Your summary of benefits Anthem @&

Anthem® Blue Cross
Your Plan: Open Health Trust: Modified Anthem Elements Choice HMO 5900
Your Network: Select HMO

Visits with Virtual Care-Only Providers Cost through our mobile app and website
Primary Care, and medical services for urgent/acute care | $10 copay per visit deductible does not apply
Mental Health & Substance Use Disorder Services $10 copay per visit deductible does not apply
Specialist care $70 copay per visit deductible does not apply
Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $5,900 person
Overall Out-of-Pocket Limit $9,000 single /

$18,000 family

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, prescription drugs at a retail pharmacy, 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 and prescription drug deductibles, copayments and coinsurance apply to the 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) and Mental Health and Substance Use Disorder $55 copay per visit deductible does not apply
Services virtual and office

Specialist Care virtual and office $70 copay per visit deductible does not apply
Other Practitioner Visits

Maternity services

Prenatal and Postnatal care $55 copay per visit deductible does not apply
Delivery 35% coinsurance after deductible is met
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Covered Medical Benefits Cost if you use an In-Network Provider

Retail Health Clinic for routine care and treatment of common ilinesses; | $55 copay per visit deductible does not apply
usually found in major pharmacies or retail stores.

Manipulation Therapy $55 copay per visit deductible does not apply
Coverage for rehabilitative and habilitative physical therapy, occupational
therapy, speech therapy, and manipulative treatment is limited to 60 days
combined per benefit period.

Acupuncture $55 copay per visit deductible does not apply

Other Services in an Office

Allergy Testing $55 copay per visit deductible does not apply
Prescription Drugs Dispensed in the office 30% coinsurance deductible does not apply
Maximum of $150 member cost share per drug.

Surgery No charge

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 35% coinsurance after deductible is met
X-Ray

Office No charge

Freestanding Radiology Center No charge

Outpatient Hospital 35% coinsurance after deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office $250 copay per service deductible does not apply

Freestanding Radiology Center $250 copay per service deductible does not apply
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Covered Medical Benefits Cost if you use an In-Network Provider

Outpatient Hospital

35% coinsurance after deductible is met

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

In-Network and Out-of-Network Providers:
$55 copay per visit deductible does not apply

In-Network and Out-of-Network Providers:
$250 copay per visit and then 35% coinsurance
after deductible is met

In-Network and Out-of-Network Providers:
No charge

In-Network and Out-of-Network Providers:
$100 copay per trip deductible does not apply

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees No charge

Doctor Services No charge

Outpatient Surgery

Facility Fees

Hospital 35% coinsurance after deductible is met

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

35% coinsurance after deductible is met

No charge

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

Facility Fees
Physician and other services including surgeon fees

35% coinsurance after deductible is met
No charge

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

$55 copay per visit deductible does not apply

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

Page 3 of 9




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

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

Office $55 copay per visit deductible does not apply

Outpatient Hospital 35% coinsurance after deductible is met

Pulmonary rehabilitation

Office $55 copay per visit deductible does not apply

Outpatient Hospital 35% coinsurance after deductible is met

Cardiac rehabilitation

Office $55 copay per visit deductible does not apply
Outpatient Hospital 35% coinsurance after deductible is met

Dialysis/Hemodialysis

Office $70 copay per visit deductible does not apply
Outpatient Hospital 35% coinsurance after deductible is met
Chemo/Radiation Therapy

Office $70 copay per visit deductible does not apply
Outpatient Hospital 35% coinsurance after deductible is met
Skilled Nursing Care (facility) 35% coinsurance after deductible is met

Coverage is limited to 100 days per benefit period.

Inpatient Hospice No charge
Durable Medical Equipment 50% coinsurance deductible does not apply
Prosthetic Devices No charge

Cost if you use an
Out-of-Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Covered Prescription Drug Benefits

Pharmacy Deductible $250 person / $750 Not applicable
family (does not apply
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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

to Tier 1a, Tier 1b
drugs)

Pharmacy Out-of-Pocket Limit

Combined with In-
Network medical out-
of-pocket limit

Combined with In-
Network medical out-
of-pocket limit

Prescription Drug Coverage
Network: Base Network

Drug List: CA Essential DMHC Drugs not included on the CA Essential DMHC drug list will not be covered.

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.

Tier 1 - Typically Lower Cost Generic

Tier 1b - Typically Generic

$5 copay per
prescription, Pharmacy
deductible does not
apply (retail) and $10
copay per prescription,
Pharmacy deductible
does not apply (home
delivery)

$20 copay per
prescription, Pharmacy
deductible does not
apply (retail) and $40
copay per prescription,
Pharmacy deductible
does not apply (home
delivery)

50% coinsurance up to
$250 per prescription
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand

$40 copay per
prescription (retail) and
$100 copay per
prescription (home
delivery)

50% coinsurance up to
$250 per prescription
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand

$75 copay per
prescription (retail) and
$188 copay per

50% coinsurance up to
$250 per prescription
(retail) and Not covered
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Cost if you use an

Cost if you use an In-

Covered Prescription Drug Benefits Network Pharmacy ICD)|§|t-of-Network
armacy

prescription (home (home delivery)
delivery)

Tier 4 - Typically Specialty (brand and generic) 30% coinsurance up to | 50% coinsurance up to
$250 per prescription $250 per prescription
(retail and home (retail) and Not covered
delivery) (home delivery)

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.

e 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 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.

e 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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Get help in your language BlucCross  Wll-
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, please call right away at 1-888-254-2721. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate 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? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
il Uaka Qladldl 138 e Jguanl) Wyl o€ LS Lgie) 8 e Haclod Lo (ad &y laial) Li€ad cadaind ol 1) $AILG 11 0 Bp) 8 Wiy Ja [aga
(TTY/TDD:711) 1-888-254-272148 L 1 8 Juai¥) (o y3 cdailaall Brelsall o J gnall

Armenian

NhTUNLNRESNRL. Yupnnuin Wl bp pipkpgl] uwyu tudwlp: Gph ny, Uklip Jupnn kip wpudwnply hus-np dkhi, m)
ljoqlih 2kq Yupnuy wyh: Ywpnn kup twb wyu tudwlp Qbq gpuiynp nuppkpulny wpudungply: Gid&wp ogimpinta
unwbwnt hwdwn Jupnn bp wthwywn quiquhwnk) 1-888-254-2721 htnwunuwhwdwnpny: (TTY/TDD: 711)

Chinese
HHEENE - GReEEEEHE0S ? RSB E - MTRESR AN - OF AIRE v LUBSLUGHIRE S TR HIAS R - B R
Zhl) » HLHHET1-888-254-2721 - (TTY/TDD: 711)

Farsi
s Lad 4o |y axd sl gSe oSl g5 e 381 SanSlgny |y dels ool sl g5 LT tpage
ODygo 4y 1y 4ol ol il g 50 Gudxen a0 S SaS |y Lad 4ol gl G g3 yo LS aadS
oolad Lo Yo guan LSl ) SaS adloyd ol ~wSS adloyo gloes ooy 40 0SS
(TTY/TDD:711). 00 0 &y wlas 1-888-254-2721

Hindi

FAECAUT: T 1T IE I9 UG Hehdl 87 3R eI, al §H HTIH! 3H Toa H HGG IA & [T fhal I 3Taedd
T Fehd g1 7T Ig 97 I9er 9 A fA@as 7 o @ @ wFa &1 Yo Aeg ¥ v, Foar 1-888-
254-2721 W @A Hiel HL| (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia Iwm tus

pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

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.
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BE . COEBERHLFTIN? L LEDLBMGEICE, ABREZERTLLHOOXEERZTEIENTEFEY, . C0E
BEFLTHEB/TCEVIDEAFTHCLLTEET . ROJBBICLFT CEHEL T, MHXEERMT TS0,
1-888-254-2721 (TTY/TDD: 711)

Khmer
[SELE tﬁ:mmmnemsms '69? t{iﬁssnmg 1mhmt§8 smmmﬁmsnﬁeum :mﬁmti9qmmsme:zmmmnm:mmmmn}nﬁﬁh{m 1&3‘99mﬁemﬁﬁﬁﬁiﬁ mmuﬂqar&nmmmzms 1'888'254'
il grung G AUTIgINAS

2721 (TTY/TDD: 711)

BF =58 E2 MOl JASLICE 7t AHESHE 02 A0
=
B

-888-254-2721 2 M S}SHAIA|Q. (TTY/TDD: 711)

=

Punjabi
HI3TYIS: ot IAD fog U39 U= Aae I7 A &J0, 3 wHD oA § ugg -3 39731 Hee 3¢ fua § 9% Aeer I 3AD Hiee

U39 § wiet s g ffsemi Ifenr == ugony qond 99 Hee J1 HeS Hee &, gy 994 396 1-888-254-2721 3 5%
FJ1 (TTY/TDD: 711)

Russian

BAXKHO. MoxeTe nu Bbl NpounTath JaHHOE NMCbMO? Ecnun HeT, Hall cneunanucT NoMoXeT BaMm B 3TOM. Bbl Takke MoxeTe
NosyyMTb JaHHOE NMCbMO Ha BalleM a3blke. [ins nonyveHns 6ecnnatHom NoMoLLM 3BOHUTE No Homepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

mnawadd: vnusinsaauaavinaatuinia’li wnnvinuldsansaauaavanaasiu

& nsadavEmiAinaulivinuie Lol munama‘tv]Lamummu|,°1|ﬂuawmu‘lummwaomuanmu
mngasnmsanuhaudalaslifinlddns Tsansfasanivunaian 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khéng? Néu khong, ching t6i cb thé bé tri nguoi gitip quy vi doc thw nay.
Quy vi ciling c6 thé nhan thw nay bang ngdén ngilr cla quy vi. D& dwoc giup d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with 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 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at 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. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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