Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

blue § of california m

110 gf SMALL BUSINESS

Blue Shield Gold 80 PPO 350/25 + Child Dental

A

Coverage Period: Beginning On or After 1/1/2023
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit bsca.com/policies/M0030164 EOC.pdf
or call 1-855-258-3744. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at healthcare.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a network provider?

Do you need a referral to
see a specialist?

20220909

$350 per individual / $700 per family for
participating providers; $1,000 per
individual / $2,000 per family for non-
participating providers.

Yes. Preventive care and services
listed in your complete terms of
coverage.

No.

$7,800 per individual / $15,600 per
family for participating providers;
$12,850 per individual / $25,700 per
family for non-participating providers.
Copayments for certain services,
premiums, balance-billing charges, and
health care this plan doesn'’t cover.

Yes. See blueshieldca.com/fad or call
1-855-258-3744 for a list of network

providers.

No.

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

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

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

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

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

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider's charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network provider
for some services (such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of Califoria.
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"Pﬁ . All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical Services You May Need
Event

Primary care visit to treat an

injury or iliness

If you visit a health Specialist visit
care provider's office

or clinic

Preventive care/screening

/immunization

Diagnostic test (x-ray, blood

work)

If you have a test

Imaging (CT/PET scans, MRIs)

If you need drugs to Tier 1
treat your illness or
condition

More information about Tier 2
prescription drug

coverage is available at
blueshieldca.com/ Tier 3

formulary

What You Will Pa

Non-Participating Provider

Participating Provider
You will pay the least
$25/visit; deductible does not

apply
$50/visit; deductible does not
apply

No Charge; deductible does
not apply

Lab & Path: $25/visit;
deductible does not apply
X-Ray & Imaging: $65/visit;
deductible does not apply

Other Diagnostic Examination:

$65/visit; deductible does not
apply

Outpatient Radiology Center:
20% coinsurance; deductible
does not apply

Outpatient Hospital: 20%
coinsurance; deductible does
not apply

Retail: $15/prescription

Mail Service: $30/prescription
Retail: $50/prescription

Mail Service:
$100/prescription

Retail: $80/prescription
Mail Service:
$160/prescription

* For more information about limitations and exceptions, see the plan or
policy document at bsca.com/policies/M0030164 EOC.pdf.

You will pay the most

50% coinsurance

50% coinsurance

Not Covered

Lab & Path: 50%
coinsurance

X-Ray & Imaging: 50%
coinsurance

Other Diagnostic
Examination: 50%
coinsurance

Outpatient Radiology Center:

50% coinsurance
Outpatient Hospital: 50%
coinsurance subject to a
benefit maximum of
$350/day

Retail: Not Covered

Mail Service: Not Covered

Retail: Not Covered
Mail Service: Not Covered

Retail: Not Covered
Mail Service: Not Covered

Limitations, Exceptions, & Other
Important Information

None

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

The services listed are at a
freestanding location.

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.

Preauthorization is required for select
drugs. Failure to obtain
preauthorization may result in non-
payment of benefits.

Retail: Covers up to a 30-day supply;
90-days may be covered with a
copayment for each 30-day supply;
Mail Service: Covers up to a 90-day

supply.

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

Covered California is a registered trademark of the State of California. 2 of 8
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. What You Will Pa L .
) oz ] Services You May Need Participating Provider Non-Participating Provider i ET Exceptlons,_& s
Event . : Important Information
You will pay the least You will pay the most

Preauthorization is required. Failure to

Retail and Network Specialty

Pharmacies: 20% coinsurance

up to $250/prescription
Mail Service: 20%
coinsurance up to
$500/prescription

Tier 4

Ambulatory Surgery Center:
20% coinsurance; deductible
Facility fee (e.g., ambulatory does not apply

If you have outpatient | surgery center) Outpatient Hospital: 20%
surgery coinsurance; deductible does
not apply

20% coinsurance; deductible
does not apply

Physician/surgeon fees

Facility Fee: 20% coinsurance
Emergency room care Physician Fee: No Charge;
deductible does not apply

If you need immediate
medical attention Emergency medical

transportation
Urgent care

20% coinsurance

$25/visit; deductible does not
apply

If you have a hospital | Facility fee (e.g., hospital room) | 20% coinsurance
stay
Physician/surgeon fees 20% coinsurance

* For more information about limitations and exceptions, see the plan or
policy document at bsca.com/policies/M0030164 EOC.pdf.

obtain preauthorization may result in
non-payment of benefits.
Retail and Network Specialty

Retail: Not Covered Pharmacies: Covers up to a 30-day

Mail Service: Not Covered supply; Specialty drugs must be
obtained at a Network Specialty
Pharmacy.
Mail Service: Covers up to a 90-day
supply.

Ambulatory Surgery Center:

50% coinsurance subject to a

benefit maximum of

$350/day

Outpatient Hospital: 50%

coinsurance subject to a

benefit maximum of

$350/day

50% coinsurance

Facility Fee: 20%
coinsurance

Physician Fee: No Charge;
deductible does not apply

None

None

This payment is for emergency or

o i
20% coinsurance authorized transport.

50% coinsurance None

50% coinsurance subject to a | Preauthorization is required. Failure to
benefit maximum of obtain preauthorization may result in
$2,000/day non-payment of benefits.

50% coinsurance None

Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California. 30f8
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Participating Provider

What You Will Pa

Non-Participating Provider

Limitations, Exceptions, & Other

Common Medical Services You May Need
Event

Outpatient services
If you need mental
health, behavioral
health, or substance
abuse services
Inpatient services
Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

If you are pregnant

If you need help
recovering or have
other special health
needs

Home health care

You will pay the least
Office Visit: $25/visit;
deductible does not apply
Other Outpatient Services:
20% coinsurance up to
$25/visit; deductible does not
apply
Partial Hospitalization: 20%
coinsurance up to $25/visit;
deductible does not apply
Psychological Testing: 20%
coinsurance up to $25/visit;
deductible does not apply

Physician Inpatient Services:
20% coinsurance

Hospital Services: 20%
coinsurance

Residential Care: 20%
coinsurance

No Charge; deductible does
not apply

20% coinsurance

20% coinsurance

20% coinsurance; deductible
does not apply

* For more information about limitations and exceptions, see the plan or

policy document at bsca.com/policies/M0030164 EOC.pdf.

You will pay the most

Office Visit. 50% coinsurance
Other Outpatient Services:
50% coinsurance

Partial Hospitalization: 50%

coinsurance subject to a

benefit maximum of
$350/day

Psychological Testing: 50%
coinsurance

Physician Inpatient Services:
50% coinsurance

Hospital Services: 50%
coinsurance subject to a
benefit maximum of
$2,000/day

Residential Care: 50%
coinsurance subject to a
benefit maximum of
$2,000/day

50% coinsurance

50% coinsurance

50% coinsurance subject to a
benefit maximum of
$2,000/day

Not Covered

Important Information

Preauthorization is required except for
office visits and office-based opioid
treatment. Failure to obtain
preauthorization may result in non-
payment of benefits.

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits.

None

Preauthorization is required. Failure to
obtain preauthorization may result in
non-payment of benefits. Coverage
limited to 100 visits per member per
Calendar Year.

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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What You Will Pa

Participating Provider

Non-Participating Provider

Limitations, Exceptions, & Other

Common Medical Services You May Need
Event

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam

If your child needs
dental or eye care

Children's glasses

Children's dental check-up

You will pay the least

Office Visit: $25/visit;
deductible does not apply
Outpatient Hospital: $25/Vvisit;
deductible does not apply

Office Visit. $25Misit;
deductible does not apply
Outpatient Hospital: $25/visit;
deductible does not apply

Freestanding SNF: 20%
coinsurance
Hospital-based SNF: 20%
coinsurance

20% coinsurance; deductible
does not apply

No Charge; deductible does
not apply

No Charge; deductible does
not apply

No Charge; deductible does
not apply

No Charge; deductible does
not apply

* For more information about limitations and exceptions, see the plan or
policy document at bsca.com/policies/M0030164 EOC.pdf.

You will pay the most
Office Visit: 50% coinsurance
Outpatient Hospital: 50%
coinsurance subject to a
benefit maximum of
$350/day
Office Visit: 50% coinsurance
Outpatient Hospital: 50%
coinsurance subject to a
benefit maximum of
$350/day
Freestanding SNF: 50%
coinsurance
Hospital-based SNF: 50%
coinsurance subject to a
benefit maximum of
$2,000/day

50% coinsurance

Not Covered

All charges above $30;
deductible does not apply

All charges above $25;
deductible does not apply

10% coinsurance; deductible
does not apply

Important Information

None

Preauthorization is required. Failure to

obtain preauthorization may result in
non-payment of benefits. Coverage

limited to 100 days per member per

benefit period.

Preauthorization is required. Failure to

obtain preauthorization may result in
non-payment of benefits.
Preauthorization is required except for

pre-hospice consultation. Failure to
obtain preauthorization may result in
non-payment of benefits.

Coverage limited to one exam per
member per Calendar Year.
Coverage is limited to one eyeglass
frame and eyeglass lenses or contact
lenses instead of eyeglasses, up to the
benefit per Calendar Year. The cost
listed is for Single Vision.

Coverage for prophylaxis services
(cleaning) is limited to once in a six
month period.

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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Excluded Services & Other Covered Services:

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

o Non-emergency care when

e Chiropractic Care e Hearing Aids . ; ¢ Routine foot care
traveling outside the U.S.

e Cosmetic surgery o Infertility Treatment e Private-duty nursing o Weight loss programs

e Dental care (Adult) e Long-term care e Routine eye care (Adult)

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

e Acupuncture o Bariatric surgery e Services related to Abortion

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies
is: Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or cciio.cms.gov. Other coverage
options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Marketplace, visit HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice or assistance, contact:
Blue Shield Customer Service at 1-855-258-3744 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
dol.gov/ebsa/healthreform. Additionally, you can contact the California Department of Managed Health Care Help at 1-888-466-2219 or visit helpline@dmhc.ca.gov or
visit http://www.healthhelp.ca.gov.

Does this plan provide Minimum Essential Coverage? Yes
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

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

* H H P H Blue Shield of California is an independent member of the Blue Shield Association.
F(_)r more information about "mlt,atlons and exceptlons’ see the plan or Covered California is a registered trademark of the State of Califoria. 6 of 8
policy document at bsca.com/policies/M0030164 EOC.pdf.
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Language Access Services:
English: For assistance in English at no cost, call 1-866-346-7198.

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

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog tumawag sa 1-866-346-7198.
Chinese (F3X): MEF/EST LN RTHE, TR SE1-866-346-7198.

Navajo (Dine): Diné k'ehji doo baah ilinigoé shika' at'oowol ninizingo, kwiji' hodiilnih 1-864-346-7198.
Viethamese (Tiéng Viét): Déduwoc hé trg mién phi fiéng Viét, vui long goi dén s6 1-866-346-7198.

Korean (Br=01): St = SO0| L QStA|H, 1-866-346-7198 R 2T 2t ET IS A| 2.

Armenian (<ugtpkn): <uytphi (Eqim] winféwp oginipm i mnwiunt hunfwp jugpnnd &ip qubqubwpty 1-866-346-7198.

Russian (Pycckuit): ecan Hy»HQ BeCnAATHAA NOMOLLLE HO PYCCKOM A3blKe, TO No3BoHUTe 1-866-346-7198.
Japanese (BAEE): BAEXENDELIES1-866-346-7198I2BEEMFTLEE L, EHTIRHELES,
Persian (e 8): .28 e 1-866-346-7198 (il o juadt L Lkl j& () G815 SwS 2l 53 ()

Punjabi (JATsT): Ut feg mafesT 29t faowr a9 1-846-344-7198 '2 T8 31

Khmer (F1ani81): Bt SWMHHEIS IS SSSIY YugSIfsHEMIUS 1-866-346-71981

Arabic (i al): 1-866-346-7198 a8 11 138 e Jlails Juail cUlae 4 jal) 43l 8 2o liall e J gan

Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu rau 1-866-346-7198.

Hindi (fg=dY): &=<r & ar @< & "g@ar & T, 1-866-346-7198 9 FHIaT &Y

Thai (ne): dwsvannughomdaBunen ne ey Liden a0 lusalns 1-866-346-7198

Laotian (waza990): $950N9190802UIDWIFIDIOCLLLCIBNT, ﬂtqu‘:?m 1-866-346-7198.

PRA Disclosure Statement

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

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The

valid OMB control number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per

response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you

have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA

Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

* For more information about limitations and exceptions, see the plan or
policy document at bsca.com/policies/M0030164 EOC.pdf.

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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About these Coverage Examples:

A 2 )
u
i i

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

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

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

Managing Joe’s Type 2 Diabetes
(a year of routine participating care of a well-

Mia’s Simple Fracture
(participating emergency room visit and follow up

B The plan’s overall deductible $350
W Specialist copayment $50
M Hospital (facility) coinsurance 20%
M Other copayment $25
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $400

Copayments $500

Coinsurance $2,100

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $3,060

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition) care)
M The plan’s overall deductible $350  m The plan’s overall deductible $350
W Specialist copayment $50  m Specialist copayment $50
M Hospital (facility) coinsurance 20% W Hospital (facility) coinsurance 20%
M Other copayment $25  m Other copayment $65
This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Primary care physician office visits (including Emergency room care (including medical
disease education) supplies)
Diagnostic tests (blood work) Diagnostic test (x-ray)
Prescription drugs Durable medical equipment (crutches)
Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)
Total Example Cost $5,600 Total Example Cost $2,800
In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $400
Copayments $1,200 Copayments $200
Coinsurance $200 Coinsurance $200
What isn’t covered What isn’t covered
Limits or exclusions $20 Limits or exclusions $0
The total Joe would pay is $1,420 The total Mia would pay is $800
Blue Shield of California is an independent member of the Blue Shield Association.
Covered California is a registered trademark of the State of California. 8 of 8




Evidence of Coverage

Small Group Plan
Blue Shield Gold 80 PPO 350/25 + Child Dental
Provider Network: Full PPO
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blue § of california

Summary of Benefits Gr::op g:g:
Blue Shield Gold 80 PPO 350/25 + Child Dental

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It
is only a summary and it is included as part of the Evidence of Coverage (EOC).! Please read both documents carefully
for details.

Medical Provider Network: Full PPO Network

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this
network are called Parficipating Providers. You pay less for Covered Services when you use a Participating Provider
than when you use a Non-Participating Provider. You can find Participating Providers in this network at
blueshieldca.com.

Pharmacy Network: Rx Ultra

Drug Formulary: Standard Formulary

Calendar Year Deductibles (CYD)?

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is
met, as noted in the Benefits chart below.

When using a When using any
Participating combination of
Provider? Participating® and
Non-Participating*
Providers
Calendar Year medical Deductible Individual coverage  $350 $1,000
Family coverage  $350: individual $1,000: individual
$700: Family $2,000: Family
Calendar Year Out-of-Pocket Maximum?
An Out-of-Pocket Maximum is the most a Member will pay for Covered No Annual or Lifetime Dollar

Services each Calendar Year. Any exceptions are listed in the Notes section at

the end of this Summary of Benefits. Limit
When using a When using any combination Under this Plan there is no
Participating Provider? of Participating?® or Non- annual or lifetime dollar limit on
Participating* Providers the amount Blue Shield will pay
Individual coverage  $7,800 $12,850 for Covered Services.
Family coverage $7.,800: individual $12,850: individuall
$15,600: Family $25,700: Family

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-3744.

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

Your payment

When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Provider? Provider*
Preventive Health Services?
Preventive Health Services $0 Not covered
California Prenatal Screening Program $0 $0
Physician services
Primary care office visit $25/ visit 50% v
Specialist care office visit $50/ visit 50% v
Physician home visit $25/visit 50% v
Phy§|.C|on or surgeon services in an Outpatient 20% 50% y
Facility
Physician or surgeon services in an inpatient facility 20% v 50% v
Other professional services
Other practitioner office visit $25/visit 50% v
Includes nurse practitioners, physician assistants,
and therapists.
Acupuncture services $25/visit 50% v
Chiropractic services Not covered Not covered
Teladoc consultation $0 Not covered
Family planning
« Counseling, consulting, and education $0 Not covered
. Injectable contraceptive, diaphragm fitting,
intfrauterine device (IUD), implantable $0 Not covered
contraceptive, and related procedure.
Tubal ligation $0 Not covered
. Vasectomy 20% Not covered
Podiatric services $25/visit 50% v
Pregnancy and maternity care
Physician office visits: prenatal and initial postnatal $0 50% v
Abortion and abortion-related services $0 $0
Emergency Services
Emergency room services 20% v 20% v
If admitted to the Hospital, this payment for
emergency room services does not apply.
Instead, you pay the Participating Provider
payment under Inpatient facility services/ Hospital
services and stay.
Emergency room Physician services $0 $0



Benefitsé

Your payment

When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Provider? Provider*
Urgent care center services $25/visit 50% v
Ambulance services 20% v 20% v
This payment is for emergency or authorized transport.
Outpatient Facility services
50%
Subject to a
Ambulatory Surgery Center 20% Benefit maximum v
of $350/day
50%
. . Subject fo a
Outpatient Department of a Hospital: surgery 20% Benefit maximum v
of $350/day
Outpatient Department of a Hospital: freatment of .50%
. L - Subject fo a
illness or injury, radiation therapy, chemotherapy, 20% - . v
and necessary supplies Benefit maximum
Y supp of $350/day
Inpatient facility services
50%
Hospital services and stay 20% v SUk.)JeCT T.O d v
Benefit maximum
of $2,000/day
Transplant services
This payment is for all covered fransplants except
tissue and kidney. For tissue and kidney transplant
services, the payment for Inpatient facility
services/ Hospital services and stay applies.
. Special transplant facility inpatient services 20% v Not covered
« Physician inpatient services 20% v Not covered
Bariatric surgery services, designated California
counties
This payment is for bariatfric surgery services for
residents of designated California counties. For
bariatric surgery services for residents of non-
designated California counties, the payments for
Inpatient facility services/ Hospital services and stay
and Physician inpatient and surgery services apply for
inpatient services; or, if provided on an outpatient
basis, the Outpatient Facility services and outpatient
Physician services payments apply.
Inpatient facility services 20% v Not covered
Outpatient Facility services 20% Notf covered
Physician services 20% v Not covered



Benefitsé

Your payment

When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Provider? Provider*
Diagnostic x-ray, imaging, pathology, and laboratory
services
This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnostic radiological procedures, such as CT scans,
MRIs, MRAs, and PET scans. For the payments for
Covered Services that are considered Preventive
Health Services, see Preventive Health Services.
Laboratory services
Includes diagnostic Papanicolaou (Pap) test.
. Laboratory center $25/visit 50% v
50%
. . - Subject to a
. Outpatient Department of a Hospital $25/ visit Benefit maximum v
of $350/day
X-ray and imaging services
Includes diagnostic mammography.
. Outpatient radiology center $65/visit 50% v
50%
. . - Subject fo a
. Outpatient Department of a Hospital $65/ visit Benefit maximum v
of $350/day
Other outpatient diagnostic testing
Testing fo 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
tests, EEG, and EMG.
. Office location $65/ visit 50% v
50%
. . - Subject to a
. Outpatient Department of a Hospital $65/visit Benefit maximum v
of $350/day
Radiological and nuclear imaging services
. Outpatient radiology center 20% 50% v
50%
. . Subject fo a
. Outpatient Department of a Hospital 20% Benefit maximum v
of $350/day
Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy,
Respiratory Therapy, and Speech Therapy services.
There is no visit limit for Rehabilitative or Habilitative
Services.
Office location $25/visit 50% v




Benefitsé Your payment
When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Provider? Provider*
50%
. . - Subject to a
Outpatient Department of a Hospital $25/visit Benefit maximum v
of $350/day
Durable medical equipment (DME)
DME 20% 50% v
Breast pump $0 Not covered
Orthotic equipment and devices 20% 50% v
Prosthetic equipment and devices 20% 50% v
Home health care services 20% Not covered
Up to 100 visits per Member, per Calendar Year, by a
home health care agency. All visits count towards the
limit, including visits during any applicable Deductible
period. Includes home visits by a nurse, Home Health
Aide, medical social worker, physical therapist,
speech therapist, or occupational therapist, and
medical supplies.
Home infusion and home injectable therapy services
Home infusion agency services 20% Not covered
Includes home infusion drugs, medical supplies,
and visits by a nurse.
Hemophilia home infusion services 20% Not covered
Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per benefit period,
except when provided as part of a Hospice program.
All days count fowards the limit, including days during
any applicable Deductible period and days in
different SNFs during the Calendar Year.
Freestanding SNF 20% v 50% v
50%
Hospital-based SNF 20% v Supjecf T.O a v
Benefit maximum
of $2,000/day
Hospice program services $0 Not covered
Includes pre-Hospice consultation, routine home care,
24-hour continuous home care, short-term inpatient
care for pain and symptom management, and
inpatient respite care.
Other services and supplies
Diabetes care services
. Devices, equipment, and supplies 20% 50% v




Benefitsé

Your payment

When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Provider? Provider*
. Self-management training $0 50% v
. Medical nutrition therapy $0 50% v
50%
Dialysis services 20% Supjecf T.O a v
Benefit maximum
of $350/day
PKU product formulas and special food products 20% 20%
Allergy serum billed separately from an office visit 20% 50% v
Mental Health and Substance Use Disorder Benefits Your payment
H 2 H 2
Mental health and substance use disorder Benefits are Whe,a:ss:‘g a aCY:?es ri\'ﬁ: : :2?1_0 aCY:?es
provided through Blue Shield's Mental Health Service g PP s e PP
- Participating Participating
Administrator (MHSA). . Y
Provider? Provider
Outpatient services
Office visit, including Physician office visit $25/visit 50% v
Teladoc mental health $0 Not covered
Other outpatient services, including intensive
outpatient care, electroconvulsive therapy,
transcranial magnetic stimulation, Behavioral Health 20% uUp to
Treatment for pervasive developmental disorder or o Up | 50% v
S . . $25/visit
autism in an office setting, home, or other non-
institutional facility sefting, and office-based opioid
freatment
50%
. N 20% up to Subject to a
Partial Hospitalization Program $25/visit Benefit maximum v
of $350/day
. . 20% up to
Psychological Testing $25/visit 50% v
Inpatient services
Physician inpatient services 20% v 50% v
50%
Hospital services 20% v Subject to a v
Benefit maximum
of $2,000/day
50%
Residential Care 20% v Subject 10 v

Benefit maximum
of $2,000/day




Prescription Drug Benefits8?

Your payment

When using a CYD? When using a CYD?
Participating applies | Non-Participating | applies
Pharmacy? Pharmacy*
Retail pharmacy prescription Drugs
Per prescription, up to a 30-day supply.
Contraceptive Drugs and devices $0 Not covered
Tier 1 Drugs $15/prescription Not covered
Tier 2 Drugs $50/prescription Nof covered
Tier 3 Drugs $80/prescription Nof covered
. 20% up to Not covered
Tier 4 Drugs $250/prescription
Retail pharmacy prescription Drugs
Per prescription, up to a 90-day supply from a 90-day
retail pharmacy.
Contraceptive Drugs and devices $0 Not covered
Tier 1 Drugs $45/prescription Not covered
Tier 2 Drugs $150/prescription Not covered
Tier 3 Drugs $240/prescription Not covered
. 20% up to
Tier 4 Drugs $750/prescription Not covered
Mail service pharmacy prescription Drugs
Per prescription, up to a 90-day supply.
Conftraceptive Drugs and devices $0 Not covered
Tier 1 Drugs $30/prescription Nof covered
Tier 2 Drugs $100/prescription Not covered
Tier 3 Drugs $160/prescription Nof covered
. 20% up to Not covered
Tier 4 Drugs $500/prescription
Pediatric Benefits Your payment
H 2 H 2
Pediatric Benefits are available through the end of the Whe-n using a CYP When using a CYP
Participating applies | Non-Participating | applies

month in which the Member turns 19.

Dentist? Dentist4
Pediatric dental'®
Diagnostic and preventive services
« Oralexam $0 10%
. Preventive — cleaning $0 10%




Pediatric Benefits

Your payment

Pediatric Benefits are available through the end of the V;I:reﬁr::it;)s;r;igrj‘; a(;rY):?:s er-‘s:r':ijzii:%t?ng aﬁ;ﬁ:s
month in which the Member turns 19. Dentist® Dentist*
. Preventive - x-ray $0 10%
. Sealants per tooth $0 10%
. Topical fluoride application $0 10%
. Space maintainers - fixed $0 10%
Basic services
. Restorative procedures 20% 30%
« Periodontal maintenance 20% 30%
« Adjunctive general services 20% 30%
Maijor services
. Oral surgery 50% 50%
. Endodontics 50% 50%
. Periodontics (other than maintenance) 50% 50%
. Crowns and casts 50% 50%
« Prosthodontics 50% 50%
Orthodontics (Medically Necessary) 50% 50%
Pediatric Benefits Your payment
Pediatric Benefits are available through the end of the v::reti::i‘:)sci:t‘i?\; ac;;:?:s N;Ar’\*-‘::rtl;cs:ii:%t?ng an;Y):?:s

month in which the Member turns 19.

Provider? Provider*
Pediatric vision™
Comprehensive eye examination
One exam per Calendar Year.
L All charges
. Ophthalmologic visit $0 above $30
L All charges
. Optometric visit $0 above $30
Contact lens fitting and evaluation
When you choose contact lenses instead of
eyeglasses, one per Member every 12 months by
a Participating Provider if administered at the
same time as the comprehensive exam. There is a
maximum of two follow up visits.
. Standard lenses $0 Not covered
. Non-standard lenses All charges Not covered
above $60

Eyewear/materials
One eyeglass frame and eyeglass lenses, or
contact lenses instead of eyeglasses, up to the
Benefit per Calendar Year. Any exceptions are
noted below.

. Contactlenses




Pediatric Benefits

Your payment

Pediatric Benefits are available through the end of the
month in which the Member turns 19.

When using a
Participating

CYD2
applies

When using a
Non-Participating

CYD2
applies

Provider? Provider*
Non-elective (Medically Necessary) - hard or $0 All charges
soft above $225
Up to two pairs per eye per Calendar Year.
Elective (cosmetic/convenience)
All charges
Standard and non-standard, hard $0 above $75
Up to a 3 month supply for each eye per
Calendar Year based on lenses
selected.
Standard and non-standard, soft $0 All charges
’ above $75
Up to a 6 month supply for each eye per
Calendar Year based on lenses
selected.
. Eyeglass frames
. All charges
Collection frames $0 above $40
. All charges All charges
Non-collection frames above $150 above $40
. Eyeglass lenses
Lenses include choice of glass or plastic
lenses, all lens powers (single vision, bifocal,
frifocal, lenticular), fashion or gradient tint,
scratch coating, oversized, and glass-grey
#3 prescription sunglasses.
. - All charges
Single vision $0 above $25
. . All charges
Lined bifocal $0 above $35
. . All charges
Lined frifocal $0 above $45
. All charges
Lenticular $0 above $45
Optional eyeglass lenses and treatments
. Ultraviolet protective coating (standard only) $0 Not covered
. Polycarbonate lenses $0 Notf covered
. Standard progressive lenses $0 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 $0 Not covered
. Highindex lenses $30 Not covered

. Polarized lenses

$45

Not covered




Pediatric Benefits Your payment

7 2 7 2
Pediatric Benefits are available through the end of the V;I:reﬁr::ius:;igrj] a aCY:?es N::I\r-‘s:r':ijzlin%t?n aCY:?es
month in which the Member turns 19. p g PP . P g PP
Provider? Provider*
Low vision testing and equipment
. Comprehensive low vision exam $0 Not covered
Once every 5 Calendar Years.
. Low vision devices $0 Not covered
One aid per Calendar Year.
Diabetes management referral $0 Not covered

Prior Authorization

The following are some frequently-utilized Benefits that require prior authorization:

. Radiological and nuclear imaging services . Hospice program services

. Outpatient mental health services, except . Some prescription Drugs (see
office visits and office-based opioid blueshieldca.com/pharmacy)
freatment

. Inpatient facility services

. Pediatric vision non-elective contact lenses
and low vision testing and equipment

Please review the Evidence of Coverage for more about Benefits that require prior authorization.

Notes

1

Evidence of Coverage (EOC):

The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this
Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request a copy
of the EOC at any fime.

Capitalized terms are defined in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of

Benefits.

Calendar Year Deductible (CYD):

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before

Blue Shield pays for Covered Services under the Plan.

If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a
check mark (v ) in the Benefits chart above.

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These
Covered Services do not have a check mark (v ) next fo them in the “CYD applies” column in the Benefits chart
above.

This Plan has a Participating Provider Calendar Year Deductible as well as a combined Participating Provider and Non-
Participating Provider Calendar Year Deductible.This means that any amounts you pay towards your Parficipating
Provider Calendar Year Deductible also count towards your combined Participating and Non-Parficipating Provider
Calendar Year Deductible.

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met
for an individual with Family coverage who meefts the individual Deductible prior to the Family meeting the Family
Deductible within a Calendar Year. Any amount you have paid foward the individual Deductible will be applied to

13



both the individual Deductible and the Family Deductible. Once the individual Deductible or Family Deductible is
reached, cost sharing applies until the Out-of-Pocket Maximum is reached.

Using Participating Providers:

Participating Providers have a confract to provide health care services to Members. When you receive Covered
Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.

Teladoc. Teladoc mental health and substance use disorder consultations are provided through Teladoc. These
services are not administered by Blue Shield's Mental Health Service Administrator (MHSA).

"Allowable Amount"is defined in the EOC. In addition:

. Coinsurance is calculated from the Allowable Amount.

Using Non-Participating Providers:

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Covered Services from a Non-Participating Provider, you are responsible for:

. the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and

. any charges above the Allowable Amount.

“Allowable Amount" is defined in the EOC. In addition:

. Coinsurance is calculated from the Allowable Amount, which is subject to any stated Benefit maximum.

. Charges above the Allowable Amount do not count towards the Out-of-Pocket Maximum, and are your
responsibility for payment to the provider. This out-of-pocket expense can be significant.

Calendar Year Out-of-Pocket Maximum (OOPM):

Calendar Year Qut-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of
the Allowable Amount for Covered Services for the rest of the Calendar Year.

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for the following
Covered Services after the Calendar Year Out-of-Pocket Maximum is met:

. dialysis center Benefits: dialysis services from a Non-Participating Provider.

. charges for services that are not covered and charges above the Allowable Amount.

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Deductible also
count towards the Calendar Year Out-of-Pocket Maximum.

This Plan has a Participating Provider OOPM as well as a combined Participating Provider and Non-Participating
Provider OOPM. This means that any amounts you pay towards your Participating Provider OOPM also count towards
your combined Participating and Non-Participating Provider OOPM.

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year. Any amount you have paid toward the individual OOPM will be applied to both the individual OOPM
and the Family OOPM, excepft for Out-of-Network pediatric dental services. Cost sharing payments for pediatric dental
services made by each individual child for Out-of-Network Covered Services do not accumulate to the Family Out-of-
Pocket Maximum.

Separate Member Payments When Multiple Covered Services are Received:

14
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1

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit payment in addition to an allergy serum payment when you visit the doctor for an allergy
shoft.

Preventive Health Services:

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for
the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit,
you may have a Copayment or Coinsurance for the visit.

Outpatient Prescription Drug Coverage:
Medicare Part D-creditable coverage-

This Plan’s prescription drug coverage is on average equivalent to or better than the standard benefit set by the
federal government for Medicare Part D (also called creditable coverage). Because this plan’s prescription drug
coverage is creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you
should be aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you
could be subject to Medicare Part D premium penalties.

Outpatient Prescription Drug Coverage:

Brand Drug coverage when a Generic Drug is available. If you, the Physician, or Health Care Provider, select a Brand
Drug when a Generic Drug equivalent is available, you are responsible for the difference between the cost to Blue
Shield for the Brand Drug and its Generic Drug equivalent plus the tier 1 Copayment or Coinsurance. This difference in
cost will not count towards any Calendar Year pharmacy Deductible, medical Deductible, or the Calendar Year Out-
of-Pocket Maximum.

Request for Medical Necessity Review. If you or your Physician believes a Brand Drug is Medically Necessary, either
person may request a Medical Necessity Review. If approved, the Brand Drug will be covered at the applicable Drug
tier Copayment or Coinsurance.

Short-Cycle Specialty Drug program. This program allows inifial prescriptions for select Specialty Drugs to be filled for a
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated.

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply.

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day
supply. Oral Anficancer Drugs from a Participating Pharmacy are not subject to any Deductible.

Pediatric Dental Coverage:

Pediatric dental Benefits are provided through Blue Shield’s Dental Plan Administrator (DPA).

Orthodontic Covered Services. The Copayment or Coinsurance for Medically Necessary orthodontic Covered Services
applies to a course of freatment even if it extends beyond a Calendar Year. This applies as long as the Member remains
enrolled in the Plan.

This plan is compliant with requirements of the pediatric dental EHB benchmark plan, including coverage of services
in circumstances of Medical Necessity as defined in the Early Periodic Screening, Diagnosis and Treatment (EPSDT)
benefit.

Pediatric Vision Coverage:

Pediatric vision Benefits are provided through Blue Shield’s Vision Plan Administrator (VPA).

Covered Services from Non-Participating Providers. There is no Copayment or Coinsurance up fo the listed Allowable
Amount. You pay all charges above the Allowable Amount.
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Coverage for frames. If frames are selected that are more expensive than the Allowable Amount established for
frames under this Benefit, you pay the difference between the Allowable Amount and the provider's charge.

“Collection frames” are covered with no Member payment from Participating Providers. Retail chain Participating
Providers do not usually display the frames as “collection,” but a comparable selection of frames is maintained.

“Non-collection frames” are covered up to an Allowable Amount of $150; however, if the Participating Provider
uses:

. wholesale pricing, then the Allowable Amount will be up to $99.06.

. warehouse pricing, then the Allowable Amount will be up to $103.64.

Participating Providers using wholesale pricing are identified in the provider directory.

Plans may be modified to ensure compliance with State and Federal requirements.
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Infroduction

Welcome! We are happy to have you as a Member of our Blue Shield of California (Blue
Shield) health plan. This plan has been certified as a Qualified Health Plan by Covered
California for Small Business (CCSB), the state’s health insurance marketplace. When
your Employer purchases a plan through CCSB, your Employer will send CCSB your
enrollment information. Once you are enrolled, your Employer will be your primary point
of contact for questions about Premiums and payment due dates. Blue Shield will be
your primary point of contact for questions about Benefits, providers, and your Cost
Share for Covered Services.

At Blue Shield, our mission is to ensure all Californians have access to high-quality health
care at an affordable price. To achieve this mission, we pledge to:

e Provide personal service to you that is worthy of our family and friends; and
e Build deep, frusting relationships with providers to improve the quality of
health care and lower the cost.

A Blue Shield health plan will help you pay for medical care and provide you with
access to a network of doctors, Hospitals, and other Health Care Providers. The types of
services that are covered, the providers you can see, and your share of cost when you
receive care may vary depending on your plan.

About this Evidence of Coverage

The Evidence of Coverage describes the health care coverage that is provided under
the Group Health Service Contract (Contract) between Blue Shield and your Employer.
The Evidence of Coverage tells you:

Your eligibility for coverage;

When coverage begins and ends;

How you can access care;

Which services are covered under your plan;

Which services are not covered under your plan;

When and how you must get prior authorization for certain services; and
Important financial concepts, such as Copayment, Coinsurance, Deductible,
and Out-of-Pocket Maximum.

This Evidence of Coverage includes a Summary of Benefits section that lists your Cost
Share for Covered Services. Use this summary to figure out what your cost will be when
you receive care.

Please read this Evidence of Coverage carefully. Some topics in this document are
complex. For additional explanation on these topics, you may be directed to a section
at the back of the Evidence of Coverage called Other important information about
your plan. Pay particular attention to sections that apply to any special health care
needs you may have. Be sure to keep this Evidence of Coverage in your files for future
reference.

Tables and images

In this Evidence of Coverage, you will see the following tables and images to
highlight key information:

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744.



https://www.blueshieldca.com/

Introduction 18

This table provides easy access to information

Phone numbers and addresses

Answers fo commonly-asked questions

Examples to help you better understand important concepts

This box tells you where to find additional information about a
* specific topic.

This box alerts you to information that may require you to take
action.

“You"” means the Member

In this Evidence of Coverage, “you” or “your” means any Member enrolled in the
plan, including the Subscriber and all Dependents. “Your Employer” means the
Subscriber’'s Employer.

Capitalized words have a special meaning

Some words and phrases in this Evidence of Coverage may be new to you. Key
terms with a special meaning within this Evidence of Coverage are capitalized in this
document and explained in the Definitions section.

About this plan

This is a Preferred Provider Organization (PPO) plan. In a PPO plan, you have the
flexibility fo choose the providers you see. You can receive care from Participating
Providers or Non-Participating Providers. See the How fo access care section for
information about Participating and Non-Participating Providers.

How to contact Customer Service

If you have questions at any time, we're here to help. Blue Shield’s website and app
are useful resources. Visit blueshieldca.com or use the Blue Shield mobile app to:

Download forms;

View or print a temporary ID card;

Access recent claims;

Find a doctor or other Health Care Provider; and
Explore health topics and wellness tools.

Blue Shield contact information appears at the bottom of every page.

18
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Contacting Customer Service

If you need information about

You should contact

Medical and prescription Drug Benefits,
including prior authorization and claims
submission

Blue Shield Customer Service:
1-855-258-3744
Blue Shield of California

P.O. Box 272540
Chico, CA 95927-2540

Acupuncture services

American Specialty Health Plans of
California, Inc. (ASH Plans):

(800) 678-92133 (TTY: (877) 710-2746)

American Specialty Health Plans of
California, Inc.

P.O. Box 509002

San Diego, CA 92150-9002

Prior authorization of radiological services

National Imaging Associates:
(888) 642-2583

Mental Health and Substance Use
Disorder services, including prior
authorization

Mental Health Customer Service:
(877) 263-9952

Blue Shield of California

Mental Health Service Administrator
P.O. Box 719002

San Diego, CA 92171-9002

Pediatric dental Benefits

Dental Customer Service:
(800) 605-8202

Blue Shield of California
Dental Plan Administrator
425 Market Street, 15th Floor
San Francisco, CA 94105

19
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Contacting Customer Service

If you need information about You should contact

Vision Customer Service:
(855) 342-92105

Pediaftric vision Benefits

Blue Shield of California

Vision Plan Administrator
Customer Service Department
P. O. Box 25208

Santa Ana, CA 92799-5208

If you are hearing impaired, you may contact Customer Service through Blue Shield’s
toll-free TTY number: 711.

20



21

Your bill of rights

As a Blue Shield Member, 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
explanation of how to obtain them.

3 Receive information about your rights and responsibilities.

4 Receive information about your Blue Shield plan, the services we offer you, and
the Physicians and other Health Care Providers available to care for you.

5 Have reasonable access to appropriate medical and mental health services.

Participate actively with your Physician in decisions about your medical and
mental health care. To the extent the law permits, you also have the right to
refuse treatment.

7 A candid discussion of appropriate or Medically Necessary treatment options for
your condition, regardless of cost or Benefit coverage.

An explanation of your medical or mental health condition, and any proposed,
appropriate, or Medically Necessary treatment alternatives from your Physician,

8 so you can make an informed decision before you receive treatment. This
includes available success/outcomes information, regardless of cost or Benefit
coverage.

9 Receive Preventive Health Services.

10 | Know and understand your medical or mental health condition, treatment plan,
expected outcome, and the effects these have on your daily living.

Have confidential health records, except when the law requires or permits
disclosure. With adequate notice, you have the right to review your medical
record with your Physician.

11

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

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

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744.
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As a Blue Shield Member, you have the right to:

14 | Be fully informed about the complaint and grievance process and understand
how to use it without the fear of an interruption in your health care.

15 | Voice complaints or grievances about your Blue Shield plan or the care
provided to you.

16 | Make recommendations on Blue Shield’s Member rights and responsibilities
policies.

22
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Your responsibilities

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

Carefully read all Blue Shield plan materials immediately after you are enrolled
SO you understand how tfo:

1 e Use your Benefits;

e Minimize your out-of-pocket costs; and

e Follow the provisions of your plan as explained in the Evidence of
Coverage.

2 Maintain your good health and prevent illness by making positive health choices
and seeking appropriate care when you need it.

3 Provide, to the extent possible, information needed for you to receive
appropriate care.

4 Understand your health problems and take an active role in developing
treatment goals with your Physician, whenever possible.

Follow the tfreatment plans and instructions you and your Physician agree to and
consider the potential consequences if you refuse to comply with freatment
plans or recommendations.

6 Ask questions about your medical or mental health condition and make certain
that you understand the explanations and instructions you are given.

7 Make and keep medical and mental health appointments and inform your
Health Care Provider ahead of time when you must cancel.

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

9 Offer suggestions to improve the Blue Shield plan.

Help Blue Shield maintain accurate and current records by providing timely

10 information regarding changes in your address, family status, and other plan
coverage.
11 Notify Blue Shield as soon as possible if you are billed inappropriately or if you

have any complaints or grievances.

12 | Treat all Blue Shield personnel respectfully and courteously.

13 | Pay your Premiums, Copayments, Coinsurance, and charges for non-Covered
Services in full and on time.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744.
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As a Blue Shield Member, you have the responsibility to:

14 | Follow the provisions of the Blue Shield Medical Management Programs.

24
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How to access care

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

Health care professionals and facilities

This plan covers care from Participating Providers and Non-Participating Providers. You
do not need a referral. However, some services do require prior authorization. See the
Medical Management Programs section for information about prior authorization.

Participating Providers

Participating Providers have a contract with Blue Shield and agree to accept Blue
Shield’s Allowable Amount as payment in full for Covered Services. As a result, your
Cost Share is less when you receive Covered Services from a Participating Provider.

Some services will not be covered unless you receive them from a Participating
Provider. See the Summary of Benefits section to find out which Covered Services
must be received from a Participating Provider.

If a provider leaves this plan’s network, the status of the provider will change from
Participating to Non-Participating.

click on Find a Doctor for a list of your plan’s Participating

' Visit blueshieldca.com or use the Blue Shield mobile app and
“  Providers.

Non-Participating Providers

Non-Participating Providers do not have a contract with Blue Shield to accept Blue
Shield’s Allowable Amount as payment in full for Covered Services. Except for
Emergency Services and services received at a Participating Provider facility
(Hospital, Ambulatory Surgery Center, laboratory, radiology center, imaging center,
or certain other outpatient settings) under certain conditions, you will pay more for
Covered Services from a Non-Participating Provider.

Non-Participating Providers at a Participating Provider facility

When you receive care at a Participating Provider facility, some Covered
Services may be provided by a Non-Participating Provider. Your Cost Share will
be the same as the amount due to a Participating Provider under similar
circumstances, and you will not be responsible for additional charges above the
Allowable Amount, unless the Non-Participating Provider provides you written
notice of what they may charge and you consent to those terms.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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Common types of providers

Primary Care Physicians (PCPs)

Other primary care providers, such as nurse practitioners and physician assistants

Physician Specialists, such as dermatologists and cardiologists

Physical, occupational, and speech therapists

Mental health providers, such as psychiatrists, psychologists, and licensed clinical
social workers

Hospitals

Freestanding labs and radiology centers

Ambulatory Surgery Centers

Benefit Administrators

Blue Shield contracts with Benefit Administrators to manage the Benefits listed in the
table below through their own network of providers. Benefit Administrators authorize
services, process claims, and address complaints and grievances for those Benefits on
behalf of Blue Shield. If you receive a Covered Service from a Benefit Administrator, you
should interact with the Benefit Administrator in the same way you would otherwise
interact with Blue Shield.

Blue Shield’s Benefit Administrators

Benefit Administrator Benefit
Dental Plan Administrator (DPA) Pediatric dental Benefits
Vision Plan Administrator (VPA) Pediatric vision Benefits
Mental Health Service Administrator Mental Health and Substance Use
(MHSA) Disorder services
ASH Plans Acupuncture services

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,



https://www.blueshieldca.com/

How to access care 27

ID cards

Blue Shield will provide the Subscriber and any enrolled Dependents with identification
cards (ID cards). Only you can use your ID card to receive Benefits. Your ID card is
important for accessing health care, so please keep it with you at all times. Temporary
ID cards are available at blueshieldca.com or on the Blue Shield mobile app.

Canceling appointments

If you are unable to keep an appointment, you should notify the provider at least 24
hours before your scheduled appointment. Some offices charge a fee for missed
appointments unless it is due to an emergency or you give 24-hour advance notice. This
fee will not be more than your Copayment or Coinsurance for the visit.

Continvity of care

Continuity of care may be available if:

e Blue Shield or the MHSA no longer contracts with your Former Participating
Provider for the services you are receiving; or

e You are a newly-covered Member whose previous health plan was
withdrawn from the market.

Continuity of care may also be available to you when your Employer terminates its
contract with Blue Shield and contracts with a new health plan (insurer) that does not
include your Blue Shield Participating Provider in its network.

If your Former Participating Provider is no longer available to you for one of the reasons
noted above, Blue Shield or the MHSA will notify you of the option to contfinue
treatment with your Former Participating Provider.

You can request to continue tfreatment with your Former Participating Provider in the
situations described above if you are currently receiving the following care:

Continuity of care with a Former Participating Provider

Qualifying conditions Timeframe
Undergoing a course of institutional or 90 days from the date of receipt of
inpatient care notfice of the termination of the Former

Participating Provider's contract, the
Employer’s contract, or until the
treatment concludes, whichever is sooner

Acute conditions As long as the condition lasts

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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Continuity of care with a Former Participating Provider

Qualifying conditions Timeframe

Maternal mental health condition 12 months after the condition’s diagnosis
or 12 months after the end of the
pregnancy, whichever is later

Ongoing pregnancy care, including care | Up to 12 months
immediately after giving birth

Recommended surgery or procedure Within 180 days
documented to occur within 180 days

Ongoing freatment for a child up to 36 Up to 12 months

months old
Serious chronic condition Up to 12 months
Terminal iliness The duration of the terminal illiness

If a condition falls within a qualifying condition under federal and state law, the more
generous time frames would be followed.

To request continuity of care, visit blueshieldca.com and fill out the Conftinuity of Care
Application. Blue Shield will confirm your eligibility and may review your request for
Medical Necessity.

Under Federal law, the Former Participating Provider must accept Blue Shield’s or the
MHSA’s Allowable Amount as payment in full for the first 20 days of your ongoing care.
Once the provider accepts and your request is authorized, you may confinue fo see
the Former Participating Provider at the Participating Provider Cost Share.

See the Your payment information section for more information about the Allowable
Amount.

Second medical opinion

You can consult a Participating or Non-Participating Provider for a second medical
opinion in situations including but not limited to:

e You have questions about the reasonableness or necessity of the freatment
plan;

o There are different freatment options for your medical condition;

e Your diagnosis is unclear;

e Your condition has not improved after completing the prescribed course of
treatment;

e You need additional information before deciding on a freatment plan; or

e You have questions about your diagnosis or treatment plan.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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You do not need prior authorization from Blue Shield or your PCP for a second medical
opinion.

Care outside of California

If you need medical care while tfraveling outside of California, you're covered. Blue
Shield has relationships with health plans in other states, Puerto Rico, and the U.S. Virgin
Islands through the BlueCard® Program. The Blue Cross Blue Shield Association can help
you access care from participating and non-participating providers in those
geographic areas.

about receiving care while outside of California. To find
participating providers while outside of California, visit
bcbs.com.

. See the Out-of-areda services section for more information

Emergency Services

If you have a medical emergency, call 911 or seek immediate
medical attention at the nearest hospital.

The Benefits of this plan will be provided anywhere in the world for treatment of an
Emergency Medical Condition. Emergency Services are covered at the Participating
Provider Cost Share, even if you receive treatment from a Non-Participating Provider.

After you receive care, Blue Shield will review your claim for Emergency Services to
determine if your condition was in fact an Emergency Medical Condition. If you did not
require Emergency Services and did not reasonably believe an emergency existed, you
will be responsible for the Participating or Non-Participating Provider Cost Share for that
non-emergency Covered Service.

For the lowest out-of-pocket expenses, you can go to a Participating Physician’s office
for emergency room follow-up services, such as suture removal and wound checks.

If you cannot find a Participating Provider

Call Customer Service if you need help finding a Participating Provider who can
provide the care you need close to home. If a Participating Provider is not available,
you can ask to see a Non-Participating Provider at the Participating Provider Cost
Share. If the services cannot reasonably be obtained from a Participating Provider, we
will approve your request and you will only be responsible for the Participating Provider
Cost Share.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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Other ways to access care

For non-emergencies, it may be faster and easier to access care in one of the following
ways. For more information, visit blueshieldca.com or use the Blue Shield mobile app.

Retail-based health clinics

Retail-based health clinics are conveniently located within stores and pharmacies.
They are staffed with nurse practitioners who can provide basic medical care on a
walk-in basis.

The Cost Share for Covered Services at a Participating retail-based health clinic is the
same as the Cost Share at your PCP’s office.

Teladoc

Teladoc, a Third-Party Corporate Telehealth Provider, provides health consultations
by phone or secure online video. Teladoc general medical Physicians can diagnose
and treat basic hon-emergency medical conditions, and can also prescribe certain
medication. Teladoc mental health consultations are available for Members age 13
and older. Members under age 13 may obtain telebehavioral health services for
Mental Health and Substance Use Disorders from MHSA Participating Providers.
Teladoc is a supplemental service that is not intended to replace care from your PCP
or your MHSA Participating Provider.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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How to access Teladoc

Teladoc service Ways to access Availability
General medical Phone: 1-800-835-2362 24 hours a day, 7 days
) a week by phone or
Online: secure online video

blueshieldca.com/teladoc
Consultations can be
requested on-demand
or by scheduled
appointment

Mental health Phone: 1-800-835-2362 7am.to%p.m., 7
) days a week by
Online: scheduled

blueshieldca.com/teladoc appointment only

Consultations must be
scheduled online and
cannot be requested
by phone

Telebehavioral health services

Online telebehavioral health services for Mental Health and Substance Use Disorders
are available through MHSA Participating Providers and are a Covered Service
regardless of your age. Telebehavioral health includes counseling services,
psychotherapy, and medication management with a mental health provider. If you
are currently receiving telebehavorial health services for Mental Health and
Substance Use Disorders, you can continue to receive those services with the MHSA
Participating Provider rather than switching to a Third-Party Corporate Telehealth
Provider. Visit blueshieldca.com and click on Find a Doctor to access the MHSA
network.

Urgent care centers

Urgent care centers are free-standing facilities that provide many of the same basic
medical services as a doctor's office, often with extended hours but similar Cost
Share.

If your condition is not an emergency, but you need treatment that cannot be
delayed, you can visit an urgent care center to receive care that is typically faster
and costs less than an emergency room visit.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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Ambulatory Surgery Centers

32

Many of the more common, uncomplicated, outpatient surgical procedures can be
performed at an Ambulatory Surgery Center. Your cost at an Ambulatory Surgery
Center may be less than it would be for the same outpatient surgery performed at a

Hospital.

Timely access to care

Participating Providers agree to provide timely access to care. This means that when
you call for an appointment, you will see your provider within a reasonable timeframe.
Blue Shield’s access standards are listed below.

When your appointment will occur

Urgent appointments

Appointment will occur

Services that do not require prior
authorization

Within 48 hours

Services that do require prior
authorization

Within 96 hours

Urgent pediatric dental care

Within 72 hours

Non-urgent appointments

Appointment will occur

Primary Care Physician office visit

Within 10 business days

Specialist office visit

Within 15 business days

Mental or substance use disorder health
provider (who is not a Physician) office
visit

Within 10 business days

Other services to diagnose or treat a
health condition

Within 15 business days

Non-urgent pediatric dental care

Within 30 business days

Preventitve pediatric dental care

Within 40 business days

Phone inquiries

Appointment will occur

Access to a health care professional for
phone screenings

24 hours a day, seven days a week

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-

3744.
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When your appointment will occur

Access to a dental care professional for Within 30 minutes, 24 hours a day, seven
phone screenings days a week

Contact Customer Service to schedule interpreter services for
your appointment. For more information about interpreter
“  services, see the Language access services notice.

Health advice and education

Blue Shield provides several ways for you to get health advice and access to health
education and wellness services. These resources are available to you at no extra cost.

NurseHelp 24/7M

You can contact a registered nurse 24 hours a day, seven days a week through the
NurseHelp 24/7™ program. Nurses are available to help you select appropriate care
and answer gquestions about:

Symptoms you are experiencing;
Minor illnesses and injuries;
Medical tests and medications;
Chronic conditions; and
Preventive care.

Call (877) 304-0504 or log in to your account at blueshieldca.com and use the chat
feature to connect with a nurse. This service is free and confidential.

NurseHelp 24/7 M is not meant to replace the advice and care you receive from your
Physician or other health care professional.

LifeReferrals 24/7M

The LifeReferrals 24/7 ™M program offers you access to support services 24 hours a day,
seven days a week, including assessments and referrals for consultations for health
and psychosocial issues. Professional counselors can provide confidential telephone
or in-person support by approved appointment. You are limited to three
consultations with a professional counselor every six months.

This bundle of services also includes referrals, resources, and support for additional
topics such as:

Legal services;

Financial counseling;
Mediation;

Child and family care;

Adult and elder care;

Chronic conditions and illnesses;

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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e Income tax preparation; and
e |dentity theft assistance.

Call (800) 985-2405 to obtain services or access online tools and resources by visiting
lifereferrals.com and using the code: “BSC". These services are free and confidential.

Health and wellness resources

Your Blue Shield coverage gives you access to a variety of health education and
wellness services, such as:

e Prenatal and other health education programs;

e Healthy lifestyle programs to help you get more active, quit smoking, lower
stress, and much more; and

e A headlth update newsletter.

Visit blueshieldca.com to explore these resources.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,



https://www.blueshieldca.com/
http://www.lifereferrals.com/
https://www.blueshieldca.com/

35

Medical Management Programs

The Medical Management Programs are services that can help you coordinate your
care and treatment. They include utilization management and care management.
Blue Shield uses utilization management to help you and your providers identify the
most appropriate and cost-effective way to use the Benefits of this plan. Care
management and palliative care can help you access the care you need to manage
serious health conditions and complex treatment plans.

For written information about Blue Shield’s Utilization
Management Program, visit blueshieldca.com.

Prior authorization

Coverage for some Benefits requires pre-approval from Blue Shield. This process is called
prior authorization. Prior authorization requests are reviewed for Medical Necessity,
available plan Benefits, and clinically appropriate setting. The prior authorization
process also identifies Benefits that are only covered from Participating Providers orin a
specific clinical setting.

If you see a Participating Provider, your provider must obtain prior authorization when
required. When prior authorization is required but not obtained, Blue Shield may deny
payment to your provider. You are not responsible for Blue Shield’s portion of the
Allowable Amount if this occurs, only your Cost Share.

If you see a Non-Participating Provider, you or your provider must obtain prior
authorization when required. When prior authorization is required but not obtained, and
the services provided are determined not to be a Benefit of the plan or not Medically
Necessary, Blue Shield may deny payment and you will be responsible for all billed
charges.

You do not need prior authorization for Emergency Services or emergency Hospital
admissions at Participating or Non-Participating facilities. For non-emergency inpatient
services, your provider should request prior authorization at least five business days
before admission.

Visit blueshieldca.com and click on Prior Authorization List for more details about
medical and surgical services and select prescription Drugs that require prior
authorization.

Prescription Drugs administered by a Health Care Provider

Drugs administered by a Health Care Provider in a Physician’s office, an infusion
center, the Outpatient Department of a Hospital, or provided at home through a
home infusion agency, are covered under the medical benefit and require prior
authorization.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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The prior authorization process for self-administered prescription Drugs available at a
retail, specialty, or mail order pharmacy is explained in the Prescription Drug Benefits

section.

Benefit

Services that require prior authorization

Medical and
prescription Drug

Surgery

Prescription Drugs administered by a Health Care
Provider

Non-emergency inpatient facility services, such as
Hospitals and Skilled Nursing Facilities
Non-emergency ambulance services

Routine patient care received while enrolled in a
clinical trial

Hospice program enroliment

Radiological and
nuclear imaging

CT (Computerized Tomography) scan

MRI (Magnetic Resonance Imaging)

MRA (Magnetic Resonance Angiography)

PET (Positron Emission Tomography) scan
Diagnostic cardiac procedure utilizing nuclear
medicine

Mental Health and
Substance Use
Disorder

Non-emergency mental health or substance use
disorder Hospital admissions, including acute and
residential care

Behavioral Health Treatment

Electroconvulsive therapy

Psychological testing

Partial Hospitalization Program

Intensive Outpatient Program

Transcranial magnetic stimulation

Pediatric dental

A course of freatment that is expected to cost
more than $250

Pediaftric vision

Non-elective (Medically Necessary) contact lenses
Low Vision testing and equipment

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-

3744.
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When a decision will be made about your prior authorization request |%

Prior authorization or exception request Time for decision

Routine medical, Mental Health and Substance Use Within five business days
Disorder, dental, and vision requests

Expedited medical, Mental Health and Substance Use Within 72 hours
Disorder, dental, and vision requests

Routine prescription Drug requests Within 72 hours
Expedited prescription Drug requests Within 24 hours

Expedited requests include urgent medical and exigent pharmacy requests. Once the
decision is made, your provider will be notified within 24 hours. Written notice will be sent
to you and your provider within two business days.

While you are in the Hospital (inpatient utilization review)

When you are admitted to the Hospital, your stay will be monitored for continued
Medical Necessity. If it is no longer Medically Necessary for you to receive an inpatient
level of care, Blue Shield will send a written notice to you, your provider, and the
Hospital. If you choose to stay in the Hospital past the date indicated in this notice, you
will be financially responsible for all inpatient charges after that date. Exceptions to
inpatient utilization review include maternity and mastectomy care.

For maternity, the minimum length of an inpatient stay is 48 hours for a normal, vaginal
delivery and 96 hours for a C-section. The provider and mother together may decide
that a shorter length of stay is adequate.

For mastectomy, you and your provider determine the Medically Necessary length of
stay after the surgery.

After you leave the Hospital (discharge planning)

You may still need care at home or in another facility after you are discharged from the
Hospital. Blue Shield will work with you, your provider, and the Hospital's discharge
planners to determine the most appropriate and cost-effective way to provide this
care.

Using your Benefits effectively (care management)

Care management helps you coordinate your health care services and make the most
efficient use of your plan Benefits. Its goal is to help you stay as healthy as possible while
managing your health condition, to avoid unnecessary emergency room visits and
repeated hospitalizations, and to help you with the fransition from Hospital to home. A
Blue Shield care management nurse may contact you to see how we might help you

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,
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manage your health condition. You may also request care management support by
calling Customer Service. A case manager can:

¢ Help you identify and access appropriate services;

e Instruct you about self-management of your health care conditions; and

e |dentify community resources to lend support as you learn to manage a
chronic health condition.

Alternative services may be offered when they are medically appropriate and only
utilized when you, your provider, and Blue Shield mutually agree. The availability of
these services is specific to you for a set period of fime based on your health condition.
Blue Shield does not give up the right to administer your Benefits according to the terms
of this Evidence of Coverage or to discontinue any alternative services when they are
no longer medically appropriate. Blue Shield is not obligated to cover the same or
similar alternative services for any other Member in any other instance.

Managing a serious illness (palliative care services)

Blue Shield covers palliative care services if you have a serious illness. Palliative care
provides relief from the symptoms, pain, and stress of a serious iliness to help improve
the quality of life for you and your family.

Palliative care services include access to Physicians and case managers who are
specially frained to help you:

Manage your pain and other symptoms;

Maximize your comfort, safety, autonomy, and well-being;
Navigate a course of care;

Make informed decisions about therapy;

Develop a survivorship plan; and

Document your quality-of-life choices.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744,



https://www.blueshieldca.com/

39

Your payment information

Paying for coverage

Your Employer is responsible for a monthly payment to CCSB for health care coverage
for the Subscriber and any enrolled Dependents. This monthly payment is a Premium.
Any amount the Subscriber must contribute to the Premium is set by your Employer.

The contract states the monthly Premiums for this plan for the Subscriber and any
enrolled Dependents.

Paying for Covered Services

Your Cost Share is the amount you pay for Covered Services. It is your portion of the
Blue Shield Allowable Amount.

Your Cost Share includes any:

e Deductible;
e Copayment amount; and
e Coinsurance amount.

See the Summary of Benefits section for your Cost Share for
Covered Services.

Allowable Amount

The Allowable Amount is the maximum amount Blue Shield will pay for Covered
Services, or the provider’s billed charge for those Covered Services, whichever is less.
Blue Shield’s payment to the provider is the difference between the Allowable
Amount and your Cost Share.

Participating Providers agree to accept the Allowable Amount as payment in full for
Covered Services, except as stated in the Exception for other coverage and
Reductions — third party liability sections. When you see a Participating Provider, you
are responsible for your Cost Share.Generally, Blue Shield will pay its portion of the
Allowable Amount and you will pay your Cost Share. If there is a payment dispute
between Blue Shield and a Participating Provider over Covered Services you receive,
the Participating Provider must resolve that dispute with Blue Shield. You are not
required to pay for Blue Shield’s portion of the Allowable Amount. You are only
required to pay your Cost Share for those services.

Non-Participating Providers do not agree to accept the Allowable Amount as
payment in full for Covered Services. When you see a Non-Participating Provider, you
are responsible for:

e Your Cost Share; and
o All charges over the Allowable Amount.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at 1-855-258-
3744.
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Calendar Year Deductible

The Deductible is the amount you pay each Calendar Year for Covered Services
before Blue Shield begins payment. Blue Shield will pay for some Covered Services
before you meet your Deductible.

Amounts you pay toward your Deductible count toward your Out-of-Pocket
Maximum.

Some plans do not have a Deductible. For plans that do, there may be separate
Deductibles for:

e Anindividual Member and an entire Family;
e Participating Providers and Non-Participating Providers; and
¢ Medical and pharmacy Benefits.

If you have a Family plan, there is an individual Deductible within the Family
Deductible. This means an individual family member can meet the individual
Deductible before the entire Family meets the Family Deductible.

If you have an individual plan and you enroll a Dependent, your plan will become a
Family plan. Any amount you have paid toward the Deductible for your individual
plan will be applied to both the individual Deductible and the Family Deductible for
your new plan.

See the Summary of Benefits section for details on which Covered Services are
subject to the Deductible and how the Deductible works for your plan.

Prior carrier Deductible credit

If you pay all or part of a Deductible for another Employer-sponsored health plan
in the same Calendar Year you enroll in this plan, that amount will be applied to
this plan’s Deductible if:

e You were enrolled in an Employer-sponsored health plan with another
carrier during the same Calendar Year this contract becomes effective
and you enroll as of the original effective date of coverage under this
contract;

e You were enrolled in another Blue Shield plan sponsored by the same
Employer which this plan is replacing; or

e You were enrolled in another Blue Shield plan sponsored by the same
Employer and you are transferring to this plan during open enrollment.

Copayment and Coinsurance

A Covered Service may have a Copayment or a Coinsurance. A Copayment is a
specific dollar amount you pay for a Covered Service. A Coinsurance is a
percentage of the Allowable Amount you pay for a Covered Service.

Your provider will ask you to pay your Copayment or Coinsurance at the time of
service. For Covered Services that are subject to your plan’s Deductible, you are also
responsible for all costs up to the Allowable Amount until you reach your Deductible.

You will continue to pay the Copayment or Coinsurance for each Covered Service
you receive until you reach your Out-of-Pocket Maximum.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or cal