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It's time to choose your plan

Your trusted health partner

Anthem is committed to being your trusted health care partner. We're

a developing the technology, solutions, programs and services that give
(S you greater access to care. We also work with doctors to make sure you -
get affordable, quality health care.

Save this guide

You'll find tips on how to make the most of your benefits and save
on health care costs throughout the year.

Choosing your plan



It’s time to choose your plan

Let’s get started

This is the perfect time to think about your health — where you are right now and where you want to
be tomorrow. It's your opportunity to check out the benefits, programs and resources that can
support your health and well-being all year long.

This guide will help you understand our plans. It's also full of tips, tools and resources that can help
you reach your health and wellness goals when you become a member. So keep it handy to make the
most of your benefits throughout the year.
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The basics explained

Before we dive into the plan details, it may be helpful to review some
health benefit basics.

What you pay and what your plan pays

Deductible Out-of-pocket
reached limit reached

What you pay

You pay your

You and your Your plan pays .
deductible plan share cost , the cost .

What we pay

This chart is only an example. Your actual cost share will depend on your plan, the service you
get and the doctor you choose. Check your plan details to see your actual share of the cost.

Words that are helpful to know

We can help you crack the code of health insurance lingo. Here are the meanings of some common terms:

N N \V
e

A set amount you pay each year A flat fee you pay for covered Once you've met your deductible,
for covered services before your services like doctor visits. you and your health plan share
plan starts to pay for covered the cost of covered health care
health care costs. services. The coinsurance is your
share of the costs, usually a
percent of the cost of care.

Your plan details show what
portion of the cost you'll pay.

\/ \/
Out-of-pocket limit: M

This is the most you have to pay
out of your own pocket each year
for covered services. This amount
may include your deductible and
your percentage of the costs,
depending on your plan. And some
plans may still have you pay a
copay at the time of service.

The premium, also called a
monthly payment, is what you
pay for the plan. It's the maney
that comes out of your paycheck.
Think of it like a membership fee
that's separate from what you
pay when you get care.

Choosing your plan



Explore your plan options

Let's take a look at the plan your employer is offering.

PPO

With a Preferred Provider Organization (PPO), you
can go to almost any doctor or hospital and you're
covered — giving you more choices and flexibility.
You get special rates for doctors in your plan, which
lowers your out-of-pocket costs.

o You can choose a primary care provider (PCP)
from the plan for preventive care, like checkups
and screenings.

o You don't need to have a PCP to see a specialist.

o When you want to see a specialist, like an
orthopedic doctor or a cardiologist, you don't
need to visit your PCP first to get a referral.
This can save you time and a copay.

o You'll pay less if you use doctors who are part of
the PPO.

o You can see providers who aren't part of the PPO,
but you'll pay more.

o Once you pay your deductible, you'll pay a
percentage of the total cost (also called
coinsurance) anytime you get care for a covered
service. Your plan will cover the rest.

Choosing your plan



Vision benefits

When you choose Blue View Vision™, you'll be covered for checkups and eye exams and you'll get
allowances for the glasses or contacts you rely on.

Blue View Vision gives you access to more than 38,000 eye doctors at more than 27,000 locations across the
country so you can find eye care and eyewear close to home and work. Locations include retail stores like
LensCrafters®, Target Optical® and most Pearle Vision® stores. You can order glasses and contacts online
through Glasses.com, ContactsDirect or 1-800-CONTACTS.

Blue View Vision’s International Travel Solution helps
you when traveling outside of the U.S.:

o Find a trusted eye doctor in 20 countries and
territories.!

o Get 24/7 phone support with translation services
in 160 languages.

o Ifyou lose or break your glasses, you can get
temporary emergency glasses with adjustable
lenses delivered within 24 hours in most
locations at no additional cost.

Keep an eye on your health

Routine eye checkups go beyond making sure you can see
clearly. They also can catch other health problems early,
like diabetes, high blood pressure, high cholesterol and
rheumatoid arthritis.?

1 Available in Australia, Austria, Brazil, Canada, Chile, China, Colombia, Ecuador, England, France, Germany, Hong Kong SAR, Italy, Japan, Mexico,
New Zealand, Peru, Puerto Rico, U.S., Spain and Switzerland.

2 American Optometric Association website, Evidence-Based Clinical Practice Guideline, Comprehensive Adult Eye and Vision Examination 2015
(accessed February 2019): ava.org.
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How to use your plan

Once you've chosen a plan, explore how to make the most of your benefits. Here you'll
learn simple ways to make using your plan easy. Plus, you'll discover tools and resources
that can help you reach your health and wellness goals. With Anthem, supporting your
healthiest self is all part of the plan!

Using your plan



@1 How to use your plan

Use your ID card right from
your phone

Introducing the Sydney Health mobile app. With
Sydney Health you can find everything you need to
know about your benefits - all in one place. You'll
have a custom experience that's based on your plan,
your specific health care needs and lots more. And
you can quickly access your digital ID card to show it
to your doctor. You can even use Sydney Health to
track your health goals, find care, compare costs, and
manage your claims.

Have a question? Sydney Health acts like a personal
health guide, answering your questions and
connecting you to the right resources at the right
time. And you can use the chatbot to get answers
quickly. Sydney Health makes it easier to get things
done, so you can spend more time focusing on your
health. Get started by downloading the Sydney
Health mobile app.

Register for online tools
and resources

Accessing your health plan on your mobile phone or
computer makes life so much easier. Register on the
Sydney Health mobile app and anthem.com to get
personalized information about your health plan and
more. You can:

o Quickly access your digital ID card.

o Find a doctor and estimate your costs before
you go.

o View your claims, see what's covered and what
you may owe for care.

o Getsupport managing your health conditions and
tracking your goals.

o Update your email and communication
preferences.

n Using your plan
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@1 How to use your plan

Find a doctor in your plan

The right doctor can make all the difference — and
choosing one in your plan can save you money, too.
So you'll be happy to know your plan includes lots of
top-notch doctors. If you decide to get care from
doctors outside the plan, it'll cost you more and
your care might not be covered at all.

It's easy to find a doctor in your plan. Simply use the
Find a Doctor tool on the Sydney Health mobile app
or at anthem.com to search for doctors, hospitals,
labs and other health care professionals.

Schedule a checkup

Preventive care, like regular checkups and
screenings, can help you avoid health problems
down the road. Your plan covers these services
at little or no extra cost when you see a doctor
in your plan:

o Yearly physicals
o Well-child visits
o Flu shot
o Routine shots
o Screenings and tests
Check your plan details on the Sydney Health mobile

app or anthem.com to confirm what preventive care
is covered.

n Using your plan
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Your summary of benefits

Anthem® BlueCross and BlueShield
Your Plan: Anthem Century Preferred PPO $15/$0/$0/$50 Rx $10/$20

Your Network: Century Preferred

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.

Cost if you use an Cost if you use a
Covered Medical Benefits In-Network Non-Network
Provider Provider
Overall Deductible $0 person / $200 person /
See notes section to understand how your deductible works. Y our plan may also | $0 family $600 family
have a separate Prescription Drug Deductible. See Prescription Drug Coverage
section.
Out-of-Pocket Limit $6,600 person / $1,200 petson /
When you meet your ont-of-pocket limit, you will no longer have fo pay cost- $13,200 family $1,600 family

shares during the remainder of your benefit period. See notes section for additional
information regarding your out of pocket maximumi.

Preventive care/screening/immunization No charge 20% coinsurance
In-networtk preventive care is not subject to deductible, if your plan has a dednctible. after medical
Included are the preventive care services that meet the requirements of federal deductible is met

and state law, including certain screenings, immunigations and physician
Visits.

Doctor Home and Office Services

Primary Care Visit to treat an injury or illness $15 copay per visit 20% coinsurance
Al services performed in the office are included in the office copay. after medical

deductible is met

Specialist Care Visit $20 copay per visit 20% coinsurance
Al services performed in the office are included in the office copay. after medical

deductible is met

Routine Prenatal Care No charge 20% coinsurance
Initial visit subject to §20 copay after medical

deductible is met
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Your summary of benefits

Cost if you use an Cost if you use a
Covered Medical Benefits In-Network Non-Network
Provider Provider
Routine Postnatal Care No charge 20% coinsurance
after medical

deductible is met

Other Practitioner Visits:

Retail Health Clinic $15 copay per visit 20% coinsurance
after medical
deductible is met

On-line Visit $15 copay per visit 20% coinsurance
Live Health Online is the preferred telehealth solutions after medical
(www.livebealthonline.com) deductible is met
Chiropractic 20% coinsurance
Coverage is limited to 50 combined visits with pt,ot,st per benefit period. No charge after medical
Limit is combined In-Network and Non-Network. deductible is met
Acupuncture 20% coinsurance
Coverage is limited to 50 visits per benefit period combined with In-INetwork No Charge after medical

and Non-Network. deductible is met

Other Services in an Office:

Allergy Testing $20 copay per visit 20% coinsurance
after medical
deductible is met

Allergy Injections/Treatment No ch 20% coinsurance
Maxcinum allowed of 80 visits within 3 years © charge After medical
deductible is met

Chemo/Radiation Therapy No charge 20% coinsurance
after medical
deductible is met

Dialysis/Hemodialysis No ch 20% coinsurance
© charge after medical
deductible is met

Prescription Drugs No ch 20% coinsurance
For the drugs itself dispensed in the office throngh infusion/ injection. © charge after medical
deductible is met

Page 2 of 13


http://www.livehealthonline.com/

Your summary of benefits

Office 20% coinsurance
Al services performed in the office are included in the office copay. No charge after medical
deductible is met
o )
Freestanding/Site-of-Service Lab No charge 20% comsurance
after medical
deductible is met
Outpatient Hospital No charge 20% coinsurance
after medical
deductible is met
X-Ray:

Office 20% coinsurance
Al services performed in the office are included in the office copay. No charge after medical
Breast ultrasound cannot exceed $20 copay. deductible is met

No ch 20% coinsurance
Freestanding/Site-of-Service Radiology Center © chatge after medical
deductible is met

Outpatient Hospital

No charge 20% coin§urance
after medical
deductible is met

Advanced Diagnostic Imaging:
Imaging services inciude MRI1, MRA, CAT, CT'A, PET, and
SPECT scans.
Office No charge 20% coinsurance
Al services performed in the office are included in the office copay. after medical
deductible is met
Freestanding/Site-of-Service Radiology Center No charge 20% coin§urance
after medical
deductible is met
) ) No ch 20% coinsurance
Outpatient Hospital O charge

after medical
deductible is met
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Your summary of benefits

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

Emergency and Urgent Care

Urgent Care $25 copay per visit Not Covered
Emergency Room Facility Services $50 copay per visit Covered as In-
Network
Emergency Room Doctor and Other Services No charge Covered as In-
Network
Ambulance Transportation No charge Covered as In-
Network

Outpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit and Online Visit No charge 20% coinsurance
after medical
deductible is met

Facility visit:

Facility Fees No charge 20% coinsurance
after medical
deductible is met

Doctor Services No charge 20% coinsurance
after medical
deductible is met

Outpatient Surgery
Facility Fees:
Hospital No charge 20% coinsurance

after medical
deductible is met

No charge :
& 20% coinsurance

after medical
deductible is met

Freestanding Surgical Center
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Your summary of benefits

Covered Medical Benefits

Doctor and Other Services:

Cost if you use an
In-Network
Provider

Cost if you use a
Non-Network
Provider

Hospital No charge 20% coinsurance
after medical
deductible is met

Freestanding Surgical Center No charge 20% coinsurance
after medical
deductible is met

Hospital Stay (all Inpatient stays including Maternity,
Mental/Behavioral Health, Substance Abuse, Infertility,
Human Organ and Tissue Transplant services):

Facility fees (for example, room & board) No charge 20% coinsurance
after medical
deductible is met

No ch

Doctor and other services © charge N :

20% coinsurance

after medical

deductible is met
Recovery & Rehabilitation

Home Health Care No charge $50 deductible then

Coverage is limited to 200 visits per benefit period with 80 of the visits eligible 20% coinsurance

as home health aide visits. Limit is combined In-Network and Non-INetwork
Two skilled nursing visits per week are required fo be eligible for coverage.
Custodial Care is not covered.
Rehabilitation services (for example,
physical/speech/occupational therapy):
Office No charge 20% coinsurance
Coverage for rehabilitative and habilitative physical therapy, occupational after medical
therapy, speech therapy and chiropractic care combined is limited to 50 visits per deductible is met
benefit period. Limit is combined across professional visits and outpatient
Sacilities. Limit is combined In —Network and Non-Network

Outpatient Hospital No charge 20% coinsurance

Coverage for rehabilitative and babilitative physical therapy, occupational therapy,
speech therapy, and chirgpractic care combined is limited to 50 visits per benefit

period. Limit is combined across professional visits and outpatient facilities.
Limit is combined In —Network and Non-Network

after medical
deductible is met
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Your summary of benefits

Covered Medical Benefits

Cardiac rehabilitation

Cost if you use an
In-Network
Provider

Cost if you use a
Non-Network
Provider

Office No charge 20% coinsurance
Coverage is limited to 36 visit(s) per episode. Limit is combined In- after medical
Network and Non-Network. 1 isit limits are combined both across deductible is met
outpatient and other professional visits.
Outpatient Hospital No charge 20% coinsurance
Coverage is limited to 36 visit(s) per episode. Limit is combined In- after medical
Network and Non-Network. 1V isit limits are combined both across deductible is met
outpatient and other professional visits.
Skilled Nursing Care (in a facility) No charge 20% coinsurance
Coverage s limited to 120 days per benefit period. Limit is combined In- after medical
Network and Non-Network. deductible is met
Inpatient Hospice $200 copay 20% coinsurance
60 day maximum after medical
deductible is met
Outpatient Hospice No Charge 20% coinsurance
after medical
deductible is met
Home Hospice No Charge $50 deductible then
Coverage is combined with Home Health Care limits of 200 visits per benefit period. 20% coinsurance
Limit is combined In-Network and Non-Network
Durable Medical Equipment No charge 20% coinsurance
Coverage for hearing aids is limited to 1 per ear every 2 years. after medical
deductible is met
Prosthetic Devices
Mandatory coverage of a wig if prescribed by a licensed oncologist for a patient who suffers | No charge 20% coinsurance

hair loss as a result of chemotherapy.
Foot Orthotics are not covered.

after medical
deductible is met
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Your summary of benefits

Cost if you use an

Cost if you use a

Covered Prescription Drug Benefits In-Network Non-Network
Provider Provider

Pharmacy Deductible Not applicable Not applicable

Pharmacy Out of Pocket Combined with Combined with

medical out of
pocket maximum

medical out of
pocket maximum

Prescription Drug Coverage
National Drug List

Tier 1 - Typically Generic $10 copay per 20%
Covers up to a 34 day supply (retail pharmacy). Covers up to a 100 day supply | presctiption (retail coinsurance(retail and
(home delivery program). Covers up to 100 day supply (retail maintenance only). $0 copay per | home delivery)
pharmacy). prescription (home
delivery only).
Tier 2 - Typically Prefetred Brand $20 copay per 2%
Covers up to a 34 day supply (retail pharmacy). Covers up to a 100 day supply prescription (retai coinsurance(retail and
. oo only). $0 copay per .
(home delivery program). Covers up to 100 day supply (retail maintenance A home delivery)
prescription (home
pharmacy). .
delivery only).
Tier 3 - Typically Non-Preferred Brand $20 copay per 20%
Covers up to a 34 day supply (retail pharmacy). Covers up to a 100 day supply | prescription (retail coinsurance(retail and
(home delivery program). Covers up to 100 day supply (retail maintenance only). $0 copay per | home delivery)
pharmacy). prescription (home
delivery only).
Tier 4 - Typically Specialty (brand and generic) N licabl
Covers up to a 30 day supply (retail pharmacy). Covers up to a 30 day supply otapplcable Not applicable

(home delivery program).
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Your summary of benefits

Notes:

e The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family
member will be applied to the individual deductible and individual out-of-pocket maximum; in addition,
amounts for all family members apply to the family deductible and family out-of-pocket maximum. No one
member will pay more than the individual deductible and individual out-of-pocket maximum.

e For members enrolled effective 7/1/19 or thereafter, covered services related to infertility must be rendered at
the Center for Advanced Reproductive Services. Infertility services performed by any provider other than the
Center for Advanced Reproductive Services are considered non-covered services.

e For additional information on this plan, please visit sbc.anthem.com to obtain a "Summary of Benefit
Coverage".

e If your plan includes out of network benefits, all services with calendar/plan year limits are combined both in
and out of network.

e If your plan includes out of network benefits and you use a non-participating provider, you are responsible for
any difference between the covered expense and the actual non-participating providers charge. When receiving
care from providers out of network, members may be subject to balance billing in addition to any applicable
copayments, coinsurance and/or deductible. This amount does not apply to the out of network out of pocket
limit.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans, Inc. Independent licensee of the Blue Cross and Blue Shield Association. ® ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield
Association.
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Questions: or visit us at www.anthem.com
CT/LG/Anthem Century Preferred PPO $10/$0/$0/$50 Rx $10/$20/ 07- 2019
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Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your language at no
cost. To talk to an interpreter, call

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.

(TTY/TDD: 711)

o aasll (Ll 5o alialy ol glaall g Breluadl o () geandl oll Sand caniiaal) 138 Ly ol Lol éi alal <13 ;(Eﬁfj) Arabic
e et A pie
Armenian (huytpkt). Gpl wju hwunwpnph hinn juwyyws hwupgkp niubkp, nnip hpwynitp nitkp

widwp unwbiw] oqunipinit b mbknklwwnynipjnit dkp (Eqyny: Fupqdwish hkwn junubint hwdwp
quiiquhwptp htwnlyu) hkpwmuwhwdwpny

Chinese(PX) : MBEHAXHAEARE - CAREACNESLBESBHNEN - MELBEE 7
HE

2 G 1) SaS 5 oledbl 48 Loyls 1) g> gl eyl L ool sl pay e 45 (SHse )0 ¢ (Lw)L3) Farsi
a)_A..:l_::dJ_i..p)_.\_z.S_:l_:)_{_u_L( sl Ja S aidlyyy gbosyala glu) 4 gl 4u)a

cda s plas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le .

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele .

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e

informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero .

Japanese (HAGE): CONE L DN TRIECHS TERG b NE. BEICEHBED SH/CEN T ERTT IR
FREEFID®DET. BERCTEIEG. lcH TG

Korean (2H=0{): & = A{0i| CH3l Oftf ot =2 A f% |2tz UAS B2, oo A= HoH7E AFESHE 2ol=
TR EE N EEE ¥S dE7t JSLICH SHALR 0|07 |ote H 2 Z 2[5 Al 2.
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Navajo (Diné): Dii naaltsoos bika’igii lahgo bina’iditkidgo na bohonéedza doo bee ahoot'i’ t'aa ni nizaad k'ehj bee nit
hodoonih t'4adoo bish ilinigdé. Ata® halne’igii Ia® bich’i® hadeesdzih ninizingo koji’ hodiilnih .

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawia¢ z ttumaczem, zadzwon pod numer: .

Punjabi (YAHh): 7 3773 fon eAz=a 99 38! AE'® € 96 3T 393 I8 He3 €9 iyt s €9 vee w3 Freardt
Y3 F95 € wfgarg der 1 g et 573 oS a9 8, T I I3l

Russian (Pycckmii): ecal v Bac eCTh KaKHE-AHOO BOIPOCH B OTHOIIEHHH A3HHOTO AOKVMEHT4, BH HMEETE IIPaBo Ha
OECIIAATHOE MOAVIEHHE TOMOIIM H HH(POPMAIIMH HA BAIIEM #3HIKe. UTOOH CBA3ATHCA C VCTHBIM IIEPEBOATHKOM,

IO3BOHHUTE IO TEA. .

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su
idioma, sin costos. Para hablar con un intérprete, llame al .

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang
humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag,
tawagan ang .

Vietnamese (Tiéng Vi€t): Néu quy vi c6 bat ky thac mac nao vé tai liéu nay, quy vi c6 quyén nhan sy trg gitip va
thong tin bang ngon nglt clla quy vi hoan toan mién phi. D€ trao d6i voi mot thong dich vién, hay goi .

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 catd 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. Complaint forms are available at
http://www.hhs.gov/ocr/office/file /index.html.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services

Anthem Blue Cross and Blue Shield:

Century Preferred PPO

Coverage Period: 07/01/2021- 06/30/2022
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, https://eoc.anthem.com/eocdps/fi. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,
copayment, deductible, provider, or other undetlined terms see the Glossatry. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (800)

922-6621 to request a copy.

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?

$0/individual or $0/2-member
family or $0/3+ member family
for In-Network Providers.
$200/individual or $400/2-
member family or $600/3+
member family for Out-of-
Network Providers.

Yes.

Yes. $50 for Out-of-Network
Providers for Home Health
Care. There are no other
specific deductibles.

$6,600/individual or $13,200/2-
member family or $13,200/3+
member family for In-Network
Providers. $1,200/individual or
$1,400/2-member family or
$1,600/3+ member family for
Out-of-Network Providers.
Premiums, balance-billing
charges, and health care this
plan doesn't cover.

www.anthem.com or call (800)

Will you pay less if Yes, PPO. See
you use a network
provider? 922-6621 for a list of network

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay for Out- of Network services. 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.

You will not have to meet the deductible before the plan pays for any services.

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these 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

CT/L/A/ENPREFER-PPO-NA/NA-NA/7-20
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providers.

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.

Do you need a referral | No.

You can see the specialist you choose without a referral.

to see a specialist?

#4 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider
(You will pay the most)

Limitations, Exceptions, & Other

Important Information

Primary care visit to treat an

$15 copay/visit

20% coinsurance after

none

injury or illness deductible
o)
If you visit a Specialist visit $20 copay/visit 20% Cg;i‘i?&z ¢ after Naturopathic Physicians are covered
health care
provider’s office You'may hav§ to ia;;{ for service.sdtha.tf
or clinic Preventive care/screening/ 20% coinsurance after arentp feventlve. sk your w !
mmunization No charge deductible the services needed are preventive.
" " Then check what your plan will pay
for.
VR
Diagnostic test (x-ray, blood No charge 20% comnsurance after none
work) deductible
If you have a test
IV
Imaging (CT/PET scans, MRIs) No charge 20% Cc(l):iit?glfg ¢ after Prior authorization is required.
10 Copay/prescription
If you need drugs ¥ pay/p P 20% of the in-network
Tier 1 - Typically Generic (retail) and $0 Copay ’
to treat your
illness 0}; (home delivery) Zilfczwance, E h;;the
ren n
condition $20 Copay/prescription crenee bemves

More information

Tier 2 - Typically Preferred /
Non- Preferred Brand

(retail) and $0 Copay

Anthems payment and the
pharmacist’s actual charge

about prescription (home delivery)
drug coverage is 20% of the in-network
$20 Copay/prescription allowance, plus the

available at
http://www.anthe

m.com/pharmacyin
formation/

Essential

Tier 3 - Typically Non-Preferred
/ Specialty Drugs

(retail) and $0 Copay

difference between

(home delivery) Anthems payment and the
pharmacist’s actual charge
Ther 4 - Typically Specialty Not applicable Not applicable

(brand and generic)

34-day supply for Retail
35-100-day supply for Mail Order.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/fi.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network
Provider

Limitations, Exceptions, & Other

Important Information

Facility fee (e.g., ambulatory

(You will pay the most)
20% coinsurance after

deductible

If you have surgery center) No charge deductible none
outpatient surgery .. 20% coinsurance after
Physician/surgeon fees No charge deductible none
Emergency room care $50 copay/visit $50 copay/visit Copay waived if admitted.
.If you t?eed ErnergencY medical No charge Covered as In-Network none
immediate transportation
medical attention .. Out of network urgent care paid as
Urgent care $25/visit Not covered emergency room
. Failure to obtain pre authorization
Facility fee (e.g., hospital room) No charge 20% coinsurance after may result in non coverage or reduced
If you have a ty fee (e.g, hosp 8 deductible oy S
hospital stay .
Physician/surgeon fees No charge 20% coinsurance after none
Y & & deductible
Office Visit
Office Visit No charge 20% coinsurance after
If you need . . deductible none
mental health, Outpatient services Other Outpatient Other Outpatient
behavioral health, No charge 20% coinsurance after
or substance deductible
abuse services . Failure to obtain pre authorization
: . 20% coinsurance after i
Inpatient services No charge may result in non coverage or reduced

benefits

Office visits

$20/visit first visit

20% coinsurance after

Failure to obtain pre authorization

other special
health needs

Care deductible applies

deductible .
If you are Childbirth/delivery professional No char 20% coinsurance after rbnagf Essdg/[l nt nr(r):il_covfrﬁe oirnrfi‘igced
pregnant services © Chatse deductible enetits. Maternity care may ) ¢ he
w— ° = T z tests and services described elsewhere
Chlldblrth/ delivery facility N 20% coinsurance after in the SBC (L. ultrasound).
services deductible
Coverage is limited to 200 visits per
:Zz;);?ifledolzig ve 20% coinsurance after benefit period with 80 of the visits
g Home health care No charge deductible, Home Health | eligible as home health aide visits. Two

skilled nursing visits per week are
required to be eligible for coverage.

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/fi.
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What You Will Pay

. Out-of-Network
Medical Event L e s el Provider

(You will pay the least) (You will pay the most)

Common Limitations, Exceptions, & Other

Services You May Need

Important Information

No charoe 20% coinsurance after Coverage is limited to 50 visits per
Rehabilitation services 8 deductible member per year for Chiropractor,
Habilitation services No charee 20% coinsurance after Speech, Physical and Occupational
g deductible therapy.
Acupuncture No chare 20% coinsurance after Coverage is limited to 50 visits per
& deductible member per year.
Skilled nursing car No char 20% coinsurance after | 150 4, fimit/benefit period
ed nursing care o charge deductible ays enefit period.
. . 20% coinsurance after none
Durable medical equipment No charge deductible
. . . 20% coinsurance after Prior authorization is required
Inpatient Hospice services $200 Copay deductible T .
. . . No charge if preventative 20% coinsurance after Coverage for Eye exams is limited to
4 y(c)lur dChltldl Eye exam(routine or medical Medical $20 Copay deductible one exam every 1 calendar years.
Ee: CZ reerl al or Children’s glasses N Not covered Separate Vision plan (glasses)
y Children’s dental check-up Not covered Not covered

Excluded Services & Other Covered Setvices:

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

e Routine foot care e Long term care (Custodial Care)
e Cosmetic surgery e Weight loss programs

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/fi.
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Chiropractic care e Bariatric surgery e Most coverage provided outside the United
e Hearing aids(restrictions apply) e Routine eye care (adult) States. See www.bcbsglobalcore.com

e Infertility treatment

(For members enrolled effective 7/1/19 or thereafter,
covered services related to infertility must be rendered at
the Center for Advanced Reproductive

Services. Infertility services performed by any provider
other than the Center for Advanced Reproductive
Services are considered non-covered services.)

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: Connecticut Department of Insurance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-3447. Department of Labor,
Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform. 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
www.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:

ATTN: Grievances and Appeals, P.O. Box 1038, North Haven, CT 06473-4201
Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Connecticut Department of Insurance, 153 Market Street, 7th Floor, Hartford, CT 06103, (860) 297-3000, (800) 203-3447

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have Minimum HEssential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

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.

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

* For more information about limitations and exceptions, see plan or policy document at https://eoc.anthem.com/eocdps/fi.
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About these Coverage Examples:

Peg is Having a Baby

(9 months of in-netwotk pre-natal care and a

Managing Joe’s type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

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.

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)
B The plan’s overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $500
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,840
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $640
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $700

B The plan’s overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $500
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $7,460
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $1,985
Coinsurance $0
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $2,040

up care)
B The plan’s overall deductible $0
B Specialist copayment $50
B Hospital (facility) copayment $500
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-7ay)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,010
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $1,585
Coinsurance $37
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,622

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté t€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (800) 922-6621

Amharic (0000)0 0000 000 00000 000 0000 0000 000 0000 00 000 000 000 00000 000 00000 000000
0000 (800) 922-6621 (111011

(800) 922-6621 o Jucil spn jia I Zuaaill e pgaalinly b daall g Sanlall o gamall ol Gad comtiall faa Ll ol il gl 2lal i< 1Y ;(E,Hdajl) Arabic

Armenian (hugtpku). Gpt wju thwunwpnph htwn juyyws hupgkp niukp, nnip hpwyniup niubp widdwp unwbtiuwg ogunipinit b
nbnkljunynipinit dkp (kqym]: Gupgquubsh htn junubjne hwdwp quiquhbwpbp hbnlyu hkpwinuwhwdupm] (800) 922-6621:

Bassa (‘Bas3 Wudi): M dyi dyi-dié-dg & bédé ba cée-dg nia ke dyi ni, o md ni dyi-b&d&in-dg b th ké gbo-kpa-kpa ke b kp3 dé m bidi-widutin
b6 pidyi. BE m ké wudu-ziin-ny) o gbo wudu ke, da (800) 922-6621.

Bengali (TAT): I0 92 AT AW STAR (FTET TF NS, B SAFTHE AT RaAREy TRET M8IE 3 Y7 MITF ANSE SATE 3=
IFSH (WISHIA WY FAT AT S (800) 922-6621  —(@ FA Fepe|

Burmese (@$m) ﬁmgo&mmﬁs@@ UOSCDO‘%é :13(3038 GQSE%SC\%QJéQPS%&O’D Baqlogsamc&qpﬁ(s S’Q(TRBQé(Y% ma@@:@g GU:BEPQO?)B
m@mmom:@& qoi.%égg‘ 33§038 e?lé'lcoéu Dmoslg$ mﬁé:@& Dmoselgj.%&eﬁ cﬁ (800) 922-6621 3?1 GE‘)TEITJL'J-'II

Chinese (PX) : IREHAXHBEORE  CHEEEATNESREESHIANEN - UHHEZFEERERE - BHE (800) 922-6621,

Dinka (Dinka): Na nar) thi€éc né ke de vi thor€, ke vin n9 lon) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tddué ke piny. Te kor vin
ba jam wéné ran ye thok geryic, ke yin cal (800) 922-6621.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (800) 922-6621.

2 Oado 1) SaS 5 Oledb!l 4S8 1oyl 0 15 G o=l Aol e o2 Ol puy ) e 4SS Syse ot (wyL3) Farsi
- oS wlas (800) 922-6621 oolan Lo o alin pryie Ko Loy 58588 sl 3 caiSasdlays glisyala glo) 4o sl 4oja

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces informations et a une aide dans votre
langue. Pour parler a un interprete, appelez le (800) 922-6621.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (800) 922-6621.

Greek (EAMnvind) Av éyete TuyOv anopieg oyetnd pe 10 Taedy Eyypapo, exete To dnaiwpa vo AafBete Bonbdea non mAnpoyopies ot yAwooo cag dwpedy. 1o va
uAnoete pe xamnotov Steppnvéa, miepwviote oto (800) 922-6621.

Gujarati (U0 0O00O0O0): U0 0 00000000 O0O0OO0 ODOOO OOOO0 Jo0ooou oo o, 00000 oo bbb bbb bhoguood
o0 oob boobbbb ooooooou oo bbb oo Oboobbobobob bbb bbb D0UU 0000, D00 OOgd 800y 922-6621.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon
entepret, rele (800) 922-6621.

Hindi (f§E): 3R 31193 919 58 GEd0 & R 7 IS U §, dl ATTe! fo1:9[ew 37711 87797 3 A AR ATASRT UTed ddel bl HIOFR |
ST A AT ey & o, AT and (800) 9226621 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (800) 922-6621.

Igbo (Igbo): O bur u na 1 nwere ajyju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusu gi na akwughi ugwo ¢ bula. Ka gi na gkowa
okwu kwuo okwu, kpog (800) 922-6621.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti
lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (800) 922-6621.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (800) 922-6621.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e informazioni nella sua lingua senza alcun costo
aggiuntivo. Per parlare con un interprete, chiami il numero (800) 922-6621

Japanese (AFE): COXELDL\THIENTTEE SHBNE. BELCEHELD S BB TXERE HH588 BHH0E
T.OBERCEETIOE. (00922621 [CHBECEEL
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Language Access Services:
Khmer (121): t0gSENSOMNNIHIS]SHOQMRMNINS: HAESUES S SwSHISHSMNMMaIUNE SN WSS Sy
iIEg NN Mg wESMURTY iUt 800) 922-6621

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (800) 922-6621.

Korean (2r=0{): = 2 A 0f L3l Of oot 2o/ AFZO|2tE AS BF, FSHOA= 37t AF8dtE Q02 R2 =5 Sl EE S A7t
UELICEH S ALt 0]0F7|SFH (800) 922-6621 2 22|SHMUA| 2.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschs oy 2uucinwiznzegumlosegoan.
celgdunusincuwzn, Toiluma (800) 922-6621.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata’ halne’igii 1a’ bich'{" hadeesdzih ninizingo koji’ hodiilnih (800) 922-6621.

Nepali (F9TeiT): T(a 9T FITSITATL TUTSHT gl TIZE F A, ATE ATITHAT {7:9[0h TZART TAT SR TTH T4 G139 Zh TATEAT T
STHATIET FAT THHT AT, TG FT Tard (800) 922-6621

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo gabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (800) 922-6621 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (800) 922-6621 aa.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego uzyskania pomocy oraz informaciji w
swoim jezyku. Aby porozmawia¢ z ttumaczem, zadzwon pod numer (800) 922-6621.

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagoes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (800) 922-6621.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
31 iz oHE &8 3% a9 B, (800) 922-6621 I TE TSI
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Language Access Services:

Romanian (Roména): Daci aveli intrebin refentoare la acest document, aveli dreptul sd primifi ajutor $iinformatu in imba dumneavoastrd in mod
gratuit. Pentru a vd adresa unui interpret, contactati telefonic (800) 922-6621.

Russian (Pycckmii): ecad 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH HMEETe MPaBo HA OECIAATHOE MOAVIEHHE TOMOIIH H

HHQOPMAIIHMY HA BAIITEM A3bIKe. YTOOH CBA33THCA C TCTHBRIM MEPEBOAUMKOM, H03B0HHTE Io Tea  (800) 922-6621.

Samoan (Samoa): Afai e iai ni ou fesili e uiga 1 lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa 1 se tagata faaliliu, vili (800) 922-6621.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (800) 922-6621.

Spanish (Espafol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma, sin costos. Para hablar con un
intérprete, llame al (800) 922-6621.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang humingi ng tulong at impormasyon sa
iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag, tawagan ang (800) 922-6621.

Thai (Ine): avinudaraulag e dutanasatiiuil vinud&nanaglasuanuiandanazdayalumezasvinulaaluiianlaang 1aainsg
(800) 922-6621 LNaWAALAURIN

Ukrainian (YkpaiHcbKa): SKIII0 V BaC BHHHKAIOTH 33IIHTAHHA 3 OPHBOAY IIOTO AOKVMEHTS, BH MA€TE IIPABO DE3KOINTOBHO OTPHMATH AOMNOMOIY H

HGp OPMAINEC BAIMOK PisHOR MOBOM0. [Ilo0 oTpHMATH MOCAYTH IepeKaaaada, 3aTesccpOHYHTE 34 HOMEPOM: (800) 922-6621.

S SRl v e S o deala alS S Jeala Sl gles e e Gy G gl ad Sl g dlse SE ST G o o S pgiun &1 :(52))) Urdu
- S JE g (800) 922-6621 =

Vietnamese (Tleng Vlet) Néu quy vi co bat ky thic mac nio vé tai lidu nay, quy vi c6 quyen nhan sy trQ giup va thong tin bang ngdn ngll cua quy vi hoan
toan mién phi. DEé trao d0i voi mot thong dich vién, hay goi (800) 922-6621.

¥ TUT I T30 "7 0A JROIDE U 'R UMD DU U0 Y 00U T T UM DIV ARIET OUT javi TI7HY DR TR QIR Z(EJ'T'H} {Yiddish}
(800) 922-6621 VI WYUTWA K

Yoruba (Yorub4): Ti o bd ni eyikeéyii ibéré nipa ikosile Vi, 0 ni eto lati gba irinwo ati iwifin ni édé re lofee. B4 wa 6gbﬁfcj kan soro, pe (800) 922-6621.
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Language Access Services:
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 catd for help (TTY/TDD: 711). If you think we failed to offer these services or disctiminated 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/oct/portal /lobbyv.jsf. Complaint forms are available at
http://www.hhs.gov/oct/office/file/index.html.
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CAPITAL AREA HEALTH CONSORTIUM
FLEX DENTAL PLAN

CATEGORYI-DIAGNOSTIC & PREVENTIVE SERVICES
Payable at 100% of usual, customary and reasonable charges at participating dentists:

Initial Oral Exams - 1/36 months

Periodic Oral Exams - 2/Yr

Prophylaxis — 2/Yr

Topical application of fluoride — 2/YT. to age 19
Periapical and Bitewing X-rays

Repair and relining of dentures-1/year
Palliative Emergency Treatment

Routine Fillings

Simple Extractions

Endodontics

CATEGORY II-BASIC SERVICES
Payable at 80% of usual, customary and reasonable charges at participating dentists:

Inlays 1 per tooth every 5 years
Onlays 1 per tooth every 5 years
Crowns 1 per tooth every 5 years
Post & Core 1 per tooth every 5 years
Prostodontics 1 per tooth every 5 years
Night Guards 1 guard every 2 years (for teeth grinders)

Oral Surgery

Space Maintainers
Apicoectomy
Bridges

Anesthesia

Implants & Build-ups
Periodontics

PRINCIPAL LIMITATIONS AND EXCLUSIONS

Services received from a dental or medical department maintained by an employer, a mutual benefit association, labor union,
trustee or other similar person or group; Services for which the member incurs no Dentists” Charge or which are services of a
type ordinarily performed by a physician, or charges which would not have been made if insurance was not available; Services
with respect to congenital malformations; Services, treatment or supplies furnished by or at the direction of any government,
state or political subdivision; Any items not specifically listed in this Policy; Lost or stolen dentures or denture duplication;
Gold foil restorations; Temporary services and appliances; such as crown or tooth preparations and temporary fillings, crowns,
bridges and dentures; Application of sealants, regardless of reason; Services as determined by the company, that are rendered in
a manner contrary to normal dental practice. A complete list of exclusions appears in the Master Group Policy on file with
your employer or your Certificate of Membership.

This is not a legal policy or contract. It is only a general description of your Blue Cross & Blue Shield benefits. If there are
discrepancies between the dental rider and this summary, the dental rider shall control.
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WELCOME TO Anthem. @
BLUE VIEW VISION! BlueCross BlueShield 2 - A

Good news—your vision plan
is flexible and easy to use.
This benefit summary outlines
the basic components of your
plan, including quick answers
about what's covered, your
discounts, and much more!

Capital Area Health Consortium
Blue View Vision®" BVMO €25.130.130

Your Blue View Vision network

Anthem Blue Cross and Blue Shield vision members have access to one of the nation’s largest vision
networks. Blue View Vision is the only vision plan that gives members the ability to use their in-network
benefits at 1-800 CONTACTS, or choose a private practice eye doctor, or go in store to LensCrafters®,
Sears OpticalSM, Target Optical®, JCPenney® Optical and most Pearle Vision locations.

Out-of-network: If you choose to, you may receive covered benefits outside of the Blue View Vision
network. Just pay in full at the time of service, obtain an itemized receipt, and file a claim for
reimbursement of your out-of-network allowance. In-network benefits and discounts will not apply.

—
YOUR BLUE VIEW VISION PLAN AT-A-GLANCE
VISION PLAN BENEFITS

Eyeglass frames
Once every two calendar years you may select an eyeglass frame and
receive an allowance toward the purchase price

IN-NETWORK OUT-OF-NETWORK

$130 allowance, then 20% off
any remaining balance

$64 allowance

Eyeglass lenses (Standard)
Once every two calendar years you may receive any one of the
following lens options:

o Standard plastic single vision lenses (1 pair) $25 copay $36 allowance

o Standard plastic bifocal lenses (1 pair) $25 copay $54 allowance

o Standard plastic trifocal lenses (1 pair) $25 copay $69 allowance

Eyeglass lens enhancements

When obtaining covered eyewear from a Blue View Vision provider,
you may choose to add any of the following lens enhancements at

no extra cost.

o Transiti@ns Lenses (for a child under age 19) $0 copay No allowance on lens
o Standard Polycarbonate (for a child under age 19) $0 copay enhancements when
o Factory Scratch Coating $0 copay obtained out-of-network

Contact lenses — once every two calendar years

Prefer contact lenses over o Elective Conventional Lenses; or
glasses? You may choose
contact lenses instead of
eyeglass lenses and
receive an allowance
toward the cost of a supply
of contact lenses.

$130 allowance, then 15% off
any remaining balance

$105 allowance

$130 allowance $105 allowance

(no additional discount)

o Elective Disposable Lenses; or

o Non-Elective Contact Lenses Covered in full $210 allowance

Contact lens allowance will only be applied toward the first purchase of contacts made during a
benefit period. Any unused amount remaining cannot be used for subsequent purchases in the
same benefit period, nor can any unused amount be carried over to the following benefit period.

BLUE VIEW VISION MEMBER EXCLUSIVE! )
You may use your in-network benefit to order your contact lenses from "

1-800 CONTACTS offers a huge in-stock inventory, unbeatable prices, outstanding customer service and free shipping.
Just call 1-800 CONTACTS or go to 1800contacts.com for fast and easy ordering of your contact lenses.

EXCLUSIONS & LIMITATIONS (not a comprehensive list)

Combined Offers. Not to be combined with any offer, coupon, or in-store
advertisement.

Excess Amounts. Amounts in excess of covered vision expense.
Sunglasses. Sunglasses and accompanying frames.

Safety Glasses. Safety glasses and accompanying frames.

Not Specifically Listed. Services not specifically listed in this plan as
covered services. 32

Transitions and the swirl are registered trademarks of Transitions Optical, Inc.

Lost or Broken Lenses or Frames. Any lost or broken lenses or frames
are not eligible for replacement unless the insured person has reached his
or her normal service interval as indicated in the plan design.
Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or
contacts. Plano lenses or lenses that have no refractive power.
Orthoptics. Orthoptics or vision training and any associated supplemental
testing.



In-network Member Cost

OPTIONAL SAVINGS AVAILABLE FROM IN-NETWORK PROVIDERS ONLY ;
(after any applicable copay)

Eyeglass lens upgrades

When obtaining eyewear from a Blue View o Transitions® Lenses (Adults) $75
Vision provider, you may choose to upgrade o Standard Polycarbonate (Adults) $40
your new eyeglass lenses at a discounted cost. o Tint (Solid and Gradient) $15
Eyeglass lens copayment applies. o UV Coating $15
o Progressive Lenses!
o Standard $65
o  Premium Tier 1 $85
o  Premium Tier 2 $95
o  Premium Tier 3 $110
o Anti-Reflective Coating?
o Standard $45
o  Premium Tier 1 $57
o  Premium Tier 2 $68
o Other Add-ons and Services 20% off retail price
Additional Pairs of Eyeglasses o Complete Pair 40% off retail price
Anytime from any Blue View Vision network o Eyeglass materials purchased separately 20% off retail price
provider
Eyewear Accessories o ltems such as non-prescription sunglasses, 20% off retail price
lens cleaning supplies, contact lens
solutions, eyeglass cases, etc.
Conventional Contact Lenses o Discount applies to materials only 15% off retail price
SOME OF THE ADDITIONAL SAVINGS AVAILBLE THROUGH OUR SPECIAL OFFERS PROGRAM
l ' o Forthisand qther great offers, login to Save $20 on orders of $100 or more
After your benefits for the coverage period have been member services, select discounts, then and get free shipping
used, you can save on contact lenses with this offer.3 Vision, Hearing & Dental
Laser vision correction surgery o For this offer gnd more Ilkg it, login to .
member services, select discounts, then Discount per eye

LASIK refractive surgery. Vision, Hearing & Dental

" Please ask your provider for his/her recommendation as well as the progressive brands by tier.
2 Please ask your provider for his/her recommendation as well as the coating brands by tier.
3 Discount cannot be used in conjunction with your covered benefits.

Employee Rates: $4.00 Employee Only / $7.00 Employee + 1 / $11.20 Family

OUT-OF-NETWORK
If you choose an out-of-network provider, please complete an out-of-network claim form and submit it along with your itemized receipt to the
fax number, email address, or mailing address below. When visiting an out-of-network provider, discounts do not apply and you are
responsible for payment of services and/or eyewear materials at the time of service.
To Fax: 866-293-7373
To Email: oonclaims@eyewearspecialoffers.com
To Mail:  Blue View Vision
Attn: OON Claims
P.O. Box 8504
Mason, OH 45040-7111

If you need medical treatment for your eyes, visit a participating eye care physician from your medical network. If you have
questions about your benefits or need help finding a provider, visit anthem.com or call us at 1-866-723-0515.

This is a primary vision plan with benefits intended to cover only corrective eyewear. Benefits are payable only for expenses incurred while the group and
insured person’s coverage is in force.

This information is intended to be a brief outline of coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the
member’s policy, which shall control in the event of a conflict with this overview. Discounts referenced are not covered benefits under this vision plan and
therefore are not included in the member’s policy. Laws in some states may prohibit network providers from discounting products and services that are not
covered benefits under the plan. Frame discounts may not apply to some frames where the manufacturer has imposed a no discount policy on sales at retail
and independent provider locations. Discounts are subject to change without notice. This benefit overview is only one piece of your entire enroliment
package.

Anthem Blue Cross and Blue Shield is the trade name of: In Connecticut: Anthem Health Plans, Inc. In Maine: Anthem Health Plans of Maine, Inc. In New Hampshire: Anthem Health Plans of New Hampshire, Inc. Independent

licensees of the Blue Cross and Blue Shield Association. ®ANTHEM is a registered trademark of Anthem Insurance Compai Inc. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and
Blue Shield Association. 1013



At home or on the go,
doctors and mental
health professionals are

here for you. | .

Using LiveHealth Online, you can have a
private video visit on your smartphone,
tablet or computer.

When you're not feeling well you can get the support you need You've got access to affordable and convenient care
easily using LiveHealth Online. Whether you have a cold, you're

feeling anxious or need help managing your medication, Ygur Anthem p!an includes penefits for video visits using
doctors and mental health professionals are right there, ready ~ LiveHealth Online, so you'll just pay your share of the costs —

to help you feel your best. Using LiveHealth Online you can usually $59 or Ie§s for metﬁcal doctor visits, and a 45—m|nute.
have a video visit with a board-certified doctor, psychiatristor ~ therapy or psychiatry session usually costs the same as an office
licensed therapist from your smartphone, tablet or computer mental health visit.

from home or anywhere.

On LiveHealth Online, you can:

o See a board-certified doctor 24/7. You don't need an
appointment to see a doctor. They're always available to
assess your condition and send a prescription to the
pharmacy you choose, if needed.! It's a great option when
you have pink eye, a cold, the flu, a fever, allergies, a sinus

infection or another common health issue. Sign up fOI’ LiveHeaIth OnIine
o Visit a licensed therapist in four days or less.? Have a video rey .
visit with a therapist to get help with anxiety, depression, tOday —it’s C|UICk and easy
griEf, paniC attacks and more. Schedule your appointment Go to livehealthonline.com or download the app
online or call 1-888-548-3432 from 8 a.m. to 8 p.m., seven

and register on your phone or tablet.
days a week.

o Consult a board-certified psychiatrist within two weeks.’

. . U Download on the ANDROID APP ON
If you're over 18 years old, you can get medication support to & AppStore P> Google play

help you manage a mental health condition. To schedule your
appointment call 1-888-548-3432 from 8 a.m. to 8 p.m.,
seven days a week.

®

Anthem @@ LiveHealth
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1 Prescription availability is defined by physician judgment and state regulations. Visit the home page of livehealthonline.com to view the service map by state.
2 Appointments subject to availability of a therapist.
3 Prescriptions determined to be a “controlled substance” (as defined by the Controlled Substances Act under federal law) cannot be prescribed using LiveHealth Online. Psychiatrists on LiveHealth Online will not offer counseling or talk therapy. Appointments subject to availability.

Online counseling is not appropriate for all kinds of problems. If you are in crisis or have suicidal thoughts, it's important that you seek help immediately. Please call 1-800-784-2433 (National Suicide Prevention Lifeline) or 911 and ask for help. If your issue is an emergency, call 911 or go to
your nearest emergency room. LiveHealth Online does not offer emergency services.

If you're a retiree or have coverage that complements your Medicare benefits, your employer sponsored health plan may not include coverage for online visits using LiveHealth Online. Check your plan documents for details. You can still use LiveHealth Online, but you may have to pay the full
cost of a visit. Online visits using LiveHealth Online may not be a covered benefit for HRA and HIA+ members.

LiveHealth Online is the trade name of Health Management Corporation, a separate company, providing telehealth services on behalf of Anthem Blue Cross and Blue Shield.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. Copies of Colorado network access plans are available on request from member services or can be obtained by going to
anthem.com/co/networkaccess. In G icut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maing, Inc. In
Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO
Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem
Health Plans of New Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and
Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route %%n Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity policies and underwrites the out of
network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin C ivel joration (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies.
Independent licensees of the Blue Cross and Blue Shield Assaciation. Anthem is a registered trademark of Anthem Insurance Companies, Inc.




Choose an easier way to

better health

Health and wellness programs
designed for your unique needs

Whether you're suffering from asthma, expecting a baby or just
fighting a cold, our health and wellness programs can help.

@ ConditionCare @ 24/7 NurseLine

If you have asthma, diabetes, chronic obstructive pulmonary Whether it's 3 a.m. or a lazy Sunday afternoon, you can talk
disease (COPD), heart disease or heart failure, ConditionCare to a registered nurse any time of the day or night.

can give you the tools and resources you need to take charge
of your health. You'll get:

These nurses can:

o .
o 24/7, toll-free phone access to nurses who can answer Answer questions about health concerns.

health questions. o Help you decide where to go for care when your doctor,

o Support from nurse care managers, dietitians and dentist, or eye doctor isn't available.

other health care professionals to help you reach your o Help you find providers and specialists in your area.

health goals. o Enroll you and your dependents in health

o Educational guides, electronic newsletters and tools management programs.

to help you learn more about your condition(s). o Remind you about scheduling important screenings and

exams, including dental and vision check ups.
9 Future Moms
Having a baby is an exciting time! Future Moms can help
you have a healthy pregnancy and a healthy baby. Sign up Get the SUppOI’t y0U need

as soon as you know you're pregnant. You'll get:

o A nurse specializing in obstetrics who can answer your Call us to sign up and use these programs at no extra cost:

questions, 24/7, and will call to check on your progress. o ConditionCare: 866-962-0959

o The Mayo Clinic Guide to a Healthy Pregnancy, o Future Moms: 800-828-5891
which explains the changes your body and baby are
going through.

o 24/7 Nurseline: 800-337-4770

o A screening to check your health risks.

o Resources to help you make healthier decisions
during pregnancy.

o Free phone access to pharmacists, nutritionists and

other specialists, if needed. Anthem®

o Other helpful information on labor and delivery,
including options and how to prepare.
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You’'ve got quick access
to your health care!

Register on anthem.com or the Sydney
mobile app.* Have your member ID card
handy to register

.\.l.ljhrmr-v Anthem &%

Forgal usename o passor?

e ety fepet

From your computer From your mobile device

Download the free Sydney mobile app and

Go to anthem.com/register select Register

Provide the information requested Confirm your identity

Create a username and password Create a username and password

Set your email preferences Confirm your email preferences

Follow the prompts to complete
your registration

Follow the prompts to complete
your registration

0000
0000

It's easy. Everything you need to know about your plan — including medical —in one
place. Making your health care journey simple, personal — all about you.

Need help signing up?

Anthem Call us at 1-866-755-2680.
7a\

*You must be 18 years or older to register your own account.

Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. Copies of Colorado network access plans are available on request from member services or can be obtained by going to anthem.com/co/networkaccess. In Connecticut: Anthem
Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life
Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO M\S&Tm} RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical
Service, Inc. HMO products underwritten by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New Hampshire, Inc. HMO plans are administeres nthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In Virginia: Anthem Health
Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area s all of Virginia except for the City of Fairfax, the Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wiscansin (BCBSWI), underwrites or administers PPO and indemnity policies and underwrites the out of
network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield
Assaciation. Anthem s a registered trademark of Anthem Insurance Companies, Inc.
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http://anthem.com
http://anthem.com/register

We’re here for you — in many languages

The law requires us to include a message in all of these different languages. Curious what they say? Here’s the English
version: “You have the right to get help in your language for free. Just call the Member Services number on your ID card.”
Visually impaired? You can also ask for other formats of this document.

Spanish Arglbic : L

: - - i Juat¥l (g g clle Lo Ulaw izl sacbis e Jgoasll 8 3ol &l
Usted tiene derecho a recibir ayuda en su idioma en forma ey € pomdl oz il b sl Gy e 353 gl sLme Y1 Fana
gratuita. Simplemente llame al nimero de Servicios para Atial) 138 (e oAl JIa il
Miembros que figura en su tarjeta de identificacion. Japanese

BEROSETEEYR-—FERTHIENTES

Chinese Ry o s =
IR REEER BSOS - BRITEN e LRERSA TS ATy EAREE

ID RF LG BRESEEERS - HLRERAL - BY
RHA RV EAAE AR A -

Haitian

Se dwa ou pou w jwenn é&d nan lang ou gratis.
Annik rele nimewo Sévis Manm ki sou kat ID ou
a. Eske ou gen pwoblém pou wé? Ou ka mande
dokiman sa a nan lot foma tou.

Viethamese

Quy vi c6 quyén nhan mién phi trg gitp bang ngén
nglr cia minh. Chi can goi s Dich vu danh cho thanh
vién trén thé ID cta quy vi. Bi khiém thi? Quy vj ciing
c6 thé héi xin dinh dang khac cla tai liéu nay."

Italian

Korean Ricevere assistenza nella tua lingua € un tuo diritto.
o = Chiama il numero dei Servizi per i membri riportato sul

Tlste A=0{E FEXIEE EE HE7t A& ID tuo tesserino. Sei ipovedente? E possibile richiedere
FtEo] = HH MHIAHS E Q42514 AL2. questo documento anche in formati diversi

Polish
Tagalog . Masz prawo do uzyskania darmowej pomocy udzielonej
May karapatan ka na makakuha ng tulong sa iyong w Twoim jezyku. Wystarczy zadzwonié¢ na numer dziatu

wika nang libre. Tawagan lamang ang numero ng
Member Services sa iyong ID card. May kapansanan
ka ba sa paningin? Maaari ka ring humiling ng iba

pomocy znajdujgcy sie na Twojej karcie identyfikacyjnej.

. Punjabi

pang format ng dokumentong ito. . .
Ut 3T IS HE3 99 HEE TNFS 996 ©F fomudard J1 g/

Russian 3 mryEy Mrelst 9193 3 €3 Hoen 399 3 978 J39| 37d IHWI 37
Bbl MMeeTe npaBo Ha nosnyveHne 6ecrnnaTHoN NoMoLLm o
Ha BaLleM si3blke. [POCTO NO3BOHWUTE MO HOMEPY 37 fer ERZTeH € 99 JUTST Hal Here JI
06CryXMBaHUs KNMEHTOB, YKasaHHOMY Ha BaLlen
naeHTUUKaUMOHHON kapTe. MNauneHTbl ¢ HapyLleHnem
3pEHMst MOTyYT 3aKasaTb JOKYMEHT B ApYrom gopmare. TTY/TTD: 711

It’s important we treat you fairly

We follow federal civil rights laws in our health programs
and activities. By calling Member Services, our members
can get free in-language support, and free aids and
services if you have a disability. We don’t discriminate,

Armenian

“nip hpuyniip niutp unmtw] whjgdwp oqinipinii dkp
1Eqyny: Mupquuytu quaquhwuptp Gugudukph
uywuwpljdwy jEbnpnt, nphhtpwjinuwhwdwpp

upqud k 4%p ID pupwnf ypu: exclude people, or treat them differently on the basis of

Farsi race, color, natiopal origin, sex, a-ge‘ or disgbility. For

0 K8 5 50 () s L g 4 B 3 1 (B ) Lad® people whosg primary Ian.guage isn’t Engllsh, we offer free

.95 534 &2 (Member Services) Las) ciladi s jlad b ol 1S 448 Ianguagg assistance services through |nterpreter.s and

o) A 65 e Cioad b A laa ™ Gl 358 luli e s other written languages. Interested in these services?
AR il g3 G 58 sl cuad Ay 1) Al Call the Member Services number on your ID card for help

(TTY/TDD: 711). If you think we failed in any of these

French areas, you can mail a complaint to: Compliance

Vous pouvez obtenir gratuitement de I'aide dans votre Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,

langue. Il vous suffit d’appeler le numéro réservé aux Richmond, VA 23279, or directly to the U.S. Department

membres qui figure sur votre carte d’identification. Si of Health and Human Services, Office for Civil Rights at

vous étes malvoyant, vous pouvez €galement 200 Independence Avenue, SW; Room 509F, HHH

demander a obtenir ce document sous d’autres formats. Building; Washington, D.C. 20201. You can also call

1-800- 368-1019 (TDD: 1-800-537-7697) or visit
38  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

63658MUMENMUB 02/18 #AG-GEN-001#



The legal stuff we're required to tell you

How we keep your information safe and secure

As a member, you have the right to expect us to protect your personal health information. We take this
responsibility very seriously, following all state and federal laws, as well as our own policies.

You also have certain rights and responsibilities when receiving your health care. To learn more about how
we protect your privacy, your rights and responsibilities when receiving health care, and your rights under the
Women's Health and Cancer Rights Act, go to anthem.com/privacy. For a printed copy, please contact your
Benefits Administrator or Human Resources representative.

How we help manage your care

To see if your health benefits will cover a treatment,
procedure, hospital stay or medicine, we use a
process called utilization management (UM). Our UM
team is made up of doctors and pharmacists who
want to be sure you get the best treatments for
certain health conditions. They review the
information your doctor sends us before, during or
after your treatment. We also use case managers.
They're licensed health care professionals who work
with you and your doctor to help you manage your
health conditions. They also help you better
understand your health benefits.

To learn more about how we help manage your care,
go to anthem.com/memberrights. To request a
printed copy, please contact your Benefits
Administrator or Human Resources representative.

Special enroliment rights

Open enroliment usually happens once a year. That's
the time you can choose a plan, enroll in it or make
changes to it. If you choose not to enroll, there are
special cases when you're allowed to enroll during
other times of the year.

o If you had another health plan that was
canceled. If you, your dependents or your spouse
are no longer eligible for benefits with another
health plan (or if the employer stops contributing
to that health plan), you may be able to enroll with
us. You must enroll within 31 days after the other
health plan ends (or after the employer stops
paying for the plan). For example: You and your
family are enrolled through your spouse’s health
plan at work. Your spouse’s employer stops
paying for health coverage. In this case, you and
your spouse, as well as other dependents, may be
able to enroll in one of our plans.

Get the full details

o If you have a new dependent. You gain new
dependents from a life event like marriage, birth,
adoption or if you have custody of a minor and an
adoption is pending. You must enroll within 31
days after the event. For example: If you got
married, your new spouse and any new children
may be able to enroll in a plan.

o If your eligibility for Medicaid or SCHIP
changes. You have a special period of 60 days to
enroll after:

— You (or your eligible dependents) lose
Medicaid or the State Children’s Health
Insurance Program (SCHIP) benefits because
you're no longer eligible.

— You (or eligible dependents) become eligible
to get help from Medicaid or SCHIP for
paying part of the cost of a health plan
with us.

Prior Authorization Pass Program

All in-network doctors in Connecticut who meet
certain criteria are able to participate in Anthem’s
Prior Auth Pass Program. Under this program,
eligible doctors will no longer need to submit a
request and wait for pre-approval for Anthem
members* on more than 400 common outpatient
medical procedures done in Connecticut.

*Exceptions: BlueCard Host members, Federal
Employee Program members, New York State and
New York City employees.

Read your Certificate of Coverage, which spells out all the details about your plan. You can it find on

anthem.com.

Using your plan
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http://anthem.com
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Ready to use your plan?

Get some extra help

If you have questions, it's easy to get answers.
Contact us through our online Message Center or
call the Member Services number on your ID card.
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