Your summary of benefits Anthem &

ACWA JPIA - C00361
Anthem® Blue Cross

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

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

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

Mental Health & Substance Use Disorder Services No charge

Specialist care $10 copay per visit

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

Overall Out-of-Pocket Limit $500 single /

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

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

Covered Prescription Drug Benefits section.

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

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

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

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

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

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

Delivery No charge

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

Manipulation Therapy via medical group (Chiropractic Services) $10 copay per visit
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Covered Medical Benefits Cost if you use an In-Network Provider

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

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

outpatient combined.

Acupuncture $10 copay per visit

Other Services in an Office

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

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

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

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

Diagnostic Services Advanced Diagnostic Imaging for example: MR,

PET and CAT scans

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

Emergency and Urgent Care

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

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

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

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

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

Outpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees No charge

Doctor Services No charge

Outpatient Surgery

Facility Fees
Hospital No charge
Ambulatory Surgical Center No charge

Physician and other services including surgeon fees
Hospital No charge

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

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

Therapy Services

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

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

Office $10 copay per visit
Outpatient Hospital No charge

Pulmonary rehabilitation

Office $10 copay per visit
Outpatient Hospital No charge

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

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

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

Office $10 copay per visit
Outpatient Hospital No charge

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

Inpatient Hospice No charge

Additional Services, Equipment and Devices

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

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

Pharmacy

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

$11,700 family

Prescription Drug Coverage

Network: Base Network

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

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

Day Supply Limits

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

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

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

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

Cost if you use an
In-Network Pharmacy

Cost if you use an
Out-of-Network
Pharmacy

Tier 1 - Typically Generic

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

Not covered

Tier 2 - Typically Preferred Brand

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

Not covered

Tier 3 - Typically Non-Preferred Brand

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

Not covered

Tier 4 - Typically Specialty (brand and generic)

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

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

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

Applicable copay
applies

Not covered

Covered Vision Benefits

Cost if you use an
In-Network Provider

Cost if you use an
Out-of-Network
Provider

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

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

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

Limited to 1 exam per benefit period.

Notes:

¢ If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”.
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Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

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

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

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

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

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

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

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Your summary of benefits Anthem @

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

Cost if you use an
Out-of-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

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

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

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

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

e Emergency Services.

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

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

Visits in an Office & Outpatient

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

Diagnostic Services

Lab

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

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

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

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

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

Chiropractic
Appliances per year.

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

Page 8 of 12




Intentionally Left Blank



Get help in your language

Language Assistance Services

Curious to know what all this says?

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

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

Spanish

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

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

Armenian

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

Chinese

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

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

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

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

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

Hindi

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

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

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

#CA-DMHC-001#
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Hmong

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

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

Japanese

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

Khmer

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

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

Korean

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

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

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

Russian

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

Tagalog

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

ID card. (TTY/TDD:711).

Thai

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

Vietnamese

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

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

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

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

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