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Federal Patient Protection and Affordable Care Act Notices

Choice of Primary Care Physician

The Plan generally allows the designation of a Primary Care Physician (PCP). You have the right to
designate any PCP who participates in the Claims Administrator's network and who is available to accept
you or your family members. For information on how to select a PCP, and for a list of PCPs, contact the
telephone number on the back of your Identification Card or refer to the Claims Administrator’'s website,
www.anthem.com. For children, you may designate a pediatrician as the PCP.

Access to Obstetrical and Gynecological (ObGyn) Care

You do not need prior authorization from the Plan or from any other person (including a PCP) in order to
obtain access to obstetrical or gynecological care from a health care professional in the Claims
Administrator's network who specializes in obstetrics or gynecology. The health care professional,
however, may be required to comply with certain procedures, including obtaining prior authorization for
certain services or following a pre-approved treatment plan. For a list of participating health care
professionals who specialize in obstetrics or gynecology, contact the telephone number on the back of your
Identification Card or refer to the Claims Administrator’'s website, www.anthem.com.
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Additional Federal Notices

Statement of Rights under the Newborns’ and Mother’s Health
Protection Act

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for
any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’'s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from
the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Mental Health Parity and Addiction Equity Act

The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance abuse benefits with dollar limits or
day/visit limits on medical/surgical benefits. In general, group health plans offering mental health and
substance abuse benefits cannot set day/visit limits on mental health or substance abuse benefits that are
lower than any such day or visit limits for medical and surgical benefits. A plan that does not impose day or
visit limits on medical and surgical benefits may not impose such day or visit limits on mental health and
substance abuse benefits offered under the Plan. Also, the Plan may not impose Deductibles, Copayment,
Coinsurance, and out of pocket expenses on mental health and substance abuse benefits that are more
restrictive than Deductibles, Copayment, Coinsurance, and out of pocket expenses applicable to other
medical and surgical benefits. Medical Necessity criteria are available upon request.

Coverage for a Child Due to a Qualified Medical Support Order
(“QMCSO”)

If you or your spouse are required, due to a QMCSO, to provide coverage for your child(ren), you may ask
your Employer or Plan Administrator to provide you, without charge, a written statement outlining the
procedures for getting coverage for such child(ren).

Statement of Rights Under the Women’s Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending Physician and
the patient, for:

o All stages of reconstruction of the breast on which the mastectomy was performed;

e Surgery and reconstruction of the other breast to produce a symmetrical appearance;

e Prostheses; and

o Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under this Plan. (See the “Schedule of Benefits” for details.) If you
would like more information on WHCRA benéefits, call the number on the back of your Identification Card.



Special Enroliment Notice

If you are declining enroliment for yourself or your Dependents (including your spouse) because of other
health insurance coverage, you may in the future be able to enroll yourself or your Dependents in this Plan,
if you or your Dependents lose eligibility for that other coverage (or if the employer stops contributing
towards your or your Dependents’ other coverage). However, you must request enroliment within 31 days
after your or your Dependents’ other coverage ends (or after the employer stops contributing toward the
other coverage).

In addition, if you have a new Dependent as a result of marriage, birth, adoption, or placement for adoption,
you may be able to enroll yourself and your Dependents. However, you must request enroliment within 31
days after the marriage, birth, adoption, or placement for adoption.

Eligible Subscribers and Dependents may also enroll under two additional circumstances:

e The Subscriber’s or Dependent’s Medicaid or Children’s Health Insurance Program (CHIP) coverage
is terminated as a result of loss of eligibility; or
e The Subscriber or Dependent becomes eligible for a subsidy (state premium assistance program).

The Subscriber or Dependent must request Special Enrollment within 60 days of the loss of Medicaid/CHIP
or of the eligibility determination.

To request special enrollment or obtain more information, call the Member Services telephone number on
your Identification Card, or contact your Employer.

Statement of ERISA Rights

The Employee Retirement Income Security Act of 1974 (ERISA) entitles you, as a Member of the Plan, to:

¢ Examine, without charge, at the Plan Administrator’s office and at other specified locations such as
worksites and union halls, all plan documents, including insurance contracts, collective bargaining
agreements and copies of all documents filed by this plan with the U.S. Department of Labor, such as
detailed annual reports and plan descriptions;

o Obtain copies of all plan documents and other plan information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for these copies; and

¢ Receive a summary of the plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary financial report.

In addition to creating rights for you and other Employees, ERISA imposes duties on the people responsible
for the operation of your Employee benefit plan. The people who operate your plan are called plan
fiduciaries. They must handle your plan prudently and in the best interest of you and other plan participants
and beneficiaries. No one, including your Employer, your union, or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a welfare benefit or exercising
your right under ERISA. If your claim for welfare benefits is denied, in whole or in part, you must receive a
written explanation of the reason for the denial. You have the right to have your claims reviewed and
reconsidered.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request
materials from the Plan Administrator and do not receive them within 30 days, you may file suit in a federal
court. In such case, the court may require the Plan Administrator to provide you the materials and pay you
up to $110 a day until you receive the materials, unless the materials are not sent because of reasons
beyond the control of the Plan Administrator. If your claim for benefits is denied or ignored, in whole or in
part, you may file suit in a state or federal court. If plan fiduciaries misuse the plan’s money or if you are
discriminated against for asserting your rights, you may seek assistance from the U.S. Department of Labor,
or may file suit in a federal court. The court will decide who should pay court costs and legal fees. It may
order you to pay these expenses, for example, if it finds your claim is frivolous. If you have any questions



about your plan, you should contact the Plan Administrator. If you have any questions about this statement
or about your rights under ERISA, you should contact the nearest office of the Employee Benefits Security
Administration, U.S. Department of Labor, listed in your telephone directory or the Division of Technical
Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Consolidated Appropriations Act of 2021 Notice

Consolidated Appropriations Act of 2021 (CAA)

The Consolidated Appropriations Act of 2021 (CAA) is a federal law that includes the No Surprises Billing
Act as well the Provider transparency requirements that are described below.

Surprise Billing Claims
Surprise Billing Claims are claims that are subject to the No Surprises Billing Act requirements:
e Emergency Services provided by Out-of-Network Providers;

Covered Services provided by an Out-of-Network Provider at an In-Network Facility; and
e Out-of-Network Air Ambulance Services.

No Surprises Billing Act Requirements
Emergency Services
As required by the CAA, Emergency Services are covered under your Plan:

e Without the need for Precertification;
e \Whether the Provider is In-Network or Out-of-Network;

If the Emergency Services you receive are provided by an Out-of-Network Provider, Covered Services will
be processed at the In-Network benefit level.

Note that if you receive Emergency Services from an Out-of-Network Provider, your Out-of-Pocket costs
will be limited to amounts that would apply if the Covered Services had been furnished by an In-Network
Provider. However, Out-of-Network cost-shares (i.e., Copayments, Deductibles and/or Coinsurance) will
apply to your claim if the treating Out-of-Network Provider determines you are stable, meaning you have
been provided necessary Emergency Care such that your condition will not materially worsen and the
Out-of-Network Provider determines: (i) that you are able to travel to an In-Network Facility by non-
emergency transport; (ii) the Out-of-Network Provider complies with the notice and consent requirement;
and (iii) you are in condition to receive the information and provide informed consent. If you continue to
receive services from the Out-of-Network Provider after you are stabilized, you will be responsible for the
Out-of-Network cost-shares, and the Out-of-Network Provider will also be able to charge you any
difference between the Maximum Allowable Amount and the Out-of-Network Provider’s billed charges.
This notice and consent exception does not apply if the Covered Services furnished by an Out-of-Network
Provider result from unforeseen and urgent medical needs arising at the time of service.

Out-of-Network Services Provided at an In-Network Facility
When you receive Covered Services from an Out-of-Network Provider at an In-Network Facility, your

claims will be paid at the Out-of-Network benefit level if the Out-of-Network Provider gives you proper
notice of its charges, and you give written consent to such charges. This means you will be responsible



for Out-of-Network cost-shares for those services and the Out-of-Network Provider can also charge you
any difference between the Maximum Allowable Amount and the Out-of-Network Provider’s billed
charges. This requirement does not apply to Ancillary Services. Ancillary Services are one of the
following services: (A) Emergency Services; (B) anesthesiology; (C) pathology; (D) radiology; (E)
neonatology; (F) diagnostic services; (G) assistant surgeons; (I) Hospitalists; (J) Intensivists; and (K) any
services set out by the U.S. Department of Health & Human Services. In addition, Anthem will not apply
this notice and consent process to you if Anthem does not have an In-Network Provider in your area who
can perform the services you require.

Out-of-Network Providers satisfy the notice and consent requirement as follows:

1. By obtaining your written consent not later than 72 hours prior to the delivery of services; or
2. If the notice and consent is given on the date of the service, if you make an appointment within 72
hours of the services being delivered.

Anthem is required to confirm the list of In-Network Providers in its Provider Directory every 90 days. If
you can show that you received inaccurate information from Anthem that a Provider was In-Network on a
particular claim, then you will only be liable for In-Network cost shares (i.e., Copayments, Deductibles,
and/or Coinsurance) for that claim. Your In-Network cost-shares will be calculated based upon the
Maximum Allowed Amount. In addition to your In-Network cost-shares, the Out-of-Network Provider can
also charge you for the difference between the Maximum Allowed Amount and their billed charges.

How Cost-Shares Are Calculated

Your cost shares for Emergency Services or for Covered Services received by an Out-of-Network
Provider at an In-Network Facility, will be calculated using the median Plan In-Network contract rate that
we pay In-Network Providers for the geographic area where the Covered Service is provided. Any Out-of-
Pocket cost shares you pay to an Out-of-Network Provider for either Emergency Services or for Covered
Services provided by an Out-of-Network Provider at an In-Network Facility will be applied to your In-
Network Out-of-Pocket Limit.

Appeals

If you receive Emergency Services from an Out-of-Network Provider or Covered Services from an Out-of-
Network Provider at an In-Network Facility and believe those services are covered by the No Surprise
Billing Act, you have the right to appeal that claim. If your appeal of a Surprise Billing Claim is denied,

then you have a right to appeal the adverse decision to an Independent Review Organization as set out in
the “Your Right To Appeal” section of this Benefit Book.

Transparency Requirements

Anthem provides the following information on its website (i.e., www.anthem.com):

e Protections with respect to Surprise Billing Claims by Providers;

o Estimates on what Out-of-Network Providers may charge for a particular service;

¢ Information on contacting state and federal agencies in case you believe a Provider has violated the
No Surprise Billing Act’s requirements.

Upon request, Anthem will provide you with a paper copy of the type of information you request from the
above list.

Anthem, either through its price comparison tool on anthem.com or through Member Services at the
phone number on the back of you ID card, will allow you to get:


http://www.anthem.com/

o Cost sharing information that you would be responsible for, for a service from a specific In-Network
Provider;

e Alist of all In-Network Providers;

e Cost sharing information on an Out-of-Network Provider’s services based on Anthem’s reasonable
estimate based on what Anthem would pay an Out-of-Network Provider for the service.

In addition, Anthem will provide access through its website to the following information:
¢ In-Network negotiated rates;

e Historical Out-of-Network rates; and
e Drug pricing information.



Introduction

This Benefit Booklet gives you a description of your benefits while you are enrolled under the health care
plan (the “Plan”) offered by your Employer. You should read this Benefit Booklet carefully to get to know
the Plan’s main provisions and keep it handy for reference. A thorough understanding of your coverage
will allow you to use your benefits wisely. If you have any questions about the benefits shown in this Benefit
Booklet, please call your Employer’s Health Plan Administrator or the Member Services number on the
back of your Identification Card.

The Plan benefits described in this Benefit Booklet are for eligible Members only. The health care services
are subject to the limitations and Exclusions, Copayments, Deductible, and Coinsurance rules given in this
Benefit Booklet. Any group plan or certificate which you received before will be replaced by this Benefit
Booklet.

Your Employer has agreed to be subject to the terms and conditions of Anthem’s Provider agreements
which may include precertification and utilization management requirements, timely filing limits, and other
requirements to administer the benefits under this Plan.

Many words used in the Benefit Booklet have special meanings (e.g., Employer, Covered Services, and
Medical Necessity). These words are capitalized and are defined in the "Definitions" section. See these
definitions for the best understanding of what is being stated. Throughout this Benefit Booklet you will also

see references to “we”, “us”, “our”, “you”, and “your”’. The words “we”, “us”, and “our” mean the Claims
Administrator. The words “you” and “your” mean the Member, Subscriber and each covered Dependent.

If you have any questions about your Plan, please be sure to call Member Services at the number on the
back of your Identification Card. Also be sure to check the Claims Administrator's website,
www.anthem.com for details on how to find a Provider, get answers to questions, and access valuable
health and wellness tips.

Important: This is not an insured benefit Plan. The benefits described in this Benefit Booklet or any rider
or amendments attached hereto are funded by the Employer who is responsible for their payment. Anthem
provides administrative claims payment services only and does not assume any financial risk or obligation
with respect to claims.

Anthem is an independent corporation operating under a license from the Blue Cross and Blue Shield
Association, permitting Anthem to use the Blue Cross and Blue Shield Service Marks in the State of
Georgia. Although Anthem is the Claims Administrator and is licensed in Georgia you will have access to
providers participating in the Blue Cross and Blue Shield Association BlueCard network across the country.
Anthem has entered into a contract with the Employer on its own behalf and not as the agent of the
Association.

How to Get Language Assistance

The Plan is committed to communicating with Members about the health Plan, no matter what their
language is. The Claims Administrator employs a language line interpretation service for use by all their
Member Services call centers. Simply call the Member Services phone number on the back of your
Identification Card and a representative will be able to help you. Translation of written materials about your
benefits can also be asked for by contacting Member Services. TTY/TDD services also are available by
dialing 711. A special operator will get in touch with us to help with your needs.

Identity Protection Services

Identity protection services are available through your Employer’s Anthem health plan. To learn more
about these services, please visit www.anthem.com/resources.
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Schedule of Benefits

In this section you will find an outline of the benefits included in your Plan and a summary of any
Deductibles, Coinsurance, and Copayments that you must pay. Also listed are any Benefit Period
Maximums or limits that apply. Please read the "What's Covered" and Prescription Drugs section(s) for
more details on the Plan’'s Covered Services. Read the “What's Not Covered” section for details on
Excluded Services.

All Covered Services are subject to the conditions, Exclusions, limitations, and terms of this Benefit Booklet
including any endorsements, amendments, or riders.

To get benefits, you must get Covered Services from an In-Network Provider. Services from an Out-
of-Network Provider are not covered, except for Emergency Care, Urgent Care, or Authorized
Services. Please be sure to contact the Claims Administrator if you are not sure if a service has
been approved as an Authorized Service. Benefits are based on the Maximum Allowed Amount, which
is the most the Plan will allow for a Covered Service. When you use an approved Out-of-Network Provider
you may have to pay the difference between the Out-of-Network Provider’s billed charge and the Maximum
Allowed Amount in addition to any Coinsurance, Copayments, Deductibles, and non-covered charges. This
amount can be substantial. Please read the “Claims Payment” section for more details.

Deductibles, Coinsurance, and Benefit Period Maximums are calculated based upon the Maximum Allowed
Amount, not the Provider’s billed charges.

Benefit Period Calendar Year

Dependent Age Limit To the end of the month in which the child attains age 26

Please see the “Eligibility and Enrollment — Adding
Members” section for further details.

Deductible In-Network

Individual $500
No more than one individual Deductible per Member

Per Family $1,500
All other eligible Members combined

Note: The Family Deductible is an aggregate Deductible. This means any combination of amounts paid
by family Members toward Covered Services can be used to satisfy the Family Deductible.

When the Deductible applies, you must pay it before benefits begin. See the sections below to find out
when the Deductible applies.

Copayments and Coinsurance are separate from and do not apply to the Deductible.

Any amounts applied to the Deductible for costs you pay during the last three months of the Benefit
Period will also apply to the next Benefit Period’s Deductible.
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Coinsurance In-Network

Plan Pays (unless otherwise noted) 90%
Member Pays (unless otherwise noted) 10%
Reminder: Your Coinsurance will be based on the Maximum Allowed Amount. If you use an approved
Out-of-Network Provider, you may have to pay Coinsurance plus the difference between the Out-of-

Network Provider’s billed charge and the Maximum Allowed Amount.

Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a different
Coinsurance. Please see the rest of this Schedule for details.

Out-of-Pocket Limit In-Network
Individual $1,700
Per Family $5,100

All other eligible Members combined

The Out-of-Pocket Limit includes all Coinsurance, and Copayments you pay during a Benefit Period
unless otherwise indicated.

The Out-of-Pocket Limit does not include amounts you pay for the following benefits:
e Charges over the Maximum Allowed Amount,

e Penalties for not getting required pre-authorization / Precertification of services,

¢ Amounts you pay for non-Covered Services.

Once the Out-of- Pocket Limit is satisfied, you will not have to pay any additional Coinsurance, or
Copayments for the rest of the Benefit Period, except for the services listed above.

The Out-of-Pocket Limit does not include any fourth quarter Deductible amounts carried over from the
previous Benefit Period.

Important Notice about Your Cost Shares

In certain cases, if a Provider is paid amounts that are your responsibility, such as Deductibles, Copayments
or Coinsurance, such amounts may be collected directly from you. You agree that the Claims Administrator,
on behalf of the Plan, has the right to collect such amounts from you.

The tables below outline the Plan’s Covered Services and the cost share(s) you must pay. In many spots
you will see the statement, “Benefits are based on the setting in which Covered Services are received”. In
these cases you should determine where you will receive the service (i.e., in a Doctor’s office, at an
outpatient Hospital facility, etc.) and look up that location to find out which cost share will apply. For
example, you might get physical therapy in a Doctor’s office, an outpatient Hospital facility, or during an
Inpatient Hospital stay. For services in the office, look up “Office Visits”. For services in the outpatient
department of a Hospital, look up “Outpatient Facility Services”. For services during an Inpatient stay, look
up “Inpatient Services”.
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Benefits In-Network

Allergy Services Benefits are based on the setting in which Covered
Services are received.

Ambulance Services (Air) 10% Coinsurance after Deductible

Except as set forth in the Surprise Billing Legislation Notice, or as otherwise specified in this Booklet, Out-
of-Network Providers may also bill you for any charges that exceed the Plan’s Maximum Allowed Amount.

Important Note: Air ambulance services for non-Emergency Hospital to Hospital transfers must be
approved through precertification. Please see “Getting Approval for Benefits” for details.

Ambulance Services (Ground and Water) 10% Coinsurance after Deductible

Out-of-Network Providers may also bill you for any charges that exceed the Plan’s Maximum Allowed
Amount.

Important Note: All scheduled ground ambulance services for non-Emergency transfers, except transfers
from one acute Facility to another, must be approved through precertification. Please see “Getting Approval
for Benefits” for details.

Autism Services

e Applied Behavior Analysis for Members Benefits are based on the setting in which Covered
through age twenty. Services are received.
e All other Covered Services for autism Benefits are based on the setting in which Covered

Services are received.

Behavioral Health Services See “Mental Health and Substance Abuse Services.”

Cardiac Rehabilitation Benefits are based on the setting in which Covered
Services are received.

Chemotherapy Benefits are based on the setting in which Covered
Services are received.

Chiropractic Services / Manipulation Therapy Benefits are based on the setting in which Covered
Services are received. Also see “Therapy Services”.

Clinical Trials / Cancer Clinical Trial Programs Benefits are based on the setting in which Covered
for Children Services are received.
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Benefits

In-Network

Dental Services All Members / All Ages

Benefits are based on the setting in which Covered
Services are received.

Diabetes Education

Benefits are based on the setting in which Covered
Services are received.

Diabetes Equipment and Supplies

Screenings for gestational diabetes are covered
under “Preventive Care.”

Benefits are based on the setting in which Covered
Services are received.

Diagnostic Services

Benefits are based on the setting in which Covered
Services are received.

Dialysis/Hemodialysis

Benefits are based on the setting in which Covered
Services are received.

Durable Medical Equipment (DME) and
Medical Devices, Orthotics, Prosthetics,
Medical and Surgical Supplies (Received from
a Supplier)

10% Coinsurance after Deductible

The cost-shares listed above only apply when you get the equipment or supplies from a third-party supplier.
If you receive the equipment or supplies as part of an office or outpatient visit, or during a Hospital stay,
benefits will be based on the setting in which the covered equipment or supplies are received.

o Wigs

Wigs Needed After Cancer Treatment Benefit
Maximum

0% No Copayment or Coinsurance

One wig per Benefit Period

Emergency Services
Emergency Room

e Emergency Room Facility Charge

e Emergency Room Doctor Charge

e Emergency Room Doctor Charge (Mental
Health / Substance Abuse)

e Other Facility Charges (including diagnostic
x-ray and lab services, medical supplies)

¢ Advanced Diagnostic Imaging (including
MRIs, CAT scans)

$200 Copayment per visit then 0% Coinsurance
Copayment waived if admitted

0% No Copayment or Coinsurance

0% No Copayment or Coinsurance

0% No Copayment or Coinsurance

0% No Copayment or Coinsurance
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Benefits In-Network

e Non-emergency use of Emergency Room Not Covered
Services

If you see an Out-of-Network Provider, that Provider may also bill you for any charges over the Plan’s
Maximum Allowed Amount.

Gene Therapy Services Benefits are based on the setting in which Covered

I . Services are received.
Precertification required

Habilitative Services Benefits are based on the setting in which Covered
Services are received.

Home Care
e Home Care Visits 0% No Copayment, Deductible, or Coinsurance
e Home Dialysis / Hemodialysis 10% Coinsurance after Deductible
e Home Infusion Therapy 10% Coinsurance after Deductible
e Specialty Prescription Drugs 10% Coinsurance after Deductible
e Other Home Care Services / Supplies 10% Coinsurance after Deductible
Home Care Benefit Maximum 120 visits per Benefit Period
The limit does not apply to Home Infusion Therapy or
Home Dialysis / Hemodialysis.
Home Infusion Therapy See “Home Care.”

Hospice Care
e Home Care 0% No Copayment, Deductible, or Coinsurance

Out-of-Network Providers may also bill you for any charges over the Plan’s Maximum Allowed Amount.

Human Organ and Tissue Transplant (Bone Please see the separate summary later in this
Marrow / Stem Cell) Services section.
Infertility Services See “Maternity and Reproductive Health Services”.
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Benefits

In-Network

Inpatient Facility Services

Facility Room & Board Charge:

Hospital / Acute Care Facility

Skilled Nursing Facility

Skilled Nursing Facility / Rehabilitation
Services (Includes Services in an Outpatient
Day Rehabilitation Program) Benefit
Maximum

Ancillary Services

$300 Copayment per admission
then 10% Coinsurance after Deductible

$300 Copayment per admission
then 10% Coinsurance after Deductible

60 days per Benefit Period

10% Coinsurance after Deductible

Hospital Transfers: If you are transferred between Facilities, only one Copayment will apply. You will not
have to pay separate Copayments per Facility.

Hospital Readmissions: If you are readmitted to the Hospital within 72 hours of your discharge for the
same medical diagnosis, you will not have to pay an additional Copayment upon readmission.

Doctor Services for:

General Medical Care / Evaluation and
Management (E&M) (Professional services
billed separately from Hospital charges)

Surgery
Maternity

10% Coinsurance after Deductible

10% Coinsurance after Deductible

10% Coinsurance after Deductible

Maternity Services and Reproductive Health

Maternity Services (Global fee for the
ObGyn’s prenatal, postnatal, and delivery
services)

If you change Doctors during your pregnancy,
the prenatal and postnatal fees will be billed
separately.

Inpatient Services (Delivery)

Inpatient Facility Services

Inpatient Doctor Services

$100 Copayment no Deductible

Global Obstetrical Care Copayment applies to first
pre-natal visit only.

10% Coinsurance after Deductible

$300 Copayment per admission
then 10% Coinsurance after Deductible

10% Coinsurance after Deductible

Newborn / Maternity Stays: If the newborn needs services other than routine nursery care or stays in the
Hospital after the mother is discharged (sent home), benefits for the newborn will be treated as a separate
admission.

Infertility
Limited to diagnostic services and treatment

Benefits are based on the setting in which Covered

Services are received.
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Benefits In-Network

Mental Health and Substance Abuse Services

¢ Inpatient Facility Services $300 Copayment per admission then 10%
Coinsurance after Deductible
e Residential Treatment Center Services $300 Copayment per admission then 10%
Coinsurance after Deductible
e Inpatient Provider Services (e.g., Doctor and 10% Coinsurance after Deductible
other professional Providers)
e Outpatient Mental Health / Substance Abuse 10% Coinsurance after Deductible
Facility Services
e Outpatient Provider Services in an Outpatient 0% Coinsurance after Deductible
Facility (e.g., Doctor and other professional
Providers)
e Partial Hospitalization Program / Intensive 0% No Copayment, Deductible, or Coinsurance
Outpatient Program Services — Facility
Services
e Partial Hospitalization Program / Intensive 0% No Copayment, Deductible, or Coinsurance

Outpatient Program Services —Provider
Services (e.g., Doctor and other professional
Providers)

e Office Visits $35 Copayment no Deductible

Mental Health and Substance Abuse Services will be covered as required by law. Please see “Mental Health
Parity and Addiction Equity Act” in the “Additional Federal Notices” section for details.

Occupational Therapy Benefits are based on the setting in which Covered
Services are received. Also see “Therapy Services”.

Office Visits and Physician Services

If you have an office visit with your PCP or SCP at an Outpatient Facility (e.g., Hospital or Ambulatory
Surgical Facility), benefits for Covered Services will be paid under the “Outpatient Facility Services” section
later in this Schedule. Please refer to that section for details on the cost shares (e.g., Deductibles,
Copayments, Coinsurance) that will apply.

e Primary Care Physician / Provider (PCP) $35 Copayment no Deductible
e Specialty Care Physician / Provider (SCP) $40 Copayment no Deductible
¢ Retail Health Clinic Visit $35 Copayment no Deductible
e Online Visits (Including Mental Health & $10 Copayment no Deductible

Substance Abuse Services)

e Counseling (including family planning) Covered in PCP / SCP Copayment
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Benefits In-Network
Nutritional Counseling Covered in PCP / SCP Copayment
o Nutritional Counseling for Unlimited
Diabetes — Benefit Maximum
o Nutritional Counseling for Eating Unlimited

Disorders — Benefit Maximum
Allergy Testing
Shots / Injections / Allergy Serum
Diagnostic Labs
Diagnostic X-ray (non-preventive)
Diagnostic Tests (including hearing and EKG)

Advanced Diagnostic Imaging (including
MRIs, CAT scans)

Office Surgery

Therapy Services:

Chiropractic / Osteopathic / Manipulative
Therapy

Physical & Occupational Therapy
Speech Therapy

Respiratory and Pulmonary
Cardiac Rehabilitation

Dialysis / Hemodialysis

Radiation

Chemotherapy

Non-Preventive Infusion & Injection

See “Therapy Services” for details on Benefit
Maximums.

Prescription Drugs Administered in the Office

10% Coinsurance after Deductible

10% Coinsurance after Deductible
0% No Copayment, Deductible, or Coinsurance
0% No Copayment, Deductible, or Coinsurance
0% No Copayment, Deductible, or Coinsurance

10% Coinsurance after Deductible

Covered in PCP / SCP Copayment

$15 Copayment no Deductible

Covered in PCP / SCP Copayment

Covered in PCP / SCP Copayment

10% Coinsurance after Deductible
0% No Copayment, Deductible, or Coinsurance
0% No Copayment, Deductible, or Coinsurance
0% No Copayment, Deductible, or Coinsurance
0% No Copayment, Deductible, or Coinsurance

0% No Copayment, Deductible, or Coinsurance

0% No Copayment, Deductible, or Coinsurance
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Benefits In-Network

Orthotics See “Durable Medical Equipment (DME) and Medical
Devices, Orthotics, Prosthetics, Medical and Surgical
Supplies”

Outpatient Facility Services

e Facility Surgery Charge $300 Copayment per visit then 10% Coinsurance after
Deductible

e Facility Surgery Lab 10% Coinsurance after Deductible

e Facility Surgery X-ray 10% Coinsurance after Deductible

¢ Ancillary Services 10% Coinsurance after Deductible

e Other Doctor Charges (including 10% Coinsurance after Deductible

Anesthesiologist, Pathologist, Radiologist,
Surgical Assistant)

e Other Facility Charges (for procedure rooms) 10% Coinsurance after Deductible
e Diagnostic Lab 0% No Copayment, Deductible, or Coinsurance
e Diagnostic X-ray 0% No Copayment, Deductible, or Coinsurance
e Other Diagnostic Tests: EKG, EEG, etc. 0% No Copayment, Deductible, or Coinsurance
¢ Advanced Diagnostic Imaging (including 10% Coinsurance after Deductible

MRIs, CAT scans)

Therapy Services:

e Chiropractic / Osteopathic / Manipulative 0% No Copayment, Deductible, or Coinsurance
Therapy
e Physical & Occupational Therapy 0% No Copayment, Deductible, or Coinsurance
e Speech Therapy 0% No Copayment, Deductible, or Coinsurance
e Respiratory and Pulmonary 10% Coinsurance after Deductible
e Cardiac Rehabilitation 0% No Copayment, Deductible, or Coinsurance
o Dialysis / Hemodialysis 10% Coinsurance after Deductible
¢ Radiation 0% No Copayment, Deductible, or Coinsurance
e Chemotherapy 0% No Copayment, Deductible, or Coinsurance
¢ Non-Preventive Infusion & Injection 0% No Copayment, Deductible, or Coinsurance
See “Therapy Services” for details on Benefit
Maximums.
e Prescription Drugs Administered in an 10% Coinsurance after Deductible

Outpatient Facility
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Benefits In-Network

Outpatient Facility Services - Site of Service
Provider / Ambulatory Surgery and Radiology

Centers
e Ambulatory Surgery Center - Facility Surgery  $300 Copayment per visit then 10% Coinsurance after
Deductible

e Ambulatory Surgery Center - Surgery Lab 10% Coinsurance after Deductible

e Ambulatory Surgery Center - Surgery X-ray 10% Coinsurance after Deductible

e Ambulatory Surgery Center - Ancillary 10% Coinsurance after Deductible
Services

e Doctor Charges (including Anesthesiologist, 10% Coinsurance after Deductible
Pathologist, Radiologist, Surgery, Surgical
Assistant)

¢ Radiology Center - Diagnostic X-ray 10% Coinsurance after Deductible

¢ Radiology Center - Advanced Diagnostic 10% Coinsurance after Deductible
Imaging (including MRIs, CAT scans)

Physical Therapy Benefits are based on the setting in which Covered

Services are received. Also see “Therapy Services”.

Preventive Care 0% No Copayment, Deductible, or Coinsurance

Prosthetics See “Prosthetics” under “Durable Medical Equipment
(DME) and Medical Devices, Orthotics, Prosthetics,
Medical and Surgical Supplies”

Pulmonary Therapy Benefits are based on the setting in which Covered
Services are received.

Radiation Therapy Benefits are based on the setting in which Covered
Services are received.

Rehabilitation Services Benefits are based on the setting in which Covered
Services are received.

Respiratory Therapy Benefits are based on the setting in which Covered
Services are received.
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Benefits In-Network

Skilled Nursing Facility See “Inpatient Services”.

Speech Therapy Benefits are based on the setting in which Covered
Services are received. Also see “Therapy Services”.

Surgery Benefits are based on the setting in which Covered
Services are received.

Telemedicine

e Primary Care Physician / Provider (PCP) $35 Copayment

e Specialist Care Physician / Provider (SCP) $40 Copayment

Temporomandibular and Craniomandibular Benefits are based on the setting in which Covered

Joint Treatment Services are received.

Therapy Services Benefits are based on the setting in which Covered
Services are received.

Benefit Maximum(s): Unlimited

Transplant Services Please see “Human Organ and Tissue Transplant

(Bone Marrow / Stem Cell) Services” summary later in
this section.
Urgent Care Services $75 Copayment no Deductible

If you get urgent care at a Hospital or other outpatient Facility, please refer to “Outpatient Facility Services”
for details on what you will pay.

Vision Services (All Members / All Ages) (For Benefits are based on the setting in which Covered
medical and surgical treatment of injuries and/or Services are received.
diseases of the eye)

Certain vision screenings required by Federal law
are covered under the "Preventive Care" benefit.

Wigs See “Durable Medical Equipment (DME) and Medical
Devices, Orthotics, Prosthetics, Medical and Surgical
Supplies”
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Human Organ and Tissue Transplant (Bone
Marrow / Stem Cell) Services

Please call our Transplant Department as soon as you think you may need a transplant to talk about
your benefit options. You must do this before you have an evaluation and/or work-up for a transplant.
To get the most benefits under your Plan, you must get certain human organ and tissue transplant
services from an In-Network Transplant Provider. Even if a Hospital is an In-Network Provider for other
services, it may not be an In-Network Transplant Provider for certain transplant services. Please call us to
find out which Hospitals are In-Network Transplant Providers. (When calling Member Services, ask for the
Transplant Case Manager for further details.)

The requirements described below do not apply to the following:

e Cornea transplants, which are covered as any other surgery; and

e Any Covered Services related to a Covered Transplant Procedure that you get before or after the
Transplant Benefit Period. Please note that the initial evaluation, any added tests to determine your
eligibility as a candidate for a transplant by your Provider, and the collection and storage of bone
marrow/stem cells is included in the Covered Transplant Procedure benefit regardless of the date of
service.

Benefits for Covered Services that are not part of the Human Organ and Tissue Transplant benefit will be
based on the setting in which Covered Services are received. Please see the “What’s Covered” section for
additional details.

Transplant Benefit Period In-Network Transplant Provider

Starts one day before a Covered Transplant Procedure
and lasts for the applicable case rate / global time
period. The number of days will vary depending on the
type of transplant received and the In-Network
Transplant Provider agreement. Call the Case
Manager for specific In-Network Transplant Provider
information for services received at or coordinated by
an In-Network Transplant Provider Facility.

Covered Transplant Procedure during the In-Network Transplant Provider Facility
Transplant Benefit Period

Precertification required Before and after the Transplant Benefit Period, Covered
Services will be covered as Inpatient Services,
Outpatient Services, Home Visits, or Office Visits
depending where the service is performed.

Transportation and Lodging

¢ Transportation and Lodging Limit Unlimited
Unrelated donor searches from an authorized,

licensed registry for bone marrow/stem cell

transplants for a Covered Transplant

Procedure

e Donor Search Limit Unlimited
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Prescription Drug Benefits Retail Pharmacy and

Home Delivery (Mail Order) Benefits In-Network

Each Prescription Drug will be subject to a cost share (e.g., Copayment / Coinsurance) as described below.
If your Prescription Order includes more than one Prescription Drug, a separate cost share will apply to each
covered drug. You will be required to pay the lesser of your scheduled cost share or the Maximum Allowed
Amount.

Prescription Drug Out of Pocket Limit

Individual $3,600

In- and Out-of-Network combined
Per Family $7,200
All other eligible Members combined In- and Out-of-Network combined

Note: The Prescription Drug Out of Pocket Limit is separate and does not apply toward any other Out of
Pocket Limit for Covered Services in this Plan. It includes all Deductibles, Coinsurance, or Copayments you
pay for Prescription Drugs from a Retail or Home Delivery (Mail Order) Pharmacy during a Benefit Period. It
does not include charges over the Maximum Allowed Amount or amounts you pay for non-Covered Services.

Once the Out-of- Pocket Limit is satisfied, you will not have to pay any additional Deductibles, Coinsurance
or Copayments for Prescription Drugs from a Retail or Home Delivery (Mail Order) Pharmacy for the rest of
the Benefit Period.

Day Supply Limitations — Prescription Drugs will be subject to various day supply and quantity limits. Certain
Prescription Drugs may have a lower day-supply limit than the amount shown below due to other Plan
requirements such as Prior Authorization, quantity limits, and/or age limits and utilization guidelines. No day
supply or quantity limits apply to prescriptions for inhalants to treat asthma.

Retail Pharmacy 30 days
Home Delivery (Mail Order) Pharmacy 90 days
Specialty Pharmacy 30 days

Retail Pharmacy

Tier 1 Prescription Drugs $15 Copayment no Deductible
Tier 2 Prescription Drugs $35 Copayment no Deductible
Tier 3 Prescription Drugs $60 Copayment no Deductible
Tier 4 Prescription Drugs $200 Copayment no Deductible
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Prescription Drug Benefits Retail Pharmacy and

Home Delivery (Mail Order) Benefits In-Network

Home Delivery Pharmacy (Maintenance Drugs

Only)

Tier 1 Prescription Drugs $30 Copayment no Deductible
Tier 2 Prescription Drugs $87.50 Copayment no Deductible
Tier 3 Prescription Drugs $150 Copayment no Deductible
Tier 4 Prescription Drugs $200 Copayment no Deductible

Specialty Drug (Includes Specialty Home
Delivery):

Please note that certain Specialty Drugs are only available from an In-Network Specialty Pharmacy and you
will not be able to get them at a Retail Pharmacy or through the Home Delivery (Mail Order) Pharmacy. Please
see “Specialty Pharmacy” in the section “Prescription Drug Benefit at a Retail or Home Delivery (Mail Order)
Pharmacy” for further details. When you get Specialty Drugs from a Specialty Pharmacy, you will have to pay
the same Copayments / Coinsurance you pay for a 30-day supply at a Retail Pharmacy.

Notes: Prescription Drugs will always be dispensed as ordered by your Doctor.
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How Your Plan Works

Introduction

Your Plan is an HMO plan. To get benefits for Covered Services, you must use In-Network Providers,
unless we have approved an Authorized Service or if your care involves Emergency Care situation.

In-Network Provider Services

A Member has access to primary and specialty care directly from any In-Network Physician. A Primary
Care Physician / Provider (PCP) Referral is not needed.

When you get care from an In-Network Provider or as part of an Authorized Service, benefits are available
for Covered Services. Regardless of Medical Necessity, benefits will be denied for care that is not a
Covered Service. We have final authority to decide the Medical Necessity of the service.

Selecting a Primary Care Physician

Your Plan requires you to select a Primary Care Physician from the network, or the Claims Administrator
will assign one. The Claims Administrator will notify you of the PCP that was assigned. You may then use
that PCP or choose another PCP from the Claims Administrator’s Provider Directory. Please see “How to
Find a Provider in the Network” for more details.

PCPs include general practitioners, internists, family practitioners, pediatricians, and geriatricians. Each
member of a family may select a different Primary Care Physician; for example, an internist or general
practitioner may be chosen for adults and a pediatrician may be selected for children. If you want to change
your PCP, contact the Claims Administrator or refer to the website, www.anthem.com.

Primary Care Physicians / Providers (PCP)

PCPs include general practitioners, internists, family practitioners, pediatricians, obstetricians and
gynecologists, and geriatricians. Each Member should choose a PCP who is listed in the Provider directory.
Each Member of a family may select a different Primary Care Physician. For example, an internist or
general practitioner may be chosen for adults and a pediatrician may be selected for children. If you want
to change your PCP, call the number on the back of your Identification card or online at www.anthem.com.

The Primary Care Physician is the Doctor who normally gives, directs, and manages your health care.

If, when you first enroll (sign up) for coverage under this Plan, you are already under the care of an Out-of-
Network Provider, you should notify the Claims Administrator right away. To keep getting care under this
Plan from any Out-of-Network Provider, an Authorized Service must be approved with that Provider or the
services will be denied.

The First Thing To Do - Make an Appointment With Your PCP

Your PCP's job is to help you stay healthy, not just treat you when you are sick. After you choose a PCP,
make an appointment with your PCP. During this appointment, get to know your PCP and help your PCP
get to know you. You should talk to your PCP about:

= Personal health history,
= Family health history,

= Lifestyle, and

= Any health concerns you have.
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If you do not get to know your PCP, they may not be able to properly manage your care. To see a Doctor,
call their office:

e Tell them you are an Anthem Member,

e Have your Member Identification Card handy. The Doctor’s office may ask you for your group or
Member ID number.

e Tell them the reason for your visit.

When you go to the office, be sure to bring your Member Identification Card with you.
If you need to see a Specialist, please contact your PCP to get a referral.

If you have any questions regarding Covered Services, call us at the telephone number listed on the back
of your Identification Card.

After Hours Care

If you need care after normal business hours, your Doctor may have several options for you. You should
call your Doctor’s office for instructions if you need care in the evenings, on weekends, or during a holiday
and cannot wait until the office reopens. If you have an Emergency, call 911 or go to the nearest Emergency
Room.

How to Find a Provider in the Network

There are three ways you can find out if a Provider or Facility is in the network for this Plan. You can also
find out where they are located and details about their license or training.

e See your Plan’s directory of In-Network Providers at www.anthem.com, which lists the Doctors,
Providers, and Facilities that participate in this Plan’s network.

e Call Member Services to ask for a list of Doctors and Providers that participate in this Plan’s network,
based on specialty and geographic area.

e Check with your Doctor or Provider.

Please note that not all In-Network Providers offer all services. For example, some Hospital-based labs
are not part of our Reference Lab Network. In those cases you will have to go to a lab in the Reference
Lab Network to get In-Network benefits. Please call Member Services before you get services for more
information.

If you need details about a Provider’s license or training, or help choosing a Doctor who is right for you, call
the Member Services number on the back of your Member Identification Card. TTY/TDD services also are
available by dialing 711. A special operator will get in touch with the Claims Administrator to help with your
needs.

Please note that BCBSHP has several networks, and that a Provider that is In-Network for one plan may
not be In-Network for another. Be sure to check your Identification Card or call Member Services to find out
which network this Plan uses.

Your Cost-Shares

Your Plan may involve Copayments, Deductibles, and/or Coinsurance, which are charges that you must
pay when receiving Covered Services. Your Plan may also have an Out-of-Pocket Limit, which limits the
cost-shares you must pay. Please read the “Schedule of Benefits” for details on your cost-shares. Also
read the “Definitions” section for a better understanding of each type of cost share.
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The BlueCard Program

Like all Blue Cross & Blue Shield plans throughout the country, we participate in a program called
"BlueCard" which provides services to you when you are outside our Service Area. For more details on
this program, please see “Inter-Plan Arrangements” in the “Claims Payment” section.

Identification Card

The Claims Administrator will give an Identification Card to each Member enrolled in the Plan. When you
get care, you must show your Identification Card. Only covered Members have the right to receive services
under this Plan. If anyone gets services or benefits to which they are not entitled to under the terms of this
Benefit Booklet, he/she must pay for the actual cost of the services.
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Getting Approval for Benefits

Your Plan includes the process of Utilization Review to decide when services are Medically Necessary or
Experimental/Investigative as those terms are defined in this Benefit Booklet. Utilization Review aids the
delivery of cost-effective health care by reviewing the use of treatments and, when proper, level of care
and/or the setting or place of service that they are performed.

Reviewing Where Services Are Provided

A service must be Medically Necessary to be a Covered Service. When level of care, setting or place of
service is reviewed, services that can be safely given to you in a lower level of care or lower cost
setting/place of care, will not be Medically Necessary if they are given in a higher level of care, or higher
cost setting/place of care. This means that a request for a service may be denied because it is not Medically
Necessary for the service to be provided where it is being requested. When this happens the service can
be requested again in another place and will be reviewed again for Medical Necessity. At times a different
Provider or Facility may need to be used in order for the service to be considered Medically Necessary.
Examples include, but are not limited to:

e A service may be denied on an inpatient basis at a Hospital but may be approvable if provided on an
outpatient basis at a Hospital.

e A service may be denied on an outpatient basis at a Hospital but may be approvable at a free standing
imaging center, infusion center, Ambulatory Surgery Center, or in a Physician’s office.

A service may be denied at a Skilled Nursing Facility but may be approvable in a home setting.

Utilization Review criteria will be based on many sources including medical policy and clinical guidelines.
It may be decided that a treatment that was asked for is not Medically Necessary if a clinically equivalent
treatment that is more cost effective is available and appropriate. “Clinically equivalent” means treatments
that for most Members, will give you similar results for a disease or condition.

If you have any questions about the Utilization Review process, the medical policies, or clinical guidelines,
you may call the Member Services phone number on the back of your Identification Card.

Coverage for or payment of the service or treatment reviewed is not guaranteed even if the Plan
decides Your services are Medically Necessary. For benefits to be covered, on the date You get
service:

You must be eligible for benefits;

Fees must be paid for the time period that services are given;

The service or supply must be a Covered Service under Your Plan;
The service cannot be subject to an Exclusion under Your Plan; and
You must not have exceeded any applicable limits under Your Plan.

aorON=

Types of Reviews

o Pre-service Review — A review of a service, treatment or admission for a benefit coverage
determination which is done before the service or treatment begins or admission date.

e Precertification — A required Pre-service Review for a benefit coverage determination for a service or
treatment. Certain services require Precertification in order for you to get benefits. The benefit coverage
review will include a review to decide whether the service meets the definition of Medical Necessity or
is Experimental/Investigative as those terms are defined in this Benefit Booklet.
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For admissions following Emergency Care, you, your authorized representative or Doctor must tell the
Claims Administrator within 48 hours of the admission or as soon as possible within a reasonable period
of time. For childbirth admissions, Precertification is not needed unless there is a problem and/or the
mother and baby are not sent home at the same time. Precertification is not required for the first 48
hours for a vaginal delivery or 96 hours for a cesarean section. Admissions longer than 48/96 hours
require precertification.

e Continued Stay/Concurrent Review - A Utilization Review of a service, treatment or admission for a
benefit coverage determination which must be done during an o