Your summary of benefits Anthem &

ACWA JPIA C00361

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: 2027 Advantage PPO Plan (S828) (ZOFC)
Your Network: Prudent Buyer PPO

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

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

Mental Health & Substance Use Disorder Services No charge deductible does not apply
Specialist care $20 copay per visit deductible does not apply
Cost if you use an Cost if you use an
Covered Medical Benefits In-Network Provider ~ Out-of-Network
Provider
Overall Deductible $500 person / $500 person /
$1,000 family $1,000 family
Overall Out-of-Pocket Limit $3,000 person / $10,000 person
The out-of-pocket costs you pay for prescription drugs obtained at a $6,000 family
pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the
Covered Prescription Drug Benefits section.

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

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

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

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

Primary Care (PCP) virtual and office $20 copay per visit 40% coinsurance after
deductible does not deductible is met
apply

Mental Health and Substance Use Disorder Services virtual and office | $20 copay per visit 40% coinsurance after
deductible does not deductible is met
apply

Specialist Provider virtual and office $20 copay per visit 40% coinsurance after
deductible does not deductible is met
apply

Other Practitioner Visits

Maternity Doctor services (prenatal/postpartum care and delivery) 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

CA/LG/2027 Advantage PPO Plan/S828/01-01-2027
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

Manipulation Therapy

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

Acupuncture
Coverage is limited to 12 visits per benefit period.

$20 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office
Allergy Testing

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

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

the setting services are
received.

Diagnostic Services Lab
Office

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

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services X-Ray
Office

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

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

Office

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

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

Emergency and Urgent Care

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

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

Emergency Room Doctor and Other Services

Ambulance

$20 copay per visit
deductible does not
apply

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

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

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

QOutpatient Surgery

Facility Fees

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

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

Physician and other services including surgeon fees
Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

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

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Therapy Services

Page 3 of 10




Covered Medical Benefits

Cost if you use an

In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

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

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Inpatient Hospice

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Additional Services, Equipment and Devices
Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use an
In-Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Pharmacy Deductible

Not applicable

Not applicable

Pharmacy Out-of-Pocket Limit

$3,600 person /
$7,200 family

Not applicable

Prescription Drug Coverage
Network: Base Network

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

apply.

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

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

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

Day Supply Limits

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

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

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

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

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

max allowed amount
(retail only)

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

max allowed amount
(retail only)

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

max allowed amount
(retail only)

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

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

Specialty)

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

Provider

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

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

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

Notes:

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

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

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

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

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

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

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

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

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

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

Language Assistance Services

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

You may also be able to get this letter written in
your language. For free help with translations or
interpreter services, in a timely manner, please
call the telephone number on the back of your
ID card. (TTY/TDD: 711). For more help call
the CA Dept. of Insurance at 1-800-927-4357
(TTY/TDD: 711)

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

Spanish

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

Para obtener ayuda gratuita con traducciones

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

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

Armenian

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

Chinese

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

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

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

TSEEM CEEB: Kof nyeem puas tau tsab ntawv
no? Yog nyeem tsis fau, peb muaj neeg los pab
kof nyeem nws. Kof los yeef tuaj yeem tau (xals
daim nfawv no ua koj yam lus. Kom tau txais
kev pab txhais ntaub ntawv los sis cov Kev pab
cuam txhais ius pab dawb, kom raws sif hawm,
thov hu tus npawb xov tooj nyob sab nraum gab
ntawm koj daim npawv ID. (TTY/TDD: 711).
Rau kev pab ntxiv hu lub CA Lub Tuam Tsev
Hauf Lwm ntsig txog Kev Tuav Pov Hwm nfawm
1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

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

#CA-CDI-001#
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Japanese

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

Khmer

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

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

Punjabi

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

Russian

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

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

Tagalog

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

Thai

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

gaauziaidamiay Tagdasna CA
Ahelsedudaanaaz

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

Vietnamese

QUAN TRONG: Quy vi cd thé doc duwoe 14 thu
nay khéng? Néu khong, ching t6i co thé bo tri
ngu-‘nirr‘ gidp quy vi doc. Quy vi edng co thé yéu
cau nhdn 14 thir nay duwroc viet bang ngén ngi
cua quy vi. Bé duwoc hd troe mién phi vé CHG."T Vi
bién drcn hodc mong drr::h VL J'Dﬂg gm sO dién
thoai & mét sau thé ID cta quy vi dé duwoc ho
fror kip thov. (TTY/TDD: 711). Dé duoc gmp ag
thém, hdy goi S& Bao hiém CA theo sO
1-800-927-4357 (TTY/TDD: 711).

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

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

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

We follow state and federal civil rights laws in our health programs and activities. Members can get
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English (or
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters
and other written languages. Interested in these services? Call the Member Services number on your ID
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond,
VA 23279, or if you think you were discriminated against based on race, color, national origin, age,
disability, or sex, you can mail a complaint directly to the U.S. Department of Health and Human Services,
Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington,

D.C. 20201. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-CDI-001#
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