Blue Shield Silver 70 PPO 2000/45 + Child Dental INF Coverage Period: Beginning on or after 1/1/2017
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage for: Individual + Family | Plan Type: PPO

() Thisison ly @ 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/sbc-eoc/M0011434.pdf or by calling 1-855-258-3744.

Important Questions Why this Matters:

For participating providers: $2,000
per individual / $4,000 per family

For non-participating providers:

$4,000 per individual / $8,000 per
family

The Calendar Year Medical
Deductible does not apply to breast
pump, outpatient contraceptive
prescription drugs and devices, initial
prenatal and preconception physician
office visit, preventive health

You must pay all the costs up to the deductible amount before this plan begins to pay
benefits, and pediatric vision for covered services you use. Check your policy or plan document to see when the
What is the overall beneﬁts? deductible starts over (usually, but not always, January 1st). See the chart starting on

deductible? For family coverage, there is a page 4 for how much you pay for covered setvices after you meet the deductible.

separate individual deductible within
the family deductible. This means the
deductible will be met for a family
member when he/she meets the
individual deductible or two or more
family members meet the family
deductible, whichever occurs first.
Deductibles for Participating and
Non-Participating Providers accrue
separately.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. Blue Shicld of California is an
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. independent member of the Blue 1of 18
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 Shicld Association.
to request a copy.
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Important Questions Why this Matters:

Yes.

For participating providers: $250

per individual / $500 per family

calendar year deductible for

pharmacy coverage.

Does not apply to contraceptive You must pay all of the costs for these services up to the specific deductible amount
drugs and devices. Does not apply to | before this plan begins to pay for these services.

oral anticancer medications.

Does not accrue to calendar year

medical deductible.

There are no other specific
deductibles.

Yes. For participating providers:

$6,800 per individual / $13,600
per family

Are there other

deductibles for specific
services?

For non-participating providers:

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

Annual Out-of-Pocket Maximums

(Copayments for covered services
Is there an out—of— from participating providers accrue | The out-of-pocket limit is the most you could pay during a coverage period (usually
pocket limit on my to both the participating and non- one year) for your share of the cost of covered services. This limit helps you plan for
expenses? participating provider calendar year | health care expenses.

out-of-pocket maximums.); includes

calendar year medical deductible and

pharmacy deductible, physician

office dollar copay & prescription

drug copays; for an individual on

family coverage plan, a member can

receive 100% benefits for covered

services once the individual out-of-

pocket maximum is met.

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.
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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. This health plan uses the Full
PPO Provider Network.

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

No.

Yes.

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

The chart starting on page 4 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 4 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn't cover are listed on page 14. See your policy or
plan document for additional information about excluded services.

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.
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

S : Non-Participating Limitations & Exceptions
Participating Provider :
— Provider

Common _
Services You May Need Your Cost If You Use a

Medical Event

For other services received during
$45 copayment / visit 50% coinsurance the office visit, additional member
pay
cost-share may apply.

Primary care visit to treat an
injury or illness

For other services received during

ecialist visi copayment / visi o coinsurance e office visit, additional member
Specialist visit $75 copayment / visit 50% the offi t, additional b
cost-share may apply.

. . Other practitioner office visit Acupuncture: . Ay e None---------------—--
If you visit a health $45 copayment / visit 50% coinsurance
care M office Preventive health services are only
or clinic covered when provided by

participating providers.

Coverage for services consistent
No Charge Not Covered with ACA requirements and
California laws. Please refer to your
plan contract for details.

Not subject to calendar year
medical deductible.

Preventive care/screening
/immunization

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 4 of 18
independent member of the Blue

Shield Association.



http://www.blueshieldca.com/
http://www.dol.gov/ebsa/healthreform

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

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:
$70 copayment / visit

Other Diagnostic
Examination at Free

Standing I.ocation:
$70 copayment / visit

X-Ray, Lab & Path, and
Other Fxamination at
Outpatient Hospital:
$70 copayment / visit

Provider
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:

20% coinsurance

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

20% 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.

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.
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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

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.blueshieldca.com

/bsca/pharmacy.

Tier 1 Drugs

Retail Pharmacies:

$15 copayment /
prescription

Mail Service Pharmacies:
$30 copayment /
prescription

Provider

Not Covered

Tier 2 Drugs

Retail Pharmacies:

$55 copayment /
prescription

Mail Service Pharmacies:
$110 copayment /
prescription

Not Covered

Tier 3 Drugs

Retail Pharmacies:

$85 copayment /
prescription

Mail Service Pharmacies:
$170 copayment /
prescription

Not Covered

Tier 4 Drugs

Network Specialty
Pharmacies and Retail
Pharmacies:

20% coinsurance up to $250
maximum /presctiption
Mail Service Pharmacies:
20% coinsurance up to $500
maximum /presctiption

Not Covered

Tier 1 drugs are not subject to
calendar year medical or pharmacy

deductible.

Retail Pharmacies: Covers up to a
30-day supply.

Mail Service Pharmacies: Covers up
to 90 day supply, except Specialty
Drugs.

Select formulary and non-formulary
drugs require Prior-Authorization.

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)

20% 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

20% coinsurance

50% coinsurance

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.
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.
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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

If you need
immediate medical
attention

Emergency room services

ER Facility Fee:
$350 copayment / visit

ER Physician Fee:
No Charge

Provider

ER Facility Fee:
$350 copayment / visit

ER Physician Fee:
No Charge

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

This is for the hospital/facility
charge only.

Emergency medical

. 250 copayment / transpott 250 copayment / transpott None
transportation $ pay / P $ pay / P
45 copayment / visit at )
$ p y. / 50% coinsurance at free-
Urgent care free-standing urgent care None

center

standing urgent care center

If you have a
hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

50% coinsurance of up to

$2,000 / day

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 is required for all
services.

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

Physician/surgeon fee

20% coinsurance

50% coinsurance

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.
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.
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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

If you have mental
health, behavioral
health, or substance
use disorder needs

Mental/Behavioral health
outpatient services

Mental Health Routine
Outpatient Services:
$45 copayment /visit

Mental Health Non-Routine

Provider

Mental Health Routine
Outpatient Services:
50% coinsurance

Mental Health Non-Routine

Outpatient Services:
No Charge

Outpatient Services:
50% coinsurance

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, partial hospitalization
programs, and transcranial magnetic
stimulation. 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 mental health services.

Mental/Behavioral health
inpatient services

Mental Health Inpatient

Mental Health Inpatient
Hospital Services:

Hospital Services:
20% coinsurance

Mental Health Residential

50% coinsurance of up to

$2,000 / day

Mental Health Residential

Services:
20% coinsurance

Mental Health Inpatient
Physician Services:
20% coinsurance

Services:
50% coinsurance of up to

$2,000 / day

Mental Health 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.
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.
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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

Substance use disorder
outpatient services

Substance Use Disorder

Substance Use Disorder

Substance Use Disorder Routine
Outpatient Services:

Services include
professional/physician office visits.
Substance Use Disorder Non-
Routine Outpatient Services:

Routine Outpatient
Services:
$45 copayment / visit

Substance Use Disorder

Routine Outpatient
Services:
50% coinsurance

Substance Use Disorder

Non-Routine Outpatient

Non-Routine Outpatient

Services:
No Charge

Services:
50% coinsurance

Services include partial
hospitalization program, intensive
outpatient program, and office-
based opioid detoxification and/or
maintenance therapy. 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.

Substance use disorder
inpatient services

Substance Use Disorder

Substance Use Disorder
Inpatient Hospital Services:

Inpatient Hospital Services:
20% coinsurance

Substance Use Disorder

50% coinsurance of up to

$2,000 / day

Substance Use Disorder

Residential Services:
20% coinsurance

Substance Use Disorder
Inpatient Physician Services:

Residential Services:
50% coinsurance of up to

$2,000 / day

Substance Use Disorder

20% 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.
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.
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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

If you are pregnant

Prenatal and postnatal care

Prenatal and preconception
physician office visits:
No Charge

Postnatal physician office
visit — intial visit:
No Charge

Provider

Prenatal:
50% coinsurance

Postnatal:
50% coinsurance

Not subject to calendar year
medical deductible at participating
providers.

Delivery and all inpatient
services

20% coinsurance

50% coinsurance of up to

$2,000 / day

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.

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.
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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

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

Provider

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 cost
share.

Pre-authorization is required.

Rehabilitation services

Office visit:
$45 copayment / visit

Outpatient hospital:
$45 copayment / visit

Office visit:
50% coinsurance

Outpatient hospital:
50% coinsurance of up to

$350 / day

Habilitative services

Office visit:
$45 copayment / visit

Outpatient hospital:
$45 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

20% coinsurance

20% 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

20% coinsurance

50% coinsurance

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

Common _
Services You May Need Your Cost If You Use a

Medical Event Participating Provider

All Hospice Program Benefits must
be pre-authorized by the Plan.
(With the exception of Pre-hospice
consultation.)

Hospice service No Charge Not Covered Failure to obtain pre-authorization
may result in reduction or non-
payment of benefits.

Not subject to calendar year
medical deductible.

Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. — —
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. Blue Shicld of California is an 12 of 18
You can view the Glossary at www.dol.gov/ebsa/healthreform or call 1-855-258-3744 m(?q’cndcm @?mbcr of the Blue
to request a copy. Shield Association.



http://www.blueshieldca.com/
http://www.dol.gov/ebsa/healthreform

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 your child needs
dental or eye care

Eye exam

No Charge

Coverage up to a maximum
allowance of $30

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.

Glasses

No Charge

Coverage up to a maximum
allowance of:

$25 for single vision

$35 for lined bifocal

$45 for lined trifocal

$45 for lenticular

Coverage limited to one pair of
eyeglasses (frames and lenses) or
contact lenses in lieu of eyeglasses
per calendar year. Greater quantities
are available for certain kinds of
contact lenses.

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

Dental check-up

No Charge

10% coinsurance

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

Coverage for dental check-up is
limited to 2 visits in a twelve month
period.

Please refer to your plan contract
for details.

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.

independent member of the Blue

Shield Association.
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Excluded Services & Other Covered Services:

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

e Routine foot care (unless for treatment of

diabetes)

Chiropractic care e JLong-term care

e Non-emergency care when traveling outside

e Cosmetic surgery e Weight loss programs

the U.S.
e Dental care (Adult) e Private-duty nursing
e Hearing aids e Routine eye care (Adult)

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

e Routine eye care (Child) (coverage limited to
one comprehensive eye exam per calendar

year.)

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

e Acupuncture .
P a twelve month period.)

e Bariatric surgery (pre-authorization is
required. Failure to obtain pre-authorization e Infertility treatment
may result in non-payment of benefits.)

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.cciio.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.
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 14 of 18
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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: 1-888-319-5999 or the Department of Labor’s Employee Benefits Security
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.

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

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

Chinese (130): AR FFE A SCAYERD), RIRITIXADNSES1-866-346-7198.

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

Vietnamese (Tiéng Viét): D€ dwoc hd trg ti€ng Viét, vui long g0i dén 6 1-866-346-7198.
Korean (Pt 0{): ot=0] =F0| ERTIA|H, 1-866-346-7198 2 T2} S A| 2.

Armenian (Zujlpk): Zuybpku (kqyny oqunipinit unwbtwnt hwdwp ppunpnid Gup quiquhwpty 1-866-346-7198.
Russian (Pycckmuii): ecAn HyKHA IIOMOIIB Ha PYCCKOM fA3BIKE, TO Io3BoHUTE 1-866-346-7198.
Japanese (A ARFR): BAEIXENDELIZE . 1-866-346-7198 [CEBEEE M T T2 LY,
Persian (e~8): 280 0l 1-866-346-7198 Gl o_jlads by Tl us Jd (43 S il 50 (51
Punjabi (2a): -8 8 S5 1-866-346-7198 =S S (Fhpe A 22 g5 ool

Khmer (manigr): mpnttgmmmanier genfensmuwe 1-866-346-7198.

Arabic (Az_al)): .1-866-346-7198 a8l 18 e Juaily Juadi ¢ 4y jall Aalll 8 s2cbual) e J goasl
Hmong (Hnoob): Xav tau kev pab Hnoob, thov hu rau 1-866-346-7198.

Hindi (fe=): fe=t & wererar o forw, 1-866-346-7198 W shiet il

Thai (1ne): dmsuanuemaodiuni’ne Tsalns 1-866-346-7198.

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

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
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About these Coverage Having a baby Managing type 2 diabetes

Exam p | es: (normal delivery) (routine maintenan@ 9f
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 $4,430 M Plan pays $3,880
examples to see, in general, how much financial ® Patient pays $3,110 m Patient pays $1,520
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
Hospital charges (baby) $900 Office Visits and Procedures $700
o o Anesthesia $900 Education $300
. Thisis Laboratory tests $500 Laboratory tests $100
not a cost estimator. Prescriptions $200|  Vaccines, other preventive $100
) Radiology $200 Total $5,400
Don’t use these examples to estimate . .
. Vaccines, other preventive $40
your actual costs under this plan. The Patient pays:
actual care you receive will be different Total $7,540 . '
Deductibles $0
from these examples, and the cost of that . .
care will also be different. Patient pays: Copays $1,190
Deductibles $2,000 Coinsurance $250
See the next page for important Copays $430 Limits or exclusions $80
information about these examples. Coinsurance $530 Total $1,520
Limits or exclusions $150
Total $3,110
Questions: Call 1-855-258-3744 or visit us at www.blueshieldca.com. — ——
If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. Blue Shicld of California is an 17 of 18
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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.

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.

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.

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.

Blue Shield of California is an 18 of 18
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Blue Shield of California

Evidence of Coverage

Blue Shield Silver 70 PPO 2000/45 + 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 Sum-
mary 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 sec-
tions 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 en-
rollment. 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 this 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.

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; steril-
ization, 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, indepen-



dent 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 ser-
vice 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 sup-
port 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 abil-
ity 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) Receive considerate and courteous care, with
respect for your right to personal privacy and
dignity.

2) Receive information about all health services
available to you, including a clear explana-
tion of how to obtain them.

3) Receive information about your rights and re-
sponsibilities.

4) Receive information about your health plan,
the services we offer you, the Physicians and
other practitioners available to care for you.

5) Have reasonable access to appropriate medi-
cal services.

6) 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.

7) A candid discussion of appropriate or Medi-
cally Necessary treatment options for your
condition, regardless of cost or benefit cover-
age.

8) Receive from your Physician an understand-
ing of your medical condition and any pro-
posed appropriate or Medically Necessary
treatment alternatives, including available
success/outcomes information, regardless of
cost or benefit coverage, so you can make an
informed decision before you receive treat-
ment.

9) Receive preventive health services.

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

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

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

13) Know about any transfer to another Hospital,
including information as to why the transfer
is necessary and any alternatives available.

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

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

16) 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) 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 ques-
tions when necessary. You have the respon-
sibility to follow the provisions of your Blue
Shield membership as explained in the Evi-
dence of Coverage.

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

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

4) Understand your health problems and take an
active role in developing treatment goals with
your medical care provider, whenever possi-
ble.

5) 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 rec-
ommendations.

6) Ask questions about your medical condition
and make certain that you understand the ex-
planations and instructions you are given.

7) Make and keep medical appointments and in-
form your Physician ahead of time when you
must cancel.

8) Communicate openly with the Physician you
choose so you can develop a strong partner-
ship based on trust and cooperation.

9) Offer suggestions to improve the Blue Shield
Plan.

10) 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.

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

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

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

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

15) Follow the provisions of the Blue Shield Ben-
efits Management Program.
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Blue Shield Silver 70 PPO 2000/45 + 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 bene-

fit plan.
This health plan uses the Full 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 5

Services by any combina-
tion of Preferred, Partici-
pating, Other Providers,
Non-Preferred and Non-
Participating Providers ¢

Calendar Year Medical Deductible

$2,000 per Member/
$4,000 per Family

$4,000 per Member/
$8,000 per Family

Calendar Year Pharmacy Deductible 2

Member Deductible Responsibility 4

Participating Pharmacy

Non-Participating Phar-

cancer medications.

macy
Calendar Year Pharmacy Deductible
Applicable to all covered Drugs, not in Tier 1. Does not $250 per Member/ Not Covered
apply to contraceptive Drugs and devices or oral anti- $500 per Family




Calendar Year

Out-of-Pocket Maximum 3

Member Maximum Calendar Year

Out-of-Pocket Amount 34

Services by any combina-
tion of Preferred, Partici-
pating, Other Providers,
Non-Preferred and Non-

Services by Preferred,
Participating, and Other
Providers *

Calendar Year Out-of-Pocket Maximum

Participating Providers®

$6,800 per Member/ $10,000 per Member/

$13,600 per Family

$20,000 per Family

Maximum Lifetime Benefits

Maximum Blue Shield Payment

Lifetime Benefit Maximum

Services by Preferred,

Participating, and Other
Providers 5

Services by Non-Preferred
and Non-Participating
Providers®

No maximum




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

Services by Non-
Preferred and Non-
Participating
Providers ¢

Acupuncture Benefits

Acupuncture services — office location $45 per visit 50%
Allergy Testing and Treatment Benefits
Allergy serum purchased separately for treatment 20% 50%
Primary Care Physician office visits (includes visits for allergy serum in- $45 per visit 50%
jections)
Specialist Physician office visits (includes visits for allergy serum injec- $75 per visit 50%
tions)
Ambulance Benefits
Emergency or authorized transport ! $250 $250
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 Ser-
vices) section of this Summary of Benefits.

0, 0,
Ambulatory Surgery Center outpatient surgery facility services 20% 50% (:;l%;; $350
Ambulatory Surgery Center outpatient surgery Physician services 20% 50%




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

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 Cal-
ifornia

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

Travel expenses may be covered under this Benefit for residents of desig-
nated 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) sec-
tion of the Evidence of Coverage for further details.

Hospital inpatient services ! 20% Not covered
Hospital outpatient services 20% Not covered
Physician bariatric surgery services ! 20% Not covered
Bariatric Surgery Benefits for residents of non-designated counties in
California
0

Hospital inpatient services ! 20% 30% of up to $2,000

per day

0,

Hospital outpatient services 20% 50% of up to $350

per day
Physician bariatric surgery services ! 20% 50%

Chiropractic Benefits

Chiropractic services — office location

Not covered

Not covered




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

Services by Non-
Preferred and Non-
Participating
Providers ¢

Clinical Trial for Treatment of Cancer or Life-Threatening Condi-
tions 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.

Services for routine
patient care will be
paid on the same ba-
sis and at the same
Benefit levels as other
Covered Services.

Services for routine
patient care will be
paid on the same ba-
sis and at the same
Benefit levels as
other Covered Ser-

vices.
Diabetes Care Benefits
Devices, equipment and supplies ’ 20% 50%
Diabetes self-management training — office location You pay nothing 50%
Dialysis Center Benefits
Dialysis services
Notg: Dialygis services may glso bp obtaiged from a Hqspitgl. Dialysis . 50% of up to $300
services obtained from a Hospital will be paid at the Participating or Non- 20% per day
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 20% 50%




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

Services by Non-
Preferred and Non-
Participating
Providers ¢

Emergency Room Benefits

Emergency Room Physician services not resulting in admission

Note: After services have been provided, Blue Shield may conduct a ret-
rospective 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 applica-
ble Participating or Non-Participating Provider levels as specified under
Professional Benefits, “Outpatient Physician Services other than an office
setting” in this Summary of Benefits.

You pay nothing

You pay nothing

Emergency Room Physician services resulting in admission

Note: Billed as part of inpatient Hospital services.

You pay nothing

You pay nothing

Emergency Room services not resulting in admission

Note: After services have been provided, Blue Shield may conduct a ret-
rospective 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 applica-
ble 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 sup-
plies” in this Summary of Benefits.

$350

$350

Emergency Room services resulting in admission'

Note: Billed as part of inpatient Hospital services.

20%

20%




Benefit Member Copayment 4
Services by Pre- Services by Non-
ferred, Participat- Preferred and Non-
ing, and Other Participating
Providers 3 Providers ¢

Family Planning Benefits 3

Note: Copayments listed in this section are for outpatient Physician ser-

vices 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 in-

sertion and/or removal of intrauterine device (IUD), an intrauterine device

(IUD), and tubal ligation.

Counseling, consulting, and education

(Including Physician office visit for diaphragm fitting, injectable contra- You pay nothing Not covered

ceptives 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 20% Not covered

Home Health Care Benefits

Home health care agency services

(Including home visits by a nurse, home health aide, medical social

worker, physical therapist, speech therapist or occupational therapist.)

Up to a maximum of IQO visits per Member, per Calendar Year, by home 20% Not covered °

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 pro-

vided even if the Calendar Year Medical Deductible has not been met.

Medical supplies 20% Not covered °




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

Services by Non-
Preferred and Non-
Participating
Providers ¢

Home Infusion/Home Injectable Therapy Benefits

Hemophilia home infusion services

Services provided by a hemophilia infusion provider and prior authorized
by Blue Shield. Includes blood factor product.

20%

Not covered °

Home infusion/home intravenous injectable therapy provided by a Home
Infusion Agency

Note: Non-intravenous self-administered injectable drugs are covered un-
der the Outpatient Prescription Drug Benefit.

20%

Not covered °

Home visits by an infusion nurse

Hemophilia home infusion nursing visits are not subject to the Home
Health Care and Home Infusion/Home Injectable Therapy Benefits Cal-
endar Year visit limitation.

20%

Not covered ?




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

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 '°

Short-term inpatient care for pain and symptom management You pay nothing Not covered '°

Inpatient respite care You pay nothing Not covered '°

Pre-hospice consultation You pay nothing Not covered '°

Routine home care You pay nothing Not covered '°

Hospital Benefits (Facility Services)

Inpatient Facility Services ! 20% 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 ! 20% 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-stand-

ing 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 Medi-

cal Deductible has not been met.

Inpatient services to treat acute medical complications of detoxification ! 20% 50% of up to $2,000
per day

Outpatient dialysis services 20% 50% of up to $300
per day

Outpatient Facility services 20% 50% of up to $350
per day

Outpatient services for treatment of illness or injury, radiation therapy, 20% 50% of up to $350

chemotherapy, and supplies per day




Benefit

Member Copayment 4

Services by Pre-
ferred, Participat-
ing, and Other
Providers 3

Services by Non-
Preferred and Non-
Participating
Providers ¢

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

Treatment of gum tumors, damaged natural teeth resulting from Acciden-
tal Injury, TMJ as specifically stated, and orthognathic surgery for skele-
tal deformity.

0, 0,
Ambulatory Surgery Center outpatient surgery facility services 20% >0% %Z?%;; $350
0, 0
Inpatient Hospital services ! 20% 30% of up to $2,000
per day
Office location $45 per visit 50%
Outpatient department of a Hospital 20% 50% of up to $350
per day

10




Benefit

Member Copayment 4

Mental Health, Behavioral Health, and Substance Use Disorder Bene- | Se