scribed separately.

This Benefit does not include medications, insulin,
insulin syringes, certain Specialty Drugs covered
under the Outpatient Prescription Drug Benefit,
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and services related to hemophilia which are de-
scribed below.

Services rendered by Non-Participating home in-
fusion agencies are not covered unless prior au-
thorized by Blue Shield, and there is an executed
letter of agreement between the Non-Participating
home infusion agency and Blue Shield. Shift care
and private duty nursing must be prior authorized
by Blue Shield.

Hemophilia Home Infusion Products and Ser-
vices

Benefits are provided for home infusion products
for the treatment of hemophilia and other bleeding
disorders. All services must be prior authorized by
Blue Shield and must be provided by a Participat-
ing Hemophilia Infusion Provider. (Note: most
Participating home health care and home infusion
agencies are not Participating Hemophilia Infusion
Providers.) To find a Participating Hemophilia In-
fusion Provider, consult the Participating Provider
directory. Members may also verify this infor-
mation by calling Customer Service at the tele-
phone number shown on the last page of this Evi-
dence of Coverage.

Hemophilia Infusion Providers offer 24-hour ser-
vice and provide prompt home delivery of hemo-
philia infusion products.

Following Member evaluation by a Doctor of
Medicine, a prescription for a blood factor product
must be submitted to and approved by Blue Shield.
Once prior authorized by Blue Shield, the blood
factor product is covered on a regularly scheduled
basis (routine prophylaxis) or when a non-emer-
gency injury or bleeding episode occurs. (Emer-
gencies will be covered as described in the Emer-
gency Room Benefits section.)

Included in this Benefit is the blood factor product
for in-home infusion by the Member, necessary
supplies such as ports and syringes, and necessary
nursing visits. Services for the treatment of hemo-
philia outside the home, except for services in in-
fusion suites managed by a Participating Hemo-
philia Infusion Provider), and services to treat
complications of hemophilia replacement therapy
are not covered under this Benefit.



No Benefits are provided for:

1) physical therapy, gene therapy or medications
including antifibrinolytic and hormone medi-
cations;

2) services from a hemophilia treatment center or
any Non-Participating Hemophilia Infusion
Provider; or,

3) self-infusion training programs, other than
nursing visits to assist in administration of the
product.

Services may be covered under Outpatient Pre-
scription Drug Benefits, or as described elsewhere
in this Principal Benefits and Coverages (Covered
Services) section.

Hospice Program Benefits

Benefits are provided for services through a Par-
ticipating Hospice Agency when an eligible Mem-
ber requests admission to, and is formally admit-
ted into, an approved Hospice program. The Mem-
ber must have a Terminal Disease or Terminal IlI-
ness as determined by his or her Participating Pro-
vider’s certification and must receive prior ap-
proval from Blue Shield for the admission. Mem-
bers with a Terminal Disease or Terminal Iliness
who have not yet elected to enroll in a Hospice
program may receive a pre-hospice consultative
visit from a Participating Hospice Agency.

A Hospice program is a specialized form of inter-
disciplinary care designed to provide palliative
care, alleviate the physical, emotional, social and
spiritual discomforts of a Member who is experi-
encing the last phases of life due to a Terminal
Disease or Terminal IlIness, and to provide sup-
portive care to the primary caregiver and the fam-
ily of the Hospice patient. Medically Necessary
services are available on a 24-hour basis. Mem-
bers enrolled in a Hospice program may continue
to receive Covered Services that are not related to
the palliation and management of their Terminal
Disease or Terminal IlIness from the appropriate
provider. All of the services listed below must be
received through the Participating Hospice
Agency.
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1)

2)

Pre-hospice consultative visit regarding pain
and symptom management, Hospice and
other care options including care planning.

An interdisciplinary plan of home care de-
veloped by the Participating Hospice
Agency and delivered by appropriately qual-
ified, licensed and/or certified staff, including
the following:

a) Skilled Nursing services including as-
sessment, evaluation and treatment for

pain and symptom control;

b) Home Health Aide services to provide
personal care (supervised by a registered

nurse);

homemaker services to assist in the
maintenance of a safe and healthy home
environment (supervised by a registered
nurse);

bereavement services for the immediate
surviving family members for a period of
at least one year following the death of
the Member;

medical social services including the uti-
lization of appropriate community re-
sources;

d)

f) counseling/spiritual services for the
Member and family;

g) dietary counseling;

h) medical direction provided by a licensed

Doctor of Medicine acting as a consult-
ant to the interdisciplinary Hospice team
and to the Member’s Participating Pro-
vider with regard to pain and symptom
management and as a liaison to commu-
nity physicians;

i) physical therapy, occupational therapy,
and speech-language pathology services
for purposes of symptom control, or to
enable the Member to maintain Activities
of Daily Living and basic functional

skills;
J) respiratory therapy;

k) volunteer services.



3) Drugs, durable medical equipment, and
supplies.

4) Continuous home care when Medically
Necessary to achieve palliation or man-
agement of acute medical symptoms in-
cluding the following:

a) 8 to 24 hours per day of continuous
skilled nursing care (8-hour minimum);

b) homemaker or Home Health Aide Ser-
vices up to 24 hours per day to supple-
ment skilled nursing care.

5)  Short-term inpatient care arrangements when
palliation or management of acute medical
symptoms cannot be achieved at home.

6) Short-term inpatient respite care up to five
consecutive days per admission on a limited
basis.

Members are allowed to change their Participat-
ing Hospice Agency only once during each Period
of Care. Members may receive care for either a
30 or 60-day period, depending on their diagnosis.
The care continues through another Period of Care
if the Personal Physician recertifies that the Mem-
ber is Terminally Il1.

Hospice services provided by a Non-Participating
Hospice Agency are not covered except in certain
circumstances in counties in California in which
there are no Participating Hospice Agencies and
only when prior authorized by Blue Shield.

Hospital Benefits (Facility Services)

Inpatient Services for Treatment of Iliness or
Injury

Benefits are provided for the following inpatient
Hospital services:

1)  Semi-private room and board unless a private
room is Medically Necessary.

2)  General nursing care, and special duty nurs-
ing.

3) Meals and special diets.

4)  Intensive care services and units.
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5)

6)

7)

8)

10)

11)

12)

13)
14)

15)

16)

Use of operating room, specialized treatment
rooms, delivery room, newborn nursery, and
related facilities.

Surgical supplies, dressings and cast materi-
als, and anesthetic supplies furnished by the
Hospital.

Inpatient rehabilitation when furnished by
the Hospital and approved in advance by
Blue Shield under its Benefits Management
Program.

Drugs and oxygen.

Administration of blood and blood plasma,
including the cost of blood, blood plasma and
in-Hospital blood processing.

Hospital ancillary services, including diag-
nostic laboratory, X-ray services, and imag-
ing procedures including MRI, CT and PET
scans.

Radiation therapy, chemotherapy for cancer
including catheterization, infusion devices,
and associated drugs and supplies.

Surgically implanted devices and prostheses,
other medical supplies, and medical appli-
ances and equipment administered in a Hos-
pital.

Subacute Care.

Medical social services and discharge plan-
ning.

Inpatient services including general anesthe-
sia and associated facility charges in connec-
tion with dental procedures when hospitali-
zation is required because of an underlying
medical condition or clinical status and the
Member is under the age of seven or devel-
opmentally disabled regardless of age or
when the Member’s health is compromised
and for whom general anesthesia is Medi-
cally Necessary regardless of age. Excludes
dental procedures and services of a dentist or
oral surgeon.

Inpatient substance use disorder detoxifica-
tion services required to treat symptoms of
acute toxicity or acute withdrawal when a
Member is admitted through the emergency



room, or when inpatient substance use disor-
der detoxification is prior authorized by Blue
Shield.

Outpatient Services for Treatment of lliness or
Injury or for Surgery

Benefits include the following outpatient Hospital
services:

1) Dialysis services.

2) Care provided by the admitting Hospital
within 24 hours before admission, when care
is related to the condition for which an inpa-
tient admission is planned.

3)  Surgery.

4)  Radiation therapy, chemotherapy for cancer,
including catheterization, infusion devices,
and associated drugs and supplies.

5) Routine newborn circumcision performed

within 18 months of birth.

Covered Physical Therapy, Occupational Therapy
and Speech Therapy Services provided in an out-
patient Hospital setting are described under the Re-
habilitation and Habilitation Benefits (Physical,
Occupational and Respiratory Therapy) and
Speech Therapy Benefits sections.

Medical Treatment of the Teeth, Gums,

or Jaw Joints and Jaw Bones Benefits
Benefits are provided for Hospital and profes-
sional services provided for conditions of the teeth,
gums or jaw joints and jaw bones, including adja-
cent tissues, only to the extent that they are pro-
vided for:

1) treatment of tumors of the gums;

2) treatment of damage to natural teeth caused
solely by an Accidental Injury (limited to
palliative services necessary for the initial
medical stabilization of the Member as deter-
mined by Blue Shield);

non-surgical treatment (e.g., splint and phys-
ical therapy) of Temporomandibular Joint
Syndrome (TMJ);

surgical and arthroscopic treatment of TMJ

if prior history shows conservative medical
treatment has failed;

3)

4)

5) treatment of maxilla and mandible (jaw

joints and jaw bones);

orthognathic surgery (surgery to reposition
the upper and/or lower jaw) to correct a skel-
etal deformity;

dental and orthodontic services that are an in-
tegral part of Reconstructive Surgery for
cleft palate repair;

dental evaluation, X-rays, fluoride treatment
and extractions necessary to prepare the
Member’s jaw for radiation therapy of can-
cer in the head or neck;

general anesthesia and associated facility
charges in connection with dental procedures
when performed in an Ambulatory Surgery
Center or Hospital due to the Member’s un-
derlying medical condition or clinical status
and the Member is under the age of seven or
developmentally disabled regardless of age
or when the Member’s health is compro-
mised and for whom general anesthesia is
Medically Necessary regardless of age. This
benefit excludes dental procedures and ser-
vices of a dentist or oral surgeon.

6)

7)

8)

9)

No Benefits are provided for:

1) orthodontia (dental services to correct ir-
regularities or malocclusion of the teeth)
for any reason other than reconstructive
treatment of cleft palate, including treat-
ment to alleviate TMJ;

dental implants (endosteal, subperiosteal
or transosteal);

any procedure (e.g., vestibuloplasty) in-
tended to prepare the mouth for dentures or
for the more comfortable use of dentures;
alveolar ridge surgery of the jaws if per-
formed primarily to treat diseases related to
the teeth, gums or periodontal structures or
to support natural or prosthetic teeth; and
fluoride treatments except when used with
radiation therapy to the oral cavity.

2)

3)

4)

5)
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Mental Health, Behavioral Health, and
Substance Use Disorder Benefits

Blue Shield’s Mental Health Service Administra-
tor (MHSA) arranges and administers Mental



Health Services, Behavioral Health Treatment, and
Substance Use Disorder Services for Blue Shield
Members within California. See the Out-Of-Area
Program, BlueCard Program section for an expla-
nation of how payment is made for out of state ser-
vices.

All Non-Emergency inpatient Mental Health Ser-
vices, Behavioral Health Treatment and Substance
Use Disorder Services, including Residential Care,
and Non-Routine Outpatient Mental Health Ser-
vices and Behavioral Health Treatment, and Out-
patient Substance Use Disorder Services are sub-
ject to the Benefits Management Program and
must be prior authorized by the MHSA. See the
Benefits Management Program section for com-
plete information.

Mental Health and Behavioral Health

Routine Outpatient Services

Benefits are provided for professional (Physician)
office visits for Behavioral Health Treatment and
the diagnosis and treatment of Mental Health Con-
ditions in the individual, family or group setting.

Mental Health and Behavioral Health — Non-
Routine Outpatient Services

Benefits are provided for Outpatient Facility and
professional services for Behavioral Health Treat-
ment and for the diagnosis and treatment of Mental
Health Conditions. These services may also be
provided in the office, home or other non-institu-
tional setting. Non-Routine Outpatient Mental
Health Services and Behavioral Health Treatment
include, but may not be limited to, the following:
1) Behavioral Health Treatment (BHT) — pro-
fessional services and treatment programs,
including applied behavior analysis and evi-
dence-based intervention programs, which
develop or restore, to the maximum extent
practicable, the functioning of an individual
with pervasive developmental disorder or
autism.

BHT is covered when prescribed by a physi-
cian or licensed psychologist and provided
under a treatment plan approved by the
MHSA. BHT delivered in the home or other
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non-institutional setting must be obtained
from MHSA Participating Providers.

Treatment used for the purposes of providing
respite, day care, or educational services, or
to reimburse a parent for participation in the
treatment is not covered.

2) Electroconvulsive Therapy - the passing of
a small electric current through the brain to
induce a seizure, used in the treatment of se-

vere mental health conditions.

3) Intensive Outpatient Program - an outpatient
mental health or behavioral health treatment
program utilized when a patient’s condition
requires structure, monitoring, and medi-
cal/psychological intervention at least three
hours per day, three days per week.Partial
Hospitalization Program — an outpatient
treatment program that may be free-standing
or Hospital-based and provides services at
least five hours per day, four days per week.
Members may be admitted directly to this
level of care, or transferred from acute inpa-
tient care following stabilization.

4) Psychological Testing - testing to diagnose a
Mental Health Condition when referred by

an MHSA Participating Provider.

5) Transcranial Magnetic Stimulation - a non-
invasive method of delivering electrical
stimulation to the brain for the treatment of

severe depression.

6) Post-discharge ancillary care services, such
as counseling and other outpatient support
services, which may be provided as part of
the offsite recovery component of a residen-

tial treatment plan.

Outpatient Substance Use Disorder Services

Benefits are provided for Outpatient Facility and
professional services for the diagnosis and treat-
ment of Substance Use Disorder Conditions.
These services may also be provided in the office,
home or other non-institutional setting. Outpatient
Substance Use Disorder Services include, but may
not be limited to, the following:



1) Intensive Outpatient Program - an outpa-
tient substance use disorder treatment pro-
gram utilized when a patient’s condition
requires structure, monitoring, and medi-
cal/psychological intervention at least

three hours per day, three days per week.

2) Office-Based Opioid Treatment — outpa-
tient opioid detoxification and/or mainte-
nance therapy including Methadone

maintenance treatment.

3) Partial Hospitalization Program — an out-
patient treatment program that may be
free-standing or Hospital-based and pro-
vides services at least five hours per day,
four days per week. Members may be ad-
mitted directly to this level of care, or
transferred from acute inpatient care fol-

lowing stabilization.

4) Post-discharge ancillary care services,
such as counseling and other outpatient
support services, which may be provided
as part of the offsite recovery component

of a residential treatment plan.
Inpatient Services

Benefits are provided for inpatient Hospital and
professional services in connection with acute hos-
pitalization for Behavioral Health Treatment, the
treatment of Mental Health Conditions or Sub-
stance Use Disorder Conditions

Benefits are provided for inpatient and profes-
sional services in connection with Residential Care
admission for Behavioral Health Treatment, the
treatment of Mental Health Conditions or Sub-
stance Use Disorder Conditions

See Hospital Benefits (Facility Services), Inpatient
Services for Treatment of IlIness or Injury for in-
formation on Medically Necessary inpatient sub-
stance use disorder detoxification.

Orthotics Benefits

Benefits are provided for orthotic appliances and
devices for maintaining normal Activities of Daily
Living only. Benefits include:

1) shoes only when permanently attached to
such appliances;

2) special footwear required for foot disfigure-
ment which includes, but is not limited to, foot
disfigurement from cerebral palsy, arthritis,
polio, spina bifida, and foot disfigurement
caused by accident or developmental disabil-

ity;
3) knee braces for post-operative rehabilitation
following ligament surgery, instability due to

injury, and to reduce pain and instability for
patients with osteoarthritis;

4) functional foot orthoses that are custom made
rigid inserts for shoes, ordered by a physician
or podiatrist, and used to treat mechanical
problems of the foot, ankle or leg by prevent-
ing abnormal motion and positioning when im-
provement has not occurred with a trial of
strapping or an over-the-counter stabilizing de-
vice;

5) initial fitting and adjustment of these devices,
their repair or replacement after the expected
life of the orthosis is covered.

No Benefits are provided for orthotic devices such
as knee braces intended to provide additional sup-
port for recreational or sports activities or for or-
thopedic shoes and other supportive devices for the
feet not listed above. No Benefits are provided for
backup or alternate items, or replacement due to
loss or misuse.

See the Diabetes Care Benefits section for devices,
equipment, and supplies for the management and
treatment of diabetes.
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Outpatient Prescription Drug Benefits

This plan provides benefits for Outpatient Pre-
scription Drugs as specified in this section.



A Physician or Health Care Provider must pre-
scribe all Drugs covered under this Benefit, includ-
ing over-the-counter items. Members must obtain
all Drugs from a Participating Pharmacy, except as
noted below.

This plan may cover Tier 3 Drugs at a higher Co-
payment or Coinsurance. Some Drugs, most Spe-
cialty Drugs, and prescriptions for Drugs exceed-
ing specific quantity limits require prior authoriza-
tion by Blue Shield for Medical Necessity, as de-
scribed in the Prior Authorization/Exception Re-
quest Process section. The Member or their Physi-
cian or Health Care Provider may request prior au-
thorization from Blue Shield.

Outpatient Drug Formulary

Blue Shield’s Drug Formulary is a list of Food and
Drug Administration (FDA)-approved preferred
Generic and Brand Drugs that assists Physicians
and Health Care Providers to prescribe Medically
Necessary and cost-effective Drugs. Coverage is
limited to Drugs listed on the Formulary; however,
Drugs not listed on the Formulary may be covered
when prior authorized by Blue Shield.

Blue Shield’s Formulary is established by Blue
Shield’s Pharmacy and Therapeutics (P&T) Com-
mittee. This committee consists of physicians and
pharmacists responsible for evaluating drugs for
relative safety, effectiveness, health benefit based
on the medical evidence, and comparative cost.
They also review new drugs, dosage forms, usage
and clinical data to update the Formulary four
times a year. Note: The Member’s Physician or
Health Care Provider might prescribe a drug even
though the drug is not included on the Formulary.

The Formulary drug list is categorized into
drug tiers as described in the chart below. The
Member’s Copayment or Coinsurance will
vary based on the drug tier.

Drug Description
Tier
Tierl  Most Generic Drugs, and low-cost, Preferred Brand

Drugs.

1. Non-preferred Generic Drugs or;
2. Preferred Brand Name Drugs or;

Tier 2
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Recommended by the plan’s pharmaceutical and
therapeutics (P&T) committee based on drug
safety, efficacy and cost.

Tier 3

=

Non-preferred Brand Name Drugs or;
Recommended by P&T committee based on
drug safety, efficacy and cost or;

Generally have a preferred and often less costly
therapeutic alternative at a lower tier

Tier 4 Food and Drug Administration (FDA) or drug

manufacturer limits distribution to specialty
pharmacies or;

Self administration requires training, clinical
monitoring or;

Drug was manufactured using biotechnology or;
Plan cost (net of rebates) is >$600.

Members can find the Drug Formulary at
https://www.blueshieldca.com/bsca/phar-
macy/home.sp. Members can also contact Cus-
tomer Service at the number provided on the back
page of this Evidence of Coverage to ask if a spe-
cific Drug is included in the Formulary, or to re-
quest a printed copy of the Formulary.

Obtaining Outpatient Prescription Drugs at a
Participating Pharmacy

The Member must present a Blue Shield ldentifi-
cation Card at a Participating Pharmacy to obtain
Drugs. The Member can locate a Participating
Pharmacy by visiting
https://www.blueshieldca.com/bsca/phar-
macy/home.sp or by calling Customer Service. If
the Member obtains Drugs at a Non-Participating
Pharmacy or without a Blue Shield Identification
Card, Blue Shield will deny the claim, unless it is
for Emergency Services.

Blue Shield negotiates contracted rates with Par-
ticipating Pharmacies for Drugs. If the Member’s
Plan has a Calendar Year Pharmacy Deductible,
the Member is responsible for paying the con-
tracted rate for Drugs until the Calendar Year De-
ductible is met. Drugs in Tier 1 are not subject to,
and will not accrue to, the Calendar Year Phar-
macy Deductible.

The Member must pay the applicable Copayment
or Coinsurance for each prescription when the
Member obtains it from a Participating Pharmacy.
When the Participating Pharmacy’s contracted



rate is less than the Member’s Copayment or Co-
insurance, the Member only pays the contracted
rate.

Coverage is limited to Drugs listed on the Formu-
lary; however, Drugs not listed on the Formulary
may be covered when Medically Necessary and
when prior authorized by Blue Shield. If prior au-
thorized, Drugs that are categorized as Tier 4 will
be covered at the Tier 4 Copayment or Coinsur-
ance (refer to the Drug Tier table in the Outpatient
Drug Formulary section of this Evidence of Cov-
erage.). For all other Drugs, the Tier 3 Copayment
or Coinsurance applies when prior authorization is
obtained. If prior authorization is not obtained, the
Member is responsible for paying 100% of the
cost of the Drug(s).

If the Member, their Physician or Health Care
Provider selects a Brand Drug when a Generic
Drug equivalent is available, the Member pay the
difference in cost, plus the Tier 1 Copayment or
Coinsurance. This is calculated by taking the dif-
ference between the Participating Pharmacy’s
contracted rate for the Brand Drug and the Ge-
neric Drug equivalent, plus the Tier 1 Copayment
or Coinsurance. For example, the Member selects
Brand Drug A when there is an equivalent Generic
Drug A available. The Participating Pharmacy’s
contracted rate for Brand Drug A is $300, and the
contracted rate for Generic Drug A is $100. The
Member would be responsible for paying the $200
difference in cost, plus the Tier 1 Copayment or
Coinsurance. This difference in cost does not ac-
crue to the Member’s Calendar Year Pharmacy
Deductible or Out-of-Pocket Maximum responsi-
bility.

If the Member or their Physician or Health Care
Provider believes the Brand Drug is Medically
Necessary, they can request an exception to the
difference in cost between the Brand Drug and
Generic Drug equivalent through the Blue Shield
prior authorization process. The request is re-
viewed for Medical Necessity. If the request is ap-
proved, the Member pays the applicable tier Co-
payment or Coinsurance for the Brand Drug.

The prior authorization process is described in the
Prior Authorization/Exception Request Process
section of this Evidence of Coverage.
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Emergency Exception for Obtaining
Outpatient Prescription Drugs at a Non-
Participating Pharmacy

When the Member obtains Drugs from a Non-
Participating Pharmacy for Emergency Services:

e The Member must first pay all charges for

the prescription,

Submit a completed Prescription Drug
Claim Form to

Blue Shield of California
Argus Health Systems, Inc.
P.O. Box 419019,

Dept 191

Kansas City, MO 64141

Blue Shield will reimburse the Member
based on the price the Member paid for the
Drugs, minus any applicable Deductible
and Copayment or Coinsurance.

Claim forms may be obtained by calling Customer
Service or visiting www.blueshieldca.com.
Claims must be received within one year from the
date of service to be considered for payment.
Claim submission is not a guarantee of payment.

Obtaining Outpatient Prescription Drugs
Through the Mail Service Prescription Drug
Program

The Member has an option to use Blue Shield’s
Mail Service Prescription Drug Program when he
or she takes maintenance Drugs for an ongoing
condition. This allows the Member to receive up
to a 90-day supply of their Drug and may help the
Member to save money. The Member may enroll
online, by phone, or by mail. Please allow up to 14
days to receive the Drug. The Member’s Physician
or Health Care Provider must indicate a prescrip-
tion quantity equal to the amount to be dispensed.
Specialty Drugs are not available through the Mail
Service Prescription Drug Program.

The Member must pay the applicable Mail Service
Prescription Drug Copayment or Coinsurance for
each prescription Drug.



Visit www.blueshieldca.com or call Customer Ser-
vice to get additional information about the Mail
Service Prescription Drug Program.

Obtaining Specialty Drugs through the Spe-
cialty Drug Program

Specialty Drugs are Drugs requiring coordination
of care, close monitoring, or extensive patient
training for self-administration that generally can-
not be met by a retail pharmacy and are available
at a Network Specialty Pharmacy. Specialty Drugs
may also require special handling or manufactur-
ing processes (such as biotechnology), restriction
to certain Physicians or pharmacies, or reporting of
certain clinical events to the FDA. Specialty
Drugs are generally high cost.

Specialty Drugs are available from a Network Spe-
cialty Pharmacy. A Network Specialty Pharmacy
provides Specialty Drugs by mail or upon the
Member’s request, at an associated retail store for
pickup. For access at other Participating Pharma-
cies, the Member may call the Customer Service
number on the back of their ID card. If a Partici-
pating Pharmacy is not reasonably accessible, the
Member may obtain Specialty Drugs from a Non-
Participating Pharmacy (see Emergency Exception
for Obtaining Outpatient Prescription Drugs at a
Non-Participating Pharmacy).

A Network Specialty Pharmacy offers 24-hour
clinical services, coordination of care with Physi-
cians, and reporting of certain clinical events asso-
ciated with select Drugs to the FDA. To select a
Network Specialty Pharmacy, you may go to
http://www.blueshieldca.com or call Customer
Service.

Go to http://www.blueshieldca.com for a complete
list of Specialty Drugs. Most Specialty Drugs re-
quire prior authorization for Medical Necessity by
Blue Shield, as described in the Prior Authoriza-
tion/Exception Request Process section.

Prior Authorization

Process

/Exception  Request

Some Drugs and Drug quantities require prior ap-
proval for Medical Necessity before they are eligi-
ble to be covered by the Outpatient Prescription
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Drug Benefit. This process is called prior authori-
zation.

The following Drugs require prior authorization:
1) Some preferred, non-preferred, com-
pound Drugs, and most Specialty Drugs;

2) Drugs exceeding the maximum allowable
quantity based on Medical Necessity and

appropriateness of therapy;

3) Some Brand contraceptives may require
prior authorization to be covered without

a Copayment or Coinsurance;

4) When a Brand Drug is Medically Neces-
sary, prior authorization is required if the
Member, Physician or Health Care Pro-
vider is requesting an exception to the
difference in cost between the Brand

Drug and the Generic equivalent;

5) Drugs not listed on the Formulary may
be covered if prior authorization is ob-

tained from Blue Shield.

Blue Shield covers compounded medication(s)
when:

The compounded medication(s) include at
least one Drug

There are no FDA-approved, commer-
cially available, medically appropriate al-
ternatives,

The compounded medication is self ad-
ministered, and

Medical literature supports its use for the
diagnosis.

The Member pays the Tier 3 Copayment or Coin-
surance for covered compound Drugs.

The Member, their Physician or Health Care Pro-
vider may request prior authorization or an excep-
tion request by submitting supporting information
to Blue Shield. Once Blue Shield receives all re-
quired supporting information is received, Blue
Shield will provide prior authorization approval or
denial, based upon Medical Necessity, within two



business days. Coverage requests for Non-Formu-
lary Drugs in standard or normal circumstances
will have a determination provided within two
business days or 72 hours, whichever is earlier; the
same requests in exigent circumstances will have a
determination provided within 24 hours.

Limitation on Quantity of Drugs that May Be
Obtained Per Prescription or Refill

1)  Except as otherwise stated below, the Mem-
ber may receive up to a 30-day supply of
Outpatient Prescription Drugs. If a Drug is
available only in supplies greater than 30
days, the Member must pay the applicable
retail Copayment or Coinsurance for each

additional 30-day supply.

2)  Blue Shield has a Short Cycle Specialty Drug
Program. With the Member’s agreement,
designated Specialty Drugs may be dispensed
for a 15-day trial supply at a pro-rated Copay-
ment or Coinsurance for an initial prescrip-
tion. This program allows the Member to re-
ceive a 15-day supply of the Specialty Drug
and determine whether the Member will tol-
erate it before he or she obtains the full 30-
day supply. This program can help the Mem-
ber save out of pocket expenses if the Mem-
ber cannot tolerate the Specialty Drug. The
Network Specialty Pharmacy will contact the
Member to discuss the advantages of the pro-
gram, which the Member can elect at that
time. The Member or their Physician may
choose a full 30-day supply for the first fill.

If the Member agrees to a 15-day trial, the
Network Specialty Pharmacy will contact the
Member prior to dispensing the remaining
15-day supply to confirm that the Member is
tolerating the Specialty Drug. The Member
can find a list of Specialty Drugs in the Short
Cycle Specialty Drug Program by visiting
https://www.blueshieldca.com/bsca/phar-
macy/home.sp or by calling Customer Ser-
vice.

3)  You may receive up to a 90-day supply of
Drugs in the Mail Service Prescription Drug
Program. Note: if your Physician or Health

Care Provider writes a prescription for less

B-32

than a 90-day supply, the mail service phar-
macy will dispense that amount and you are
responsible for the applicable Mail Service
Copayment or Coinsurance. Refill authori-
zations cannot be combined to reach a 90-

day supply.

Select over-the-counter (OTC) drugs with a
United States Preventive Services Task
Force (USPSTF) rating of A or B may be
covered at a quantity greater than a 30-day

supply.

The Member may refill covered prescrip-
tions at a Medically Necessary frequency.

4)

5)

Outpatient Prescription Drug Exclusions and
Limitations

Blue Shield does not provide coverage in the Out-
patient Prescription Drug Benefit for the follow-
ing. The Member may receive coverage for certain
services excluded below under other Benefits. Re-
fer to the applicable section(s) of your Evidence of
Coverage to determine if the Plan covers Drugs
under that Benefit.

1) Any Drug the Member receives while an in-
patient, in a Physician’s office, Skilled Nurs-
ing Facility or Outpatient Facility. See the
Professional Benefits and Hospital Benefits
(Facility Services) sections of this Evidence
of Coverage

2) Take home drugs received from a Hospital,
Skilled Nursing Facility, or similar facilities.
See the Hospital Benefits and Skilled Nursing
Facility Benefits sections of this Evidence of

Coverage

3) Unless listed as covered under this Outpa-
tient Prescription Drug Benefit, Drugs that
are available without a prescription (OTC),
including drugs for which there is an OTC
drug that has the same active ingredient and

dosage as the prescription drug.

4) Drugs not listed on the Formulary. These
Drugs may be covered if Medically Neces-

sary and prior authorization is obtained from



Blue Shield. See the Prior Authorization/Ex-
ception Request Process section of this Evi-
dence of Coverage.

5) Drugs for which the Member is not legally
obligated to pay, or for which no charge is made.

6)

7)

8)

9)

10)

11)

12)
13)

14)

Drugs that are considered to be experimental
or investigational.

Medical devices or supplies except as listed
as covered herein. This exclusion also ap-
plies to prescription preparations applied to
the skin that are approved by the FDA as
medical devices. See the Prosthetic Appli-
ances Benefits, Durable Medical Equipment
Benefits, and the Orthotics Benefits sections
of this Evidence of Coverage

Blood or blood products (see the Hospital
Benefits (Facility Services) section of this
Evidence of Coverage).

Drugs when prescribed for cosmetic pur-
poses. This includes, but is not limited to,
drugs used to slow or reverse the effects of
skin aging or to treat hair loss.

Medical food, dietary, or nutritional prod-
ucts. See the Home Health Care Benefits,
Home Infusion and Home Injectable Therapy
Benefits, PKU-Related Formulas and Spe-
cial Food Product Benefits sections of this
Evidence of Coverage.

Any Drugs which are not considered to be
safe for self-administration. These medica-
tions may be covered under the Home Health
Care Benefits, Home Infusion and Home In-
jectable Therapy Benefits, Hospice Program
Benefits, or Family Planning Benefits sec-
tions of this Evidence of Coverage.

All Drugs for the treatment of infertility.

Appetite suppressants or drugs for body
weight reduction. These Drugs may be cov-
ered if Medically Necessary for the treatment
of morbid obesity. In these cases prior au-
thorization by Blue Shield is required.

Contraceptive drugs or devices which do not
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meet all of the following requirements:
e Are FDA-approved.

e Are ordered by a Physician or Health
Care Provider

e Are generally purchased at an outpa-
tient pharmacy, and

e Are self-administered.

Other contraceptive methods may be covered
under the Family Planning Benefits section of
this Evidence of Coverage.

15)

16)

17)

18)

19)

Compounded medication(s) which do not
meet all of the following requirements:

e The compounded medication(s) in-
clude at least one Drug

e There are no FDA-approved, commer-
cially available, medically appropriate
alternatives

e The compounded medication is self-
administered, and

e Medical literature supports its use for
the diagnosis.

Replacement of lost, stolen or destroyed
Drugs.

If the Member is enrolled in a Hospice Pro-
gram through a Participating Hospice
Agency, Drugs that are Medically Necessary
for the palliation and management of termi-
nal illness and related conditions. These
Drugs are excluded from coverage under
Outpatient Prescription Drug Benefits and
are covered under the Hospice Program Ben-
efits section of this Evidence of Coverage.

Drugs prescribed for treatment of dental con-
ditions. This exclusion does not apply to

e antibiotics prescribed to treat infection,
e Drugs prescribed to treat pain, or

e Drug treatment related to surgical pro-
cedures for conditions affecting the up-
per/lower jawbone or associated bone
joints.

Except for covered Emergency Services,
Drugs obtained from a pharmacy:



Not licensed by the State Board of
Pharmacy, or

Included on a government exclusion
list.

20) Immunizations and vaccinations solely for
the purpose of travel.

21) Drugs packaged in convenience Kits that in-
clude non-prescription convenience items,
unless the Drug is not otherwise available
without the non-prescription convenience
items. This exclusion shall not apply to items
used for the administration of diabetes or
asthma Drugs.

22) Repackaged prescription drugs (drugs that
are repackaged by an entity other than the
original manufacturer).

MRIs (Magnetic Resonance Imaging);

3) MRAs (Magnetic Resonance Angiography);

4) PET (Positron Emission Tomography)
scans; and

5) cardiac diagnostic procedures utilizing Nu-

clear Medicine.

See the Pregnancy and Maternity Care Benefits
section for genetic testing for prenatal diagnosis of
genetic disorders of the fetus.

Outpatient X-ray, Imaging, Pathology
and Laboratory Benefits

Benefits are provided to diagnose or treat illness or
injury, including:

1) diagnostic and therapeutic imaging services,
such as X-ray and ultrasounds (certain imaging
services require prior authorization);

2) clinical pathology, and

3) laboratory services.

Benefits are provided for genetic testing for certain
conditions when the Member has risk factors such
as family history or specific symptoms. The test-
ing must be expected to lead to increased or altered
monitoring for early detection of disease, a treat-
ment plan or other therapeutic intervention.

Routine laboratory services performed as part of a
preventive health screening are covered under the
Preventive Health Benefits section.

Radiological and Nuclear Imaging

The following radiological procedures, when per-
formed on an outpatient, non-emergency basis, re-
quire prior authorization under the Benefits Man-
agement Program. See the Benefits Management
Program section for complete information.

1) CT (Computerized Tomography) scans;

PKU-Related Formulas and Special
Food Products Benefits

Benefits are provided for enteral formulas, re-
lated medical supplies, and Special Food Products
for the dietary treatment of phenylketonuria
(PKU). All formulas and Special Food Products
must be prescribed and ordered through the appro-
priate health care professional.

Podiatric Benefits

Podiatric services include office visits and other
Covered Services for the diagnosis and treatment
of the foot, ankle, and related structures. These ser-
vices are customarily provided by a licensed doc-
tor of podiatric medicine. Covered lab and X-ray
services provided in conjunction with this Benefit
are described under the Outpatient X-ray, Imaging,
Pathology and Laboratory Benefits section.
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Pregnancy and Maternity Care Benefits

Benefits are provided for maternity services, in-
cluding the following:

1) prenatal care;

2) prenatal diagnosis of genetic disorders of the
fetus by means of diagnostic procedures in
case of high-risk pregnancy;

3) outpatient maternity services;

4) involuntary complications of pregnancy (in-
cluding puerperal infection, eclampsia, cesar-
ean section delivery, ectopic pregnancy, and
toxemia);

5) inpatient hospital maternity care including la-
bor, delivery and post-delivery care;



6) abortion services; and

7) outpatient routine newborn circumcisions per-
formed within 18 months of birth.

See the Outpatient X-ray, Imaging, Pathology and
Laboratory Benefits section for information on
coverage of other genetic testing and diagnostic
procedures.

The Newborns’ and Mothers’ Health Protection
Act requires health plans to provide a minimum
Hospital stay for the mother and newborn child of
48 hours after a normal, vaginal delivery and 96
hours after a C-section unless the attending Physi-
cian, in consultation with the mother, determines a
shorter Hospital length of stay is adequate.

If the Hospital stay is less than 48 hours after a nor-
mal, vaginal delivery or less than 96 hours after a
C-section, a follow-up visit for the mother and
newborn within 48 hours of discharge is covered
when prescribed by the treating Physician. This
visit shall be provided by a licensed health care
provider whose scope of practice includes postpar-
tum and newborn care. The treating Physician, in
consultation with the mother, shall determine
whether this visit shall occur at home, the con-
tracted facility, or the Physician’s office.

Preventive Health Benefits

Preventive Health Services are only covered when
rendered by a Participating Provider. These ser-
vices include primary preventive medical screen-
ing and laboratory testing for early detection of
disease as specifically listed below:

1) evidence-based items, drugs or services that
have in effect a rating of “A” or “B” in the
current recommendations of the United
States Preventive Services Task Force;

2) immunizations that have in effect a recommen-
dation from either the Advisory Committee on
Immunization Practices of the Centers for Dis-
ease Control and Prevention, or the most cur-
rent version of the Recommended Childhood
Immunization Schedule/United States, jointly
adopted by the American Academy of Pediat-
rics, the Advisory Committee on Immuniza-
tion Practices, and the American Academy of
Family Physicians;

3) with respect to infants, children, and adoles-
cents, evidence-informed preventive care and
screenings provided for in the comprehensive
guidelines supported by the Health Resources
and Services Administration;

4) with respect to women, such additional preven-
tive care and screenings not described in para-
graph 1) as provided for in comprehensive
guidelines supported by the Health Resources
and Services Administration.

Preventive Health Services include, but are not
limited to, cancer screening (including, but not
limited to, colorectal cancer screening, cervical
cancer and HPV screening, breast cancer screening
and prostate cancer screening), 0steoporosis
screening, screening for blood lead levels in chil-
dren at risk for lead poisoning, and health educa-
tion. More information regarding covered Preven-
tive Health  Services is available at
www.blueshieldca.com/preventive or by calling
Customer Service.

In the event there is a new recommendation or
guideline in any of the resources described in par-
agraphs 1) through 4) above, the new recommen-
dation will be covered as a Preventive Health Ser-
vice no later than 12 months following the issu-
ance of the recommendation.

Diagnostic audiometry examinations are covered
under the Professional Benefits section.
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Professional Benefits

Benefits are provided for services of Physicians for
treatment of illness or injury, as indicated below.

1)  Office visits.

2)  Services of consultants, including those for
second medical opinion consultations.

3) Mammography and Papanicolaou’s tests or
other FDA (Food and Drug Administration)
approved cervical cancer screening tests.

4)  Asthma self-management training and edu-

cation to enable a Member to properly use
asthma-related medication and equipment
such as inhalers, spacers, nebulizers and peak
flow monitors.



5)  Visits to the home, Hospital, Skilled Nursing
Facility and Emergency Room.

6) Routine newborn care in the Hospital includ-
ing physical examination of the baby and
counseling with the mother concerning the
baby during the Hospital stay.

7)  Surgical procedures. Chemotherapy for can-
cer, including catheterization, and associated
drugs and supplies.

8) Extra time spent when a Physician is de-
tained to treat a Member in critical condition.

9)  Necessary preoperative treatment.
10) Treatment of burns.

11) Outpatient routine newborn circumcision
performed within 18 months of birth.

12) Diagnostic audiometry examination.

A Participating Physician may offer extended hour
and urgent care services on a walk-in basis in a
non-hospital setting such as the Physician’s office
or an urgent care center. Services received from a
Participating Physician at an extended hours facil-
ity will be reimbursed as Physician office visits. A
list of urgent care providers may be found online
at www.blueshieldca.com or from Customer Ser-
vice.

Professional services by providers other than Phy-
sicians are described elsewhere under Covered
Services.

Covered lab and X-ray services provided in con-
junction with these professional services listed
above are described under the Outpatient X-ray,
Imaging, Pathology and Laboratory Benefits sec-
tion.

will be based on the most cost-effective Prosthetic
appliance. Benefits include:

1) blom-Singer and artificial larynx prostheses
for speech following a laryngectomy (covered
as a surgical professional benefit);

2) artificial limbs and eyes;

3) internally implanted devices such as pacemak-
ers, intraocular lenses, cochlear implants, osse-
ointegrated hearing devices and hip joints if
surgery to implant the device is covered;

4) contact lenses to treat eye conditions such as
keratoconus or keratitis sicca, aniridia, or
aphakia following cataract surgery when no in-
traocular lens has been implanted.

5) supplies necessary for the operation of prosthe-
ses;

6) initial fitting and replacement after the ex-
pected life of the item; and

7) repairs, except for loss or misuse.

No Benefits are provided for wigs for any reason
or any type of speech or language assistance de-
vices (except as specifically provided above). No
Benefits are provided for backup or alternate
items.

For surgically implanted and other prosthetic de-
vices (including prosthetic bras) provided to re-
store and achieve symmetry incident to a mastec-
tomy, see the Reconstructive Surgery Benefits sec-
tion.

Prosthetic Appliances Benefits

Benefits are provided for Prostheses for Activities
of Daily Living at the most cost-effective level of
care that is consistent with professionally recog-
nized standards of practice. If there are two or
more professionally recognized Prosthetic appli-
ances equally appropriate for a condition, Benefits

Reconstructive Surgery Benefits

Benefits are provided to correct or repair abnormal
structures of the body caused by congenital de-
fects, developmental abnormalities, trauma, infec-
tion, tumors, or disease to do either of the follow-
ing: (1) to improve function, or (2) to create a nor-
mal appearance to the extent possible. Benefits in-
clude dental and orthodontic services that are an
integral part of this surgery for cleft palate proce-
dures. Reconstructive Surgery is covered to create
a normal appearance only when it offers more than
a minimal improvement in appearance.

In accordance with the Women’s Health & Cancer
Rights Act, Reconstructive Surgery, and surgically



implanted and non-surgically implanted prosthetic
devices (including prosthetic bras), are covered on
either breast to restore and achieve symmetry inci-
dent to a mastectomy, and treatment of physical
complications of a mastectomy, including
lymphedemas.

Benefits will be provided in accordance with
guidelines established by Blue Shield and devel-
oped in conjunction with plastic and reconstructive
surgeons.

Rehabilitation and Habilitation Services
Benefits (Physical, Occupational and
Respiratory Therapy)

Benefits are provided for outpatient Physical, Oc-
cupational, and Respiratory Therapy pursuant to a
written treatment plan, and when rendered in the
provider’s office or outpatient department of a
Hospital.

Blue Shield reserves the right to periodically review
the provider’s treatment plan and records for Medi-
cal Necessity.

Benefits for Speech Therapy are described in the
Speech Therapy Benefits section.

See the Home Health Care Benefits and Hospice
Program Benefits sections for information on cov-
erage for Rehabilitation/Habilitation services ren-
dered in the home.

Speech Therapy Benefits

Benefits are provided for Medically Necessary out-
patient Speech Therapy services when ordered by a
Physician or other appropriately licensed or certi-
fied Health Care Provider pursuant to a written
treatment plan to: correct or improve (1) a com-
munication impairment; (2) a swallowing disorder;
(3) an expressive or receptive language disorder;
or (4) an abnormal delay in speech development.

Continued outpatient Benefits will be provided as
long as treatment is Medically Necessary, pursuant
to the treatment plan, and likely to result in clini-
cally significant progress as measured by objective
and standardized tests. The provider’s treatment
plan and records may be reviewed periodically for
Medical Necessity.

Except as specified above and as stated under the
Home Health Care Benefits and Hospice Program
Benefits sections, no outpatient benefits are pro-
vided for Speech Therapy, speech correction, or
speech pathology services.

See the Hospital Benefits (Facility Services) sec-
tion for information on inpatient Benefits.

Skilled Nursing Facility Benefits

Benefits are provided for Skilled Nursing services
in a Skilled Nursing unit of a Hospital or a free-
standing Skilled Nursing Facility, up to the Benefit
maximum as shown on the Summary of Benefits.
The Benefit maximum is per Member per Benefit
Period, except that room and board charges in ex-
cess of the facility’s established semi-private room
rate are excluded. A “Benefit Period begins on the
date the Member is admitted into the facility for
Skilled Nursing services, and ends 60 days after
being discharged and Skilled Nursing services are
no longer being received. A new Benefit Period
can begin only after an existing Benefit Period
ends.
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Transplant Benefits
Tissue and Kidney Transplants

Benefits are provided for Hospital and profes-
sional services provided in connection with human
tissue and kidney transplants when the Member is
the transplant recipient.

Benefits include services incident to obtaining the
human transplant material from a living donor or a
tissue/organ transplant bank.

Special Transplants

Benefits are provided for certain procedures, listed
below, only if: (1) performed at a Special Trans-
plant Facility contracting with Blue Shield to pro-
vide the procedure, or in the case of Members ac-
cessing this Benefit outside of California, the pro-
cedure is performed at a transplant facility desig-
nated by Blue Shield, (2) prior authorization is ob-
tained, in writing through the Benefits Manage-
ment Program and (3) the recipient of the trans-
plant is a Subscriber or Dependent.



Failure to obtain prior written authorization and/or
failure to have the procedure performed at a con-
tracting Special Transplant Facility will result in
denial of claims for this Benefit.

The following procedures are eligible for coverage
under this provision:

1) Human heart transplants.
2) Human lung transplants.

3) Human heart and lung transplants in combina-
tion.

4) Human liver transplants.

5) Human kidney and pancreas transplants in
combination.

6) Human bone marrow transplants, including au-
tologous bone marrow transplantation
(ABMT) or autologous peripheral stem cell
transplantation used to support high-dose
chemotherapy when such treatment is Medi-
cally Necessary and is not Experimental or In-
vestigational.

7.) Pediatric human small bowel transplants.

8.) Pediatric and adult human small bowel and
liver transplants in combination.

Transplant benefits include coverage for donation-
related services for a living donor (including a po-
tential donor), or a transplant organ bank. Donor
services must be directly related to a covered trans-
plant and must be prior authorized by Blue Shield.
Donation-related services include harvesting of the
organ, tissue, or bone marrow and treatment of
medical complications for a period of 90 days fol-
lowing the evaluation or harvest service.

Pediatric Dental Benefits
(Benefits applicable to Member aged 19 and
under)

Blue Shield has contracted with a Dental Plan Ad-
ministrator (DPA). All pediatric dental Benefits
will be administered by the DPA. Pediatric dental
Benefits are available for Members through the
end of the month in which the Member turns 19.
Dental services are delivered to our Members
through the DPA’s Dental PPO (“DPPO) network
of Participating Providers. A DPA also contracts
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with Blue Shield to serve as a claims administrator
for the processing of claims for services received
from Non-Participating Dentists.

If the Member purchased a family dental plan that
includes a supplemental pediatric dental Benefits
on the Health Benefits Exchange, embedded the
pediatric dental Benefits covered under this Plan
will be paid first, with the supplemental pediatric
dental plan covering non-covered services and/or
cost sharing as described in the Member's family
dental evidence of coverage.

If the Member has any questions regarding the pe-
diatric dental Benefits described in this Evidence
of Coverage, needs assistance, or has any prob-
lems, they may contact the Dental Member Ser-
vices Department at: 1-800-286-7401.

Before Obtaining Dental Services

The Member is responsible for assuring that the
Dentist they choose is a Participating Dentist.
Note: A Participating Dentist’s status may change.
It is the Member’s obligation to verify whether the
Dentist the Member chooses is currently a Partici-
pating Dentist in case there have been any changes
to the list of Participating Dentists. A list of Par-
ticipating Dentists located in the Member’s area,
can be obtained by contacting the DPA at 1-800-
286-7401. The Member may also access a list of
Participating Dentists through Blue Shield of Cal-
ifornia’s internet site located at
http://www.blueshieldca.com. The Member is
also responsible for following the Pre-certification
of Dental Benefits Program that includes obtaining
or assuring that the Dentist obtains Pre-certifica-
tion of Benefits.

NOTE: The DPA will respond to all requests for
pre-certification and prior authorization within 5
business days from receipt of the request. For ur-
gent services in situations in which the routine de-
cision making process might seriously jeopardize
the life or health of a Member or when the Member
is experiencing severe pain, the DPA will respond
within 72 hours from receipt of the request.

Failure to meet these responsibilities may result in
the denial of benefits. However, by following the
Pre-certification process both the Member and the



Dentist will know in advance which services are
covered and the benefits that are payable.

Participating Dentists

The Blue Shield of California Dental DPPO Plan
is specifically designed for Members to use Partic-
ipating Dentists. Participating Dentists agree to
accept the DPA’s payment, plus the Member’s
payment of any applicable deductible and coinsur-
ance amount, as payment in full for covered ser-
vices. This is not true of Non-Participating Den-
tists.

If the Member goes to a Non-Participating Dentist,
the Member will be reimbursed up to a pre-deter-
mined maximum amount, for covered services.
The Member’s reimbursement may be substan-
tially less than the billed amount. The Member is
responsible for all differences between the amount
the Member is reimbursed and the amount billed
by Non-Participating Dentists. It is therefore to the
Member’s advantage to obtain dental services
from Participating Dentists.

Participating Providers submit claims for payment
after their services have been rendered. These pay-
ments go directly to the Participating Provider.
The Member or their Non-Participating Providers
submits claims for reimbursement after services
have been rendered. If the Member receives ser-
vices from Non-Participating Providers, the Mem-
ber has the option of having payments sent directly
to the Non-Participating Provider or sent directly to
the Member. The DPA will notify the Member of
its determination within 30 days after receipt of the
claim.

Providers do not receive financial incentives or bo-
nuses from Blue Shield of California.

The Member may access a Directory of Participat-
ing Dentists through Blue Shield of California’s
Internet site located at
http://www.blueshieldca.com. The names of Par-
ticipating Dentists in the Member’s area may also
be obtained by contacting the DPA at 1-800-286-
7401.

Continuity of Care by a Terminated Provider

Persons who are being treated for acute dental con-
ditions, serious chronic dental conditions, or who
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are children from birth to 36 months of age, or who
have received authorization from a now-termi-
nated provider for dental surgery or another dental
procedure as part of a documented course of treat-
ment can request completion of care in certain sit-
uations with a provider who is leaving the DPA's
network of Participating Dentists. Contact Cus-
tomer Service to receive information regarding el-
igibility criteria and the policy and procedure for
requesting continuity of care from a terminated
provider.

Financial Responsibility for Continuity of Care
Services

If a Member is entitled to receive Services from a
terminated provider under the preceding Continu-
ity of Care provision, the responsibility of the
Member to that provider for Services rendered un-
der the Continuity of Care provision shall be no
greater than for the same Services rendered by a
Participating Dentist in the same geographic area.

Pre-certification of Dental Benefits

Before any course of treatment expected to cost
more than $250 is started, the Member should ob-
tain Pre-certification of Benefits. The Member’s
Dentist should submit the recommended treatment
plan and fees together with appropriate diagnostic
X-rays to the DPA. The DPA will review the den-
tal treatment plan to determine the benefits payable
under the plan. The benefit determination for the
proposed treatment plan will then be promptly re-
turned to the Dentist. When the treatment is com-
pleted, the Member’s claim form should be sub-
mitted to the DPA for payment determination. The
DPA will notify the Member of its determination
within 30 days after receipt of the claim.

The dental plan provides benefits for covered ser-
vices at the most cost-effective level of care that is
consistent with professionally recognized stand-
ards of care. If there are two or more profession-
ally recognized procedures for treatment of a den-
tal condition, this plan will in most cases provide
benefits based on the most cost-effective proce-
dure. The benefits provided under this plan are
based on these considerations but the Member and
their Dentist make the final decision regarding
treatment.



Failure to obtain Pre-certification of Benefits may
result in a denial of benefits. If the Pre-certifica-
tion process is not followed, the DPA will still de-
termine payment by taking into account alternative
procedures; services or materials for the dental
condition based on professionally recognized
standards of dental practice. However, by follow-
ing the Pre-certification process both the Member
and their Dentist will know in advance which ser-
vices are covered and the benefits that are payable.

The covered dental expense will be limited to the
Allowable Amount for the procedure, service or
material which meets professionally recognized
standards of quality dental care and is the most cost
effective as determined by a the DPA. If the Mem-
ber and their Dentist decide on a more costly pro-
cedure, service or material than the DPA deter-
mined is payable under the plan, then benefits will
be applied to the selected treatment plan up to the
benefit maximum for the most cost effective alter-
native. The Member will be responsible for any
charges in excess of the benefit amount. The DPA
reserves the right to use the services of dental con-
sultants in the Pre-certification review.

Example:

1) If acrown is placed on a tooth which can be
restored by a filling, benefits will be based on
the filling;

2) If a semi-precision or precision partial denture
is inserted, benefits may be based on a con-
ventional clasp partial denture

3) If a bridge is placed and the patient has multi-

ple unrestored missing teeth, Benefits will be
based on a partial denture.

Participating Dentists

When the Member receives covered dental ser-
vices from a Participating Dentist, the Member
will be responsible for a coinsurance amount as
outlined in the section entitled Summary of Bene-
fits. Participating Dentists will file claims on the
Member’s behalf.

Participating Dentists will be paid directly by the
plan, and have agreed to accept the DPA’s pay-
ment, plus the Member’s payment of any applica-
ble deductible or coinsurance amount, as payment
in full for covered services.
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If the covered Member recovers from a third party
the reasonable value of covered services rendered
by a Participating Dentist, the Participating Dentist
who rendered these services is not required to ac-
cept the fees paid by the DPA as payment in full,
but may collect from the covered Member the dif-
ference, if any, between the fees paid by the DPA
and the amount collected by the covered Member
for these services.

Non-Participating Dentists

When the Member receives covered services from
a Non-Participating Dentist, the Member will be
reimbursed up to a specified maximum amount as
outlined in the section entitled Summary of Bene-
fits and Member Coinsurance. The Member will
be responsible for the remainder of the Dentist’s
billed charges. The Member should discuss this
beforehand with their Dentist if he is not a Partici-
pating Dentist. Any difference between the DPA’s
or Blue Shield of California’s payment and the
Non-Participating Dentist's charges are the Mem-
ber’s responsibility. Members are expected to fol-
low the billing procedures of the dental office.

If the Member receives covered Services from a
Non-Participating Dentist, either the Member or
their provider may file a claim using the dental
claim form which may be obtained by calling Den-
tal Member Services at:

1-800-286-7401

Claims for all Covered California services should
be sent to:
Blue Shield of California
Dental Plan Administrator
P O Box 400
Chico, CA 95927

Procedure for Filing a Claim

Claims for covered dental Services should be sub-
mitted on a dental claim form which may be ob-
tained from the DPA or at blueshieldca.com. Have
the Dentist complete the form and mail it to the
DPA Service Center as shown in the Pediatric
Dental Benefits Customer Services section.

The DPA will provide payment in accordance with
the provisions of this Agreement. The Member



will receive an explanation of benefits after the
claim has been processed.

All claims for reimbursement must be submitted to
the DPA within one (1) year after the month in
which the service is rendered. The DPA will no-
tify the Member of its determination within 30
days after receipt of the claim.

General Exclusions and Limitations

Unless exceptions to the following general exclu-
sions are specifically made elsewhere under this
plan, this plan does not provide Benefits for:

1)  Dental services not appearing on the Sum-

mary of Benefits;

2) Dental services in excess of the limits speci-
fied in the Limitations section of this Evi-

dence of Coverage.

3)  Services of dentists or other practitioners of
healing arts not associated with the Plan, ex-
cept upon referral arranged by a Participating
Dentist and authorized by the Plan, or when

required in a covered emergency;

4)  Any dental services received or costs that
were incurred in connection with any dental
procedures started prior to the Member’s ef-
fective date of coverage. This exclusion
does not apply to Covered Services to treat
complications arising from services received
prior to the Member’s effective date of cov-

erage.;

5)  Any dental services received subsequent to

the time the Member’s coverage ends;

6) Experimental or investigational services, in-
cluding any treatment, therapy, procedure,
drug or drug usage, facility or facility usage,
equipment or equipment usage, device or de-
vice usage, or supply which is not recognized
as being in accordance with generally ac-
cepted professional medical standards, or for
which the safety and efficiency have not
been determined for use in the treatment of a
particular illness, injury or medical condition
for which the item or service in question is
recommended or prescribed:;
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7)

8)

9)
10)

11)
12)
13)
14)
15)

16)

Dental services that are received in an emer-
gency care setting for conditions that are not
emergencies if the Member reasonably
should have known that an emergency care
situation did not exist;

Procedures, appliances, or restorations to
correct congenital or developmental malfor-
mations unless specifically listed in the Sum-
mary of Benefits;

Cosmetic dental care;

General anesthesia or intravenous/conscious
sedation unless specifically listed as a benefit
under the Summary of Benefits or is given by
a Dentist for a covered oral surgery;

Hospital charges of any kind;

Major surgery for fractures and dislocations;
Loss or theft of dentures or bridgework;
Malignancies;

Dispensing of drugs not normally supplied in
a dental office;

Additional treatment costs incurred because
a dental procedure is unable to be performed
in the Dentist’s office due to the general
health and physical limitations of the Mem-
ber;

17) The cost of precious metals used in any form

of dental benefits;

18) Surgical removal of implants;

19) Services of a pedodontist/pediatric Dentist for

20)

21)

Member except when a Member child is un-
able to be treated by his or her Participating
Dentist or treatment is Dentally Necessary or
his or her Participating Dentist is a pedodon-
tist/pediatric Dentist.

Charges for services performed by a close
relative or by a person who ordinarily resides
in the Member's home;

Treatment for any condition for which Ben-
efits could be recovered under any worker’s
compensation or occupational disease law,
when no claim is made for such Benefits;



22) Treatment for which payment is made by any
governmental agency, including any foreign
government;

23) Charges for second opinions, unless previ-
ously authorized by the DPA;

24) Charges for saliva testing when caries manage-
ment procedures D0601, D0602 and D0603
are performed;

25) Services provided by an individual or entity
that is not licensed or certified by the state to
provide health care services, or is not operat-
ing within the scope of such license or certi-

fication, except as specifically stated herein;.

Pediatric Dental Benefits Orthodontic Limita-
tions & Exclusions

Medically necessary orthodontic treatment is lim-
ited to the following instances related to an identi-
fiable medical condition. Initial orthodontic exam-
ination (D0140) called the Limited Oral Evalua-
tion must be conducted. This examination includes
completion and submission of the completed HLD
Score Sheet with the Specialty Referral Request
Form. The HLD Score Sheet is the preliminary
measurement tool used in determining if the pa-
tient qualifies for medically necessary orthodontic
services.

Those immediate qualifying conditions are:

1)  Cleft lip and or palate deformities
2) Craniofacial Anomalies including the fol-
lowing:

a) Crouzon’s syndrome,

b) Treacher-Collins syndrome,

c) Pierre-Robin syndrome,

d) Hemi-facial atrophy, Hemfacial hypertrophy
and other severe craniofacial deformities
which result in a physically handicapping
malocclusion as determined by our dental
consultants.

3) Deep impinging overbite, where the lower

incisors are destroying the soft tissue of the
palate and tissue laceration and/or clinical
attachment loss are present. (Contact only
does not constitute deep impinging over-
bite).
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Crossbite of individual anterior teeth when
clinical attachment loss and recession of the
gingival margin are present (e.g., stripping
of the labial gingival tissue on the lower in-
cisors). Treatment of bi-lateral posterior
crossbite is not a benefit of the program.

Severe traumatic deviation must be justified
by attaching a description of the condition.

Overjet greater than 9mm or mandibular
protusion (reverse overjet) greater than
3.5mm.

4)

5)

6)

The remaining conditions must score 26 or
more to qualify (based on the HDL Index).

Excluded are the following conditions:

1) Crowded dentitions (crooked teeth)

2)  Excessive spacing between teeth

3) Temporomandibular joint (TMJ) conditions
and/or having horizontal/vertical (over-
jet/overbite) discrepancies

4)  Treatment in progress prior to the effective
date of this coverage.

5)  Extractions required for orthodontic pur-
poses

6) Surgical orthodontics or jaw repositioning

7)  Myofunctional therapy

8) Macroglossia

9) Hormonal imbalances

10) Orthodontic retreatment when initial treat-
ment was rendered under this plan or for
changes in Orthodontic treatment necessi-
tated by any kind of accident

11) Palatal expansion appliances

12) Services performed by outside laboratories

13) Replacement or repair of lost, stolen or bro-

ken appliances damaged due to the neglect
of the Member.

Dental Necessity Exclusion

All services must be of Dental Necessity. The
fact that a dentist or other plan Provider may pre-
scribe, order, recommend, or approve a service or
supply does not, in itself, determine Dental neces-
sity.

Alternate Benefits Provision



An alternate benefit provision allows a Benefit to
be based on an alternate procedure, which is pro-
fessionally acceptable and more cost effective. If
dental standards indicate that a condition can be
treated by a less costly alternative to the service
proposed by the attending Dentist, the DPA will
pay benefits based upon the less costly service.

General Limitations

The following services, if listed on the Summary
of Benefits, will be subject to Limitations as set
forth below. Services identified as optional are
not covered. If a Member chooses to receive an
optional service, the Member will be responsible
for the difference in cost between the Covered
Service and the optional service, unless otherwise
specified below:
1)  Roentgenology (x-rays) are limited as follows:
a) Bitewing x-rays in conjunction with pe-
riodic examinations are limited to one
series of four films in any 6 consecutive
month period. Isolated bitewing or peri-
apical films are allowed on an emer-
gency or episodic basis.

Full mouth x-rays in conjunction with
periodic examinations are limited to
once every 24 consecutive months.

Panoramic film x-rays are limited to
once every 24 consecutive months.

2)  Prophylaxis services (cleanings) cannot exceed
two in a twelve month period.

3)  Dental sealant treatments are limited to perma-
nent first and second molars only.
4)  Restorations are limited as follows:

a) Amalgam, composite resin, acrylic, syn-
thetic or plastic restorations for treat-
ment of caries. If the tooth can be re-
stored with such materials, any other
restoration such as a crown or jacket is
considered optional.

Composite resin or acrylic restorations
in posterior teeth are optional services
and if rendered, will be paid at the
equivalent amalgam restoration fee.

Micro filled resin restorations which are
non-cosmetic.

b)

c)

b)
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5)

6)

7)

8)

d) Replacement of a restoration is covered
only when it is defective, as evidenced
by conditions such as recurrent caries or
fracture, and replacement is Dentally
Necessary.

Oral Surgery is limited as follows:

a. Surgical removal of impacted teeth is a
Covered Service only when evidence of
pathology exists.

Endodontics: Retreatment of root canals is
a Covered Service only if clinical or radio-
graphic signs of abscess formation are pre-
sent, and/or the patient is experiencing
symptoms. Removal or retreatment of sil-
ver points, overfills, underfills, incomplete
fills, or broken instruments lodged in a ca-
nal, in the absence of pathology is not a
Covered Service.

Peridontics: Periodontal scaling and root
planing and subgingival curettage is limited
to five quadrant treatments in any 12 con-
secutive months.

Crowns and Fixed Bridges. Five units of
crown or bridgework per arch. Upon the
sixth unit, the treatment is considered full
mouth reconstruction.

a) Crowns, including those made of
acrylic, acrylic with metal, porcelain,
porcelain with metal, full metal, gold
onlay or three-quarter crown, and stain-
less steel. Related dowel pins and pin
build-up are also included. Crowns are
limited as follows:

i.  Replacement of each unit is lim-
ited to once every 36 consecutive
months, except when the crown is
no longer functional as determined
by the DPA.

ii.  Only acrylic crowns and stainless
steel crowns are a benefit for chil-
dren under 12 years of age. If
other types of crowns are chosen
as an optional benefit for children
under 12 years of age, the covered
dental benefit level will be that of
an acrylic crown.



9)

iii.  Crowns will be covered only if there is
not enough retentive quality left in the
tooth to hold a filling. For example, if
the buccal or lingual walls are either
fractured or decayed to the extent that
they will not hold a filling.

iv.  Veneers posterior to the second bicus-
pid are considered optional. An allow-
ance will be made for a cast full
crown.

b) Fixed bridges, which are cast, porcelain
baked with metal, or plastic processed to
gold, are limited as follows:

I.  Fixed bridges will be used only when
a partial cannot satisfactorily restore
the case. If fixed bridges are used
when a partial could satisfactorily re-
store the case, it is considered optional
treatment.

ii. A fixed bridge is covered when it is
necessary to replace a missing perma-
nent anterior tooth in a person 16
years of age or older and the patient’s
oral health and general dental condi-
tion permits. Under the age of 16, it is
considered optional dental treatment.
If performed on a Member under the
age of 16, the applicant must pay the
difference in cost between the fixed
bridge and a space maintainer.

iii.  Fixed bridges used to replace missing
posterior teeth are considered optional
when the abutment teeth are dentally
sound and would be crowned only for
the purpose of supporting a pontic.

iv.  Fixed bridges are optional when pro-
vided in connection with a partial den-
ture on the same arch.

V.  Replacement of an existing fixed
bridge is covered only when it cannot
be made satisfactory by repair.

Removable Prosthetics.

a)  Dentures, full maxillary, full mandibu-
lar, partial upper, partial lower, teeth,
clasps and stress breakers, limited as
follows:

B-44

i.  Partial dentures are not to be re-
placed within 36 consecutive
months, unless 1) it is necessary
due to natural tooth loss where the
addition or replacement of teeth to
the existing partial is not feasible,
or 2) the denture is unsatisfactory
and cannot be made satisfactory.

ii.  Benefits for partial dentures are
limited to the charges for a cast
chrome or acrylic denture if this
would satisfactorily restore an
arch. If a more elaborate or preci-
sion appliance is chosen by the pa-
tient and the Dentist, and is not
necessary to satisfactorily restore
an arch, the patient will be respon-
sible for all additional charges.

iii.  Aremovable partial denture is
considered an adequate restoration
of a case when teeth are missing
on both sides of the dental arch.
Other treatments of such cases are
considered optional.

iv.  Full upper and/or lower dentures
are not to be replaced within 36
consecutive months unless the ex-
isting denture is unsatisfactory and
cannot be made satisfactory by re-
line or repair.

v.  Benefits for complete dentures
will be limited to the benefit level
for a standard procedure. If a more
personalized or specialized treat-
ment is chosen by the patient and
the Dentist, the applicant will be
responsible for all additional
charges.

b) Office or laboratory relines or rebases
are limited to one per arch in any 12
consecutive months.

c) Tissue conditioning is limited to two
per denture.

d) Implants are considered an optional
service; however, the Member, not the
Plan, pays for the entire cost.



e) Stayplates are a Covered Service only
when used as anterior space maintain-
ers for children.

Pediatric Dental Benefits Customer Services

Questions about Services, providers, Benefits,
how to use this Plan, or concerns regarding the
quality of care or access to care that the Member
has experienced should be directed to your Dental
Customer Service at the phone number or address
which appear below:

1-800-286-7401
Blue Shield of California
Dental Plan Administrator
425 Market Street, 15th Floor

94105

Dental Customer Service can answer many ques-
tions over the telephone.

San Francisco, CA

Note: Dental Benefit Providers has established a
procedure for our Subscribers to request an expe-
dited decision. A Subscriber, Physician, or repre-
sentative of a Subscriber may request an expedited
decision when the routine decision making process
might seriously jeopardize the life or health of a
Subscriber, or when the Subscriber is experiencing
severe pain. Dental Benefit Providers shall make
a decision and notify the Subscriber and Physician
within 72 hours following the receipt of the re-
quest. If you would like additional information re-
garding the expedited decision process, or if you
believe your particular situation qualifies for an
expedited decision, please contact the Dental Cus-
tomer Service Department at the number listed
above.

Pediatric Dental Benefits Grievance Process

Members, a designated representative, or a pro-
vider on behalf of the Member, may contact the
Dental Member Service Department by telephone,
letter or online to request a review of an initial de-
termination concerning a claim or service. Mem-
bers may contact the Dental Member Service De-
partment at the telephone number as noted below.
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If the telephone inquiry to the Dental Member Ser-
vice Department does not resolve the question or
issue to the Member’s satisfaction, the Member
may request a grievance at that time, which the
Dental Member Service Representative will initi-
ate on the Member’s behalf.

The Member, a designated representative, or a pro-
vider on behalf of the Member, may also initiate a
grievance by submitting a letter or a completed
“Grievance Form”. The Member may request this
Form from the Dental Member Service Depart-
ment. If the Member wishes, the Dental Member
Service staff will assist in completing the griev-
ance form. Completed grievance forms must be
mailed to the DPA at the address provided below.
The Member may also submit the grievance to the
Dental Member Service Department online by vis-
iting http://www.blueshieldca.com.

1-800-286-7401
Blue Shield of California
Dental Plan Administrator
PO Box 30569
Salt Lake City, UT 84130-0569

The DPA will acknowledge receipt of a written
grievance within 5 calendar days. Grievances are
resolved within 30 days.

The grievance system allows Members to file
grievances for at least 180 days following any in-
cident or action that is the subject of the Member’s
dissatisfaction. See the previous Member Service
section for information on the expedited decision
process.

Pediatric Dental Benefits Definitions —

Whenever the following definitions are capitalized
in this section, they will have the meaning stated
below.

Dental Allowable Amount — the Allowance is:

1) The amount the DPA has determined is an ap-
propriate payment for the Service(s) rendered
in the provider's geographic area, based upon
such factors as evaluation of the value of the
Service(s) relative to the value of other Ser-
vices, market considerations, and provider
charge patterns; or



2) Such other amount as the Participating Den-
tist and the DPA have agreed will be accepted

as payment for the Service(s) rendered; or

If an amount is not determined as described in
either 1. or 2. above, the amount the DPA de-
termines is appropriate considering the partic-
ular circumstances and the Services rendered.

3)

Billed Charges — the prevailing rates of the Den-
tal office.

Dental Care Services — Necessary treatment on
or to the teeth or gums, including any appliance or
device applied to the teeth or gums, and necessary
dental supplies furnished incidental to Dental Care
Services.

Dental Necessity (Dentally Necessary) — Bene-
fits are provided only for Services that are Dentally
Necessary as defined in this Section.

1) Services which are Dentally Necessary include
only those which have been established as safe
and effective and are furnished in accordance
with generally accepted national and Califor-
nia dental standards which, as determined by
the DPA, are:

a)

Consistent with the symptoms or diagnosis
of the condition; and

b) Not furnished primarily for the conven-
ience of the Member, the attending Dentist

or other provider; and

c)

Furnished in a setting appropriate for deliv-
ery of the Service (e.g., a dentist’s office).

2) Ifthere are two (2) or more Dentally Necessary
Services that can be provided for the condition,
Blue Shield will provide benefits based on the

most cost-effective Service.

Dental Plan Administrator (DPA) — Blue
Shield has contracted with a Dental Plan Adminis-
trator (DPA). A DPA is a dental care service plan
licensed by the California Department of Managed
Health Care, which contracts with Blue Shield to
administer delivery of dental services through a
network of Participating Dentists. A DPA also
contracts with Blue Shield to serve as a claims ad-
ministrator for the processing of claims received
from Non-Participating Dentists.
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Dentist — a duly licensed Doctor of Dental Sur-
gery (DDS) or Doctor of Dental Medicine
(DMD).

Elective Dental Procedure — any dental proce-
dures which are unnecessary to the dental health of
the patient, as determined by the DPA.

Emergency Dental Care Services — Services
provided for an unexpected dental condition man-
ifesting itself by acute symptoms of sufficient se-
verity (including severe pain) that the absence of
immediate medical attention could reasonably be
expected to result in any of the following:

a) placing the patient’s health in serious
jeopardy;

b) serious impairment to bodily functions;

c) serious dysfunction of any bodily organ or
part.

Experimental or Investigational in Nature Den-
tal Care Services — any treatment, therapy, pro-
cedure, drug or drug usage, facility or facility us-
age, equipment or equipment usage, device or de-
vice usage, or supplies which are not recognized in
accordance with generally accepted professional
medical/dental standards as being safe and effec-
tive for use in the treatment of the illness, injury,
or condition at issue. Services which require ap-
proval by the Federal government or any agency
thereof, or by any State government agency, prior
to use and where such approval has not been
granted at the time the services or supplies were
rendered, shall be considered Experimental or In-
vestigational in Nature. Services or supplies which
themselves are not approved or recognized in ac-
cordance with accepted professional medical/den-
tal standards, but nevertheless are authorized by
law or by a government agency for use in testing,
trials, or other studies on human patients, shall be
considered Experimental or Investigational in Na-
ture.

Maximum Plan Payment — the maximum
amount that the Member will be reimbursed for
services obtained from a Non-Participating Den-
tist.

Participating Dentist — a Doctor of Dental Sur-
gery or Doctor of Dental Medicine who has signed



a service contract with the DPA to provide dental
services to Members.

Pedodontics — Dental Care Services related to
the diagnosis and treatment of conditions of the
teeth and mouth in children.

Prosthesis — an artificial part, appliance, or de-
vice used to replace a missing part of the body.

Prosthodontics — Dental Care Services specifi-
cally related to necessary procedures for providing
artificial replacements for missing natural teeth.

Treatment in Progress — Partially completed
dental procedures including prepped teeth, root ca-
nals in process of treatment, and full and partial
denture cases after final impressions have been
taken.

Pediatric Vision Benefits

Blue Shield covers pediatric vision Benefits for in-
dividuals up to 19 years of age. Blue Shield’s pe-
diatric vision Benefits are administered by a con-
tracted Vision Plan Administrator (VPA). The
VPA is a vision care service plan licensed by the
California Department of Managed Health Care,
which contracts with Blue Shield to administer de-
livery of eyewear and eye exams covered under
this pediatric vision Benefit. The VPA also con-
tracts with Blue Shield to serve as a claims admin-
istrator for the processing of claims for Covered
Services received from Non-Participating Provid-
ers.

Principal Benefits and Coverages for Pediatric
Vision Benefits

Blue Shield will pay for Covered Services ren-
dered by Participating Providers as indicated in the
Summary of Benefits. For Covered Services ren-
dered by Non-Participating Providers, Blue Shield
will pay up to the Allowable Amount as shown in
the Summary of Benefits. Members will be re-
sponsible for all charges in excess of those
amounts.

The following is a complete list of Covered Ser-
vices provided under this pediatric vision Benefit:

1) One comprehensive eye examination in a
Calendar Year. A comprehensive examina-
tion represents a level of service in which a
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2)

3)
4)

general evaluation of the complete visual
system is made. The comprehensive services
constitute a single service entity but need not
be performed at one session. The service in-
cludes history, general medical observation,
external and ophthalmoscopic examination,
gross visual fields and basic sensorimotor ex-
amination. It often includes, as indicated: bi-
omicroscopy, examination for cycloplegia or
mydriasis, tonometry, and, usually, a deter-
mination of the refractive state unless
known, or unless the condition of the media
precludes this or it is otherwise contraindi-
cated, as in the presence of trauma or severe
inflammation.

One of the following in a Calendar Year:
a. One pair of spectacle lenses,

b. One pair of Elective Contact Lenses up
to the Benefit allowance (for cosmetic
reasons or for convenience), or

c. One pair of Non-Elective (Medically
Necessary) Contact Lenses, which are
lenses following cataract surgery, or
when contact lenses are the only means
to correct visual acuity to 20/40 for ker-
atoconus, 20/60 for anisometropia, or
for certain conditions of myopia (12 or
more diopters), hyperopia (7 or more
diopters) astigmatism (over 3 diopters),
or other conditions as listed in the defi-
nition of Non-Elective Contact Lenses,
once every Calendar Year interval if
the examination indicates a prescrip-
tion change.

A report from the provider and prior author-
ization from the contracted VVPA is required.

One frame in a Calendar Year.

The need for supplemental Low Vision Test-
ing is triggered during a comprehensive eye
exam. These supplemental services may
only be obtained from Participating Provid-
ers and only once in a consecutive two Cal-
endar Year period. A report from the pro-
vider conducting the initial examination and
prior authorization from the VPA is required.
Low vision is a bilateral impairment to vision



that is so significant that it cannot be cor-
rected with ordinary eyeglasses, contact
lenses, or intraocular lens implants. Alt-
hough reduced central or reading vision is
common, low vision may also result from de-
creased peripheral vision, a reduction or loss
of color vision, or the eye’s inability to
properly adjust to light, contrast, or glare. It
can be measured in terms of visual acuity of
20/70 to 20/200.

One diabetic management referral per calen-
dar year to a Blue Shield disease manage-
ment program. The contracted VPA will no-
tify Blue Shield’s disease management pro-
gram subsequent to the annual comprehen-
sive eye exam, when the Member is known
to have or be at risk for diabetes.

5)

Important Information about Pediatric Vision
Benefits

Pediatric vision services are covered when pro-
vided by a vision provider and when necessary and
customary as determined by the standards of gen-
erally accepted vision practice. Coverage for these
services is subject to any conditions or limitations
set forth in the Benefit descriptions above, and to
all terms, conditions, limitations and exclusions
listed in this Evidence of Coverage.

Payments for pediatric vision services are based on
Blue Shield’s Allowable Amount and are subject
to any applicable Deductibles, Copayments, Coin-
surance and Benefit maximums as specified in the
Summary of Benefits. Vision providers do not re-
ceive financial incentives or bonuses from Blue
Shield or the VPA.

Exclusions for Pediatric Vision Benefit

Unless exemptions are specifically made else-
where in this Evidence of Coverage, these pediat-
ric vision Benefits exclude the following:

1) orthoptics or vision training, subnormal vi-
sion aids or non-prescription lenses for
glasses when no prescription change is indi-
cated;

2) replacement or repair of lost or broken lenses
or frames, except as provided under this Ev-

idence of Coverage;
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3) any eye examination required by the em-
ployer as a condition of employment;

4) medical or surgical treatment of the eyes (see
the Ambulatory Surgery Center Benefits,
Hospital Benefits (Facility Services) and
Professional Benefits sections of the Evi-

dence of Coverage);

5) contact lenses, except as specifically pro-

vided in the Summary of Benefits;

See the Principal Limitations, Exceptions, Ex-
clusions and Reductions section of this Evidence
of Coverage for complete information on Plan
general exclusions, limitations, exceptions and
reductions.

Payment of Benefits for Pediatric Vision Bene-
fits

Prior to service, the Subscriber should review his
or her Benefit information for coverage details.
The Subscriber may identify a Participating Pro-
vider by calling the VPA’s Customer Service De-
partment at 1-877-601-9083 or online at
www.blueshieldca.com. When an appointment is
made with a Participating Provider, the Subscriber
should identify the Member as a Blue Shield /VPA
Member.

The Participating Provider will submit a claim for
Covered Services online or by claim form obtained
from the VPA after services have been received.
The VPA will make payment on behalf of Blue
Shield directly to the Participating Provider. Par-
ticipating Providers have agreed to accept Blue
Shield’s payment as payment in full except as
noted in the Summary of Benefits.

When services are provided by a Non-Participat-
ing Provider, a Vision Service Report (claim form
C-4669-61) should be submitted to the VPA. This
form may be obtained at www.blueshieldca.com
and must be completed in full and submitted with
all related receipts to:

Blue Shield of California
Vision Plan Administrator
P O Box 25208
Santa Ana, CA 92799-5208



Information regarding the Member’s Non-Partici-
pating Provider Benefits is available in the Sum-
mary of Benefits or by calling Blue Shield / VPA
Customer Service at 1-877-601-9083.

When the Member receives Covered Services
from a Non-Participating Provider, the Subscriber
or the provider may submit a claim for payment
after services have been received. The VPA will
make payment directly to the Subscriber. The Sub-
scriber is responsible for any applicable Deducti-
ble, Copayment and Coinsurance amounts and for
amounts billed in excess of the Allowable
Amount. The Subscriber is also responsible for
making payment to the Non-Participating Pro-
vider.

A listing of Participating Providers may be ob-
tained by calling the VPA at the telephone number
listed in the Customer Service section of this Evi-
dence of Coverage.

Choice of Providers for Pediatric Vision Bene-
fits

Members may select any licensed ophthalmolo-
gist, optometrist, or optician to provide Covered
Services under this pediatric vision Benefit, includ-
ing providers outside of California. However,
Members will usually pay more for services from
a Non-Participating Provider. A list of Participat-
ing Providers in the Member’s local area can be
obtained by contacting the VPA at 1-877-601-
9083.

The Member should contact Member Services if
the Member needs assistance locating a provider in
the Member’s Service Area. The Plan will review
and consider a Member’s request for services that
cannot be reasonably obtained in network. If a
Member’s request for services from a Non-Partic-
ipating Provider is approved at an in-network ben-
efit level, the Plan will pay for Covered Services at
a Participating Provider level.

The Subscriber may also obtain a list of Participat-
ing Providers online at www.blueshieldca.com.

Time and Payment of Claims

Claims will be paid promptly upon receipt of writ-
ten proof and determination that Benefits are pay-
able.
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Payment of Claims

Participating Providers will submit a claim for
Covered Services on line or by claim form ob-
tained from the VPA and are paid directly by Blue
Shield of California.

If the Member receives services from a Non-Par-
ticipating Provider, payment will be made directly
to the Subscriber, and the Member is responsible
for payment to the Non-Participating Provider.

Eligibility Requirements for Pediatric Vision
Benefits

The Member must be actively enrolled in this
health plan and must be under the age of 19.

Customer Service for Pediatric Vision Benefits

For questions about these pediatric vision Benefits,
information about pediatric vision providers, pedi-
atric vision services, or to discuss concerns regard-
ing the quality of care or access to care experi-
enced, the Subscriber may contact:

Blue Shield of California
Vision Plan Administrator
Customer Service Department
P. O. Box 25208
Santa Ana, CA 92799-5208

The Subscriber may also contact the VPA at the
following telephone numbers:

1-714-619-4660 or
1-877-601-9083

The VPA has established a procedure for Subscrib-
ers to request an expedited authorization decision.
A Subscriber, Member, Physician, or representa-
tive of a Member may request an expedited deci-
sion when the routine decision making process
might seriously jeopardize the life or health of a
Member, or when the Member is experiencing se-
vere pain. The VPA shall make a decision and no-
tify the Subscriber and Physician as soon as possi-
ble to accommodate the Member’s condition, not
to exceed 72 hours following the receipt of the re-
quest. For additional information regarding the ex-
pedited decision process, or if the Subscriber be-
lieves a particular situation qualifies for an expe-
dited decision, please contact the VPA Customer
Service Department at the number listed above.



Grievance Process for Pediatric Vision Benefits

Subscribers, a designated representative, or a pro-
vider on behalf of the Subscriber, may contact the
Vision Customer Service Department by tele-
phone, letter or online to request a review of an in-
itial determination concerning a claim for services.
Subscribers may contact the Vision Customer Ser-
vice Department at the telephone number noted be-
low. If the telephone inquiry to the Vision Cus-
tomer Service Department does not resolve the
question or issue to the Subscriber’s satisfaction,
the Subscriber may request a grievance at that
time, which the Vision Customer Service Repre-
sentative will initiate on the Subscriber’s behalf.

The Subscriber, a designated representative, or a
provider on behalf of the Subscriber, may also ini-
tiate a grievance by submitting a letter or a com-
pleted “Grievance Form”. The Subscriber may re-
quest this Form from the Vision Customer Service
Department. If the Subscriber wishes, the Vision
Customer Service staff will assist in completing
the grievance form. Completed grievance forms
should be mailed to the Vision Plan Administrator
at the address provided below. The Subscriber
may also submit the grievance to the Vision Cus-
tomer  Service  Department  online  at
www.blueshieldca.com.
1-877-601-9083
Vision Plan Administrator
P. O. Box 25208
Santa Ana, CA 92799-5208

The Vision Plan Administrator will acknowledge
receipt of a written grievance within five (5) cal-
endar days. Grievances are resolved within 30
days.

The grievance system allows Subscribers to file
grievances for at least 180 days following any in-
cident or action that is the subject of the Sub-
scriber’s dissatisfaction. See the previous Cus-
tomer Service section for information on the expe-
dited decision process.

Definitions for Pediatric Vision Benefits

Elective Contact Lenses — prescription lenses
that are chosen for cosmetic or convenience pur-
poses. Elective Contact Lenses are not medically
necessary

Non-Elective (Medically Necessary) Contact
Lenses — lenses following cataract surgery, or
when contact lenses are the only means to correct
visual acuity to 20/40 for keratoconus or 20/60 for
anisometropia, or for certain conditions of myopia
(12 or more diopters), hyperopia (7 or more diop-
ters) or astigmatism (over 3 diopters).

Contact lenses may also be medically necessary in
the treatment of the following conditions: kerato-
conus, pathological myopia, aphakia, anisometro-
pia, aniseikonia, aniridia, corneal disorders, post-
traumatic disorders and irregular astigmatism.

Prescription Change — any of the following:

1) change in prescription of 0.50 diopter or more;
or

Shift in axis of astigmatism of 15 degrees; or
difference in vertical prism greater than 1
prism diopter; or

change in lens type (for example contact lenses
to glasses or single vision lenses to bifocal
lenses).

Vision Plan Administrator (VPA) — Blue Shield
contracts with the Vision Plan Administrator
(VPA) to administer delivery of eyewear and eye
exams covered under this Benefit through a net-
work of Participating Providers.

2)
3)

4)

VPA Participating Provider — For purposes of
this pediatric vision Benefit, participating provider
refers to a provider that has contracted with the
VPA to provide vision services to Blue Shield
Members.

Principal Limitations, Exceptions,
Exclusions and Reductions
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General Exclusions and Limitations

No Benefits are provided for the following:

1)  routine physical examinations, except as spe-
cifically listed under Preventive Health Ben-
efits, or for immunizations and vaccinations
by any mode of administration (oral, injec-
tion or otherwise) solely for the purpose of
travel, or for examinations required for licen-
sure, employment, insurance or on court or-
der or required for parole or probation;



2)

3)

4)

5)

6)

7)

8)
9)

hospitalization primarily for X-ray, labora-
tory or any other outpatient diagnostic stud-
ies or for medical observation;

routine foot care items and services that are
not Medically Necessary, including callus,
corn paring or excision and toenail trimming
except as may be provided through a Partici-
pating Hospice Agency; treatment (other
than surgery) of chronic conditions of the
foot (e.g., weak or fallen arches); flat or pro-
nated foot; pain or cramp of the foot; special
footwear required for foot disfigurement
(e.g., non-custom made or over-the-counter
shoe inserts or arch supports), except as spe-
cifically listed under Orthotics Benefits and
Diabetes Care Benefits; bunions; muscle
trauma due to exertion; or any type of mas-
sage procedure on the foot;

services for or incident to hospitalization or
confinement in a pain management center to
treat or cure chronic pain, except as may be
provided through a Participating Hospice
Agency or through a palliative care program
offered by Blue Shield;

home services, hospitalization or confine-
ment in a health facility primarily for rest,
Custodial, Maintenance, or domiciliary Care,
except as provided under Hospice Program
Benefits;

services in connection with private duty
nursing, except as provided under Home
Health Care Benefits, Home Infusion/Home
Injectable Therapy Benefits, and except as
provided through a Participating Hospice
Agency;

prescription and non-prescription food and
nutritional supplements, except as provided
under Home Infusion/Home Injectable Ther-
apy Benefits, PKU-Related Formulas and
Special Food Products Benefits, or as pro-
vided through a Participating Hospice
Agency;

hearing aids;

eye exams and refractions, lenses and frames
for eyeglasses, lens options and treatments
and contact lenses for Members 19 years of
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10)

11)

12)

13)

14)

age and over, and video-assisted visual aids
or video magnification equipment for any
purpose;

surgery to correct refractive error (such as
but not limited to radial keratotomy, refrac-
tive keratoplasty);

any type of communicator, voice enhancer,
voice prosthesis, electronic voice producing
machine, or any other language assistive de-
vices, except as specifically listed under
Prosthetic Appliances Benefits;

for dental care or services incident to the
treatment, prevention, or relief of pain or
dysfunction of the Temporomandibular Joint
and/or muscles of mastication, except as spe-
cifically provided under the Medical Treat-
ment of the Teeth, Gums, Jaw Joints or Jaw
Bones Benefits and Hospital Benefits (Facil-
ity Services);

for or incident to services and supplies for
treatment of the teeth and gums (except for
tumors, preparation of the Member’s jaw for
radiation therapy to treat cancer in the head
or neck, and dental and orthodontic services
that are an integral part of Reconstructive
Surgery for cleft palate procedures) and as-
sociated periodontal structures, including but
not limited to diagnostic, preventive, ortho-
dontic and other services such as dental
cleaning, tooth whitening, X-rays, imaging,
laboratory services, topical fluoride treat-
ment except when used with radiation ther-
apy to the oral cavity, fillings, and root canal
treatment; treatment of periodontal disease
or periodontal surgery for inflammatory con-
ditions; tooth extraction; dental implants,
braces, crowns, dental orthoses and prosthe-
ses; except as specifically provided under
Medical Treatment of the Teeth, Gums, Jaw
Joints or Jaw Bones Benefits, Pediatric Den-
tal Benefits and Hospital Benefits (Facility
Services);

Cosmetic Surgery except for the Medically
Necessary treatment of resulting complica-
tions (e.g., infections or hemorrhages);



15)

16)

17)

18)

19)

20)

21)

22)

Reconstructive Surgery where there is an-
other more appropriate covered surgical pro-
cedure or when the proposed reconstructive
surgery offers only a minimal improvement
in the appearance of the Member. This exclu-
sion shall not apply to breast reconstruction
when performed subsequent to a mastec-
tomy, including surgery on either breast to
achieve or restore symmetry.

sexual dysfunctions and sexual inadequacies,
except as provided for treatment of organi-
cally based conditions;

for or incident to the treatment of Infertility,
including the cause of Infertility, or any form
of assisted reproductive technology, includ-
ing but not limited to reversal of surgical
sterilization, or any resulting complications,
except for Medically Necessary treatment of
medical complications;

any services related to assisted reproductive
technology, including but not limited to the
harvesting or stimulation of the human
ovum, in vitro fertilization, Gamete Intrafal-
lopian Transfer (GIFT) procedure, artificial
insemination (including related medications,
laboratory, and radiology services), services
or medications to treat low sperm count, or
services incident to or resulting from proce-
dures for a surrogate mother who is other-
wise not eligible for covered pregnancy and
maternity care under a Blue Shield health
plan;

services incident to bariatric surgery ser-
vices, except as specifically provided under
Bariatric Surgery Benefits;

home testing devices and monitoring equip-
ment except as specifically provided in the
Durable Medical Equipment Benefits;

genetic testing except as described in the
Outpatient X-ray, Imaging, Pathology and
Laboratory Benefits and Pregnancy and Ma-
ternity Care Benefits;

mammographies, Pap Tests or other FDA
(Food and Drug Administration) approved
cervical cancer screening tests, family plan-
ning and consultation services, colorectal
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23)

24)

25)

26)

27)

28)

29)

cancer screenings, Annual Health Appraisal
Exams by Non-Participating Providers;

services performed in a Hospital by house of-
ficers, residents, interns, and others in train-
ing;

services performed by a Close Relative or by

a person who ordinarily resides in the Mem-
ber’s home;

services provided by an individual or entity
that is not appropriately licensed or certified
by the state to provide health care services,
or is not operating within the scope of such
license or certification, except for services
received under the Behavioral Health Treat-
ment benefit under Mental Health, Behav-
ioral Health, and Substance Use Disorder
Benefits;

massage therapy that is not Physical Therapy
or a component of a multiple-modality reha-
bilitation treatment plan;

for or incident to vocational, educational,
recreational, art, dance, music or reading
therapy; weight control programs; exercise
programs; nutritional counseling except as
specifically provided for under Diabetes
Care Benefits. This exclusion shall not apply
to Medically Necessary services which Blue
Shield is required by law to cover for Severe
Mental Illnesses or Serious Emotional Dis-
turbances of a Child;

learning disabilities or behavioral problems
or social skills training/therapy, or for testing
for intelligence or learning disabilities. This
exclusion shall not apply to Medically Nec-
essary services which Blue Shield is required
by law to cover for Severe Mental Ilinesses
or Serious Emotional Disturbances of a
Child;

services which are Experimental or Investi-
gational in nature, except for services for
Members who have been accepted into an
approved clinical trial as provided under
Clinical Trial for Treatment of Cancer or
Life-Threatening Condition Benefits;



30) drugs, medicines, supplements, tests, vac-
cines, devices, radioactive materials and any
other services which cannot be lawfully mar-
keted without approval of the U.S. Food and
Drug Administration (the FDA) except as
otherwise stated; however, drugs and medi-
cines which have received FDA approval for
marketing for one or more uses will not be
denied on the basis that they are being pre-
scribed for an off-label use if the conditions
set forth in California Health & Safety Code,
Section 1367.21 have been met;

non-prescription (over-the-counter) medical
equipment or supplies such as oxygen satu-
ration monitors, prophylactic knee braces
and bath chairs that can be purchased without
a licensed provider's prescription order, even
if a licensed provider writes a prescription
order for a non-prescription item, except as
specifically provided wunder Preventive
Health Benefits, Home Health Care Benefits,
Home Infusion/Home Injectable Therapy
Benefits, Hospice Program Benefits, Diabe-
tes Care Benefits, Durable Medical Equip-
ment Benefits, and Prosthetic Appliances
Benefits;

31)

32) patient convenience items such as telephone,
television, guest trays, and personal hygiene

items;

33) disposable supplies for home use, such as
bandages, gauze, tape, antiseptics, dressings,
Ace-type bandages, and diapers, underpads
and other incontinence supplies, except as
specifically provided under the Durable
Medical Equipment Benefits, Home Health
Care, Hospice Program Benefits, or the Out-

patient Prescription Drug Benefits;

34) services for which the Member is not legally
obligated to pay, or for services for which no

charge is made;

35) services incident to any injury or disease
arising out of, or in the course of, any em-
ployment for salary, wage or profit if such
injury or disease is covered by any worker’s
compensation law, occupational disease law
or similar legislation. However, if Blue

Shield provides payment for such services, it

will be entitled to establish a lien upon such
other benefits up to the amount paid by Blue
Shield for the treatment of such injury or dis-
ease;

36) Drug’s dispensed by a Physician or Physi-

cian’s office for outpatient use; and
37) services not specifically listed as a Benefit.

See the Grievance Process section for infor-
mation on filing a grievance, your right to seek
assistance from the Department of Managed
Health Care, and your right to independent medi-
cal review.

Medical Necessity Exclusion

The Benefits of this health plan are provided only
for services that are Medically Necessary. Be-
cause a Physician or other provider may prescribe,
order, recommend, or approve a service or supply
does not, in itself, make it Medically Necessary
even though it is not specifically listed as an exclu-
sion or limitation. Blue Shield reserves the right
to review all claims to determine if a service or
supply is Medically Necessary and may use the
services of Physician consultants, peer review
committees of professional societies or Hospitals
and other consultants to evaluate claims.
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Limitation for Duplicate Coverage
Medicare Eligible Members

1) Blue Shield will provide Benefits before Med-
icare in the following situations:

a) When the Member is eligible for Medicare
due to age, if the subscriber is actively
working for a group that employs 20 or
more employees (as defined by Medicare

Secondary Payer laws).

b) When the Member is eligible for Medicare
due to disability, if the subscriber is cov-
ered by a group that employs 100 or more
employees (as defined by Medicare Sec-

ondary Payer laws).

When the Member is eligible for Medicare
solely due to end stage renal disease during
the first 30 months that you are eligible to



receive benefits for end-stage renal disease
from Medicare.

2) Blue Shield will provide Benefits after Medi-
care in the following situations:

a) When the Member is eligible for Medicare
due to age, if the subscriber is actively
working for a group that employs less than
20 employees (as defined by Medicare

Secondary Payer laws).

b) When the Member is eligible for Medicare
due to disability, if the subscriber is cov-
ered by a group that employs less than 100
employees (as defined by Medicare Sec-

ondary Payer laws).

When the Member is eligible for Medicare
solely due to end stage renal disease after
the first 30 months that you are eligible to
receive benefits for end-stage renal disease
from Medicare.

d) When the Member is retired and age 65

years or older.

When Blue Shield provides Benefits after Medi-
care, the combined benefits from Medicare and the
Blue Shield group plan may be lower but will not
exceed the Medicare allowed amount. The Blue
Shield group plan Deductible and copayments will
be waived.

Medi-Cal Eligible Members
Medi-Cal always provides benefits last.

Qualified Veterans

If the Member is a qualified veteran Blue Shield
will pay the reasonable value or Blue Shield’s Al-
lowable Amount for Covered Services provided at
a Veterans Administration facility for a condition
that is not related to military service. If the Mem-
ber is a qualified veteran who is not on active duty,
Blue Shield will pay the reasonable value or Blue
Shield’s Allowable Amount for Covered Services
provided at a Department of Defense facility, even
if provided for conditions related to military ser-
vice.

Members Covered by Another Government
Agency

If the Member is entitled to benefits under any
other federal or state governmental agency, or by
any municipality, county or other political subdi-
vision, the combined benefits from that coverage
and this Blue Shield group Plan will equal, but not
exceed, what Blue Shield would have paid if the
Member was not eligible to receive benefits under
that coverage (based on the reasonable value or
Blue Shield’s Allowable Amount).

Contact Customer Service if you have any ques-
tions about how Blue Shield coordinates your
group Plan Benefits in the above situations.

Exception for Other Coverage

Participating Providers may seek reimbursement
from other third party payers for the balance of
their reasonable charges for services rendered un-
der this Plan.

Claims Review

Blue Shield reserves the right to review all claims
to determine if any exclusions or other limitations
apply. Blue Shield may use the services of Physi-
cian consultants, peer review committees of pro-
fessional societies or Hospitals, and other consult-
ants to evaluate claims.
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Reductions — Third Party Liability

If another person or entity, through an act or omis-
sion, causes a Member to suffer an injury or ill-
ness, and if Blue Shield paid Benefits for that in-
jury or illness, the Member must agree to the pro-
visions listed below. In addition, if the Member is
injured and no other person is responsible but the
Member receives (or is entitled to) a recovery from
another source, and if Blue Shield paid Benefits for
that injury, the Member must agree to the follow-
ing provisions.

1) All recoveries the Member or his or her repre-
sentatives obtain (whether by lawsuit, settlement,
insurance or otherwise), no matter how described
or designated, must be used to reimburse Blue
Shield in full for Benefits Blue Shield paid. Blue
Shield’s share of any recovery extends only to the



amount of Benefits it has paid or will pay the
Member or the Member’s representatives. For
purposes of this provision, Member’s representa-
tives include, if applicable, the Member’s heirs,
administrators, legal representatives, parents (if
the Member is a minor), successors or assignees.
This is Blue Shield’s right of recovery.

2) Blue Shield is entitled under its right of recov-
ery to be reimbursed for its Benefit payments even
if the Member is not “made whole” for all of his or
her damages in the recoveries that the Member re-
ceives. Blue Shield’s right of recovery is not sub-
ject to reduction for attorney’s fees and costs under
the “common fund” or any other doctrine.

3) Blue Shield will not reduce its share of any re-
covery unless, in the exercise of Blue Shield’s dis-
cretion, Blue Shield agrees in writing to a reduc-
tion (1) because the Member does not receive the
full amount of damages that the Member claimed
or (2) because the Member had to pay attorneys’
fees.

4) The Member must cooperate in doing what is
reasonably necessary to assist Blue Shield with its
right of recovery. The Member must not take any
action that may prejudice Blue Shield’s right of re-
covery.

If the Member does seek damages for his or her
illness or injury, the Member must tell Blue Shield
promptly that the Member has made a claim
against another party for a condition that Blue
Shield has paid or may pay Benefits for, the Mem-
ber must seek recovery of Blue Shield’s Benefit
payments and liabilities, and the Member must tell
us about any recoveries the Member obtains,
whether in or out of court. Blue Shield may seek
a first priority lien on the proceeds of the Mem-
ber’s claim in order to reimburse Blue Shield to the
full amount of Benefits Blue Shield has paid or
will pay. The amount Blue Shield seeks as restitu-
tion, reimbursement or other available remedy will
be calculated in accordance with California Civil
Code Section 3040.

Blue Shield may request that the Member sign a
reimbursement agreement consistent with this pro-
vision.

Further, if the Member receives services from a
Participating Hospital for such injuries or illness,
the Hospital has the right to collect from the Mem-
ber the difference between the amount paid by
Blue Shield and the Hospital’s reasonable and nec-
essary charges for such services when payment or
reimbursement is received by the Member for
medical expenses. The Hospital’s right to collect
shall be in accordance with California Civil Code
Section 3045.1.

IF THIS PLAN IS PART OF AN EMPLOYEE
WELFARE BENEFIT PLAN SUBJECT TO THE
EMPLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974 (“ERISA”), THE MEMBER
IS ALSO REQUIRED TO DO THE FOLLOW-
ING:

1) Ensure that any recovery is kept separate from
and not comingled with any other funds or the
Member’s general assets and agree in writing
that the portion of any recovery required to sat-
isfy the lien or other right of recovery of Blue
Shield is held in trust for the sole benefit of
Blue Shield until such time it is conveyed to
Blue Shield;

Direct any legal counsel retained by the Mem-
ber or any other person acting on behalf of the
Member to hold that portion of the recovery to
which Blue Shield is entitled in trust for the
sole benefit of Blue Shield and to comply with
and facilitate the reimbursement to Blue Shield
of the monies owed.

2)
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Coordination of Benefits

Coordination of Benefits is utilized when a Mem-
ber is covered by more than one group health plan.
Payments for allowable expenses will be coordi-
nated between the two plans up to the maximum
benefit amount payable by each plan separately.
Coordination of Benefits ensures that benefits paid
by multiple group health plans do not exceed
100% of allowable expenses. The coordination of
benefits rules also provide consistency in deter-
mining which group health plan is primary and
avoid delays in benefit payments. Blue Shield fol-
lows the rules for Coordination of Benefits as out-
lined in the California Code of Regulations, Title
28, Section 1300.67.13 to determine the order of



benefit payments between two group health plans.
The following is a summary of those rules.

1)  When a plan does not have a coordination of
benefits provision, that plan will always pro-
vide its benefits first. Otherwise, the plan
covering the Member as an employee will
provide its benefits before the plan covering

the Member as a Dependent.

2)  Coverage for dependent children:

When the parents are not divorced or sepa-
rated, the plan of the parent whose date of
birth (month and day) occurs earlier in the
year is primary.

b) When the parents are divorced and the spe-
cific terms of the court decree state that one
of the parents is responsible for the health
care expenses of the child, the plan of the

responsible parent is primary.

When the parents are divorced or separated,
there is no court decree, and the parent with
custody has not remarried, the plan of the
custodial parent is primary.

d) When the parents are divorced or separated,
there is no court decree, and the parent with
custody has remarried, the order of payment
is as follows:

I. The plan of the custodial parent

ii. The plan of the stepparent

iii. The plan of the non-custodial parent.

3) If the above rules do not apply, the plan which
has covered the Member for the longer period
of time is the primary plan. There may be ex-

ceptions for laid-off or retired employees.

4) When Blue Shield is the primary plan, Benefits
will be provided without considering the other
group health plan. When Blue Shield is the sec-
ondary plan and there is a dispute as to which
plan is primary, or the primary plan has not
paid within a reasonable period of time, Blue
Shield will provide Benefits as if it were the

primary plan.

5) Anytime Blue Shield makes payments over the
amount they should have paid as the primary

or secondary plan, Blue Shield reserves the

right to recover the excess payments from the
other plan or any person to whom such pay-
ments were made.

These Coordination of Benefits rules do not apply
to the programs included in the Limitation for Du-
plicate Coverage section.

Conditions of Coverage
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Eligibility and Enrollment

To enroll and continue enrollment, a Subscriber
must be an eligible Employee and meet all of the
eligibility requirements for coverage established
by the SHOP. To learn about the eligibility re-
quirements for this health plan, please contact the
SHOP or the Subscriber’s Employer. Eligibility
determinations made by the SHOP can be ap-
pealed.

An Employee or the Employee’s Dependents may
enroll when newly qualified as an eligible Em-
ployee or during the Employer’s annual Open En-
rollment Period. Under certain circumstances, an
Employee and Dependents may qualify for a Spe-
cial Enrollment Period. Other than the initial op-
portunity to enroll, the Employer’s annual Open
Enrollment period, or a Special Enrollment Period,
an Employee or Dependent may not enroll in the
health program offered by the Employer through
the SHOP

Please see the definition of Late Enrollee and Spe-
cial Enrollment Period in the Definitions section
for details on these rights. For additional infor-
mation on enrollment periods, please contact the
SHOP or Blue Shield.

Dependent children of the Subscriber, spouse, or
his or her Domestic Partner, including children
adopted or placed for adoption, will be eligible im-
mediately after birth, adoption or the placement of
adoption for a period of 31 days. In order to have
coverage continue beyond the first 31 days, an ap-
plication must be received by the SHOP within 60
days from the date of birth, adoption or placement
for adoption. If both partners in a marriage or Do-
mestic Partnership are eligible Employees and Sub-



scribers, children may be eligible and may be en-
rolled as a Dependent of either parent, but not both.
Please contact the SHOP to determine what evi-
dence needs to be provided to enroll a child.

Enrolled disabled Dependent children who would
normally lose their eligibility under this health
plan solely because of age, may be eligible for cov-
erage if they continue to meet the definition of De-
pendent. See the Definitions section.

Because eligibility to enroll in this Plan is based on
the Employer’s participation in the SHOP, cover-
age under this Plan will terminate when the em-
ployer ceases to be an Eligible Employer. Em-
ployees will receive notice of this termination from
the SHOP before it becomes effective, and, at that
time, will be provided with information about
other potential sources of coverage, including ac-
cess to individual coverage through Covered Cali-
fornia.

Subject to the requirements described under the
Continuation of Group Coverage provision in this
Evidence of Coverage, if applicable, an Employee
and his or her Dependents will be eligible to con-
tinue group coverage under this health plan when
coverage would otherwise terminate.

postmarked within the first 15 days of the month,
coverage will be effective on the first day of the
month after receipt of payment. If the premium
payment is delivered or postmarked after the 15%
of the month, coverage will be effective on the first
day of the second month after receipt of payment.

However, if the Late Enrollee qualifies for a Spe-
cial Enrollment Period as a result of a birth, adop-
tion, guardianship, marriage or Domestic Partner-
ship and enrollment is requested by the Employee
within 60 days of the event, the effective date of
enrollment will be as follows:

1) For the case of a birth, adoption, placement for
adoption, or guardianship, the coverage shall
be effective on the date of birth, adoption,
placement for adoption or court order of guard-
ianship.

2) For marriage or Domestic Partnership the
coverage shall be effective on the date of the
establishment of marriage or domestic part-

nership.

Effective Date of Coverage

Blue Shield will notify the eligible Employee of
the effective date of coverage for the Employee
and his or her Dependents. Coverage starts at
12:01 a.m. Pacific Time on the effective date.

Dependents may be enrolled within 31 days of the
Employee’s eligibility date to have the same effec-
tive date of coverage as the Employee. If the Em-
ployee or Dependent is considered a Late Enrollee,
coverage will become effective the earlier of 12
months from the date a written request for cover-
age is made or at the Employer’s next Open En-
rollment Period. The SHOP will not consider ap-
plications for earlier effective dates unless the Em-
ployee or Dependent qualifies for a Special Enroll-
ment Period.

In general, if the Employee or Dependents are Late
Enrollees who qualify for a Special Enrollment Pe-
riod, and the premium payment is delivered or
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Premiums (Dues)

The monthly Premiums for a Subscriber and any
enrolled Dependents are stated in the Contract.
The SHOP will provide information regarding
when the Premiums are due and when payments
must be made for coverage to remain in effect.

All Premiums required for coverage for the Sub-
scriber and Dependents will be paid by the Em-
ployer to the SHOP, and the SHOP will forward
the Premiums to Blue Shield. Any amount the
Subscriber must contribute is set by the Employer.
The Employer’s rates will remain the same during
the Contract’s term; the term is the 12-month pe-
riod beginning with the Eligible Employer’s effec-
tive date of coverage. The Employer will receive
notice of changes in Premiums at least 60 days
prior to the change. The Employer will notify the
Subscriber immediately.

A Subscriber’s contribution may change during
the contract term (1) if the Employer changes the
amount it requires its Employees to pay for cover-
age; (2) if the Subscriber adds or removes a De-
pendent from coverage; (3) if a Subscriber moves



to a different geographic rating region, or (4) if a
Subscriber joins the Plan at a time other than dur-
ing the annual Open Enrollment Period. Please
check with the SHOP or the Employer on when
these contribution changes will take effect.

Grace Period

After payment of the first Premium, the Contrac-
tholder is entitled to a grace period of 30 days for
the payment of any Premiums due. During this
grace period, the Contract will remain in force.
However, the Contractholder will be liable for
payment of Premiums accruing during the period
the Contract continues in force.

3) failure to comply with Blue Shield’s applicable

eligibility, participation or contribution rules;
4) termination of plan type by Blue Shield,;
5)

6)

Employer relocates outside of California;

Employer is an association and association
membership ceases; or

7) Employer is no longer eligible to purchase this

coverage through the SHOP.

Plan Changes

The Benefits and terms of this health plan, includ-
ing but not limited to, Covered Services, Deducti-
ble, Copayment, Coinsurance and annual Out-of-
Pocket Maximum amounts, are subject to change
at any time. Blue Shield will provide at least 60
days written notice of any such change.

Benefits for services or suppli