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Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA)- County of Fresno: Custom EPO 0
Your Network: EPO

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

Primary Care, and medical services for urgent/acute care | $15 copay per visit

Mental Health & Substance Use Disorder Services $15 copay per visit
Specialist care $15 copay per visit
Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $0 person
Overall Out-of-Pocket Limit $1,000 person /
$2,000 family

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

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

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

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

Primary Care (PCP) and Mental Health and Substance Use Disorder $15 copay per visit
Services virtual and office

Specialist Care virtual and office $15 copay per visit
Other Practitioner Visits
Routine Maternity Care (Prenatal and Postnatal) No charge

Retail Health Clinic for routine care and treatment of common illnesses; | $15 copay per visit
usually found in major pharmacies or retail stores.

Manipulation Therapy $10 copay per visit

CA/LG/Custom EPO 0/6L.W7/01-01-2024
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Covered Medical Benefits Cost if you use an In-Network Provider

Coverage is limited to 40 visits per benefit period.

Acupuncture $15 copay per visit

Other Services in an Office

Allergy Testing No charge
Prescription Drugs Dispensed in the office No charge
Maximum of $250 member cost share per drug.

Surgery No charge
Preventive care / screenings / immunizations No charge
Preventive Care for Chronic Conditions per IRS guidelines No charge

Diagnostic Services

Lab

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

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

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

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

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply $15 copay per visit
depending on the care provided.
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Covered Medical Benefits Cost if you use an In-Network Provider

Emergency Room Facility Services In-Network and Non-Network Providers:

Your copay will be waived if admitted. $100 copay per visit

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

Ambulance In-Network and Non-Network Providers:

Authorized Non-Network non-emergency ambulance services are limited | No charge
to an Anthem maximum payment of $50,000 per trip.

Outpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees No charge
Doctor Services No charge
Outpatient Surgery

Facility Fees

Hospital No charge
Ambulatory Surgical Center No charge

Physician and other services including surgeon fees
Hospital No charge

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

Facility Fees No charge
Physician and other services including surgeon fees No charge
Home Health Care $15 copay per visit

Coverage is limited to 100 visits per benefit period.

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

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

Office $15 copay per visit

Outpatient Hospital No charge
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Covered Medical Benefits Cost if you use an In-Network Provider

Pulmonary rehabilitation

Office $15 copay per visit

Outpatient Hospital No charge

Cardiac rehabilitation

Office $15 copay per visit
Outpatient Hospital No charge
Dialysis/Hemodialysis office and outpatient hospital No charge
Chemo/Radiation Therapy office and outpatient hospital No charge

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

Inpatient Hospice No charge
Durable Medical Equipment No charge
Prosthetic Devices No charge
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Notes:

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

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

Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your

language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuubp: Ukup Jupnn Gup Qbq pupqiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEht, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmiu
unwbwnt hwdwp quiquhwntp dkq QLq ID pupnp Jpu ipyws hknwjinuwhwdwpny fud 1-888-254-2721 hwdwpny:
Lpwgnighs oguntpjut hwdwp quiquhwpbp Ywjh$nnthuwjh wywhnjugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - RS RIS - TEEERIDUEHEES B NS - AEIES DUEHEES a7 X - ANEERBD
 SHPEFTIRAY ID - EAYSRHEEE 1-888-254-2T21 48 FRAMT - AR 0B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

farar wrere S T WaTd| T GITRAT GIod FX Fehd &1 3T GEATES UGl Wbl § IR F& GEATS IR
HOHT AT F A S TR €1 Feg F T, gH W9 D FE W gAEE Fa W AT 1-888-254-2721 U HieT
F1| 3F A F AT 1-800-927-4357 u¥ CA AT fFs1mer Fishier HL1 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Hmong

Tsis Xam Tus Nqi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EXR, BRY—EREZZIToNETS, FETIEERETNELHRALIFLY. XEEZEDLIY—EXLARETT,
XEFZTHIZIE, IDA—FIZEREEIN-BS. F1-1d 1-888-254-2721 [THEBEL LS\, ZIEQFEMIE. H) T+
TMRRRE (1-800-927-4357) IZHEFEL &Ly, (TTY/TDD: 711)

Khmer

Korean
F2 Q0] MH|A, HIYALE 0|85t = USLICE Fotel o2 520 HEE EME HOotEY = /JUSLICE =222
1

BHO A2 ®H ID ZtE0| 7|XHEl HS EE= 1-888-254-27212 HSISHMA|Q CHE =20| ZQSIA|H 1-800-927-43572 B
CA 2XM0| 22| FHMA|L. (TTY/TDD: 711)

Punjabi
foge fogn Be13 @ 37 ATl FAD 8 g9 udon cond 9 A J1 Jd 397§ THIRH UFJ d He' AdeT I W3 J¥ 3T

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 03 Hoigy 59 HF 1-888-254-2721 3 I8 | formier
Hee B, Are figurdeHie wie feaianA § 1-800-927-4357 3 & &I (TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCNyru. Bel MoXeTe Nony4nTb yCnyrn yCTHOro nepesog4vnka. Bam moryt npountatb JOKYMEHTbI Unn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BalleM s3blke. [1ng nony4yeHus NOMOLLM 3BOHUTE HaM No TenedoHy, ykazaHHOMY Ha
BaLlen naeHTnmrKaLunoHHoOM kapTe, nnn no Homepy 1-888-254-2721. [ins nonyyYyeHnsa AONOMHUTENBHOW NOMOLLM 3BOHUTE B
HenaptameHT cTpaxoBaHua wtata KanndgopHusa no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

LifidusasiAendunien vinugunsazaladuiasaiy'le
vinusgunsazalviidminfawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINTANIULURD
NsmimmL's'mmuuu'ml,aﬂum”uaunuumﬂ's"mmmaomumammmmaﬂu 1-888-254-2721 wnnsiasnisanuzeudatiuéiu
TuUsatnsdiaauuwnun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Cac Dich Vu Ngén Ngir Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vi cé thé yéu cau doc tai liéu cho quy vi nghe va yéu
cau gtri mot sb tai liéu bdng ngdbn ngl clia quy vi cho quy vi. Dé duoc tre gitp, hay goi cho s6 dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé dworc giup d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’'t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA)- County of Fresno: Custom EPO 500
Your Network: EPO

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

Primary Care, and medical services for urgent/acute care | $35 copay per visit

Mental Health & Substance Use Disorder Services $35 copay per visit
Specialist care $35 copay per visit
Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $0 person
Overall Out-of-Pocket Limit $3,000 person /
$6,000 family

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

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

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

Doctor Visits (virtual and office) Your plan requires the selection of a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder | $35 copay per visit
Services virtual and office

Specialist Care virtual and office $35 copay per visit
Other Practitioner Visits
Routine Maternity Care (Prenatal and Postnatal) No charge

Retail Health Clinic for routine care and treatment of common illnesses; | $35 copay per visit
usually found in major pharmacies or retail stores.

CA/LG/Custom EPO 500/61.W6/01-01-2024
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Covered Medical Benefits Cost if you use an In-Network Provider

Manipulation Therapy $35 copay per visit
Coverage is limited to 40 visits per benefit period.

Acupuncture $35 copay per visit

Other Services in an Office

Allergy Testing No charge
Prescription Drugs Dispensed in the office No charge
Maximum of $250 member cost share per drug.

Surgery No charge
Preventive care / screenings / immunizations No charge
Preventive Care for Chronic Conditions per IRS guidelines No charge
Diagnostic Services

Lab

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

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

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

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

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply $35 copay per visit
depending on the care provided.

Page 2 of 9



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

Emergency Room Facility Services In-Network and Non-Network Providers:

Your copay will be waived if admitted. $250 copay per visit

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

Ambulance In-Network and Non-Network Providers:

Authorized Non-Network non-emergency ambulance services are limited | No charge
to an Anthem maximum payment of $50,000 per trip.

Outpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees No charge
Doctor Services No charge
Outpatient Surgery

Facility Fees

Hospital No charge
Ambulatory Surgical Center No charge

Physician and other services including surgeon fees
Hospital No charge

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

If readmitted within 72 hours for the same condition, no additional facility
copay is required. If transferred between facilities, only one copay will

apply.

Facility Fees $500 copay per admission
Physician and other services including surgeon fees No charge

Home Health Care $35 copay per visit

Coverage is limited to 100 visits per benefit period.

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

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

Office $35 copay per visit
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Covered Medical Benefits Cost if you use an In-Network Provider

Outpatient Hospital No charge

Pulmonary rehabilitation

Office $35 copay per visit
Outpatient Hospital No charge

Cardiac rehabilitation

Office $35 copay per visit
Outpatient Hospital No charge
Dialysis/Hemodialysis office and outpatient hospital No charge
Chemo/Radiation Therapy office and outpatient hospital No charge

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

Inpatient Hospice No charge
Durable Medical Equipment No charge
Prosthetic Devices. No charge
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Notes:

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

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

Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your

language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuubp: Ukup Jupnn Gup Qbq pupqiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEht, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmiu
unwbwnt hwdwp quiquhwntp dkq QLq ID pupnp Jpu ipyws hknwjinuwhwdwpny fud 1-888-254-2721 hwdwpny:
Lpwgnighs oguntpjut hwdwp quiquhwpbp Ywjh$nnthuwjh wywhnjugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - RS RIS - TEEERIDUEHEES B NS - AEIES DUEHEES a7 X - ANEERBD
 SHPEFTIRAY ID - EAYSRHEEE 1-888-254-2T21 48 FRAMT - AR 0B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

farar wrere S T WaTd| T GITRAT GIod FX Fehd &1 3T GEATES UGl Wbl § IR F& GEATS IR
HOHT AT F A S TR €1 Feg F T, gH W9 D FE W gAEE Fa W AT 1-888-254-2721 U HieT
F1| 3F A F AT 1-800-927-4357 u¥ CA AT fFs1mer Fishier HL1 (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Hmong

Tsis Xam Tus Nqi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EXR, BRY—EREZZIToNETS, FETIEERETNELHRALIFLY. XEEZEDLIY—EXLARETT,
XEFZTHIZIE, IDA—FIZEREEIN-BS. F1-1d 1-888-254-2721 [THEBEL LS\, ZIEQFEMIE. H) T+
TMRRRE (1-800-927-4357) IZHEFEL &Ly, (TTY/TDD: 711)

Khmer

Korean
F2 Q0] MH|A, HIYALE 0|85t = USLICE Fotel o2 520 HEE EME HOotEY = /JUSLICE =222
1

BHO A2 ®H ID ZtE0| 7|XHEl HS EE= 1-888-254-27212 HSISHMA|Q CHE =20| ZQSIA|H 1-800-927-43572 B
CA 2XM0| 22| FHMA|L. (TTY/TDD: 711)

Punjabi
foge fogn Be13 @ 37 ATl FAD 8 g9 udon cond 9 A J1 Jd 397§ THIRH UFJ d He' AdeT I W3 J¥ 3T

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 03 Hoigy 59 HF 1-888-254-2721 3 I8 | formier
Hee B, Are figurdeHie wie feaianA § 1-800-927-4357 3 & &I (TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCNyru. Bel MoXeTe Nony4nTb yCnyrn yCTHOro nepesog4vnka. Bam moryt npountatb JOKYMEHTbI Unn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BalleM s3blke. [1ng nony4yeHus NOMOLLM 3BOHUTE HaM No TenedoHy, ykazaHHOMY Ha
BaLlen naeHTnmrKaLunoHHoOM kapTe, nnn no Homepy 1-888-254-2721. [ins nonyyYyeHnsa AONOMHUTENBHOW NOMOLLM 3BOHUTE B
HenaptameHT cTpaxoBaHua wtata KanndgopHusa no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

LifidusasiAendunien vinugunsazaladuiasaiy'le
vinusgunsazalviidminfawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINTANIULURD
NsmimmL's'mmuuu'ml,aﬂum”uaunuumﬂ's"mmmaomumammmmaﬂu 1-888-254-2721 wnnsiasnisanuzeudatiuéiu
TuUsatnsdiaauuwnun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Cac Dich Vu Ngén Ngir Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vi cé thé yéu cau doc tai liéu cho quy vi nghe va yéu
cau gtri mot sb tai liéu bdng ngdbn ngl clia quy vi cho quy vi. Dé duoc tre gitp, hay goi cho s6 dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé dworc giup d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’'t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA)- County of Fresno - Custom EPO 1000
Your Network: EPO

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

Primary Care, and medical services for urgent/acute care | $0

Mental Health & Substance Use Disorder Services $0
Specialist care $35 copay per visit
Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $0 person
Overall Out-of-Pocket Limit $4,000 person /
$8,000 family

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

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

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

Doctor Visits (virtual and office) Your plan requires the selection of a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder $35 copay per visit
Services virtual and office

Specialist Care virtual and office $35 copay per visit
Other Practitioner Visits
Routine Maternity Care (Prenatal and Postnatal) No charge

Retail Health Clinic for routine care and treatment of common illnesses; | $35 copay per visit
usually found in major pharmacies or retail stores.

Manipulation Therapy $35 copay per visit

CA/LG/Custom EPO 1000/52KU/01-01-2024
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Covered Medical Benefits Cost if you use an In-Network Provider

Coverage is limited to 40 visits per benefit period.

Acupuncture $35 copay per visit

Other Services in an Office

Allergy Testing No charge
Prescription Drugs Dispensed in the office No charge
Maximum of $250 member cost share per drug.

Surgery No charge
Preventive care / screenings / immunizations No charge
Preventive Care for Chronic Conditions per IRS guidelines No charge

Diagnostic Services

Lab

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

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

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

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

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided. $35 copay per visit
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Covered Medical Benefits Cost if you use an In-Network Provider

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

Emergency Room Doctor and Other Services
Ambulance

Authorized Non-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip.

In-Network and Non-Network Providers:
$300 copay per visit

In-Network and Non-Network Providers:
No charge

In-Network and Non-Network Providers:
No charge

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees No charge
Doctor Services No charge
Outpatient Surgery

Facility Fees

Hospital No charge
Ambulatory Surgical Center No charge
Physician and other services including surgeon fees

Hospital No charge

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

If readmitted within 72 hours for the same condition, no additional facility
copay is required. If transferred between facilities, only one copay will

apply.

Facility Fees $1,000 copay per admission
Physician and other services including surgeon fees No charge

Home Health Care $35 copay per visit
Coverage is limited to 100 visits per benefit period.

Rehabilitation and Habilitation services including physical, occupational

and speech therapies.

Coverage for physical, occupational and speech therapies is limited to 60

days combined per benefit period.

Office $35 copay per visit
Outpatient Hospital No charge
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Covered Medical Benefits Cost if you use an In-Network Provider

Pulmonary rehabilitation

Office $35 copay per visit
Outpatient Hospital No charge

Cardiac rehabilitation

Office $35 copay per visit
Outpatient Hospital No charge
Dialysis/Hemodialysis office and outpatient hospital No charge
Chemo/Radiation Therapy office and outpatient hospital No charge
Skilled Nursing Care (facility) No charge
Coverage is limited to 100 days per benefit period.

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

period.

Hearing Aids No charge

Coverage is limited to 1 item per ear every 3 years.
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Notes:

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

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

Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your

language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuubp: Ukup Jupnn Gup Qbq pupqiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEht, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmiu
unwbwnt hwdwp quiquhwntp dkq QLq ID pupnp Jpu ipyws hknwjinuwhwdwpny fud 1-888-254-2721 hwdwpny:
Lpwgnighs oguntpjut hwdwp quiquhwpbp Ywjh$nnthuwjh wywhnjugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - RS RIS - TEEERIDUEHEES B NS - AEIES DUEHEES a7 X - ANEERBD
 SHPEFTIRAY ID - EAYSRHEEE 1-888-254-2T21 48 FRAMT - AR 0B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

farar wrere S T WaTd| T GITRAT GIod FX Fehd &1 3T GEATES UGl Wbl § IR F& GEATS IR
HOHT AT F A S TR €1 Feg F T, gH W9 D FE W gAEE Fa W AT 1-888-254-2721 U HieT
F1| 3F A F AT 1-800-927-4357 u¥ CA AT fFs1mer Fishier HL1 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Hmong

Tsis Xam Tus Nqi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EXR, BRY—EREZZIToNETS, FETIEERETNELHRALIFLY. XEEZEDLIY—EXLARETT,
XEFZTHIZIE, IDA—FIZEREEIN-BS. F1-1d 1-888-254-2721 [THEBEL LS\, ZIEQFEMIE. H) T+
TMRRRE (1-800-927-4357) IZHEFEL &Ly, (TTY/TDD: 711)

Khmer

Korean
F2 Q0] MH|A, HIYALE 0|85t = USLICE Fotel o2 520 HEE EME HOotEY = /JUSLICE =222
1

BHO A2 ®H ID ZtE0| 7|XHEl HS EE= 1-888-254-27212 HSISHMA|Q CHE =20| ZQSIA|H 1-800-927-43572 B
CA 2XM0| 22| FHMA|L. (TTY/TDD: 711)

Punjabi
foge fogn Be13 @ 37 ATl FAD 8 g9 udon cond 9 A J1 Jd 397§ THIRH UFJ d He' AdeT I W3 J¥ 3T

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 03 Hoigy 59 HF 1-888-254-2721 3 I8 | formier
Hee B, Are figurdeHie wie feaianA § 1-800-927-4357 3 & &I (TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCNyru. Bel MoXeTe Nony4nTb yCnyrn yCTHOro nepesog4vnka. Bam moryt npountatb JOKYMEHTbI Unn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BalleM s3blke. [1ng nony4yeHus NOMOLLM 3BOHUTE HaM No TenedoHy, ykazaHHOMY Ha
BaLlen naeHTnmrKaLunoHHoOM kapTe, nnn no Homepy 1-888-254-2721. [ins nonyyYyeHnsa AONOMHUTENBHOW NOMOLLM 3BOHUTE B
HenaptameHT cTpaxoBaHua wtata KanndgopHusa no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

LifidusasiAendunien vinugunsazaladuiasaiy'le
vinusgunsazalviidminfawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINTANIULURD
NsmimmL's'mmuuu'ml,aﬂum”uaunuumﬂ's"mmmaomumammmmaﬂu 1-888-254-2721 wnnsiasnisanuzeudatiuéiu
TuUsatnsdiaauuwnun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Cac Dich Vu Ngén Ngir Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vi cé thé yéu cau doc tai liéu cho quy vi nghe va yéu
cau gtri mot sb tai liéu bdng ngdbn ngl clia quy vi cho quy vi. Dé duoc tre gitp, hay goi cho s6 dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé dworc giup d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’'t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA) — County of Fresno: PPO 250
Your Network: Prudent Buyer PPO

Visits with Virtual Care-Only Providers

Primary Care, and medical services for urgent/acute care

Cost through our mobile app and website

$20 copay per visit deductible does not apply

Mental Health & Substance Use Disorder Services

$20 copay per visit deductible does not apply

Specialist care

$20 copay per visit deductible does not apply

Covered Medical Benefits

Cost if you use a
Non-Network
Provider

Cost if you use an In-
Network Provider

Overall Deductible $250 person / $250 person /
$500 family $500 family

Overall Out-of-Pocket Limit $3,000 person / $10,000 person /
$5,000 family $15,000 family

The family deductible is non-embedded, meaning when more than a single person is enrolled, the per person deductible does
not apply and the family deductible must be met by any one person or collection of persons. The out-of-pocket limit is
embedded, meaning each covered person is capped at his or her per person out-of-pocket limit.

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

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

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

Primary Care (PCP) and Mental Health and Substance Use Disorder $20 copay per visit 50% coinsurance after

Services virtual and office deductible does not deductible is met
apply

Specialist Care virtual and office $20 copay per visit 50% coinsurance after
deductible does not deductible is met
apply

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal) No charge after 50% coinsurance after
deductible is met deductible is met

CA/LG/PPO 250/0U91/01-01-2024
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.

Manipulation Therapy
Coverage is limited to 24 visits per benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

$20 copay per visit
deductible does not
apply

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 50% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge 50% coinsurance after

deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Hospital No charge after 50% coinsurance after
deductible is met deductible is met

X-Ray

Office No charge after 50% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

Office

No charge after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Freestanding Radiology Center

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

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

Emergency Room Facility Services
$100 deductible waived if admitted directly from ER.

Emergency Room Doctor and Other Services

Ambulance

$20 copay per visit
deductible does not
apply

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees

Doctor Services

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees

Hospital
Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

Anthem’s maximum payment is up to $500 per services for non-
emergency Inpatient admissions to non-network providers.

Facility Fees

Physician and other services including surgeon fees

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

No charge after
deductible is met

50% coinsurance after
deductible is met

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

Office

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

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

No charge after
deductible is met

50% coinsurance after
deductible is met

Inpatient Hospice

No charge after
deductible is met

No charge after
deductible is met

Durable Medical Equipment

No charge after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

No charge after
deductible is met

50% coinsurance after
deductible is met
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Notes:

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

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

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

Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your

language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuubp: Ukup Jupnn Gup Qbq pupqiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEht, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmiu
unwbwnt hwdwp quiquhwntp dkq QLq ID pupnp Jpu ipyws hknwjinuwhwdwpny fud 1-888-254-2721 hwdwpny:
Lpwgnighs oguntpjut hwdwp quiquhwpbp Ywjh$nnthuwjh wywhnjugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - RS RIS - TEEERIDUEHEES B NS - AEIES DUEHEES a7 X - ANEERBD
 SHPEFTIRAY ID - EAYSRHEEE 1-888-254-2T21 48 FRAMT - AR 0B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

farar wrere S T WaTd| T GITRAT GIod FX Fehd &1 3T GEATES UGl Wbl § IR F& GEATS IR
HOHT AT F A S TR €1 Feg F T, gH W9 D FE W gAEE Fa W AT 1-888-254-2721 U HieT
F1| 3F A F AT 1-800-927-4357 u¥ CA AT fFs1mer Fishier HL1 (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Hmong

Tsis Xam Tus Nqi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EXR, BRY—EREZZIToNETS, FETIEERETNELHRALIFLY. XEEZEDLIY—EXLARETT,
XEFZTHIZIE, IDA—FIZEREEIN-BS. F1-1d 1-888-254-2721 [THEBEL LS\, ZIEQFEMIE. H) T+
TMRRRE (1-800-927-4357) IZHEFEL &Ly, (TTY/TDD: 711)

Khmer

Korean
F2 Q0] MH|A, HIYALE 0|85t = USLICE Fotel o2 520 HEE EME HOotEY = /JUSLICE =222
1

BHO A2 ®H ID ZtE0| 7|XHEl HS EE= 1-888-254-27212 HSISHMA|Q CHE =20| ZQSIA|H 1-800-927-43572 B
CA 2XM0| 22| FHMA|L. (TTY/TDD: 711)

Punjabi
foge fogn Be13 @ 37 ATl FAD 8 g9 udon cond 9 A J1 Jd 397§ THIRH UFJ d He' AdeT I W3 J¥ 3T

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 03 Hoigy 59 HF 1-888-254-2721 3 I8 | formier
Hee B, Are figurdeHie wie feaianA § 1-800-927-4357 3 & &I (TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCNyru. Bel MoXeTe Nony4nTb yCnyrn yCTHOro nepesog4vnka. Bam moryt npountatb JOKYMEHTbI Unn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BalleM s3blke. [1ng nony4yeHus NOMOLLM 3BOHUTE HaM No TenedoHy, ykazaHHOMY Ha
BaLlen naeHTnmrKaLunoHHoOM kapTe, nnn no Homepy 1-888-254-2721. [ins nonyyYyeHnsa AONOMHUTENBHOW NOMOLLM 3BOHUTE B
HenaptameHT cTpaxoBaHua wtata KanndgopHusa no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa numerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

LifidusasiAendunien vinugunsazaladuiasaiy'le
vinusgunsazalviidminfawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINTANIULURD
NsmimmL's'mmuuu'ml,aﬂum”uaunuumﬂ's"mmmaomumammmmaﬂu 1-888-254-2721 wnnsiasnisanuzeudatiuéiu
TuUsatnsdiaauuwnun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Cac Dich Vu Ngén Ngir Mién Phi. Quy vi c6 thé c6 théng dich vién. Quy vi cé thé yéu cau doc tai liéu cho quy vi nghe va yéu
cau gtri mot sb tai liéu bdng ngdbn ngl clia quy vi cho quy vi. Dé duoc tre gitp, hay goi cho s6 dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé dworc giup d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’'t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Your summary of benefits

Anthem &

Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA) — County of Fresno- PPO HDHP 1500
Your Network: Prudent Buyer PPO

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

Primary Care, and medical services for urgent/acute care | No charge after deductible is met

Mental Health & Substance Use Disorder Services No charge after deductible is met

Specialist care No charge after deductible is met

Cost if you use a
Non-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

Overall Deductible $1,500 individual /
$3,000 member /

$3,000 family

$1,500 individual /
$3,000 member /
$3,000 family

Overall Out-of-Pocket Limit $3,000 individual /

$5,000 family

$10,000 individual /
$15,000 family

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

out-of-pocket limit.

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

In-Network and Non-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

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

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Care virtual and office

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

CA/LG/Anthem PPO (HDHP) 1500/48D3/01-01-2024

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.

Manipulation Therapy
Coverage is limited to 24 visits per benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

20% coinsurance after
deductible is met

30% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

deductible is met

Diagnostic Services

Lab

Office 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Freestanding Lab 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Outpatient Hospital 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

X-Ray

Office 20% coinsurance after | 40% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

Office

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Emergency and Urgent Care

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

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Doctor Services 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Outpatient Surgery

Facility Fees

Hospital 20% coinsurance after | 40% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Inpatient Hospice

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Notes:

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

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Anthem. VAV

Get help in your language BlueCross
Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacién o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic
‘.':_E-L;.._ahu_].o dL...ﬂ;\Jj L_LI_LILi_._a:_J.;...)_ u‘jl_ﬂ_l_u_&]l _a:__ﬁi)s_dl_ﬁuil_a&iidﬁm F:.).LL-‘._IL:_H.YII»_LSL J_ls..ndjjél_m uL.:_‘r_x[:_l 'E::g
1-888-254-2721 a8 1 e i ol dalall Cay ) 38y e 3sm sall o8 1 e Uy Jo
(TTY/TDD: 711) .1-800-927-4357 i 1 e il U S 5 51l Jesi¥1 a5 322 bl (o 230 o gomal

Armenian

Pupquuyuljut widgdunp swunwynipnibibp: Ukup Jupnn tup Qbkq pupgluiish swnwynipniuibp wowewpljtp Ywpnn tup
npwdwnpl) hs-np UEhi, nd hwunwpnpbpp jupgu 2kq hwdwp b jniqupyh gpuip Qbp (kqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwptp dkq Qkq ID pupnp dpu ipws hkpwpinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs ogunipjut hmdwp quiaquhwpbp Ywih$nnhuwyh wywhnjugpnipjut twpjpwpwpnipnit hbnbyug
htnwunuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

% SRS RS o CEE R RENEES - f‘rﬁéﬁ%ﬂwﬁ”ms%;naﬁEﬁjzﬁﬁW»@ W HEERS DUERATEE S T B3 ATER 7y S - A8 1B
 SHRSFTIRAY ID F L AYSREEEE 1-888-254-2T21 k48 TR AM - AIFEHE 25108 - 559841 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD. 711)

lfsa'ril—r by oliwl waalasy wudlgSee cunpa8y aldd payis SO W Slg S o Loy gLy oleas
P eSS adloys ¢l sose Jleyl gLl o oo ool 4o a0 sl S a0 WSl Ry Laa
1-888-254-2721 du,b §1 Lu 5 oLoumlwlid oyls 52 oud cwsgd oy lad dob

polad o Lol das oplol Lo pddos slesSas adloyo ol po caafo wlbad Lo Lo
(TTY/TDD:711) . a8y wlas 1-800-927-4357

Hindi
foretr wmeTer St T |ATC) 3T GAIRAT 9Ieq R Hhd &1 39 S 9T Hehd @ AR $T GEAES 9
ITPT SIT9T H A ST THA & AGE B T, §H WIS D FE W FIAEE F9% W AT 1-888-254-2721 W HieT
#Y| 3T+ AgE & oIT 1-800-927-4357 WX CA AT 1T *iepier {1 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EX, BRRY—EXRZZIToNFET, FETIHIEBTXNELHRALIFLY . XEEZEDLIY—EXLAEETY,
ZEEZITHICIE. DA—FIZEREBE SNBSS, F1IE 1-888-254-2721 [THBEC SV, XEDQFHMIL. hU Tz
TINRIRD (1-800-927-4357) IZHEEEL FZE LY, (TTY/TDD: 711)

Khmer
SRINMANARARIGY HANEEQUHALATINAY arnaRimnansandfagens Budusanmegrmmrnainy dfogadan awn granuniamesaeisnmantmeidion ID swriun giwre 1-
g1 4 g L | Had L Hed il PURGH A §inre ) i

888-254-2721- ufegnidguuigy asmstmgiminsel CA Dept. of Insurance msss 1-800-927-4357%(TTYJ’TDD2 71 1)

Korean
T2 0] MH|A, HIAALE 0|85t 4= USLICE Fotel A2 520 ZEE EME 2HOtEY = JUSLICH 222

[ =
o A|24® ID ZtE0| 7|XHEl HS £ 1-888-254-27212 HSISIMA|Q CHE = 20| ZQSIA|H 1-800-927-43572 E&
CA M0 2 =HAIL. (TTY/TDD: 711)

%

Punjabi
foge fodn 8913 @ 37 ATl IAD 8 T ugdon oond 99 Aa J1 I8 3976 THI=H UFJ d HE' Ader I W3 J% IJ31

I 39 3T$ 31 AT AR IS HEE B, A'G I3 WIS 98 QU3 HoT &9 HF 1-888-254-2721 3 IS I furmier
Hee &g, Ae figurdeHne wie fesianA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

BecnnaTHble A3bIkoBble yCryri. Bel MOXxeTe nony4mTb yCnyrn yCTHOro nepesogyvka. Bam MoryT npounTtatbe JOKYMEHTbI UIn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BaweM s3blke. [Insg nonyyeHns nomMoLLmM 3BOHUTE Ham Mo TenedoHy, yKkasaHHOMY Ha
BaLlen ngeHTMdrKaLMoOHHOW kapTe, unu no Homepy 1-888-254-2721. ins nony4yeHns JONOMHUTENbHOW NOMOLLUN 3BOHUTE B
HenaptameHT cTpaxoBaHus wrata KanndopHua no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa humerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

Lifidu3nsiAenAuaien vinugunsazalauiaisaiy'le
mummsaﬂa‘l‘mLmummmul,anms"l,mmuﬁma”l,anmsmoamaa“aommuimﬂ‘tﬁmﬂwaamu mnmaomsmmmﬂmaa
‘Iﬂsmimsmmmnums;lLawmsuuaﬂnunmsﬂsummwaomumamummaw 1-888-254-2721 wAdadn1sANNladatAnLdy
Tusainsfinmuunun CA Dept. of Insurance Mivsnaiaa 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» Mién Phi. Quy vi c6 thé c6 thdng dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi nghe vayéu
cau guvi mot so tai liéu bang ngon nglr ctia quy vi cho quy vi. Bé dwoc tro glup, hay goi cho sb dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé duwoc gilp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Your summary of benefits

Anthem &

Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA) — County of Fresno: PPO (HSA) 3000
Your Network: Prudent Buyer PPO

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

Primary Care, and medical services for urgent/acute care | No charge after deductible is met

Mental Health & Substance Use Disorder Services No charge after deductible is met

Specialist care No charge after deductible is met

Cost if you use a
Non-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

Overall Deductible $3,000 person / $3,000 person /
$6,000 family $6,000 family

Overall Out-of-Pocket Limit $3,000 person / $5,000 person /
$6,000 family $10,000 family

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

out-of-pocket limit.

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

In-Network and Non-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

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

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Care virtual and office

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.
CA/LG/Anthem PPO (HSA) 3000/48B3/12-11-2023

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Manipulation Therapy
Coverage is limited to 24 visits per benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

No charge after
deductible is met

30% coinsurance after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 50% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge 50% coinsurance after

deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Hospital No charge after 50% coinsurance after
deductible is met deductible is met

X-Ray

Office No charge after 50% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

Office

Freestanding Radiology Center

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Outpatient Hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

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

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees No charge after 50% coinsurance after
deductible is met deductible is met

Doctor Services No charge after 50% coinsurance after
deductible is met deductible is met

Outpatient Surgery

Facility Fees

Hospital No charge after 50% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

Facility Fees

Physician and other services including surgeon fees

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

No charge after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

Office

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

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

No charge after
deductible is met

50% coinsurance after
deductible is met

Inpatient Hospice

No charge after
deductible is met

50% coinsurance after
deductible is met

Durable Medical Equipment

No charge after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

No charge after
deductible is met

50% coinsurance after
deductible is met
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Notes:

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

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Anthem. VAV

Get help in your language BlueCross
Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic
‘.':_E-L;.._ahu_].o dL...ﬂ;\Jj L_LI_LILi_._a:_J.;...)_ u‘jl_ﬂ_l_u_&]l _a:__ﬁi)s_dl_ﬁuil_a&iidﬁm F:.).LL-‘._IL:_H.YII»_LSL J_ls..ndjjél_m uL.:_‘r_x[:_l 'E::g
1-888-254-2721 a8 1 e i ol dalall Cay ) 38y e 3sm sall o8 1 e Uy Jo
(TTY/TDD: 711) .1-800-927-4357 i 1 e il U S 5 51l Jesi¥1 a5 322 bl (o 230 o gomal

Armenian

Pupquuyuljut widgdunp swunwynipnibibp: Ukup Jupnn tup Qbkq pupgluiish swnwynipniuibp wowewpljtp Ywpnn tup
npwdwnpl) hs-np UEhi, nd hwunwpnpbpp jupgu 2kq hwdwp b jniqupyh gpuip Qbp (kqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwptp dkq Qkq ID pupnp dpu ipws hkpwpinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs ogunipjut hmdwp quiaquhwpbp Ywih$nnhuwyh wywhnjugpnipjut twpjpwpwpnipnit hbnbyug
htnwunuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

% SRS RS o CEE R RENEES - f‘rﬁéﬁ%ﬂwﬁ”ms%;naﬁEﬁjzﬁﬁW»@ W HEERS DUERATEE S T B3 ATER 7y S - A8 1B
 SHESFTIRAY ID F L AYSREEEE 1-888-254-2T21 k48 TR AM - AIFEHE 25108 - 55841 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD. 711)

lfsa'ril—r by oliwl waalasy wudlgSee cunpa8y aldd payis SO W Slg S o Loy gLy oleas
P eSS adloys ¢l sose Jleyl gLl o oo ool 4o a0 sl S a0 WSl Ry Laa
1-888-254-2721 du,b §1 Lu 5 oLoumlwlid oyls 52 oud cwsgd oy lad dob

polad o Lol das oplol Lo pddos slesSas adloyo ol po caafo wlbad Lo Lo
(TTY/TDD:711) . a8y wlas 1-800-927-4357

Hindi
foretr wmeTer St T |ATC) 3T GAIRAT 9Ieq R Hhd &1 39 S 9T Hehd @ AR $T GEAES 9
ITPT SIT9T H A ST THA & AGE B T, §H WIS D FE W FIAEE F9% W AT 1-888-254-2721 W HieT
#Y| 3T+ AgE & oIT 1-800-927-4357 WX CA AT 1T *iepier {1 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Page 7 of 9



Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EX, BRRY—EXRZZIToNFET, FETIHIEBTXNELHRALIFLY . XEEZEDLIY—EXLAEETY,
ZEEZITHICIE. DA—FIZEREBE SNBSS, F1IE 1-888-254-2721 [THBEC SV, XEDQFHMIL. hU Tz
TINRIRD (1-800-927-4357) IZHEEEL FZE LY, (TTY/TDD: 711)

Khmer
SRINMANARARIGY HANEEQUHALATINAY arnaRimnansandfagens Budusanmegrmmrnainy dfogadan awn granuniamesaeisnmantmeidion ID swriun giwre 1-
g1 4 g L | Had L Hed il PURGH A §inre ) i

888-254-2721- ufegnidguuigy asmstmgiminsel CA Dept. of Insurance msss 1-800-927-4357%(TTYJ’TDD2 71 1)

Korean
T2 0] MH|A, HIAALE 0|85t 4= USLICE Fotel A2 520 ZEE EME 2HOtEY = JUSLICH 222

[ =
o A|24® ID ZtE0| 7|XHEl HS £ 1-888-254-27212 HSISIMA|Q CHE = 20| ZQSIA|H 1-800-927-43572 E&
CA M0 2 =HAIL. (TTY/TDD: 711)

%

Punjabi
foge fodn 8913 @ 37 ATl IAD 8 T ugdon oond 99 Aa J1 I8 3976 THI=H UFJ d HE' Ader I W3 J% IJ31

I 39 3T$ 31 AT AR IS HEE B, A'G I3 WIS 98 QU3 HoT &9 HF 1-888-254-2721 3 IS I furmier
Hee &g, Ae figurdeHne wie fesianA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

BecnnaTHble A3bIkoBble yCryri. Bel MOXxeTe nony4mTb yCnyrn yCTHOro nepesogyvka. Bam MoryT npounTtatbe JOKYMEHTbI UIn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BaweM s3blke. [Insg nony4yeHnss NOMoLLM 3BOHUTE Ham Mo TenedoHy, ykasaHHOMY Ha
BaLlen ngeHTMdrKaLMoOHHOW kapTe, unu no Homepy 1-888-254-2721. ins nony4yeHns JONOMHUTENbHOW NOMOLLUN 3BOHUTE B
HenaptameHT cTpaxoBaHus wrata KanndopHua no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa humerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

Lifidu3nsiAenAuaien vinugunsazalauiaisaiy'le
mummsaﬂa‘l‘mLmummmul,anms"l,mmuﬁma”l,anmsmoamaa“aommuimﬂ‘tﬁmﬂwaamu mﬂmaomsmmmﬂmaa
‘Iﬂsmimsmmmnums;lLawmsuuaﬂnunmsﬂsummwaomumamummaw 1-888-254-2721 wAdadn1sANNladatAnLdy
Tusainsfinmuunun CA Dept. of Insurance Mivsnaiaa 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» Mién Phi. Quy vi cé thé c6 thdng dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi nghe vayéu
cau guvi mot so tai liéu bang ngon nglr ctia quy vi cho quy vi. Bé dwoc tro glup, hay goi cho sb dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé duoc gilp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Your summary of benefits

Anthem &

Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA) — County of Fresno: PPO HDHP 3000
Your Network: Prudent Buyer PPO

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

Primary Care, and medical services for urgent/acute care | No charge after deductible is met

Mental Health & Substance Use Disorder Services No charge after deductible is met

Specialist care No charge after deductible is met

Cost if you use a
Non-Network
Provider

Cost if you use an In-
Network Provider

Covered Medical Benefits

Overall Deductible $3,000 person / $3,000 person /
$6,000 family $6,000 family

Overall Out-of-Pocket Limit $3,000 person / $5,000 person /
$6,000 family $10,000 family

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

out-of-pocket limit.

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

In-Network and Non-Network deductibles and out-of-pocket limit amounts are separate and do not accumulate toward each

other.

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

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Care virtual and office

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

Retail Health Clinic for routine care and treatment of common illnesses;

usually found in major pharmacies or retail stores.
CA/LG/Anthem PPO (HDHP) 3000/48B3/01-01-2024

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Manipulation Therapy
Coverage is limited to 24 visits per benefit period.

Acupuncture
Coverage is limited to 12 visits per benefit period.

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

No charge after
deductible is met

30% coinsurance after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 50% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge 50% coinsurance after

deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Hospital No charge after 50% coinsurance after
deductible is met deductible is met

X-Ray

Office No charge after 50% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans

Office

Freestanding Radiology Center

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Outpatient Hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

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

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees No charge after 50% coinsurance after
deductible is met deductible is met

Doctor Services No charge after 50% coinsurance after
deductible is met deductible is met

Outpatient Surgery

Facility Fees

Hospital No charge after 50% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

deductible is met

No charge after
deductible is met

No charge after
deductible is met

deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

Facility Fees

Physician and other services including surgeon fees

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

No charge after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

Office

Outpatient Hospital

No charge after
deductible is met

No charge after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

No charge after
deductible is met

50% coinsurance after
deductible is met

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

No charge after
deductible is met

50% coinsurance after
deductible is met

Inpatient Hospice

No charge after
deductible is met

50% coinsurance after
deductible is met

Durable Medical Equipment

No charge after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

No charge after
deductible is met

50% coinsurance after
deductible is met
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Notes:

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

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

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

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

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

The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

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

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

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Anthem. VAV

Get help in your language BlueCross
Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

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

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic
‘.':_E-L;.._ahu_].o dL...ﬂ;\Jj L_LI_LILi_._a:_J.;...)_ u‘jl_ﬂ_l_u_&]l _a:__ﬁi)s_dl_ﬁuil_a&iidﬁm F:.).LL-‘._IL:_H.YII»_LSL J_ls..ndjjél_m uL.:_‘r_x[:_l 'E::g
1-888-254-2721 a8 1 e i ol dalall Cay ) 38y e 3sm sall o8 1 e Uy Jo
(TTY/TDD: 711) .1-800-927-4357 i 1 e il U S 5 51l Jesi¥1 a5 322 bl (o 230 o gomal

Armenian

Pupquuyuljut widgdunp swunwynipnibibp: Ukup Jupnn tup Qbkq pupgluiish swnwynipniuibp wowewpljtp Ywpnn tup
npwdwnpl) hs-np UEhi, nd hwunwpnpbpp jupgu 2kq hwdwp b jniqupyh gpuip Qbp (kqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwptp dkq Qkq ID pupnp dpu ipws hkpwpinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs ogunipjut hmdwp quiaquhwpbp Ywih$nnhuwyh wywhnjugpnipjut twpjpwpwpnipnit hbnbyug
htnwunuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

% SRS RS o CEE R RENEES - f‘rﬁéﬁ%ﬂwﬁ”ms%;naﬁEﬁjzﬁﬁW»@ W HEERS DUERATEE S T B3 ATER 7y S - A8 1B
 SHESFTIRAY ID F L AYSREEEE 1-888-254-2T21 k48 TR AM - AIFEHE 25108 - 55841 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD. 711)

lfsa'ril—r by oliwl waalasy wudlgSee cunpa8y aldd payis SO W Slg S o Loy gLy oleas
P eSS adloys ¢l sose Jleyl gLl o oo ool 4o a0 sl S a0 WSl Ry Laa
1-888-254-2721 du,b §1 Lu 5 oLoumlwlid oyls 52 oud cwsgd oy lad dob

polad o Lol das oplol Lo pddos slesSas adloyo ol po caafo wlbad Lo Lo
(TTY/TDD:711) . a8y wlas 1-800-927-4357

Hindi
foretr wmeTer St T |ATC) 3T GAIRAT 9Ieq R Hhd &1 39 S 9T Hehd @ AR $T GEAES 9
ITPT SIT9T H A ST THA & AGE B T, §H WIS D FE W FIAEE F9% W AT 1-888-254-2721 W HieT
#Y| 3T+ AgE & oIT 1-800-927-4357 WX CA AT 1T *iepier {1 (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EX, BRRY—EXRZZIToNFET, FETIHIEBTXNELHRALIFLY . XEEZEDLIY—EXLAEETY,
ZEEZITHICIE. DA—FIZEREBE SNBSS, F1IE 1-888-254-2721 [THBEC SV, XEDQFHMIL. hU Tz
TINRIRD (1-800-927-4357) IZHEEEL FZE LY, (TTY/TDD: 711)

Khmer
SRINMANARARIGY HANEEQUHALATINAY arnaRimnansandfagens Budusanmegrmmrnainy dfogadan awn granuniamesaeisnmantmeidion ID swriun giwre 1-
g1 4 g L | Had L Hed il PURGH A §inre ) i

888-254-2721- ufegnidguuigy asmstmgiminsel CA Dept. of Insurance msss 1-800-927-4357%(TTYJ’TDD2 71 1)

Korean
T2 0] MH|A, HIAALE 0|85t 4= USLICE Fotel A2 520 ZEE EME 2HOtEY = JUSLICH 222

[ =
o A|24® ID ZtE0| 7|XHEl HS £ 1-888-254-27212 HSISIMA|Q CHE = 20| ZQSIA|H 1-800-927-43572 E&
CA M0 2 =HAIL. (TTY/TDD: 711)

%

Punjabi
foge fodn 8913 @ 37 ATl IAD 8 T ugdon oond 99 Aa J1 I8 3976 THI=H UFJ d HE' Ader I W3 J% IJ31

I 39 3T$ 31 AT AR IS HEE B, A'G I3 WIS 98 QU3 HoT &9 HF 1-888-254-2721 3 IS I furmier
Hee &g, Ae figurdeHne wie fesianA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

BecnnaTHble A3bIkoBble yCryri. Bel MOXxeTe nony4mTb yCnyrn yCTHOro nepesogyvka. Bam MoryT npounTtatbe JOKYMEHTbI UIn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BaweM s3blke. [Insg nony4yeHnss NOMoLLM 3BOHUTE Ham Mo TenedoHy, ykasaHHOMY Ha
BaLlen ngeHTMdrKaLMoOHHOW kapTe, unu no Homepy 1-888-254-2721. ins nony4yeHns JONOMHUTENbHOW NOMOLLUN 3BOHUTE B
HenaptameHT cTpaxoBaHus wrata KanndopHua no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa humerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

Lifidu3nsiAenAuaien vinugunsazalauiaisaiy'le
mummsaﬂa‘l‘mLmummmul,anms"l,mmuﬁma”l,anmsmoamaa“aommuimﬂ‘tﬁmﬂwaamu mﬂmaomsmmmﬂmaa
‘Iﬂsmimsmmmnums;lLawmsuuaﬂnunmsﬂsummwaomumamummaw 1-888-254-2721 wAdadn1sANNladatAnLdy
Tusainsfinmuunun CA Dept. of Insurance Mivsnaiaa 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» Mién Phi. Quy vi cé thé c6 thdng dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi nghe vayéu
cau guvi mot so tai liéu bang ngon nglr ctia quy vi cho quy vi. Bé dwoc tro glup, hay goi cho sb dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé duoc gilp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Language Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llameal

1-877-241-7123.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa
1-877-241-7123.

Chinese (H30): RIRFR & XXAYEY), WILF] & 150 1.877-241-7123.
Navajo (Dine): Dinek’ehgo shika at’ohwol ninisingo, kwiijigo holne’ 1-877-241-7123.
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Your Prescription Benefit Program
Annual Maximum Out of Pocket
There is a $2,000 individual/ $4,000 family maximum out of pocket.

Retail Pharmacy Copay

You are responsible for paying the retail pharmacist the copay per prescription that is listed below:

30-Day Supply 90-Day Supply

$10.00 for a Generic Medication $20.00 for a Generic Medication

$20.00 for a Preferred Brand Medication $40.00 for a Preferred Brand Medication

$70.00 for a Non-Preferred Brand
Medication

$35.00 for a Non-Preferred Brand
Medication

This is a Dispense as Written (DAW) Plan, meaning your pharmacist must dispense the generic
equivalent when one is available, unless your physician specifically requests the brand. If you request
the brand-name medication from your pharmacist, you will be responsible for the difference in cost
between the brand and the generic plus the copay.

Retail quantities will be dispensed according to your physician’s instructions, as written on the
prescription, for up to a maximum of a 30-day supply or up to 100 units of a medication, whichever is
greater.

Please Note: If the cost of your medication is less than your calculated copay, you will only pay the cost
of the medication.

Mail Service Pharmacy Copay

Specialty Medication Copay (Continued)

Specialty medications can be filled one time at a retail pharmacy. After that, all prescriptions must be
obtained through Benecard Central Fill specialty pharmacy. Please note that specialty medications are
limited to a 30-day supply.

Frequently Asked Questions

How can | find a participating network pharmacy?

You can use your EmpiRx Health ID card at over 63,000 pharmacies nationwide, including all
pharmacy chains. You can locate a nearby network pharmacy by logging on to
myempirxhealth.com or calling 1-877-262-7435 toll-free.

What is a clinical review, and why is it necessary?

A clinical review of the request for medication is typically due to potential side effects, interactions,
and FDA-guidelines. This is a safety measure to ensure you're getting the most appropriate
treatment possible. EmpiRx Health will work directly with your physician to obtain the necessary
information before your prescription is filled. Once the review is complete, you'll be notified by mail,
or via the online member portal. You can also check your status on the member portal any time at
myempirxhealth.com.

How can I find out if a particular prescription is covered by my benefits?
You can check coverage easily by calling 1-877-262-7435 or logging onto myempirxhealth.com for
details.

How can I find out if generic or lower-cost
alternatives may be available to me?

Log onto the member portal myempirxhealth.com and select “Drug Pricing.” Then search for your medication. If a
generic is available, you'll see the cost for both the brand and generic. You can also call 1-877-262-7435 or consult

with your physician or pharmacist.

Why does my copayment change from month to month?

We do not set the cost of medications. Pricing fluctuates based on market cost and may vary by pharmacy. If your
copay is based on a percentage, rather than a fixed dollar amount, the cost can be different depending on which
pharmacy you use and the pricing of the medication at the time.

Prescriptions for maintenance medications (medications you take on an ongoing basis) can be submitted
to Benecard Central Fill, the EmpiRx Health mail service pharmacy. Your plan allows for up to a 90-day
supply with three (3) refills, according to your physician’s instructions. Your copay amount will be:

30-Day Supply 90-Day Supply

$10.00 for a Generic Medication $15.00 for a Generic Medication

$20.00 for a Preferred Brand Medication $30.00 for a Preferred Brand Medication

$60.00 for a Non-Preferred Brand
Medication

$35.00 for a Non-Preferred Brand
Medication

Specialty Medication Copay

Specialty medications are high-cost biotechnology drugs that require special distribution, handling, and
administration. These medications are typically designed to treat chronic diseases. Your copay amount
will be:

$10.00 for a Generic Specialty Medication
$20.00 for a Preferred Brand Specialty Medication
$35.00 for a Non-Preferred Brand Specialty Medication




Preferred Medication List Mail Order Pharmacy

The preferred medication list serves as a guide to clinically and therapeutically-appropriate medications You can easily obtain your maintenance medications through the EmpiRx Health mail order
covered under your plan. This does not take the place of your physician or pharmacist’s judgment pharmacy, Benecard Central Fill. Typically, prescriptions filled through mail order are for
regarding your individual needs. Refer to myempirxhealth.com to review the most recent preferred medications used to treat chronic conditions and are written for up to a 90-day supply, plus refills.
medication list. You also have the option of obtaining 90-day supplies through the retail network. Prescriptions
for medications that you need to use right away should always be taken to your local pharmacy.
Exclusions
For your first order, have your physician submit your prescription electronically to Benecard
Your prescription program covers most medically necessary, federal legend, state-restricted, and Central Fill or fax it to 1-888-907-0040. Be sure that your physician includes the cardholder
compounded medications, which by law may not be dispensed without a prescription. name, ID number, shipping address, and patient’s date of birth. Only prescriptions sent directly
from a doctor’s office will be accepted via fax. To submit a prescription yourself, complete the
Online Member Portal and Mobile App enclosed mail service order form and mail it, along with the original prescription, to Benecard
Central Fill in the preaddressed envelope provided. To request additional mail order forms with
Registration is easy. Along with your ID card, you will need basic member information, a phone number, preaddressed envelopes, please call 1-877-262-7435.
and an email address. Log onto the member portal at myempirxhealth.com or download the app on
Google Play or the App Store to access all your benefits information, including: Refill orders can be submitted online, by phone, or by mail.
: Plan coverage details and copayment information »  Online: Visit myempirxhealth.com. If you have not yet registered, click on “Register.” If
. Network pharmacy finder you are a registered user, log in and select “Mail Order.”
* Mail order access to request refills and check order status + By phone: Call Member Services toll-free at 1-877-262-7435, 24 hours-a-day, 7 days-a-
* Updated preferred medication list week, 365 days-a-year. Have your ID number and credit card information ready.

. Drug comparison pricing tool to identify lower-cost alternatives

. Drug information

. Recent personal drug utilization history, including the amount you have paid and what the plan
has paid on your behalf (this information is helpful for year-end tax purposes).

* By mail: Send the refill request order form provided with your last shipment back to
Benecard Central Fill in the preaddressed envelope.

Please note that EmpiRx Health does NOT automatically refill your prescriptions.

Retail Pharmacy Network To avoid delays, always include the appropriate copay (if applicable) when your order is placed.
Benecard Central Fill accepts Visa, MasterCard, Discover, American Express, and debit cards.

Your EmpiRx Health prescription benefit provides access to an extensive national pharmacy You may also pay by check or money order made payable to Benecard Central Fill. Please do not

network most chain pharmacies and most independents. Your plan allows for a 90-day supply send cash. Please allow up to two (2) weeks for delivery. Emergency prescriptions can be

of maintenance medications. Your ID card provides all the information your pharmacist needs expedited at an additional charge.

to process your prescription through EmpiRx Health. To locate a participating network
pharmacy, log on to the member portal at myempirxhealth.com or call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020).



Specialty Pharmacy

Specialty pharmaceuticals are typically produced through biotechnology, administered by injection, or
require special handling and patient monitoring.

Through the specialty pharmacy, you receive personalized attention to help you manage your medical
condition, including one-on-one counseling with our team of pharmacists and trained medical
professionals.

Our clinical team partners with you and your prescribing doctor to ensure you understand:

. How to manage your condition

. What medications you have been prescribed
. How to take your medication

. What lower-cost options may be available

. How to coordinate delivery of your medication

. How to safely handle and store your medication

Shipments will arrive in secure, temperature-controlled packaging (if necessary) and will include
everything you need to take your medication. Because of the sensitive nature of specialty medications,
some packages may require a signature.

Where Can | Ship My Medications?

We offer the convenience you need. Your medication can be shipped directly to:

*  Your home
*  Your work
*  Your doctor’s office

* Alocation of your choice

Specialty Medications and Manufacturer Programs
Members requiring specialty medications may be eligible to manufacture programs which financially
assist members in the purchase of the medication.

Specialty drugs have the following key characteristics:

. Need frequent dosage adjustments.

. Cause more severe side effects than traditional drugs
. Need special storage, handling and/or administration.
. Have a narrow therapeutic range.

. Require periodic laboratory or diagnostic testing.

Members will never pay more than standard plan copay for specialty drugs. Not all specialty
medications have an associated manufacturer programs.

Manufacturer programs have maximum dollar limits and can change program details at any time.

The maximum copay support resets at specific manufacturer's program dates (generally Jan 1 each
year, possible rolling 12 months from enrollment).

Unless stated otherwise, manufacturer's payments do not count toward the patient's deductible and or
out-of-pocket maximum obligations.

Savings with Generic Medications

Generic equivalent drugs must meet the same Food and Drug Administration (FDA) standards for
purity, strength, and safety as brand-name drugs. They must also have the same active ingredients
and absorption rate within the body as the brand-name version, but they typically cost less. If you wish
to take advantage of this savings opportunity, speak with your physician about the use of generics.
You may also want to consult with your pharmacist regarding generic drug options that may be
available to you.

ID Cards

If your ID card is not handy and there is an emergency need for a prescription, call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020), and we will provide your pharmacist with the
information required to process your prescription.

Direct Member Reimbursement

If you must pay out of pocket for medication covered by your plan, submit a Direct Member
Reimbursement Form. You can obtain a copy of the form online at myempirxhealth.com. In addition to
the form, you will need to provide an itemized receipt showing the following details: the amount
charged, prescription number, medication dispensed, manufacturer, dosage form, strength, quantity,
and date dispensed. Your pharmacist can assist you if you do not have a detailed receipt. Direct
reimbursement is based on your plan benefits, and the amount reimbursed may be significantly lower
than the retail price you paid. Always try to use a participating network pharmacy and present your ID
card to reduce any unnecessary out-of-pocket expenses.



Language Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llameal

1-877-241-7123.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa
1-877-241-7123.

Chinese (H30): RIRFR & XXAYEY), WILF] & 150 1.877-241-7123.
Navajo (Dine): Dinek’ehgo shika at’ohwol ninisingo, kwiijigo holne’ 1-877-241-7123.
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Your Prescription Benefit Program

Upfront Deductible and Annual Maximum Out of Pocket
There is a $1,500 individual/$3,000 Family Deductible.
There is a $3,000 individual/ $5,000 family maximum out of pocket.

Retail Pharmacy Copay

You are responsible for paying the retail pharmacist the copay per prescription that is listed below:

20% for a Generic Medication
20% for a Brand Medication

This is a Dispense as Written (DAW) Plan, meaning your pharmacist must dispense the generic
equivalent when one is available, unless your physician specifically requests the brand. If you request
the brand-name medication from your pharmacist, you will be responsible for the difference in cost
between the brand and the generic plus the copay.

Retail quantities will be dispensed according to your physician’s instructions, as written on the
prescription, for up to a maximum of a 30-day supply or up to 100 units of a medication, whichever is
greater.

Please Note: If the cost of your medication is less than your calculated copay, you will only pay the cost
of the medication.

Mail Service Pharmacy Copay

Prescriptions for maintenance medications (medications you take on an ongoing basis) can be submitted
to Benecard Central Fill, the EmpiRx Health mail service pharmacy. Your plan allows for up to a 90-day
supply with three (3) refills, according to your physician’s instructions. Your copay amount will be:

20% for a Generic Medication
20% for a Brand Medication

Specialty Medication Copay

Specialty medications are high-cost biotechnology drugs that require special distribution, handling, and
administration. These medications are typically designed to treat chronic diseases. Your copay amount
will be:

20% for a Generic Specialty Medication
20% for a Brand Specialty Medication

Specialty medications can be filled one time at a retail pharmacy. After that, all prescriptions must be
obtained through Benecard Central Fill specialty pharmacy. Please note that specialty medications are
limited to a 30-day supply.

Frequently Asked Questions

How can I find a participating network pharmacy?

You can use your EmpiRx Health ID card at over 63,000 pharmacies nationwide, including all
pharmacy chains. You can locate a nearby network pharmacy by logging on to
myempirxhealth.com or calling 1-877-262-7435 toll-free.

What is a clinical review, and why is it necessary?

A clinical review of the request for medication is typically due to potential side effects, interactions,
and FDA-guidelines. This is a safety measure to ensure you're getting the most appropriate
treatment possible. EmpiRx Health will work directly with your physician to obtain the necessary
information before your prescription is filled. Once the review is complete, you'll be notified by mail,
or via the online member portal. You can also check your status on the member portal any time at
myempirxhealth.com.

How can I find out if a particular prescription is covered by my benefits?
You can check coverage easily by calling 1-877-262-7435 or logging onto myempirxhealth.com for
details.

How can I find out if generic or lower-cost

alternatives may be available to me?

Log onto the member portal myempirxhealth.com and select “Drug Pricing.” Then search for your
medication. If a generic is available, you'll see the cost for both the brand and generic. You can also
call 1-877-262-7435 or consult with your physician or pharmacist.

Why does my copayment change from month to month?

We do not set the cost of medications. Pricing fluctuates based on market cost and may vary by
pharmacy. If your copay is based on a percentage, rather than a fixed dollar amount, the cost can be
different depending on which pharmacy you use and the pricing of the medication at the time.



Preferred Medication List

The preferred medication list serves as a guide to clinically and therapeutically-appropriate medications
covered under your plan. This does not take the place of your physician or pharmacist’s judgment
regarding your individual needs. Refer to myempirxhealth.com to review the most recent preferred
medication list.

Exclusions

Your prescription program covers most medically necessary, federal legend, state-restricted, and
compounded medications, which by law may not be dispensed without a prescription.

Online Member Portal and Mobile App

Registration is easy. Along with your ID card, you will need basic member information, a phone number,
and an email address. Log onto the member portal at myempirxhealth.com or download the app on
Google Play or the App Store to access all your benefits information, including:

. Plan coverage details and copayment information

. Network pharmacy finder

. Mail order access to request refills and check order status

. Updated preferred medication list

. Drug comparison pricing tool to identify lower-cost alternatives

. Drug information

. Recent personal drug utilization history, including the amount you have paid and what the plan
has paid on your behalf (this information is helpful for year-end tax purposes).

Retail Pharmacy Network

Your EmpiRx Health prescription benefit provides access to an extensive national pharmacy
network most chain pharmacies and most independents. Your plan allows for a 90-day supply
of maintenance medications. Your ID card provides all the information your pharmacist needs
to process your prescription through EmpiRx Health. To locate a participating network
pharmacy, log on to the member portal at myempirxhealth.com or call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020).

Mail Order Pharmacy

You can easily obtain your maintenance medications through the EmpiRx Health mail order
pharmacy, Benecard Central Fill. Typically, prescriptions filled through mail order are for

medications used to treat chronic conditions and are written for up to a 90-day supply, plus refills.

You also have the option of obtaining 90-day supplies through the retail network. Prescriptions
for medications that you need to use right away should always be taken to your local pharmacy.

For your first order, have your physician submit your prescription electronically to Benecard
Central Fill or fax it to 1-888-907-0040. Be sure that your physician includes the cardholder
name, ID number, shipping address, and patient’s date of birth. Only prescriptions sent directly
from a doctor’s office will be accepted via fax. To submit a prescription yourself, complete the
enclosed mail service order form and mail it, along with the original prescription, to Benecard
Central Fill in the preaddressed envelope provided. To request additional mail order forms with
preaddressed envelopes, please call 1-877-262-7435.

Refill orders can be submitted online, by phone, or by mail.
*  Online: Visit myempirxhealth.com. If you have not yet registered, click on “Register.” If

you are a registered user, log in and select “Mail Order.”

* By phone: Call Member Services toll-free at 1-877-262-7435, 24 hours-a-day, 7 days-a-
week, 365 days-a-year. Have your ID number and credit card information ready.

* By mail: Send the refill request order form provided with your last shipment back to
Benecard Central Fill in the preaddressed envelope.

Please note that EmpiRx Health does NOT automatically refill your prescriptions.

To avoid delays, always include the appropriate copay (if applicable) when your order is placed.
Benecard Central Fill accepts Visa, MasterCard, Discover, American Express, and debit cards.

You may also pay by check or money order made payable to Benecard Central Fill. Please do not

send cash. Please allow up to two (2) weeks for delivery. Emergency prescriptions can be
expedited at an additional charge.



Specialty Pharmacy

Specialty pharmaceuticals are typically produced through biotechnology, administered by injection, or
require special handling and patient monitoring.

Through the specialty pharmacy, you receive personalized attention to help you manage your medical
condition, including one-on-one counseling with our team of pharmacists and trained medical
professionals.

Our clinical team partners with you and your prescribing doctor to ensure you understand:

. How to manage your condition

. What medications you have been prescribed
. How to take your medication

. What lower-cost options may be available

. How to coordinate delivery of your medication

. How to safely handle and store your medication

Shipments will arrive in secure, temperature-controlled packaging (if necessary) and will include
everything you need to take your medication. Because of the sensitive nature of specialty medications,
some packages may require a signature.

Where Can | Ship My Medications?

We offer the convenience you need. Your medication can be shipped directly to:

*  Your home
*  Your work
*  Your doctor’s office

* Alocation of your choice

Specialty Medications and Manufacturer Programs
Members requiring specialty medications may be eligible to manufacture programs which financially
assist members in the purchase of the medication.

Specialty drugs have the following key characteristics:

. Need frequent dosage adjustments.

. Cause more severe side effects than traditional drugs

. Need special storage, handling and/or administration.

. Have a narrow therapeutic range.

. Require periodic laboratory or diagnostic testing.
Members will never pay more than standard plan copay for specialty drugs. Not all specialty
medications have an associated manufacturer programs.
Manufacturer programs have maximum dollar limits and can change program details at any time.
The maximum copay support resets at specific manufacturer's program dates (generally Jan 1 each
year, possible rolling 12 months from enrollment).
Unless stated otherwise, manufacturer's payments do not count toward the patient's deductible and or
out-of-pocket maximum obligations.

Savings with Generic Medications

Generic equivalent drugs must meet the same Food and Drug Administration (FDA) standards for
purity, strength, and safety as brand-name drugs. They must also have the same active ingredients
and absorption rate within the body as the brand-name version, but they typically cost less. If you wish
to take advantage of this savings opportunity, speak with your physician about the use of generics.
You may also want to consult with your pharmacist regarding generic drug options that may be
available to you.

ID Cards

If your ID card is not handy and there is an emergency need for a prescription, call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020), and we will provide your pharmacist with the
information required to process your prescription.

Direct Member Reimbursement

If you must pay out of pocket for medication covered by your plan, submit a Direct Member
Reimbursement Form. You can obtain a copy of the form online at myempirxhealth.com. In addition to
the form, you will need to provide an itemized receipt showing the following details: the amount
charged, prescription number, medication dispensed, manufacturer, dosage form, strength, quantity,
and date dispensed. Your pharmacist can assist you if you do not have a detailed receipt. Direct
reimbursement is based on your plan benefits, and the amount reimbursed may be significantly lower
than the retail price you paid. Always try to use a participating network pharmacy and present your ID
card to reduce any unnecessary out-of-pocket expenses.



Language Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llameal

1-877-241-7123. E m pi RX

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa HEALTH
1-877-241-7123.

Chinese (H30): RIRFR & XXAYEY), WILF] & 150 1.877-241-7123.

Navajo (Dine): Dinek’ehgo shika at’ohwol ninisingo, kwiijigo holne’ 1-877-241-7123.

SJVIA County of Fresno HDHP 3000 Plans
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This brochure is only a general description of your prescription benefit program and is not Insurance Authority

a contract. All benefits described herein are subject to the terms, conditions, and
limitations of the group master contract and applicable law. All personal health information
is kept strictly confidential, as required by the privacy rules of the Health Insurance
Portability and Accountability Act.
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Standard Brochure 1.2022 TDD: 1-888-907-0020
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Your Prescription Benefit Program

Upfront Deductible and Annual Maximum Out of Pocket
There is a $3,000 individual/$6,000 Family Deductible.
There is a $3,000 individual/ $6,000 family maximum out of pocket.

Retail Pharmacy Copay

You are responsible for paying the retail pharmacist the copay per prescription that is listed below:

$0 for a Generic Medication
$0 for a Brand Medication

This is a Dispense as Written (DAW) Plan, meaning your pharmacist must dispense the generic
equivalent when one is available, unless your physician specifically requests the brand. If you request
the brand-name medication from your pharmacist, you will be responsible for the difference in cost
between the brand and the generic plus the copay.

Retail quantities will be dispensed according to your physician’s instructions, as written on the
prescription, for up to a maximum of a 30-day supply or up to 100 units of a medication, whichever is
greater.

Please Note: If the cost of your medication is less than your calculated copay, you will only pay the cost
of the medication.

Mail Service Pharmacy Copay

Prescriptions for maintenance medications (medications you take on an ongoing basis) can be submitted
to Benecard Central Fill, the EmpiRx Health mail service pharmacy. Your plan allows for up to a 90-day
supply with three (3) refills, according to your physician’s instructions. Your copay amount will be:

$0 for a Generic Medication
$0 for a Brand Medication

Specialty Medication Copay

Specialty medications are high-cost biotechnology drugs that require special distribution, handling, and
administration. These medications are typically designed to treat chronic diseases. Your copay amount
will be:

$0 for a Generic Specialty Medication
$0 for a Brand Specialty Medication

Specialty medications can be filled one time at a retail pharmacy. After that, all prescriptions must be
obtained through Benecard Central Fill specialty pharmacy. Please note that specialty medications are
limited to a 30-day supply.

Frequently Asked Questions

How can I find a participating network pharmacy?

You can use your EmpiRx Health ID card at over 63,000 pharmacies nationwide, including all
pharmacy chains. You can locate a nearby network pharmacy by logging on to
myempirxhealth.com or calling 1-877-262-7435 toll-free.

What is a clinical review, and why is it necessary?

A clinical review of the request for medication is typically due to potential side effects, interactions,
and FDA-guidelines. This is a safety measure to ensure you're getting the most appropriate
treatment possible. EmpiRx Health will work directly with your physician to obtain the necessary
information before your prescription is filled. Once the review is complete, you'll be notified by mail,
or via the online member portal. You can also check your status on the member portal any time at
myempirxhealth.com.

How can I find out if a particular prescription is covered by my benefits?
You can check coverage easily by calling 1-877-262-7435 or logging onto myempirxhealth.com for
details.

How can I find out if generic or lower-cost

alternatives may be available to me?

Log onto the member portal myempirxhealth.com and select “Drug Pricing.” Then search for your
medication. If a generic is available, you'll see the cost for both the brand and generic. You can also
call 1-877-262-7435 or consult with your physician or pharmacist.

Why does my copayment change from month to month?

We do not set the cost of medications. Pricing fluctuates based on market cost and may vary by
pharmacy. If your copay is based on a percentage, rather than a fixed dollar amount, the cost can be
different depending on which pharmacy you use and the pricing of the medication at the time.



Preferred Medication List

The preferred medication list serves as a guide to clinically and therapeutically-appropriate medications
covered under your plan. This does not take the place of your physician or pharmacist’s judgment
regarding your individual needs. Refer to myempirxhealth.com to review the most recent preferred
medication list.

Exclusions

Your prescription program covers most medically necessary, federal legend, state-restricted, and
compounded medications, which by law may not be dispensed without a prescription.

Online Member Portal and Mobile App

Registration is easy. Along with your ID card, you will need basic member information, a phone number,
and an email address. Log onto the member portal at myempirxhealth.com or download the app on
Google Play or the App Store to access all your benefits information, including:

. Plan coverage details and copayment information

. Network pharmacy finder

. Mail order access to request refills and check order status

. Updated preferred medication list

. Drug comparison pricing tool to identify lower-cost alternatives

. Drug information

. Recent personal drug utilization history, including the amount you have paid and what the plan
has paid on your behalf (this information is helpful for year-end tax purposes).

Retail Pharmacy Network

Your EmpiRx Health prescription benefit provides access to an extensive national pharmacy
network most chain pharmacies and most independents. Your plan allows for a 90-day supply
of maintenance medications. Your ID card provides all the information your pharmacist needs
to process your prescription through EmpiRx Health. To locate a participating network
pharmacy, log on to the member portal at myempirxhealth.com or call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020).

Mail Order Pharmacy

You can easily obtain your maintenance medications through the EmpiRx Health mail order
pharmacy, Benecard Central Fill. Typically, prescriptions filled through mail order are for

medications used to treat chronic conditions and are written for up to a 90-day supply, plus refills.

You also have the option of obtaining 90-day supplies through the retail network. Prescriptions
for medications that you need to use right away should always be taken to your local pharmacy.

For your first order, have your physician submit your prescription electronically to Benecard
Central Fill or fax it to 1-888-907-0040. Be sure that your physician includes the cardholder
name, ID number, shipping address, and patient’s date of birth. Only prescriptions sent directly
from a doctor’s office will be accepted via fax. To submit a prescription yourself, complete the
enclosed mail service order form and mail it, along with the original prescription, to Benecard
Central Fill in the preaddressed envelope provided. To request additional mail order forms with
preaddressed envelopes, please call 1-877-262-7435.

Refill orders can be submitted online, by phone, or by mail.
*  Online: Visit myempirxhealth.com. If you have not yet registered, click on “Register.” If

you are a registered user, log in and select “Mail Order.”

* By phone: Call Member Services toll-free at 1-877-262-7435, 24 hours-a-day, 7 days-a-
week, 365 days-a-year. Have your ID number and credit card information ready.

* By mail: Send the refill request order form provided with your last shipment back to
Benecard Central Fill in the preaddressed envelope.

Please note that EmpiRx Health does NOT automatically refill your prescriptions.

To avoid delays, always include the appropriate copay (if applicable) when your order is placed.
Benecard Central Fill accepts Visa, MasterCard, Discover, American Express, and debit cards.

You may also pay by check or money order made payable to Benecard Central Fill. Please do not

send cash. Please allow up to two (2) weeks for delivery. Emergency prescriptions can be
expedited at an additional charge.



Specialty Pharmacy

Specialty pharmaceuticals are typically produced through biotechnology, administered by injection, or
require special handling and patient monitoring.

Through the specialty pharmacy, you receive personalized attention to help you manage your medical
condition, including one-on-one counseling with our team of pharmacists and trained medical
professionals.

Our clinical team partners with you and your prescribing doctor to ensure you understand:

. How to manage your condition

. What medications you have been prescribed
. How to take your medication

. What lower-cost options may be available

. How to coordinate delivery of your medication

. How to safely handle and store your medication

Shipments will arrive in secure, temperature-controlled packaging (if necessary) and will include
everything you need to take your medication. Because of the sensitive nature of specialty medications,
some packages may require a signature.

Where Can | Ship My Medications?

We offer the convenience you need. Your medication can be shipped directly to:

*  Your home
*  Your work
*  Your doctor’s office

* Alocation of your choice

Specialty Medications and Manufacturer Programs
Members requiring specialty medications may be eligible to manufacture programs which financially
assist members in the purchase of the medication.

Specialty drugs have the following key characteristics:

. Need frequent dosage adjustments.

. Cause more severe side effects than traditional drugs

. Need special storage, handling and/or administration.

. Have a narrow therapeutic range.

. Require periodic laboratory or diagnostic testing.
Members will never pay more than standard plan copay for specialty drugs. Not all specialty
medications have an associated manufacturer programs.
Manufacturer programs have maximum dollar limits and can change program details at any time.
The maximum copay support resets at specific manufacturer's program dates (generally Jan 1 each
year, possible rolling 12 months from enrollment).
Unless stated otherwise, manufacturer's payments do not count toward the patient's deductible and or
out-of-pocket maximum obligations.

Savings with Generic Medications

Generic equivalent drugs must meet the same Food and Drug Administration (FDA) standards for
purity, strength, and safety as brand-name drugs. They must also have the same active ingredients
and absorption rate within the body as the brand-name version, but they typically cost less. If you wish
to take advantage of this savings opportunity, speak with your physician about the use of generics.
You may also want to consult with your pharmacist regarding generic drug options that may be
available to you.

ID Cards

If your ID card is not handy and there is an emergency need for a prescription, call EmpiRx Health Member
Services toll-free at 1-877-262-7435 (TDD: 1-888-907-0020), and we will provide your pharmacist with the
information required to process your prescription.

Direct Member Reimbursement

If you must pay out of pocket for medication covered by your plan, submit a Direct Member
Reimbursement Form. You can obtain a copy of the form online at myempirxhealth.com. In addition to
the form, you will need to provide an itemized receipt showing the following details: the amount
charged, prescription number, medication dispensed, manufacturer, dosage form, strength, quantity,
and date dispensed. Your pharmacist can assist you if you do not have a detailed receipt. Direct
reimbursement is based on your plan benefits, and the amount reimbursed may be significantly lower
than the retail price you paid. Always try to use a participating network pharmacy and present your ID
card to reduce any unnecessary out-of-pocket expenses.



Disclosure Form Part One

County of Fresno

Group ID 580 - DHMO HSA Low PI
Member Services 1-800-464-4000

Home Region: Northern California

12/11/23 through 12/8/24
Principal benefits for Kaiser Permanente HSA-Qualified High Deductible

Health Plan (“HDHP”) HMO

“Kaiser Permanente HSA-Qualified High Deductible Health Plan (‘HDHP”) HMO” is a health benefit plan that meets the
requirements of Section 223(c)(2) of the Internal Revenue Code. For a complete explanation, please refer to the EOC.
Health Plan believes this coverage is a “grandfathered health plan” under the Patient Protection and Affordable Care Act.
If you have questions about grandfathered health plans, please call Member Services.

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.

Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services
you receive during the Accumulation Period until you reach the deductible amounts listed below. All payments you make
toward your deductibles apply to the Plan Out-of-Pocket Maximum amounts listed below.

Family Coverage Family Coverage
Amounts Per Accumulation Period @ ?:gq}?n;%,oigv&;angger) Each Member in a Family Entire Family of two or
y of two or more Members more Members

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $3,000 $3,000 $6,000
Drug Deductible Not applicable Not applicable Not applicable
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... No charge after Plan Deductible
Most Physician Specialist ViSitS ...........ccceeiiiiiiiiiiii e No charge after Plan Deductible
Routine physical maintenance exams, including well-woman exams.... No charge (Plan Deductible doesn’t apply)
Well-child preventive exams (through age 23 months) ...........cccccee..e. No charge (Plan Deductible doesn’t apply)
Scheduled prenatal care eXams...........ccccviiiiiieiee e No charge (Plan Deductible doesn’t apply)
Routine eye exams with a Plan Optometrist ...........ccccccoiiiiiiiiiiis No charge (Plan Deductible doesn’t apply)
Urgent care consultations, evaluations, and treatment .......................... No charge after Plan Deductible
Most physical, occupational, and speech therapy...........cccccccceiiiiiiiie. No charge after Plan Deductible
Telehealth Visits You Pay
Primary Care Visits and Non-Physician Specialist Visits by interactive
17710 [T B S RPPT PR No charge after Plan Deductible
Physician Specialist Visits by interactive video .............ccccccceiiiiiiis No charge after Plan Deductible
Primary Care Visits and Non-Physician Specialist Visits by telephone.. No charge after Plan Deductible
Physician Specialist Visits by telephone .............cccoooiiiiiieiii, No charge after Plan Deductible
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.................. No charge after Plan Deductible

Most immunizations (including the vaccing)...........ccccccvieieeiiieeeeiiens No charge (Plan Deductible doesn’t apply)
Most X-rays and laboratory tests...........ceeeieiiiieiiieeeeeeee No charge after Plan Deductible

Preventive X-rays, screenings, and laboratory tests as described in

TE EOC ... et No charge (Plan Deductible doesn’t apply)
Hospitalization Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and

Lo (U o USSP No charge after Plan Deductible
Emergency Health Coverage You Pay

Emergency Department ViSits .........ccooiiiiiiiiiii e No charge after Plan Deductible

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share
instead of the Emergency Department Cost Share (see “Hospitalization Services” for inpatient Cost Share)

Ambulance Services You Pay

AMDUIANCE SEIVICES. ... No charge after Plan Deductible

(continues)




. ________________________________________________________________________________________________________________________________________________________________|
Disclosure Form Part One (continued)

Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy or through our mail- No charge for up to a 100-day supply after Plan

(o]0 [ Y=Y o S Deductible
Most brand-name items (Tier 2) at a Plan Pharmacy or through our  No charge for up to a 100-day supply after Plan
g E= 1o o [=T Yo oV o SRR Deductible
Most specialty items (Tier 4) at a Plan Pharmacy ..........ccccccccceveeneee. No charge for up to a 30-day supply after Plan
Deductible
Durable Medical Equipment (DME) You Pay
Base DME items as described inthe EOC.............ocoiiiiiiiiiiiieeees No charge after Plan Deductible
Supplemental DME items up to a $2,500 benefit limit per
Accumulation Period as described in the EOC.............cccccvvvvieeeeeeennn. No charge after Plan Deductible
Mental Health Services You Pay
Inpatient psychiatric hospitalization.............ccccooiii e No charge after Plan Deductible
Individual outpatient mental health evaluation and treatment................. No charge after Plan Deductible
Group outpatient mental health treatment...............ooccciii s No charge after Plan Deductible
Substance Use Disorder Treatment You Pay
Inpatient detoXification...............cccociiiiiiiiii e No charge after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment No charge after Plan Deductible
Group outpatient substance use disorder treatment............c.c.ccoeenes No charge after Plan Deductible
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge after Plan Deductible
Other You Pay
Eyeglasses or contact lenses:
Eyeglass frame every 24 months ..........ccocccciiiiiieiiie e, Amount in excess of $200 Allowance (Allowance
not subject to Plan Deductible)
Regular eyeglass lenses every 12 months..........cccccovviiiiiiiienenee, No charge (Plan Deductible doesn’t apply)
Contact lenses every 12 months ... Amount in excess of $200 Allowance (Allowance
not subject to Plan Deductible)
Skilled nursing facility care (up to 100 days per benefit period)............. No charge after Plan Deductible
Prosthetic and orthotic devices as described in the EOC ...................... No charge after Plan Deductible
Diagnosis and treatment of infertility and artificial insemination............. Not covered
Assisted reproductive technology (“ART”) Services.........cccccovviieeeennnee Not covered
HOSPICE CAIE ...t e e ceeeaa No charge after Plan Deductible

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC. Please note that we provide all benefits required by law (for example, diabetes
testing supplies).

8963.160.2.5S000716455 embedded




Disclosure Form Part One

County of Fresno

Group ID 580 - HMO Plan
Member Services 1-800-464-4000
Home Region: Northern California

01/01/2024 through 12/31/2024

Principal benefits for Kaiser Permanente Traditional HMO Plan

Health Plan believes this coverage is a “grandfathered health plan” under the Patient Protection and Affordable Care Act.
If you have questions about grandfathered health plans, please call Member Services.

Accumulation Period

The Accumulation Period for this plan is January 1 through December 31.

Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

Family Coverage Family Coverage
Amounts Per Accumulation Period @ Is:g:;-i?n(:%,o(r:fewl\‘/algangger) Each Member in a Family Entire Family of two or
y of two or more Members more Members

Plan Out-of-Pocket Maximum $1,000 $1,000 $2,000
Plan Deductible None None None
Drug Deductible None None None
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... $15 per visit

Most Physician Specialist Visits ..........cccuiiiiiiiiiie e, $15 per visit

Routine physical maintenance exams, including well-woman exams.... No charge
Well-child preventive exams (through age 23 months) ...........cccccec.... No charge
Scheduled prenatal care eXams...........ccccvviiiiiiiee e No charge

Routine eye exams with a Plan Optometrist ...........cccccoiiiiiiiiiins No charge

Urgent care consultations, evaluations, and treatment .......................... $15 per visit

Most physical, occupational, and speech therapy...........cccccccciiiiiiiiie. $15 per visit
Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive
17/ [T TSP PP PRP No charge

Physician Specialist Visits by interactive video .............cccccccociiiii, No charge

Primary Care Visits and Non-Physician Specialist Visits by telephone.. No charge

Physician Specialist Visits by telephone ............ccccoooiiiiiiiiiiiiis No charge
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.................. $15 per procedure

Most immunizations (including the vaccing)...........ccccccvvieeeeeiieeeeciens No charge

Most X-rays and laboratory tests...........cccveeiiiiiiiiiiis No charge

Hospitalization Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and

Lo 5 0T < OSSR No charge

Emergency Health Coverage You Pay

Emergency Department ViSits ...........ouuuuuiiiiiiiiiiiiii e $100 per visit

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share
instead of the Emergency Department Cost Share (see “Hospitalization Services” for inpatient Cost Share)

Ambulance Services You Pay

AMDUIENCE SEIVICES. ... ..eiiiiiiiiiiie it No charge

Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy .........ccccccoeecvveeeeennee. $10 for up to a 30-day supply
Most generic (Tier 1) refills through our mail-order service................. $20 for up to a 100-day supply
Most brand-name items (Tier 2) at a Plan Pharmacy..............ccc........ $20 for up to a 30-day supply
Most brand-name (Tier 2) refills through our mail-order service ......... $40 for up to a 100-day supply
Most specialty items (Tier 4) at a Plan Pharmacy ..........cccccocceeeenne. $20 for up to a 30-day supply

Durable Medical Equipment (DME) You Pay

DME items as described inthe EOC...........coccieiiiiiiiiiiiieeee e No charge

(continues)




Disclosure Form Part One (continued)
Mental Health Services You Pay
Inpatient psychiatric hospitalization...............coooiiii No charge
Individual outpatient mental health evaluation and treatment................. $15 per visit
Group outpatient mental health treatment................ccccoo i, $7 per visit
Substance Use Disorder Treatment You Pay
Inpatient detoxification.............oooiiiii No charge

Individual outpatient substance use disorder evaluation and treatment $15 per visit
Group outpatient substance use disorder treatment......................c...... $5 per visit
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge
Other You Pay

Eyeglasses or contact lenses:

Eyeglass frame every 24 months ........c.ccocceeeeviiiie e Amount in excess of $200 Allowance
Regular eyeglass lenses every 12 months............c.ooovviviiiiiiiiiieiinnn, No charge

Contact lenses every 12 months ..........oooeeeiiiiiiiiiiiiiceeeeee e, Amount in excess of $200 Allowance

Hearing aids every 36 Mmonths..........coociiiiiiiiiiiie e Amount in excess of $1,000 Allowance per aid
Skilled nursing facility care (up to 100 days per benefit period)............. No charge

Prosthetic and orthotic devices as described in the EOC ...................... No charge

Services to diagnose or treat infertility and artificial insemination (such

as outpatient procedures or laboratory tests) as described in the the Cost Share you would pay if the Services were

EOC . et to treat any other condition
Assisted reproductive technology (“ART”) Services........ccccccovvieeeeennen. Not covered

HOSPICE CAIE ... e eeaeaaa No charge

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC. Please note that we provide all benefits required by law (for example, diabetes
testing supplies).

8963.155.1.5S000713336




Provided by American Specialty Health Plans of California, Inc. (ASH Plans)

Your Kaiser Permanente
CHIROPRACTIC benefits

When you need chiropractic care, follow these simple steps:
1. Find an ASH Participating Provider near you:

» Go to ashlink.com/ash/kp, or
= Call 1-800-678-9133 (TTY 711), Monday through Friday,
from 5 a.m. to & p.m. Pacific time

2. 5chedule an appointment.

3. Pay for your office visit when you arrive for your appointment.
[See the reverse for more details.)

Sl American Specialty Health.
ﬂamnfﬁifnml:E Iy #1% KAISER PERMANENTE.



YOUR KAISER PERMANENTE
CHIROPRACTIC BENEFIT

COrffice Visits Cost Sharing and Visit Limits

Cowvered Semvices are limited to Medically Neceszary Chiropractic Orffice visit cost share: 510 copayment per visit (if your dmendmenr
Services authorized and provided by ASH Participating Providers except | i3 paired with an HDOHP HMO evidence of coverage, this cost share 1=
for the nidal examination, Emergency Chirepracic Services, Urgent subject to the Plan Deduciible descrbed in your EGC)

Chiropractic Services, and Services that are not available from ASH Office visit Hmit: 30 visits per year

Participating Providers or other licensed providers with which ASH
confracts to provide coversd cars. You can obtain an mitial examination
from amy ASH Parficipating Provider without a referral from a Eaiser
Permansnte Plan Physician. Each effice visit counts toward any visit L,
if applicahle.

Chiropractic supports and appliances: If the amaunt of the appliance

in the ASH Plans fee schedule exceeds 5340, you will pay the ameount

in excess of $30. Covered chiropractic appliances are limited to: elbow
supports, back sappaorts, cervical collars, cervical pillows, heal lifts, hot
or cold packs, lnmbar braces and supports, himbar cushiens, arthotics,
WTist supperts, b belts, home racten umits, ankle braces, knee braces, rib
supports, and wrist braces.

X-rays and Inboratory tests: Medically Mecessary M-rays and laboratory tests are cowered at no charze when prescribed as part of covered chiropmctic
care and an ASH Panticipating Provider provides the Services or refers vou to another licensed provider with which ASH conmacts for the Services, If vour
Amangment is paired with an HDHP HMO evidence of coverage, this cost share s subject to the Plan Deductible described m your EQC.

ASH Participating Providers

ASH Plans contracts with ASH Participating Providers and edher bcenzed providers to provide covered Chiropractic Services. You pmst recee these
services from an ASH Participating Provider or another licensed provider with which ASH contracts, except for Emergency Chirepractic Services,
Urgent Chiropractic Services, and Services that are not available from confracted providers that are authonized m advance by ASH Plaps. The list of
ASH Participating Providers i available on the ASH Plans website at ashlink com/ssh/kaisercamedicare for Eaizer Permanents Sentor Advantags
memberz, or Bhlink com/'ash/lp for all other members, or from the ASH Plans Customer Service Department toll free at 1-800-678-9123 (TTY 711).
The list of ASH Participating Providars is subject te change at any fime without notice,

How to obtain services

To obtain coversd Services, call an ASH Participatng Provider to schedule an inifial examinytion If addifional Services are required, verification

that the Sarvices are Medically Neceszary may be required. Vour ASH Participating Provider will request any medical pecessity deferminations. An
ASH Plans clinician in the same or similar specialty as the provider of Services under review will decide whether the Services are or were Medically
Wersssary. ASH Plans will disclose to you, upon regusst, the writien criferia if uses to maks the decision to authonize, modify, delay, or desmy a reguest
for authorization. If vou have guestions or concerns, please contact the ASH Plans Customer Service Department.

G07492125 ! Plan ID: 142



TOUR KAISER PERMAMNENTE CHIROPRACTIC BEMEFIT

Second Opinions

You may request a second epmion m regard i covered Servicess by contacting ancther ASH Participating Provider. An ASH Participating Provider may
also request a second opinson m repard to covered Services by refermng vou te another ASH Participating Provider in the same or simdlar speciakty

Your costs

When you recerve covered Chiropracic Services, you must pay the cost share described below. The cost share does not apply toward the Plan Dreductble
of Plan Chut-of-Pocket Maximom described in your Health Plan Evidence of Coverage (T EQCT), unless your Chireprachc Services dmendment

[ Amendment”) is amending an H3A-Cualified High Deductble Health Plan (HOHP) HMO plan evidence of coverage. If your Amendmens is paired
with an HDHP HMO evidence of coverage, the cost share you pay for coversd Services is subject to the Plan Deductible and Plan Cut-of-Pockst
Maximum described in vour EOC.

Emergency and Urgent Chiropractic Services

We cover Emergency Chiropractic Services and Urgent Chiropractic Semvices provided by both ASH Participaring Providers and Non—Paricipating
Providers. We do nof cover follow-up or confimung care fom a Mon—FParticipating Provider umless ASH Plans has authonized the services in advance.
Alza, we do not cower sarvices from a Weo—Paroripadng Provider that A%H Plans determines ars not Emergency Chirepractic Senvices or Utgent
Chirepracic Services.

Getting Assistance

If oo have a queston or concerm regarding the Services you received from an ASH Participating Provider or another licensed prowider with which ASH
Plans comtracts, you may call the 45H Plans Customer Service Deparrment toll free at 1-800-6T3-9133 (TTY T11), weskday: from 5 am. to 6 pm.
Pacific dme.

Grievances

You can file a grievance with Kaiser Permanente regardins aoy issae. Your srievance most explaim your issoe, sach as the reasons why you believe a
derizion was n emer or why you are dissan=Hed with Services vou raceived. You may sobmit vour grisvance arally of in writing to Eatser Permanents
as descnbed m your Health Plan ECC.

Exclusions

= Senvices provided by a chirepractor that are not within the scope of Brensure for a chiropractor licensed in Califormia

= Adjunctive therapy not asseciated with spinal, muscle, or joint manipulations

= Air conditioners, air purifiers, therapeutic marresses, chiropractc appliances, durable medical squipment, suppliss, devices, appliances, and any othsr
itemy except those listed as covered i your dmendmant

= Services for asthma or addicfion, such as nicotne addiction
= Hypoetherapy, behavior maining, sleep therapy, and weizht programs
» Thermegraphy

= Experimental or mvestigational Services

= CT scaps, MRBIs, PET scams, bone scans, nocksar medicine, and any other type of diagnostc imazging or radiology other than X-rayvs covered undsr the
“Covered Services™ section of vour dmendment

= Ambulance and ather ransporaton

= Education programs, nen-medical self-care or self-help, any self-help phoysical exencise training, and any related diagnostic testimg

= Senvices for pre-employment physicals or vecational rehabiliation

= [irogs and medicmes, incloding non-legend or proprstary driss and medicines

» Services vou receive oarside the state of Califormia except for Emergency Chiropractic Services and Urgent Chirepractic Services

= Hozpital services, anesthesia, manipulation under anesthesia, and related services

= [hetary and ooiritional supplements, soch as vitamine, minerals, berbs, herbal products, mjectable supplements, and similar products

= Mazsaze therapy

= Maintsnance care (services provided to members whose ireatment records indicate that they have reached mamimmum therapeuic benefif)

G07492125 / Plan ID: 142



YOUR KAISER PERMAMENTE CHIROPRACTIC BEMEFIT

Definitions

ASH Participating Provider: A chiropractor who is licensed to provide chiropractic services in Califormia and who has a confract with ASH Plans to
provide Medically Necessary Chirepractic Services to yoo

ASH Plams: American Specialiy Health Plaps of Califommia, Inc., a Califormia corperation.

Chirepractc Services: Chiropractic semvices include spinal and exremity manipulation and adjunctve therapies swch as ulirasound, therapeufic exercse,
of elecimcal nmrscls stimulation. when provided durmgs the same cours= of treatment and i conjunction with chiropractc manipulatve services, and other
semvices provided ar prescribed by a chiropractor (inchiding laberatery tests, X-rays, and chiropractic supports and appliances) for the treatment of vour
Musculoskeletal and Falated Disorder.

Emergency Chiropractic Services: Covered Chiropractic Services provided for the treatment of a Musoulozkelstal and Belated Disordar which
manifests iwself by aonte symproms of suficient severiiy (ncloding severe pam) such that you could expect the absence of mmediate Chiropractic
Services to Tesulf n senious jeopardy fo your health ar body functions or argans.

Medically Neceszary: A Service is Medically Mecessary if it is medically appropriate and required to prevent, diagnese, or treat your condsiion or climical
symptoms in accaord with generally accepted professional standards of practice that are consistent with a standard of care in the medical commmmty.
Muoscnloskeletal and Related Disorders: Conditons with signs and symptams related to the nerwous, nmrscular, and'or skeletal systems.
Musculoskeletal and Rslated Disorders are conditiens typically categorized as stmacharal, degensmtive, or inflammatory disorders; or bromechamical
dysfunctiom of the jomts of the body and'ar related components of the muscls or skeletal systems (muscles, tendons, fascia, nerves, hzaments/capsales,
discs, and synovial souchores), and related manifesmtions or conditions.

Nop-Farticipating Provider: A prowvider other than an ASH Partcipating Provider

Services: Health care services or items.

Urgent Chiropractic Services: Chiropractic Services that meet all of the following requirements:

= They are necessary to prevent serious deterioration of vour health, resulting from an unforesesn iliness, mjury, or complication of an existing condition,
* They cannot be dzlayved unil you refam e the Servics Area

This is a summary and is intendad to hizghlizht only the most frequently asked questions about the chiropractic benefit, inchuding cost shars, Pleaze refer
to the Amendmen: for a detailed description of the chirepractic coverags.

Bl Amyrican Seeialy Hlh #4% KAISER PERMANENTE.
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Language Assistance
Services

English: Language assistance
15 available at no cost to you.
24 hours a day. 7 days a week.
You can request interpreter
services, materials translated
mnto your language. or i
alternative formats. Just call us
at 1-800-464-4000. 24 hours a
day. 7 days a week (closed
holidays). TTY users call 711.

L LA I _:-L.En__e_.uu_,ﬂlmjl_i.m :Arabic
Al T g dan, 5 g Ay pill dan, A dars ol SIS D_..J_.,:I,:Ll
1-800-464-4000 0 ko L LaTlt (g s il La 5 A sl
Lasi anisa] (nah b ) fr g1 e AE ASL e K
iy 0 ) FEI I Wy | PRI T A |

Armenian: 2hq jupnn §wi)fan egimmnih
wmpuimnp Gquf upgoui” opp 24 dand, nupwEn
7 op: “Fmg Yupnn e apubmbt) pufnnop
Fun@inih fumunygnabtn, Stn Gadod
Papqim i funi wyphnpuiewh dhoganhm]
wumnranmu fjmptp: “nnpgoogto qubgqudpte
1" 1-800-464-4000 hErmhmmunniopm]” opp

24 dunl” pupmpen 7 op (noh optphb Guoody B TTY-hg
oquunnitpp whng t qubguinupth 711

Chimese: {7458 77 « 875 24 BT E S M8
=iEah - fEo] LIS TSR R - S R e
SET A e B, - B EE T R
2 24 B ERITIT S 1-800-T57-T585 &) M
i (EEES (RR) - BEEEENE TTY) EEE
M TIL -

G AR s T oy gaples el I e L) Cles Fard
PENGC Bl PRS- O e | PR - EN Ty S
o slispn g Lal G s Oy e a1 0 RS

WGk G50 T g oS Orle B 0 CLelE e Dl i g
1-B00-464-4000 Lo 4 La Ly (e 28 5 13500 )
Ly TIY e e G TTY Sl sy dad

Hindi: =7 &= 3m= & gobear @9, B9 3 24 52,
TETE E ATET i Tueey §1 v v gavrey £ Sue
¥ o, o= Taslt & = it &7 @9+ T 9§
T wEET E A, an defers wet ¥ T ey
TTEFS §1 TF 59 26 1-800-464-4000 77, BT F 24
oz, wETE AT e (g T R g ) we
F91 TTY s9atmaat 711 9% e F41

Hmong: Muajkwc pab trhais lus pub dawh ran ko),

24 teev ib hook vz, 7 hook ib lim tiam twz. Koj thow
tam cow kev pab trhais lus, muab cov ntaub ntawnr
tehais na koj hom lus, los vog ua lavm hom Tswas bo
ran 1-800-464-4000, 24 eev ib lomb rwg, 7 b ib
lim tiam twg (cov houb caiv kaw). Cov neag siv
TTY Im 711

Japamese: SR TiZ, BEZRTERT, FPEFK,
#EHIHAVEET Y. BRY—E2, BERE
FZEER Shie . HDOEEEREROEN T
T E 2, W 18004644000 £ THME
LR ERAEREFERERE) | TTY 32—4
ETHICEREE < XL,

Khmer: Sgtuman Snesasalganymeis 24
wnbguin 7 igy g e g majoane i
aarni-inumnaumipnetsmanis yhdkdings
(s gial gL AENIE 1-800-464-4000 (1S 24
wniwgwly 7 idyumndeyg (Geldunn ) g TTY
e 7114

Korean: 2% 3 A7k BAR 4o A4

AH 2F FREE ol &= &+ AFU Aske
T MEs, At Ao E Y E AR £ A
Has AEE LHE 5 iletich 29 /M3
A E o] 1-800-464-4000F 2 = HEsrd A2
(FHY #F)TTY AHe=l 2 ML

Laotian: nmuzosciaontuwaaadlnd nali"rcﬁljrﬁ
anmew, neman 24 Zolug, 7 Sudonfin. et
suansagziud Entuussuman, Toediens
siduweszogney, & Tu;}umuu%u_ wy9
s InsmmmonSaf 1-300-464-4000, n=man 24
Folug, 7 Sudeafia (Bodudineags). glazne
TTY Tms 711



Navajo: Sazd bee aka's sveed naholg t'24 jilk'a,
nasdiin doo bibaa’ dif’ ahéé iikeed rsosts’id yiskaajj
damoo na'adlechjl. Atah halne’s aka’adeclwebigl joki,
t*2adoo le'é t°33 hohazaadjj hadilvaa’zo, & doodaii”
nazna 13 2133 adaat’ehizn bes hadadilyaz'zo. Eojl
hodiilnih 1-800-464-4000, nasdiiz doo bibas’ dii’

ahéé fikeed tsoseid yiskdaji damoo na’adleshi]
(Dahodiyin biniivé 2'e zahgo & dz’deslkaal).

TTY chodesyoolinizii koji hoditlnih T11.

Pmmjabi: 57 fadt e &, fem T M wE =3 £ 7o,
TEE Y AT TR wE SusET o IET e gewiE ut
o TE, mdEEt § vt e e vimee weeiE
e, 7 fait 2y Teie fow yug 990 oot ot o9 wee
T =7 frgm =g 1-800-464-4000 5, fom & 24 w2, 723
7o (gew o fen se saw & Se wa TTY &
e 750 = 711 °F ST 790

BEaossian: M fermmarae ofecnemmass Bac yoOTyTamMs
mepenoma 14 waca B cyTER, 7 THeE B Betemo. Bu Momers
EOCIOEZ0EATECE IOMOMIERY YOTHOTG IEDEE0TTHES,
IANPOCHTE DEPEE0D MATEDIATOR HA (B0 TI6E HIH
IANPOCHTE B B 0JHOM B3 AMETEpEITHEHEN QOpMATOE.
Ipocro noepossTe Bad 0o Tenedosy 1-S0-464-4 000,
EOTOPEDT 30CTYVIEHE 24 w303 B OVTER, 7 ISl B HETETH
(Eprones mpazTEErTED meel). [Tomeacearem: wesm TTY
MOTYT 3B0HEETE 0 Hodepy T11.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 boras al dis, 7 dias a la samana.
Puade solicitar los servicios de un intérprete, que los
materiales se Taduzcan @ su idioms o en formatos
alternativos. Solo lame al 1-8040-TE8-06146, 24 horas al
dia, 7 diss a2 la semana (cerrado los dias festives). Los
usuaries de TTY, deben llamsar al T11.

Tagalog: May magagamit na fulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggoe. MMasar kang homingd ng mga serdsyo 0g
tagazalin sa wika, mga babazahin na isinalin sa iyvong
wika o =a mga aliematibong formeat. Tawagan lamang
kami z3 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado s3 mea pista opisyal). Ang mza
gumagamit ng TTY ay maaaring tumawag =a T11.

Thai: iiusmsaunidmivaaeaan 24 thiug

watuaasatiunimstaanAasusavalians
thosauf e HTaIRAALAEIALATAIRBATEIASAUE
FuaTEnassiasqaissunsana Winsudaaaa

ol Y - 1 - = -
aifluareniqalfldiaolifinsdedutasifiins g
s TAHEoEy 1-S00-464-4000 aaas 24

drTuamadu (Tativdasluiumessums) §1d TTY

Tlsafins1dn T11

Viemamese: Dichwm thung dich dirgc cung :ap mign
phlchnqmu"-‘-tg:mmmnga". -nga'-'tmngm.QO
ncuduvm:audmhmﬂmngdxh,mheughmmch
mngﬂnn@:mqmnhm:tmhﬂuh&ngnh&uhmh
tinre khac. Qury vi chi can goi cho chimg 154 tzd 50
1-800-464-4000, 24 £ivr moi neay, 7 nedy ong man
{rir céic ngdy 1€). Newdd dime TTY xin goi T11.



Disclosure Form Part One

County of Fresno

Group ID 580 - DHMO HSA Low PI
Member Services 1-800-464-4000

Home Region: Northern California

12/11/23 through 12/8/24
Principal benefits for Kaiser Permanente HSA-Qualified High Deductible

Health Plan (“HDHP”) HMO

“Kaiser Permanente HSA-Qualified High Deductible Health Plan (‘HDHP”) HMO” is a health benefit plan that meets the
requirements of Section 223(c)(2) of the Internal Revenue Code. For a complete explanation, please refer to the EOC.
Health Plan believes this coverage is a “grandfathered health plan” under the Patient Protection and Affordable Care Act.
If you have questions about grandfathered health plans, please call Member Services.

Accumulation Period
The Accumulation Period for this plan is January 1 through December 31.

Out-of-Pocket Maximums and Deductibles

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the
Accumulation Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services
you receive during the Accumulation Period until you reach the deductible amounts listed below. All payments you make
toward your deductibles apply to the Plan Out-of-Pocket Maximum amounts listed below.

Family Coverage Family Coverage
Amounts Per Accumulation Period @ ?:gq}?n;%,oigv&;angger) Each Member in a Family Entire Family of two or
y of two or more Members more Members

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $3,000 $3,000 $6,000
Drug Deductible Not applicable Not applicable Not applicable
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... No charge after Plan Deductible
Most Physician Specialist ViSitS ...........ccceeiiiiiiiiiiii e No charge after Plan Deductible
Routine physical maintenance exams, including well-woman exams.... No charge (Plan Deductible doesn’t apply)
Well-child preventive exams (through age 23 months) ...........cccccee..e. No charge (Plan Deductible doesn’t apply)
Scheduled prenatal care eXams...........ccccviiiiiieiee e No charge (Plan Deductible doesn’t apply)
Routine eye exams with a Plan Optometrist ...........ccccccoiiiiiiiiiiis No charge (Plan Deductible doesn’t apply)
Urgent care consultations, evaluations, and treatment .......................... No charge after Plan Deductible
Most physical, occupational, and speech therapy...........cccccccceiiiiiiiie. No charge after Plan Deductible
Telehealth Visits You Pay
Primary Care Visits and Non-Physician Specialist Visits by interactive
17710 [T B S RPPT PR No charge after Plan Deductible
Physician Specialist Visits by interactive video .............ccccccceiiiiiiis No charge after Plan Deductible
Primary Care Visits and Non-Physician Specialist Visits by telephone.. No charge after Plan Deductible
Physician Specialist Visits by telephone .............cccoooiiiiiieiii, No charge after Plan Deductible
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.................. No charge after Plan Deductible

Most immunizations (including the vaccing)...........ccccccvieieeiiieeeeiiens No charge (Plan Deductible doesn’t apply)
Most X-rays and laboratory tests...........ceeeieiiiieiiieeeeeeee No charge after Plan Deductible

Preventive X-rays, screenings, and laboratory tests as described in

TE EOC ... et No charge (Plan Deductible doesn’t apply)
Hospitalization Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and

Lo (U o USSP No charge after Plan Deductible
Emergency Health Coverage You Pay

Emergency Department ViSits .........ccooiiiiiiiiiii e No charge after Plan Deductible

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share
instead of the Emergency Department Cost Share (see “Hospitalization Services” for inpatient Cost Share)

Ambulance Services You Pay

AMDUIANCE SEIVICES. ... No charge after Plan Deductible

(continues)




. ________________________________________________________________________________________________________________________________________________________________|
Disclosure Form Part One (continued)

Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy or through our mail- No charge for up to a 100-day supply after Plan

(o]0 [ Y=Y o S Deductible
Most brand-name items (Tier 2) at a Plan Pharmacy or through our  No charge for up to a 100-day supply after Plan
g E= 1o o [=T Yo oV o SRR Deductible
Most specialty items (Tier 4) at a Plan Pharmacy ..........ccccccccceveeneee. No charge for up to a 30-day supply after Plan
Deductible
Durable Medical Equipment (DME) You Pay
Base DME items as described inthe EOC.............ocoiiiiiiiiiiiieeees No charge after Plan Deductible
Supplemental DME items up to a $2,500 benefit limit per
Accumulation Period as described in the EOC.............cccccvvvvieeeeeeennn. No charge after Plan Deductible
Mental Health Services You Pay
Inpatient psychiatric hospitalization.............ccccooiii e No charge after Plan Deductible
Individual outpatient mental health evaluation and treatment................. No charge after Plan Deductible
Group outpatient mental health treatment...............ooccciii s No charge after Plan Deductible
Substance Use Disorder Treatment You Pay
Inpatient detoXification...............cccociiiiiiiiii e No charge after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment No charge after Plan Deductible
Group outpatient substance use disorder treatment............c.c.ccoeenes No charge after Plan Deductible
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge after Plan Deductible
Other You Pay
Eyeglasses or contact lenses:
Eyeglass frame every 24 months ..........ccocccciiiiiieiiie e, Amount in excess of $200 Allowance (Allowance
not subject to Plan Deductible)
Regular eyeglass lenses every 12 months..........cccccovviiiiiiiienenee, No charge (Plan Deductible doesn’t apply)
Contact lenses every 12 months ... Amount in excess of $200 Allowance (Allowance
not subject to Plan Deductible)
Skilled nursing facility care (up to 100 days per benefit period)............. No charge after Plan Deductible
Prosthetic and orthotic devices as described in the EOC ...................... No charge after Plan Deductible
Diagnosis and treatment of infertility and artificial insemination............. Not covered
Assisted reproductive technology (“ART”) Services.........cccccovviieeeennnee Not covered
HOSPICE CAIE ...t e e ceeeaa No charge after Plan Deductible

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete
explanation, please refer to the EOC. Please note that we provide all benefits required by law (for example, diabetes
testing supplies).

8963.160.2.5S000716455 embedded




& DELTA DENTAL

Keep smiling

Delta Dental PPO™

Save with PPO

Visit a dentist in the PPO! network to
maximize your savings.? These dentists
have agreed to reduced fees, and you
won’t get charged more than your
expected share of the bill.> Find a PPO
dentist at deltadentalins.com.

Set up an online account

Get information about your plan, check
benefits and eligibility information, find a
network dentist and more. Sign up for an
online account at deltadentalins.com.

Check in without an ID card

You don’t need a Delta Dental ID card
when you visit the dentist. Just provide
your name, birth date and enrollee ID
or Social Security number. If your family
members are covered under your plan,
they’ll need your information. Prefer to
have an ID card? Simply log in to your
account to view or print your card.

Save with a
PPO dentist

PPO

Coordinate dual coverage

If you’re covered under two plans, ask
your dental office to include information
about both plans with your claim —
we’ll handle the rest.

Understand transition of care
Generally, multi-stage procedures are
covered under your current plan only
if treatment began after your plan’s
effective date of coverage.” Log in to
your online account to find this date.

Get LASIK and hearing aid discounts
With access to QualSight and Amplifon
Hearing Health Care®, you can receive
significant savings on LASIK procedures
and hearing aids. To take advantage

of these discounts, call QualSight at
855-248-2020 and Amplifon at
888-779-1429.

NON-PPO

"In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.
2You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid

contracted fees.

3You are responsible for any applicable deductibles, coinsurance, amounts over annual or lifetime maximums and charges for non-covered services.
Out-of-network dentists may bill the difference between their usual fee and Delta Dental’s maximum contract allowance.

4 Applies only to procedures covered under your plan. If you began treatment prior to your effective date of coverage, you or your prior carrier is
responsible for any costs. Group- and state-specific exceptions may apply. If you are currently undergoing active orthodontic treatment, you may be
eligible to continue treatment under Delta Dental PPO. Review your Evidence of Coverage, Summary Plan Description or Group Dental Service Contract

for specific details about your plan.

°Vision corrective services and Amplifon’s hearing health care services are not insured benefits. Delta Dental makes the vision corrective services program
and hearing health care services program available to you to provide access to the preferred pricing for LASIK surgery and for hearing aids and other

hearing health services.

West Virginia: Learn about our commitment to providing access to a quality dentist network at

deltadentalins.com/about/legal/index-enrollee.html.

Copyright © 2023 Delta Dental. All rights reserved.
HL_PPO #135419F (rev. 1/23)


https://www1.deltadentalins.com
https://www1.deltadentalins.com
http://deltadentalins.com/about/legal/index-enrollee.html

Benefit Highlights: Delta Dental PPO ™

Plan Benefit Highlights for:
Group No:

County of Fresno
05879

910 For eligibility details, refer to the plan's Evidence/Certificate of Coverage (on file
with your benefits administrator, plan sponsor or employer).

Deductibles

Deductibles waived for Diagnostic &
Preventive (D & P)?

S50 per person / $150 per family each calendar year

Delta Dental PPO dentists: Yes
Non-Delta Dental PPO dentists: No

Maximums $2,500 per person each calendar year
D & P counts toward maximum? No
Waiting Period(s) Basic Services Major Services Prosthodontics Orthodontics
None None None None
Benefits and Covered Delta Dental PPO Non-Delta Dental PPO
Services* dentists** dentists**
Diagnostic & Preventive Services
(D&P) 100% 90%
Exams, cleanings and x-rays
Ba.s.|.c Services 90% 90%
Fillings and sealants
Endodontics (root.canals? 50% 50%
Covered Under Major Services
Periodontics (gum. treatm.ent) 50% 50%
Covered Under Major Services
Oral Surgery . . 50% 50%
Covered Under Major Services
Major Services 50% 50%
Crowns, onlays and cast restorations
Pro§thodont|cs . 50% 50%
Bridges, dentures and implants
Orthodontic Benefits
100% 100%
Adults and dependent children ? ?
Orthodontic Maximums 100% 100%
Adults and dependent children After co-payment After co-payment
Orthodontic Maximums
Adults (age 20 and over) $1,880 per Case $1,880 per Case
One Orthodontic case per lifetime
Child(ren) (through age 19)
One Orthodontic case per lifetime 51’660 per Case 51’660 per Case

* Limitations or waiting periods may apply for some benefits; some services may be excluded from your plan. Reimbursement is based on
Delta Dental maximum contract allowances and not necessarily each dentist’'s submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists and program allowance
for non-Delta Dental dentists.

Delta Dental of California
560 Mission St., Suite 1300
San Francisco, CA 94105

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. If

Customer Service
888-335-8227

deltadentalins.com

Claims Address
P.O. Box 997330
Sacramento, CA 95899-7330

you have specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits

representative.

Revised 8/19/2023



£) DELTA DENTAL

Keep smilin

DeltaCare” USA

Dental benefits made sasy!

When you enroll In a DeltaCare USA plan, you'll
choose a primary care dentist from our network
of carefullty screened, private-practice dentists.
You must visit your primary care dentist to

Budget-friendly costs
With your DeltaCare USA plan, there are no
surprisas. You'll know your copayments, and

your out-of-pocket costs are clearly defined
bafore treatment bagins.

recelve benefits.s « Mo deductibles or maximums: for covered

» Mo restrictions on pre-exlsting conditions services

(except work In progress) » Pay only your copayment (If any) at the time of
» Access to speclalty care and out-of-area treatment

emergency care . .
9 ¥ Convenient services

We make It easy for you — there are no clalm
forms to complete, and no plan 10 card 1s
required to recelve treatment.

A partner in oral health

Your DeltaCare USA plan encourages regular
dental care with an extensive list of covered

services to halp you stay healthy. + Access plan Information online

= Low or no copayments for services like » Change your primary care dentist by phone or
cleanings and exams onling

LEGAL MOTICES: Acoass fedaral and state kegal naticas related to your plhn: deltadentalirs.comfabout Aegal findex-erml ke hkmi

1Daltatare LUSA Is undaereitten in thasa states by these entibles: AL — Alpha Dental of Alabama, Inc; AZ — Alpha Daental of Adzona, Inc.; CA — Delta Dental of
Collfornia; AR, OO, 1A, M&, ME, ML MK, MC, ND, ME, HH, DK, OR, Rl 5C, 50, W&, VT, WA, W1 WY — Dentegra Insurance Company; AR, CT, O, DE, FL, GA, K5, LA
MS, MT, TN, W — Daita Dontal Insuranco Company; HL 10, IL, 1N, K, =0, M0, K, OH, TX — Alphs Donta Programs, Inc.; MW — Alpha Dantal of Mowa:oa, inc.; UT
— Alpdha Cental of Utah, Inc; MM — Alpha Dsankal of Hew Meadoo, Inc; WY — Delta Caenkal of Kew York, inc_; FA — Daita Cental of Fennsy hvania. Datta Csantal
Irnsurance CoMmpany acts &5 the DeltaCare USA administrator inoall these states. These companies are financialy resparsible for thair own products. Daita
Csankal k= a3 registanad tracamar of Dalta Cental Flars Aszoclation

Twarity your selected DeltaCare USA primany care dentist before each appointmant.

* Flans with an Accidental injury Rider have a $1,600 annual maximeam for accidental Injury. Consult your Evidence/Cartificate of Coweraga.

OYo@mD

deltadentalins.com/enrolleas

SCCASTD Administered by Delta Dental Insurance Company HL_DCU_CA4IN_W2S_W_EN_D40125 LTR



Frequently asked guestions

What you need to know about your

DeltaCare®™ USA plan

Getting started

1. How deo | enroll In a DeltaCare USA plan?
Simply complete the enrollment process as
directed by your benefits administrator. Be sure to
select a primary care network dentist for yourself
or your dependents, and indicate this dentist and
the name of your group when you enroll.

2. How do | get started using my
DeltaCare USA plan?
Once we process your enrollment, we'll mail youw
welcome materials that will imclude:

* The name, address and phone number of your
selected primary care dentist. Simoly call
the dental facility to make an appointment.
Important mote: In order to receive benefits
under your plan, you must visit your primary care
network dentist for all services. If you require
treatment from a specialist, your primary care
dentist will coordinate a referral for you. You can
change your primary care dentist by
contacting us.

Your Evidence/Certificate of Coverage (plan
bocklet). This useful document provides a

thorough description of how to use your benefits,

including covered services, copayments and any
limitations and exclusions of your plamn.

An 1D card. This card is for your records only —
you do not need to present it in order to
receive treatment.

3. How lomg will It take to get an appolntment
with my primary care dentist?
Twio to four weehks' is a reasonable amount of time
to wait for a routine, mon-urgent appointment.
If you require a specific time slot, you may need
to wait longer. Most DeltaCare USA dentists are
in private group practices, which generally offer
greater appointment availability and extended
office howrs.

4.

How much will my dental treatments cost?
How do | pay?

With your DeltaCare USA plan, some services are
covered at no cost, while others have a copayment
(amount you pay) for certain services. To find

out how much a treatment will cost, refer to

the “Description of Benefits and Copayments”

im this brochure for @ list of covered services

and copayments. It's a good idea to bring

your Evidence/Certificate of Coverage to yvour
appointment in case you need to discuss your
copayment for a service with your dentist. If you
hawe any questions about the charges for a service,
please contact Customer Service. If you receive
treatment that requires a copayment, simply pay
the dental facility at the time of service.

Choosing a dentist

5

How do | select my primary care denfist?
When you enrgll, you must select a primary care
dentist from the DeltaCare USA network?. To
search for a dentist, use the Find a dentist tool at
deltadentalins.com and select the DeltaCare LUSA
network. You must visit your selected primary care
dentist to use plan bensfits. Important: Dental
services provided by a dentist other than wour
selected primary care dentist will be denied. Your
primary care dentist will refer you to a specialist if
amy specialty care is required.

Does everyone In my familly have to choose
the same primary care dantist?

Mo, Each family member can select his or her own
primary care network dentist®

Can | change my primary care dentist?

‘Yes. You can request to change your primary care
dentist at amy time. Simply visit our website and
log on to your online account or contact Customer
Service. Selections made by the 15th of the month
are effective immediately. Selections made on or
after the 16th of the month will be effective on the
first day of the following month.

" i TX, three weeks Is a reasonabile amount of time to walt for a routine, non-urgent appointment. In TX, there s no Imit on the

numbser of miles or on the dollar amownt per emergancy.

“in AZ, MID, and TX, If you do not select a dentist when you enrcll, we will choose one for youw
* In MA, you cannot select more than three primary care dentist facllities per family.



8. My dentlst says she Is a Delta Dental dentist, 12. Does my plan cover pre-existing conditions?

but she 1sn't listed In the DeltaCara USA What about treatments that are In prograss?
directory. Can | still visit her for services? Treatment for pre-existing conditions (except work
Mo Delta Dental has many networks, and in progress®), including missing or extracted teeth,
participation may vary — mot all Delta Dental dentists is covered under your plan. Treatment in progress
are DeltaCare USA dentists. You must visit your includes services such as preparations for crowns
selected primary care network dentist to receive or root canals, or impressions for dentures. If you
benefits under this plan. started treatment before your plan’s effective date,
ou and your prior dental carrier are responsible for
9. What should | do It | need to see a speclallst? :ny CDETFEDWIE DeltaCare USA plans may cover in-
If you reguire specialty dental care — such as oml progress orthodontic treatment.
surgery, endodontics, periodontics or pediatric
dentistry — contact your primary care dentist to 13. Does my plan cover teeth whitening?
request a referral. Specialty dental services not Yes. External bleaching is a benefit under your
performed by your selected primary care dentist DieltaCare USA plan. Review your plan booklet for
must be authorized by wus. You are responsible for amy more information and talk to your dentist about
applicable copayments. wour options.
14. Does my plan cover tooth-colored flllings
General plan information and crowns?
10. It I'm traveling, Is emergency treatment ‘_1"95. P‘nn:n_alain_and other tooth-colored materials are
covered under my plan? included in this plam.
You and your eligible dependents have out-of-area 15. What It | have additional questions about
coverage for dental emergencies.® Your out-of- my plan?
area emergency benefit (typically limited to $100 Please contact us for additional support. Our
per person) is for services to relieve pain until you Customer Service representatives can answer
can retumn to your primary care network dentist.’ benefits questions as well as help you change your
Standard plan limitations, exclusions and copayments primary care dentist or arrange for urgent care
may apply. referrals. See the back page of this brochure for our
1. Can | access my plan onling? contact information.

Yes, Visit deltadentalins.com to create a free, secure
online account. You can access your plan benefits
and |0 card, select {or change} your primary care
dentist and more.

3 Stabe-specific minimum distance reguirements may apply.
! In T, there Is no limit on the number of miles or on the doliar amount per emergency.
® In TX, there |5 no axception for work In progress for covered DeltaCare USA benefits.

We make it easy for you!

Bl = O W B

Select a Recalve your Schedule an Recelve Pay only your
DeltaCare USA welcome materials appolntmment dental care share to dentist
dentist

Copyright & 202T Daita Dental. All rights reserved
FAGQ_DCU USA_STD #135338-30 (rav. OUZ3)



Plan CA42M DeltaCare USA Description of Benefits and Copayments

SCHEDLULE A
Description of Benefits and Copayments

The Benefits shown below are performed as deemed appropriate by the attending Contract Dentist subject to the
limitations and exclusions of the Progam Flease refer to Schedu'e 8 for further clarification of Benefits. You should
discuss all treatment options with Your Contract Dentist prier to services being rendered.

Text that appears in italics below is specifically intended to clarfy the delivery of Benefits under the DeltaCare USA
Program and is not to be interpreted as Current Dental Terminology (Y COTY), COT-2023 procedure codes, descriptors or
namenclature that are under copyright by the Amercan Dental Association ("ADA"). The ADA may pericdically change
COT codes or definidons. Such updated codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation

EMROLLEE

CODE  DESCHIPTION BAYS
CO100-D 0595959 | DIAGHOSTIC
DO120 Periodic oral evaluation - established patient et e e eenee .. D Cost
DO140 Limited oral evaluation - problem foomsed e e e Mo Cost
00145 Cral evaluation for a patient under three years of age and counseling with primary caregiver ........ Mo Cost
D50 Comprehensive oral evaluation - new or established patient . iiiieeee. Mo Cost
DONED Detailed and extensive oral evaluation - problem focused, by report e Mo Cost
DO170  Re-evaluation - limited, problem focused (established patient; not post-operative visit) ... Mo Cost
DON71  Re-evaluation - post-operative office wisit e e e s Mo Cost
DO Comprehensive pericdontal evaluation - new or established patient ..t Mo Cost
DONS0  Screening of a patient . USSP /= B = 11
DO19  Assessment of a Datrent - e ——— eeeenmnne MO Cost
DO210  Intmoral - comprehensive series of radmgraphn: IIT'EIQEE - .Clm.l ted tn J5ene5evay EH .rr'.'a.rrths ........ Mo Cost
DO220 Intracral = perapical first radiographic IMEOE . e e e e e e Mo Cost
DO230 Intrmoral - periapical each additional radicgraphic image e e 1D Cost
0240 Intrmoral - coclusal radiograp e IME e et e Mo Cost
DO250 Extraoml - 20D projection radingraphic image created using a stationary mdiation source, and

detector ... PP EPTRURTR = J & -1
00251 Extraoml pnsterrnrdental radrngraphu: [yt T e L R Mo Cost
DO270 Bitewing - single radioraphic IMiame e e e e e e s e e e Mo Cost
DO272 Bitewings - two radiographic Imiages e e e e e e e e Mo Cost
DO273 Bitewings three mdiographic iME@Es e e e e e e cn mmemn meem mmemm mma e wmmm mmnmn mmnmn mmenn e [0 COET
DO274  Bitewings - four radiographic images - fmited to I semes every 6 months . e, Mo Cost
DO277 Vertical bitewings = 7 to B radicgraphic iMEmes e e e mmemm v e e m e mmemnemeee [0 DOET
DO330 Panoramic madiogmmmiie e o e e et e e e e m e e Mo Cost
DO415  Collection of microomanisms for culbure and sensitivity . P | c N A= 1-1 o
DO418  Assessment of salivary flow by measurement = Tevery .TE‘rr:urrt.hE .............................................. Mo Cost
(I O =y T-EA AT Gt al= w1 = Mo Cost
D Pl Wital iy B ol ettt ettt m e s s rmm et m e et e st s e e e Mo Cost
IR O I TE= B 1 o - U Mo Cost
DO472  Accession of tissue, gross examination, preparation and tmnsmission of written report - avaiable

only wihen performed in conjunction with 3 covered biopsy .. J P TPURTPORPORI = N & v
DO473  Accession of tissue, gross and microscopic examination, DH!DHF-E'tIDH and tIEHEIT‘lIEEH:lI'I nfwrrtten

report - available only when performmed in conjunction with a8 covered DioDsyY s Mo Cost
DO474  Accession of tissue, gross and microscopic examination, including assessment of sumgical margins

for presence of disease, preparation and transmission of written report - availbble only when

performed in conjunction With 8 Corered BIODEY i e e e Mo Cost
D601 Caries risk assessment and documentation, with a finding of low risk - Tewery 12 months ..., Mo Cost
D602 Caries risk assessment and documentation, with a finding of moderate nsk - T every 12 months ... Mo Cost
D603 Caries risk assessment and documentation, with a finding of high risk - Tevery 12 months ... Mo Cost
OO73  Panoramic radicgraphic image - image capture onby e Mo Cost
DOYy02 2-D cephalometric radiographic image - image captum onby e e Mo Cost
DO703  2-D omlffacial photographic image obtained intra-orally or extra-omlly - image capture anly ... Mo Cost
DOY05 Extra-omal posteror dental radicgraphic image - image capture only .o e e e ceecw emeen e 10 Cost

S-f-CA-STDIO-R20 CA42N - V23



Plan CA42M DeltaCare USA Description of Benefits and Copayments

DO706 Intmoral - occlusal radiographic image - image captume onhy e e Mo Cost
DOFOT  Intracral = periapical radicgraphic image - image capture only e Mo Cost
L7088 Intrmacral - bitewing mdicgmphic image - image captum onby e e e e Mo Cost
Oo709 Intrmacral - comprehensive series of radiographic images - image capture only ... Mo Cost
DO995% Unspecified diagnostic procedure, by eport - indudes office wat, per visit (in addition to other

= S SSUUUN ! 'x I =
CACO0-D1555 Il. FREVENTIVE
DIMS Prophylaxis cleaning - adult - T DTG, D20 or D4346 per 6 month period .o ceeeecmeenen. Mo Cost
DIMg Additional prophylaxis cleaning - adull (within the & month period)d e ceeeecmeee e ik 50D
D20 Prophylaxis cleaning - child - TOWIG, D20 or D4346 per & month period e Mo Cost
2o Additional prophylaxis cleaning - child (within the & month period) i eeee.. 33500
D1206 Topical application of Auoride varnish = T D206 or DIZ08 per & month period e Mo Cost
D1208 Topical application of flucride - excluding warnish - T D206 or OI208 per & month period ... Mo Cost
D131 Mutritional counseling for control of dental AiSEase ... e e e e e Mo Cost
D1320 Tobacco counseling for the control and prevention of oral disease ..o Mo Cost
DIZ30  Oral hymiene Instriot Oms et e e e e e e et e Mo Cost
D1351 Sealant - per tooth - imited to permanent molars throwgh age 15 e e e aeee Mo Cost
D1352 Preventive resin restoration in a moderate to high caries risk patient - permanent tooth - fmited to

permanant molars Brougit @08 T8 et e et v e Mo Cost
D1353 Sealant repair = per tooth - Mimited to permanent molars through age 15 e Mo Cost
D1354 Application of caries arresting medicament - per tooth - T per & month period .. Mo Cost
D151 Space maintainer - fized - unilateral = per guad@nt . e e Mo Cost
D156 Space maintainer - fixed = bilater@l MaKillary e e e e mrem e e e m e e e emeeeen DD COEE
DISTY  Space maintainer - fixed - bilateral mandibular o e Mo Cost
DI520 Space maintainer - removable - unilateral = per quadm@Ant e Mo Cost
DI526 Space maintainer - removable = bilateral, Mamilary .. e e e e e Mo Cost
DI527 Space maintainer - removable - bilateral, mandibular e eeee e Mo Cost
D1551 Re-cement or re-bond bilateral space maintainer = maxillary ..o e e e eem eeeen . D Cost
L1552 Re-cement or re-bond bilateral space maintainer = mandibular ... Mo Cost
DI553 Re-cement or re-bond unilateral space maintainer - per guadrant .. iiiiiiieeeeee. Mo Cost
D1556 Remowal of fiked unilateral space maintainer = per QUArant ... e Mo Cost
DI557 Remowal of fixed bilateral space maintainer = Masillary ... v cecmeme e eeen emeeee DD DL
DI558 Removal of fixed bilateral space maintainer = mandibwar e Mo Cost
DI575 Distal shoe space maintainer - fized, unilateral - per quadrant - child toage 9 . eieiieeeen Mo Cost
D2000-D2595% . RESTORATIVE

- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, fners and acid etch procedures

- Whean there are more than six crowns o the same treatment plan, an Enrolfes may be charged an adoibons! $125.00 per
crown, beyond the Gth unit.

- Replacamant of crowns, infays and onlays reguires the existing restoration to be 5+ wears ol

* Wame brand, bboratony processed or in-office processed crowns/pontics produced through specialized technigue or
matenals are materal ypgrades The Contract Dentist may charge an addivional fee not fo excesd $325 00 in addition o
the listed Copayment. Refer to Uimitabon of Baneafits #&4 for adoitional information.

L2140
L2150
L2160
L2161
D2330
L2330
L2332
L2335
L2390
L2391
L2392
L2393
L2394
L2510

Amalgam - one surface, Primary O PETTIEMETIE ..o e r e e e e e e s m e s Mo Cost
Amalgam - two surfaces, primary or permanent e e e e am menm e e - 1D CDEE
Amalgam - three surfaces, primary or PErMIENENT e e e e e e e mm e e m e eenee [0 CDET
Amalgam - four or more surfaces, primary or Permanent .. i e sarim e me cem meemeemeee D COEL

Resin-based composite - one SUFace, anbemor .o e mme Mo Cost
Resin-based composite = two surfaces, anterior ... Mo Cost
Fesin-based composite - three surfaces, anterior e e Mo Cost
Resin-based composite - four or more surfaces or involving incisal angle (anteriord .. Mo Cost
Resin-based composite crown, antemior . e e e e naenm e en meenn mmneaen D COEL
Fesin-based composite - one SUMTace, POSharIOr . et e m e e e e e $25.00

Resin-based compaosite - two surfaces, posterior e e emeee . RSO0
Resin-based composite - three surfaces, POStBIIOr ... e e e e eme e enmmnnn e B0
Resin-based composite - four or more sufaces, PoOStENOr e S40.00
Inlay = metallic = Ome S A e e e e e e e e Mo Cost

S-f-CA-STDI0-R20 CA42M - V23



Plan CA42M DeltaCare USA Description of Benefits and Copayments

D2520 Inlay = metallic = D S BB et e e e e e
D2530 Inlay = metallic = three or More SUMTEOBE et e e e m e r e mn s s m o m e m e e s o
L2542 Onlay - me@llic = two Surfaoes e

D2543 Onlay - metllic - three S ac B e et e en e e e e mn e
L2544 Onlay = metallic = Four o miore SUM B OB E it et me e e e et e m e s
D2610 Inlay - porcelain/oeramic - ome SUMEOB® e

D620 Inlay - porcelaindoeramic « two SUMTAOBE® e e e
D2E30 Inlay - porcelain/ceramic = three or More SUrFaces™ oo e ann
D2642 Onlay - porcelain/cemmic - two SUrFaCes ™ e
D643 Onlay - porcelain/cermmic - three surfaces® ...

D2644 Onlay - porcelain/ceramic = four of mMore sUrfaces™ e eeeeee e ann
D2E50 Inlay - resin-based composite = one UM aC e e e
D2E51  Inlay - resin-based composite - two SUFaCes e e
L2652 Inlay - resin-based composite - three or more surfaces
D2E62 Onlay - resin-based composite - two surfaces s
D2E63 Onlay - resin-based compaosite - three surfaces .
L2664 Onlay - resin-based composite - four or more surfaces

D270 Crown - resin-based composite (ingdimect ) oo e e

D2712  Crown - 3/4 resin-based composite (IndifBotd ..ot e e e me e meneen

2720 Crown - resin with high noble mietal e et e e et n e e e ma

D27A  Crown - resin with predominantly base metal . e

D272 Crown = resin with nmobile mietal ...t e e e e e e e

D2740 Crown - porcelain/ceramic® ... .

02750 Crown - porcelain fused to high I'IDI:I|E rr'ret.al‘ _________________________________________________________________________

D2751 Crown - porcelain fused to predominantly base metal ...........

02752 Crown - porcelain fused to noble metal .

D2753 Crown - porcelain fused to titanivm and trl:anlum allnys

D2780 Crown - 3/4 cast high noble metal .

02781 Crown - 3/ cast predominanthy basE rr'retal

D2782 Crown = 3/4 cast noble el oo e e e e

D2783 Crown = 3/ poOmelainyCaraimiis® e ceee e eesmesa s emenene s en omene s en s mm s e e mn s nm e m i mm s e am

D2790 Crown = full cast high noble mMEtal . e e e s e e e s w e mm e mn e

02791 Crown - full cast predominantly base metal e e e e

L2792 Crown = full cast noble metal . et et s e e e e e s mmms s ams e

D2794 Crown - titanium and titaniom alloys . oooeeeeeeeeoe S,

D2510 Re-cement or re-bond inlay, onlay, veneer or Darhalcmrage restnmtnznn ................................... Mo Cost
D2515 Re-cement or re-bond indirectly fabricated or prefabricated post and core e Mo Cost
02920 Re-cement or re-bond crown ... - S " 's I i 5. o
D2521 Reattachment of tooth fmgment, II'IEI5E|| Edge or Cusp fanta'.lar} SRR o o i «'i-1 o
D2828 Prefabricated porcelaindoeramic crown = perm@anent Booth ..o e e Mo Cost
02929 Prefabricated porcelain/cemmic crown = primary tooth = anterior ..o enn. Mo Cost
D2530 Prefabricated stainless steel crown = primany tooth e e e e Mo Cost
L2831 Prefabricated stainless steel crown = permanent booth .. e Mo Cost
02932 Prefabricated resin crown = anterior Drimary DO et e e s e Mo Cost
D2533 Prefabricated stainless steel crown with resin window - anternior primary tooth ..eeeeeeceeeecevcecaeeae. Mo Cost
D840 Protectve rehorati o ittt et ms e s m e n e n e n e e e e e Mo Cost
02941 Interim therapeutc restoraton - primany dentifiom i e e e e e Mo Cost
02949 Restorative foundation for an indirect restoration ... e e e Mo Cost
02850 Core buildup, including any pins when requirgd ...t e e m e e e e e s r e e mn e m om Mo Cost
02951 Pin retenton - per tooth, in addition to restoration ... S o = i = -1 o
D2552 Post and core in addition to crown, indirectly fabricated - mc.ﬁ.rd:EE c.arra.l'pmparabm ................... Mo Cost
02853 Each additional indirectly fabricated post - same tooth - includes canal preparabtion ......ooveeeeeeen.e. Mo Cost
02954 Prefabricated post and core inaddition to crown - base metal post; includes canal preparation ... Mo Cost
L2955 Post emowval ... - - e s - - .- eemennmmnnnneen Mo Cost
L2957 Each addltlﬂnal prEfaI:-rH:atEd DDEt = 5AMme tcrnth .base meta.l’ post .I.I'rE.I'-I.I‘dE‘EEE.I'E.I' prq:la.ratmn ...... Mo Cost
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02960 Labial veneer (resin laminate) - direct - limited to replacement of significant tooth structure loss

L T = = v Y 524500
02961 Labial veneer (resin laminate) - indirect - fmited to replacement of significant tooth structure loss

L T = = v Y 29500
D2962 Labial veneer (porcelain laminate) - indirect - limited to replboement of significant too th structures

JO5E O B CarES OF FIOELINE o ettt et s mmena m e e e smma e m s st s tmm st m s ettt s i mm 534500
025971  Additional procedures to customize a crown to fit under an existing partial denture framework. ..... $14.00
02980 Crown repair necessitated by restorative material failure e Mo Cost
L2581 Inlay repair necessitated by restorative material failure i eeeeeno. Mo Cost
02982 Onlay repair necessitated by restorative material failure e Mo Cost
D2983 Veneer repair necessitated by estorative material faillume . Mo Cost
02990 Resininfiltration of incipient smooth surface lesions - limited to pemmanent molars throuvghage 15 . Mo Cost
DI000-D 35959 V. ENDODOMNTICS
D3N3 Pulp cap = direct (excluding final restorabion]d e et e e v e e e e Mo Cost
D320 Pulp cap - indirect (excluding final restoration) . et e e e e e Mo Cost
03220 Therapeutic pulpotomy (excluding final restomtion) - removal of pulp coronal to the

dentinocemental junction and application of medicament ... e Mo Cost
03221 Pulpal debridement, primary and permanent teeth ... .. - e ——— eeemneemnne O Cost
03222 Partial pulpotomy for apexogenesis - permanent tooth with |ncnmplete r-DDt dwelnpment ___________ Mo Cost
03230 Pulpal therapy (resorbable filling) - antericr, primary tooth (excluding final restoration) ...ceoeeanl Mo Cost
03240 Pulpal therapy (rescorbable filling) - posteriorn, primary tooth (excluding final restoration) ............. Mo Cost
D330 Root canal - endodontic thempy, anteror tooth (excluding final restoration) ..o ieeee. 32000
03320 Root canal - endodontic thempy, premolar tooth (excluding final restoration) . %4000
03330 Root canal - endodontic thempy, molar tooth (excluding final restomtiond s $60.00
03331 Treatment of root canal cbstruction; non=surgical A0CBSS e a e 40,00
D3332 Incomplete endodontic therapy:; inopemble, unrestorable or fractured tooth e 40,00

D3333 Internal root repair of perfomtion defects e smeee e emeeenee e DLOD
03346 Retreatment of previous oot canal thempy = antenior e B AEOHD
03347 Retreatment of previous oot canal therapy « premiolar ... e e e e m e DD

D3348 Retreatment of previous root canal thempy = MCIAr e e e e e ee £95.00
D3350 Apesification/recalcification - initial visit (apical closure/calkcific repair of perforations, root

=5 gl ) D ey $55.00
03352 Apexification/recalcification = interim medication replacement (apical closure/calcific repair of

perforations, root resomption, pulp space disinfecton, ety e S4.5.00
03353 Apexification/frecalcification = final wisit {includes completed root canal therapy = apical closure,/

calcific repair of perfomtions, root resomtion, 8be ) e S4.5.00
(IS W T F =R o = g =g Mo Cost
03421 Apicoectomy = premlar (First ot et et s e m e e i  mnn Mo Cost
D3425 Apicoectomy = Mlar (RSt Mot e e et e e e m e s s i m o e e Mo Cost
D3426 Apicoectomy (each addibional root )l e e e e e Mo Cost

D3430 Retrograde filling = per moot e e e e e e e e mmeme e e 1D COET
L3450 Root ampubation = Per Moot ..o et eem e e s rme s e me m s s m mnmm s nn mmnmm mwmmmeenmme D COEE

D3471  Surgical repair of root resorphion = amErior . —————— Mo Cost
D3472 Surgical repair of root resorphion = Premiolar ... e e e e e e e e e m mmeem e mmneee [0 COET
D3473 Surgical repair of root resorpbion = M lar e e Mo Cost

D3501 Surgical exposure of root surface without apicoectomy or repair of oot resorption - anterior ........ Mo Cost
03502 Surgical exposure of root surface without apicoectomy or repair of oot resorption - premolar ...... Mo Cost
D3503 Surgical exposure of root surface without apicoectomy or repair of root resorption - molar .......... Mo Cost
035920 Hemisection (including any oot remowal), not including root canal thempy ... Mo Cost
03921 Decoronation or submergence of an erupted tooth e Mo Cost

Dol O00=-Dd S5 5 V. PERIODOMNTICS

- Inciudes pre-operabive and post-aperative evaluations and treatment under 3 local anesthetic.
04210  Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per

o 1= = S Mo Cost
D421 Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per
o == = S Mo Cost
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04212 Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth . Mo Cost
04240 Gingival Alap procedure, including root planing - four or more contiguous teeth or tooth bounded

=t = e 1= = S Mo Cost
04241 Gingival Alap procedure, including root planing - one to three contiguous teeth or tooth bounded

=S = e (1= = S, Mo Cost
DA245 Apically positiomeEd oD e e e e e g et e e e %4500
D4249 Clinical crown lengthening - hard tissue ........... - e e n SRR . 110 (4
D4260 Osseous surgery (including elevation of a full thH:k.ness ﬂap and clnsure} fnur or more cc-ntlgunus

teeth or tooth bounded spaces PEr QUBATANT ... v e e e e e e e nnnn £75.00
D4261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous

teeth or tooth bounded spaces per QUadrant . e e %6000
04263 Bone replacement graft - relmined natural tooth - first site in guadrant $125.00
Dd4264 Bone replacement graft - retained natumal tooth - each additional site in quadmant ..ol %4500
Dd266 Guided tissue regeneration, natural teeth - resorbable barrier, per site ... e S10:0.00
D4267 Guided tissue regeneration, natural teeth - non-resorbable barrier, per sSite ..o B 0000
DA270 Pedicle soft tissue graft procedume e e e $125.00
D4273  Autogenous connective tissue graft procedure (including donor and recipient surgical sites) first

tocth, implant, or edentulous tooth positon in graft . U SR =0 ]
04274  Mesial/distal wedge procedure, single tooth (when not perﬁjrrr'red in EDI'I_IIJI'I-EtIDI'I W|th 5urgH:aI

procedures in the same anatomical area) . et et e e e STUTRSPRUUNURPRR o' = I = -2 o
04275 Mon-autogenous connective tissue graft flncludlng recipie ntsltE and dﬂnnr rnatenal} ﬁrst tooth,

implant, or edentulous tooth position in gaft .. (RPN | 108 14 |
D4277  Free soft tissue graft procedure (including rEEIDIEnt and dﬂnﬂrsurglcal EItE} flrst t-D-D‘th implant,

or edentulows tooth position in graft .. [ - - SRR °| .- § | |
D4278 Free soft tissue graft procedure flru:ludlng rEEIDIEnt and dﬂnﬂrsurglcal EItE} Eal:h addltu:inal

contiguous tooth, implant, or edentulous tooth position in same graft site $125.00
D4283 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) - each

additional contiguous tooth, implant or edentulous tooth position in same graft site L. %4500

D4 285 Mon-autogenous connective tissue gaft procedure (including recipient surgical site and donor
miaterial} - each additional contiguous tooth, implant or edentulous tooth positon insame graft

site R .- U UUUUPPDUDUR - - = 1= 1. i i
L4286 Removal of non- rEDrbablE barner ........................................................................................ 0,00
04341 Pericdont@l scaling and oot planing - four or more teeth per quadmant - fmited to 4 guadrants

during any 12 consecutive months ....c.o..... e e it e s it n ceeeneee Mo Cost
D4 342 Pericdontal scaling and oot planing - one tDthFEE teeth perquadrant .I'.u'r:l.ltad ta-:‘quadra.m‘s

during any 12 consecutive months ..ol - - [ e ————— ceeeneee Mo Cost
D4 346 Scaling in presence of generalized rr'n:bderate or severs glnglwllnﬂammatmn fullmﬂuth afterm:-ll

evaluation = T OIIQ, D20 or D4346 per & month period . e e e s Mo Cost
D4 355 Full mouth debridement to enable a comprehensive pericdontal evaluation and diagnosisona

subsequent visit = limited to T treatment in any 12 consecutive months .oooeeeeeeeen eenmmmennnene 10 Cost

04381 Localized delivery of antimicrobial agents via a controlled release wehicle into dlseased crE'..'H:ular

tissue, per tooth - foreach of the first two testh treated within a guadrant following root planing

or periodgontal mantenance ... ceeemee SB000
04381 Localzed delivery of antimicrobal agerrts viag a cmtra.ﬁ'ed ra'ease mhn:.i! .u'rt-n d.lseased cml.m:u.l‘:‘lr

tissuwe, per tooth - foran additional tooth treated in the same guadrant follo wing oot planing or

f= e T = Mo Cost
4910  Pericdontal maintenance - fmvted to [ treatment each &6 month period’ . Mo Cost
D451 Additional perindontal maintenance (within the & month Deriod) .. e e e emean £55.00
04921 Gingival irrigation with a medicinal agent = per guadmnt o e e Mo Cost
D5000-D 58595 V. PROSTHODOMNTICS (remowvable)

- For all listed dentures and partial dentures, Copayment includies after delivery adiustmeants and besue conoll Boning,
iFnesded, for the first six months after placamaeant. For all isted immediate dentures andimmeadiate removable partiaf
dantures, Copayment includies ather delivery adiustmeants and besue condifoning, iF neediad, for the first three manths
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after placameant. You must continus to be aligible. and the service must be prowvided at the Contract Dentist'’s facility whers
the denturs was onginally oeliversd

- Rabases, ralines and tissue conditicning are mited to 1 per denture during any 12 consecutive months

- Feplacemant of 3 dentfure or 2 partial denture reguires the existing denturs fo be 5+ years ol

OS1I0  Complete dentume « MEmillamy .. e e e e e e s mn e s e mm e e e s e 7500
D520 Complete denture = MandibDular ..ot nn—n e s $75.00
D5120  Immediate denture = MEmillamy et e m e e e en $£85.00
D5140 Immediate denture = ManaiDUlar ..ot e e n e ——— $B85.00

D521 Maxillary partial denture = resin base (including retentive/clasping materials, rests, and testh) ... SB0.00
05212 Mandibular partial denture - resin base (including retentive/clasping materials, rests, and testh) ... $80.00
D5213  Maxillary partial denture - cast metal framewaork with resin denture bases (including retentive/

clasping materials, mests and teet ] .. e —————————— $95.00
D5214  Mandibular partial denture - cast metal framework with resin denture bases (including retentive,

clasping materials, mests and teeth ) .. e ——————————— $95.00
D522  Immediate maxillary partial denture - resin base (including retentivedclasping materials, rests, and

teeth) . S OUNNUPUR. = - 8 18 1
05222  Immediate mandltuular Darttal denture - resin base (including mtentwe..-"clasplng rr'patenals rests,

Lot I = ) ST $B80.00
05223 Immediate maxillary partial denture - cast metal fmmework with resin denture bases (including

retentive/clasping materials, rests amd PEEEHY ... e e e en $95.00
D5224  Immediate mandibular partial denture - cast metal fmmework with resin denture bases (including

retentive/clasping materials, rests amd PEEEHY ... e e e e e en $95.00

05225 Maxillary partial denture - flexible base (including retentive/clasping materials, rests, and teeth) -
prosthetic appliances will be replaced only after five years have elapsed from the time of delivery . $195.00

D5226 Mandibular partial denture = flexible base (including retentive/clasping materials, rests, and teeth) . $135.00
D5227 Immediate maxillary partial denture - flexible base (including any clasps, rests and teeth) ............. 58000
D5228 Immediate mandibular partial denture - flexible base (including any clasps, rests and teseth) ......... SB0.00
D5282 Removable unilateral partial denture - one piece cast metal {including retentive/clasping materials,

rests, and teeth ), mMEmilary e en e m e e e e s 8000
D5283 Removable unilateral partial denture - one piece cast metal (including rententive/clasping

miaterias, rests, and teeth), mandibular e e e $80.00
D5284 Removable unilateral partial denture - one piece flexible base (including retentive/clasping

miaterials, rests, and teeth) - per guadrant e SRR -~ - 1 1 (4

D5286 Remowable unilateral partial denture - one piece resin flncludlng retentwe,-"clasplng miaterials, rests,
and teeth) = PEr QUBHENT e e e e e e e e e s m e mm i mmnmm mm e e RN

D5410 Adjust complete denture - n".al:-:lll-zlrg..| ______________________________________________________________________________________ Mo Cost
O54T  Adjust complete denture = ManiDUlar et e r e e m e e Mo Cost
D5421 Adjust partial denture = MiEmillamy e e e ——— Mo Cost
D5422 Adjust partial denture = MEmIDUIEE ..t et e e e e e e e e e e Mo Cost
D5511 Repair broken complete denture base, mandibular . ettt Mo Cost
05512 Repair broken complete denture base, maxillary ........... PP = I = -] o
0D5520 Replace missing or broken teeth - complete denture feai:h tDDth}l ............................................. Mo Cost
D5611  Repair resin partial denture base, MandiBular .o e e e s Mo Cost
D5612 Repair resin partial denture base, maxillaryy e e e eeaee 1D TSt
D5621 Repair cast partial framework, mandibular e e e e Mo Cost
D5622 Repair cast partial framework, mEmi ]y it ittt et e me e mrm e e s e m Mo Cost
D5630 Repair or replace broken retentive/clasping materials - pertooth e Mo Cost
D5640 Replace broken teeth = par Bt ottt e e n e m e mem e Mo Cost
D5650 Add tooth to existing partial denture e e e Mo Cost
D5eE0 Add clasp to existing partial denture = per ool e e e e emen e meeee e PO ST
D5670 Replace all teeth and acrylic on cast metal framework (maxillaryd el $65.00
D571 Replace all teeth and acrylic on cast metal fmmework (mandibulard ... %6500
D570 Rebase complete mMamillany enbume et e e e e e e e e e £30.00
D57 Rebase complete mandibular denbume e £30.00

D5720 Rebase maxillary partial denbum e e e e e e mn e nmn mnmm e mm e e I
D573 Rebase mandibular partial denture o e e e e e e e nn e mmmemene BT
05725 Rebase hybrid prosthesis ........... SR . £ L1
D573 Reline complete maxillary denturE fi:halrslde} SR | = I I -3 o
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D573  Reline complete mandibular denture (Chairside) ... e e e e Mo Cost
D5740 Reline maxillary partial denture (Chairside) ... e e e e e n e e en Mo Cost
05741  Reline mandibular partial denture (ChairSie) . e e e s e e e m e e Mo Cost
D5750 Reline complete maxillary denture (abomborm ) e 22500
D5751 Reline complete mandibular denture (laboratorgd e %2500
DE7ED Reline maxillary partial denture (laboratmmygd e e e e e e e e en e em e e e e B
D5761  Reline mandibular partial denture {laboratory) .. .. .11 i1
D5765 Soft liner for complete or partial removable denture indirect . P PRPPUPPRE. .4 8 |
05820 Interim partial denture (including retentive/clasping materials, rEts and teeth} rr‘nal:n:lllilrg,I limited

= L el T =Rt ot = T o P Mo Cost
DEE2  Interim partial denture (including retentive/clasping materials, rests, and teeth), mandibular -

limited fo T in any 12 Consecitive IMOIEIE . e e e m e e v memn e mm e e e s mmnm e e Mo Cost

DEE5D Tissue conditionming, MEmillary . e e e et e e r e e m e nmm e mn i en e s mmmm mmnmemmnmn e TR0 COST
D5B51  Tissue conditioning, mandibular e e e e e e m e e e e meemmeeee 1D COST

D5900-D5599 Vil MAXILLOFACIAL PROSTHETICS - Mot Covered
D6 C000-DE155 VI IMPLANT SERVICES - Mot Covered
D 200-D65 95 I, PROSTHODOMTICS, fized (each retainer and each pontic constitutes a unit in a fized

partial denture [bridge])
- When a crown andor pontic exceeds six Wits in the same treatmeant plan an Enroliee may be charged an additional
F125.00 par unit, beyond the B unit.
- Beplacemant of a crown, pontic, inlay, onlay or stress breaker requires the existing bridige to be 5+ years ol
= Wame brand, bboratory processed or in-office processad crowns/pontics produced through specizlized techniques or
matenals are material upgrades The Contract Dentist may chargs an additonal fee not o excesd 3525 00 in adalition to
the listed Copayment. Refer to Umitation of Baneafits #4 for adoitional information.
DE205 Pontic - indirect resin based comiposite o e e e s men e e mme m e memnn i eene B

DEXND  Pontic = cast high noble metml .t et et e ettt m s e n s e et mm e $70.00
DEAT  Pontic - cast predominantly base mel e e 25500
DeEN2 Fontic - cast noble metal . PO -1 = 4 1 1 18 |
DEA4  Pontic - titaniom and tltanlum alli:l,ls ...................................................................................... S70.00
DE240 Pontic - porcelain fused to high noble metal® .. e et e e e e e e e $70.00
DE241 Pontic - porcelain fused to predominanthy base metal .. e e e 255,00
DE242 Pontic = porcelain fused to noble meal e e e $60.00
DE243 Pontic - porcelain fused to titaniom and titaniom alloys e $60.00
e R = e =T = - T TS $70.00
DE250 Pontic - resin with high noble metal ot e e e e $30.00
DE251  Pontic = resin with predominanty base metal . e e e £15.00
DE252 Pontic = resin wWith noble mietal et et e et e e e m s mnmn s nmnna 2000
DEEDD Retainer inlay = porcelain/cermmic, two SUMEOBE e $60.00
DEEDT Retainer inlay - porcelain/oeramic, three or More SUMEOES ..o e $65.00
DEE02 Retainer inlay - cast high noble metal, two surfaces .. eeeee 2P OUOD
DEE0O3 Retainer inlay - cast high noble metal, three or mone SJJFF-EEE ___________________________________________________ 7000
DE&D4 Retainer inlay - cast predominanthy base metal, two sufaces .o Mo Cost
DE&O5 Retainer inlay - cast predominantly base metal, three or more surfaces . Mo Cost
DEEOE Retainer inlay - cast noble metal, two SUMRORE v e e e e e e n $60.00
DEEOY Retainer inlay - cast noble metal, three or more SUMTE0BES e $60.00
DEEDE Retainer onlay - porcelain/ceramic, two SUFaces e e 255,00
DEEDD Retainer onlay - porcelaindoeramic, three or more sufaCeS e $65.00
DE&ID Retainer onlay - cast high noble metal, two SUFaCes e e vem cmee e ememm e B DD
DEEN Retainer onlay - cast high noble metal, three or more surl':-lces _________________________________________________ 7000
DEEI2  Retainer onlay - cast predominantly base metal, two surfaces ..o e Mo Cost
DEEIZ  Retainer onlay - cast predominanthy base metal, three or more surfaces ... Mo Cost
DEGI  Retainer onlay - cast noble metal, two sUrE0BEs e e v e $60.00
DEEIS  Retainer onlay - cast noble metal, three or more surfaces e $60.00
DETI0 Retainer crown - indirect resin based ComiDoEhe it e e $30.00
DEF20 Retainer crown = resin with high noble metal e e e e e $30.00
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DEF21  Retainer crown - resin with predominanthy base metal e £15.00
DEF22 Retainer crown = resin with noble metal e ———— $20.00
DEFA0D Retainer crown - porcelain/cermmic® ... . o & 11§

DE750 Retainer crown - porcelain fused to high I'IDblE 1T =4 = | O i 1 1§
DEY51  Retainer crown - porcelain fused to predomiinanthy base metal . 36500

DE7Y52 Retainer crown - porcelain fused o nobile Ml e e e e e S60.00
DEF53 Retainer crown - porcelain fused to titaniom and titaniom allows® e e 7000
DETED Retainer crown = 3/ cast high moble MBLAl ... e e e e e ne $70.00
DETEl Retainer crown = 3/ cast predominantly Base mEtal ... e 25500

DETEZ Retainer crown = 3/ cast noble mietal oo e e e e BT
DEFES Retainer crown = 34 pORel@in/oeramic® ..o i ee e e eeeie e e ean e em emse e ennmnsnseenneeene BT
DE¥84 Retainer crown = titanium and tianiom allows e BPOVDD
DE730 Retainer crown = full cast high noble Metal ... e e e e e mmr e e m emeee B OO
DEFSl  Retainer crown = full cast predominanthy base metal e 350000

DEFS2 Retainer crown = full cast noble metal ...t et e $60.00
DE794 Retainer crown = titanium and tEamium Glloms .o e e e e e e e n S70.00
DES30 Re-cement or re-bond fixed partial gentum e e e e naenn ememm nmenmmae D COEE
IS T = =T OO Mo Cost
DESB0 Fixed partal denture repair necessitated by restorative materal failure ... ... Mo Cost
DFOO0-DTS9S ¥X.ORAL AMD MAXILLOFRAC AL SURGERY
- includes pre-opeara bive and post-gperative svaluations and treatment under a local anesthatic
oFm Extraction, coronal remnants = primary tooth .o e e Mo Cost
D740 Extraction erupted tooth or exposed oot (elevation and/or forceps removal) ..o iceieeeeeeneas Mo Cost
D721} Extraction, erupted tooth requiring removal of bone and/for sectioning of tooth, and including

elevation of mucoperosteal Flap if indicated s 210,00

D7y220 Removal of impacted tooth = 50ft fissue . e eecce e e e mem menmmnee BN DO
O7230 Removal of impacted tooth - partially bomy e i eeee B2 GUOD

07240 Removal of impacted tooth = comipletehy Bomy et e e e e e e m %3500
07241 Removal of impacted tooth - completely bony, with unusual surmgical complications ...oeeeeeeeo.. 350000
O7¥250 Removal of residual tooth roots (cutting proCedUred ... e e e e e e e Mo Cost
DF251 Coronectomy - intentional partial tooth remonal, impacted teeth only e $50.00
D7270 Tooth eimplantation and/or stabilization of accidentally evulsed or displaced tooth ... .. $35.00
D7280 Exposure of an unempbed Bt .ottt e e e s e n 22500
DF¥282 Mobilization of erupted or malpositioned tooth to aid eruption e $25.00
C7283 Placement of device to facilibte eruption of impacted tooth e Mo Cost

D7286 Incisional biopsy of o=l tissue - soft = does not inclvde pathology bbomtory procedures ... Mo Cost
D730 Aleocloplasty in conjunction with extractions - four or more teeth or tooth spaces, perguadmant ... Mo Cost
D73 Aleocloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ... Mo Cost
O¥320 Aleocloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per

e 1= L L= 3 OO Mo Cost
07321  Aleocloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per

= 1= 1= 0 Mo Cost
DF450 Removal of benign cdontogenic cyst or tumor = lesion diameter up to 125 CmMi e Mo Cost
07451 Removal of benign odontogenic oyst or tumior = lesion diameter greater than 125 om ... Mo Cost
D747 Removal of lateral excstosis (maxilla or mandiBle)d ...t e e e e e Mo Cost
D7A72 Removal of torus palatinus o e e e e e e e e Mo Cost
C7A7E  Removal of torus miamd bilaris e e et e et e e e s e e e e n e n e e e n Mo Cost
O750% Marsupialization of odontogenic cyst ... .. U USIRRU o |« I = -
D751  Incision and drainage of abscess - intraoml soft tIEEIJE RN o I s

DF922 Placement of intm-socket biological dressing to aid in hemostasis or clc-t stablllzatlnn per site ..... Mo Cost
07961 Buccal/labial frenectomiy (remulemiDimiyy oo e e e e em eesee cesem ememe e e e mm s e e mm mm e mmene 1D COET

DF962  Lingual renechomiy (e mue s i iy o e e e mr e e e e e e s e m s e e e n e m Mo Cost
D797 0 Excision of hyperplastc tissue = per am i e e e e s Mo Cost
DFST1  Excision of pericoromal imiva o c v e s e s me e e e s o i et e o e Mo Cost
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DAOO0-DASSS X ORTHODONTICS

= The listed Copayment for each phase of crthodontic treatment (imited] interceptive or comprahansive) covers up fo 24
months of active treatment. Beyond 24 months, an addibona! monthly fee, not to excesd F25.00, may appl

- The Retention Copapment includes agjustmeants anddor office wisits up to 24 maonths.

Pre and post orthodontic records include:
The benefit for pre-treatment records and JEgnostic Senadoes INCIMTES. e eean $200.00
DO21D  Intmoral - comprehensive series of mdicgraphic images
DO322 Tomographic survey
DO330 Panocramic mdicgmaphic image
DO340 2D cephalometric radiographic image - acguisition, measurement and analysis
D350 2D oml/facial photographic images obtained intracrally or extmorally
DO470 Diagnostic casts
DOe0N 3D dental surface scan - direct
DOe02 3D dental surface scan - indirect
DOE03 3D facial surface scan - direct
DOE04 3D facial surface scan - indirect

The benefit for post-treatment reco s o e s et S70.00
DO21D  Intmoral - comprehensive series of mdicgraphic images
DO470 Diagnostic casts

DE010  Limited orthodontic treatment of the primary dentibion e e e e 725,00
DE020 Limited orthodontic treatment of the transitional dentition - child or adolescent to age 19 ... 572500
DE030 Limited orthodontic treatment of the adolescent dentition - agolescent toage 19 . rieineeenn $725.00
DE040 Limited orthodontic treatment of the adult dentition - aguits, ncluwding cowvered dependent aduwlt

L= £925.00
DE070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19 . 170000
DE080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent toage 19 ... S1. 700,00
DE090 Comprehensive orthodontic treatment of the adult dentition - adwits ma:.ﬂ.rdmg coversd dependent

aauwlt children e e meee B, BOOLOO
DEeE0 Pre-orthodontic treetrr'rent e:-cemlnetlcun to rr'rnnltﬂr grnwth and deuelnprr'rent . 5=
D670 Periodic orthodontic treatment visit - ncfuded in comprefensive case fee i Mo Cost
De&E0 Orthodontic retention (removal of appliances construction and placement of removable retainers)
Cae a1 R‘errmuable ﬂrthﬂdﬂntlc ret.alner adjustrr're 3 Mo Cost
DEE9E Re-cement or re-bond fixed retminer - maxillary - fmvted to 2 per & month perod ... Mo Cost
DE699 Re-cement or re-bond fixed retainer - mandibular - fmited to 2 per & month period ..eeeeeeeane. Mo Cost
DE7YO1 Repair of fized retainer, includes reattachment - maxillary - limvted to 2 per & month period ... Mo Cost
DE702 Repair of fized retainer, includes reattachment - mandibular - fmited to 2 per & month period ... Mo Cost
DE999 Unspecified orthodontic procedure, by report - incluedes treatment planning 585500« eecevceeeeeneens S10:0.0:0
DS 000-D9 555 ¥l ADJUNCTIVE GEMERAL SERVICES
C9M2  Palligtive treatment of dental pEin = Per wish e i e e ee e memeemeee 1D COSE
DE211  Regional Dlock anesthesia .. i e e e e e mm e s e e mn e n e m e mn e e e mmmemee [0 CADET
L9212 Trigeminal division block anesthesia ..t s emmnme e e mem e mmnmemmnmenee [0 COEE
L9215  Local anesthesia in conjunction with Dp-emtwe or surgH:eI procedurss ... Mo Cost
09219  Bvaluation for moderate sedation, deep sedation or general anesthesia Mo Cost
D222 Desp sedation/general anesthesia « First 15 MMWEBS oo e e e e %8000
D223 Desp sedation/general anesthesia - each subseguent 15 minute increment ..o, %8000
D239 Intravenous moderate (conscious) sedation/analgesia - first 1S minutes ..o SB000
09243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increment ... %8000
09310  Consultation - diagnostic service provided by dentist or Dhyslclan other than requestlng dentist or

physician .. ceeemmamenenne MO Cost
09311 Consultation with a rnedlcal health care pmhsﬂnnel _______________________________________________________________ Mo Cost
09430 Office visit for obsereation (during regularly scheduled hours) - no other services performed ........ Mo Cost
D9440 Office visit - after regularly scheduled houwrs .ol .. <. b 15 8 ]
09450 Case presentation, subsequent to detailed and extensive treetrr're nt Dlannlng .............................. Mo Cost
DOG12  Pre-wish Dabient SO i e et e e e et e e e e 0000
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Plan CA4A2NM DeltaCanra USA Description of Benefits and Copayments

095932 Cleaning and inspection of mmovable complete denture, maxillary ..o cecmeee e D Cost
095933 Cleaning and inspection of mmovable complete denture, mandibular ..o Mo Cost
095934 Cleaning and inspection of removable partial denture, maxillary ... e Mo Cost
095935 Cleaning and inspection of remowable partial denture, mandibular oo Mo Cost
09943 Occlusal guan oo usbmiE it e e et e e e e e n e e e e F10.00
09944 Occlusal guard - hard appliance, full arch - limited to T 09944, D9945 or D946 0 3 years .ooeveena.. S75.00
09945 Occlusal guard - soft appliance, full arch - limvted to T 09944, D9945 or 099496 n 3 years ... 57500
09946 Occlusal guard - hard appliance, partial arch = fmited o TD9944, D9945 or D846 in 3 years ........ $75.00
09951 Occlusal adjustment, Tmited it e e e e meme e nm e [0 COET
09952 Occlusal adjustment, com |:|IE‘L'E ceeeeae Mo Cost
D95975 External bleaching for home applicaticn, per an:h |m:|udF.5 rnatE rials and ‘FEIer:EI'l‘IDI‘I of custﬂm

trays - imited to one bleaching tray and gel for two weelks of salf-treatment s 212500
D9986 Missed appointment - withowt 24 howr notice - per I5 minutes of appointment time - up to an

owverall maxmum of 34000 ... SRR [ 1 8
L9987 Canceled appointment = without 24 .f‘n:.iur nnthe per IE mjnutes afappmnbﬂa‘rt hme up to an

owverall maximum of 30000 e . 1 L 1§
D95990 Certified translation or sign-language services - per visjt U " = I i = -3
09991 Dental case management - addressing appointment compliance barmiers ..o eee e Mo Cost
09992 Dental case management = care coordinabion ... e e e e e e ememeneeeee [0 COST
09995 Teledentistry - synchronous; real-ime encounter .. [N o o N i+ o
D9996 Teledentistry - asynchronous; information stored and fﬂr'.v.'arded h:u Dentlstfnr subsequent review . Mo Cost
09997 Dental case management - Patients with special Health Care Meeds . s Mo Cost

Procedures with age restrictions will be subject to exceptions based on medical necessity
If services for a listed procedure are perfomed by the Contract Dentist, You pay the specified Copayment. Listed

procedures which reguire a Dentist to provide Specialized Services, and are referred by the Contract Dentist, must be
authorized by Us. You pay the Copayment specified for such services.
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Limitations and Exclusions of Benefits

SCHEDULE B
Limitations of Benefits

1. The freguency of certain Benefits is limited. All freguency limitations are listed in Scheduls 4, Decoription of Banafits
and Copayments

2. KFthe Enmolles accepts a treatment plan from the Contract Dentist that includes any combination of more than six
crowns, bridge pontics and/for bridge retainers, which are supported either by a natural tooth or dental implant, the
Enrclles may be charged an additicnal $100.00 abowve the listed Copayment for each of these services sfter the sixth
unit has been provided.

3. General anesthesia and/or intavencus sedationanalgesia is limited to treatment by a contracted oml surgeon and
in conjunction with an approved referml for the removal of one or more partial or full bony impactions (Procedures
DF230, 07240, and DF241).

4. Benefits provided by a pedistric Dentist are limited to children through age seven following an attempt by the
assigned Contract Dentist to treat the child and upon prior suthorization by Us, less applicable Copayments.
Exceptions for medical conditions, regardless of age limitation, will be considerad on an individual basis.

5. The cost toan Enmllee receiving orthodontic trestment whose covemge is cancelled or terminated for any reason will
be based on the Contract Orthodontist s submitted fee for the trestment plan The Contract Orthodontist will prorate
the amount for the number of months remaining to complete treatment. The Enrcllee makes payment directly to the
Contract Orthodontist as arranged.

6. Orthodontic treatment in progress is limited to new DeltaCare USA Enmllees who at the time of their original effective
date, are in active treatment started under their previous employer sponsored dental plan as long as they continue
to be eligible under the DeltaCare USA program. Active treatment means tooth mowvement has begun. Enrclless
are responsible for all Copayments and fees subject to the provisions of their prior dental plan. We are financially
responsible only for amounts unpaid by the pricr dental plan for gualifying orthodontic cases.

Exclusions of Benefits
1. Any procedure that is not specifically listed under Schedule A, Descapbon of Banefits and Copayments.
2. Any procedure that in the professional opinion of the Contract Dentist:

a.  has poor prognosis for a successful result and reasonable longevity based on the condition of the tooth or
teeth and/for surrocunding structures, or
b. is inconsistent with generally accepted standards for dentistry.
3. Services solely for cosmetic purposes, with the exception of procedure D9975 (External bleaching for home
application, per arch), or for conditions that are a result of hereditary or developrmental defects, such as cleft palate,

upper and lower jaw malfomations, congenitally missing teeth and teeth that are discolored or lacking enamel, exce pt
for the treatment of newborn children with congenital defects or birth abnomalities

4. Porcelain crowns, porcelain fused to metal, cast metal or resin with metal type crowns and figed partial dentures
{bridges ) for children under 16 years of age.

5. The replacement of lost or stolen appliances including, but not limited to, full or partial dentures, space maintainers,
and crowns and fixed partial dentures (bridges).

6. Procedures, appliances or restoration if the purpose is to change wertical dimension, or to diagnose or treat abnormal
conditions of the temporomandibular jeint {THIL

. Procedures that may include:

a. precious metal for removable appliances;
b. metallic or permanent soft bases for complete dentures;
. porcelain denture teeth;
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Limitations and Exclusions of Benefits

d. precision abutments for removable partials or fixed partial dentures including but not limited to overlays
and related specialized appliances; and,/or

e. personalizaton and characterization of complete and partial dentures.

H. Precious metal for removable appliances, metallic or permanent soft bases for complete dentures, porcelain denture
teeth, precision abutments for removable partials or fixed partial dentures {owerlays, implants, and appliances
associated therewith} and personalization and chamctenzation of complete and partial dentures.

4. Consultations for non-covered Benefits.

10, Dental services received from any Dentist other than the assigned Contract Dentist, 2 preauthorized dental specialist,
or a Contract Orthodontist except for Emergency Servces as described in the Contract andfor Evidence of Covermage.

1. Al related fees for admission, use, or stays in a hospital, out-patient surgery center, extended care facility, or other
sirnilar care facility

12 Prescription drugs.

13 Dental expenses incurred in connection with any dental or aorhodontic procedure started before Your eligibility with
the DeltaCare USA Plan. Examples include: teeth prepared for crowns, root canals in progress, full or partial dentures
for which an impression has been taken and orthodontics unless gualified for the orthodontic trestrment in progress
prcvi sion

14. Lost stolen or broken orthodontic appliances.
15 Changes in orthodontic treatment necessitated by accident of any kind.

16 Myofunctional and pamfunctional appliances and/or therapies with the exception of procedures D9944 {(Occlusal
guard, hard appliance, full archl D9945 (Occlussl guard - soft appliance, full arch), and 09946 (Ococlusal guard-hard
appliance, partial arch).

17 Composite or cemamic brackets, lingual adaption of orthodontic bands.
18 Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.

18 Orthodontic treatment must be provided by a licensed Dentist Self-ad ministered orthodontics are not covered.

S-B-CA-5TD-R21 V2%



Useful information
at your fingertips

Boost your wellness 1G

Find oral health resourcas, Including articles,

quizzes, videos and a subscription to Grint,
our free dental wellness e-magazine at
deltadentalins.com/wellness.

Find a network dentist near you

Use ocur convenlent Find a dentist tool and
select DeltaCare USA as your network.

+ Fimd a dentist near your home or office
+ Marrow your search by location, speclalty,
languages spoken — and miore

Sign up for an online account

Sign up for a free, secure online account.
+ Review your plan benefits

+ Access your |D card

Underwritten by:

Delta Dental of California

18000 Studebaker Road, Sulte 530
Cerritos, CA 907032

HOTE: Thils ks only a briaf summary of

your plan.
This brochura 1s not Inkended to rplaca your legally required pian booklat. The Group Dental Service Conbract determings tha axact terms and conditions of your
=l . Plaasa rafar to tha "Dascription of Benafits and Copayments” and “Limitatiors and Excusions of Benalfits” in this bmochuns for a complata st of cowernsd
Lrn:.m&aﬁmn‘u. plan imitations and exclusions. ¥ou may also consult your Evidance,Cartificate of Cowal
o

I yau wish ta

Contact us
Meed halp? Let us know.

Online: Visit deltadentalins.comy/contact

Write to:

Delta Dental Insurance Company

N30 Sanctuary Parkway

Alpharetta, GA 300049

Call toll-free: B00-422-4234

Customer Service agents are avallable Monday
through Friday, 8 am to 9 pm, Eastern time. O,
use our automated phone systam, avallable 24,7,

Administered by:

Delta Dental Insurance Company
N30 Sanctuary Parkway
Alpharetta, GA 30004

<, which w9l ba malled to yo

rag: u3:pn1 errolimant.
an Evidence,Certificate of Cowaraga prior ta anrclimant, you may reguast a copy by calling CuStomer Sorvice at B00-422-42

Copyright @ 2023 Deita Dental All nights resared
F1ESFIE-0F (raw. 1V 2E)



A Look at your

VSP Vision Coverage

With VSP and COUNTY OF FRESNO, your health
comes first.

As a member, you’ll get access to savings and
personalized vision care from a VSP® network
doctor for you and your family.

Value and savings you love.

Save on eyewear and eye care when you see a
VSP network doctor. Plus, take advantage of
Exclusive Member Extras which provide offers
from VSP and leading industry brands totaling
over $3,000 in savings.

Provider choices you want.

vsp With thousands of choices, getting the

W most out of your benefits is easy at a
edge \/sp premier Edge™ location.

Shop online and connect your benefits.
Eyeconic?® is the preferred VSP online
retailer where you can shop in-network

eyeconic with your vision benefits. See your

2vep vison company savings in real time when you shop over
70 brands of contacts, eyeglasses, and
sunglasses.

Quality vision care you need.

You’ll get great care from a VSP network doctor,
including a WellVision Exam®. An annual eye exam
not only helps you see well, but helps a doctor detect
signs of eye conditions and health conditions, like
diabetes and high blood pressure.

PROVIDER NETWORK:
VSP Choice
EFFECTIVE DATE:
01/01/2024

Create an account today.

Contact us at:
800.877.7195 or vsp.com

+Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP providers only. Coverage information is subject
to change. In the event of a conflict between this information and your organization’s contract

with VSP, the terms of the contract will prevail. Based on applicable laws, benefits may vary by
location. In the state of Washington, VSP Vision Care, Inc,, is the legal name of the corporation

through which VSP does business. TruHearing is not available directly from VSP in the states of
California and Washington.

To learn about your privacy rights and how your protected health information may be used, see
the VSP Notice of Privacy Practices on vsp.com.

©2023 Vision Service Plan. All rights reserved.

VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCare and VSP
Premier Edge are trademarks of Vision Service Plan. Flexon and Dragon are registered trademarks
of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners.
102898 VCCM

Classification: Restricted

BENEFIT

YOUR COVERAGE WITH A VSP PROVIDER

¢ Focuses on your eyes and overall

WELLVISION
EXAM

DESCRIPTION COPAY

wellness $10
Every 12 months

ESSENTIAL
MEDICAL EYE
CARE

Retinal screening for members with $0 per screening
diabetes

Additional exams and services $20 per exam
beyond routine care to treat

immediate issues from pink eye to

sudden changes in vision or to

monitor ongoing conditions such

as dry eye, diabetic eye disease,

glaucoma, and more.

Coordination with your medical

coverage may apply. Ask your VSP

doctor for details.

Available as needed

PRESCRIPTION GLASSES $10

FRAME’ .

$170 featured frame brands
allowance

$150 frame allowance

20% savings on the amount over
your allowance

$80 Costco® frame allowance
Every 24 months

Included in
Prescription Glasses

LENSES .

Single vision, lined bifocal, and
lined trifocal lenses
Impact-resistant lenses for
dependent children

Every 12 months

Included in
Prescription Glasses

LENS .
ENHANCEMENTS -

Standard progressive lenses $0
Premium progressive lenses $95 - $105
Custom progressive lenses $150 - $175
Average savings of 30% on other

lens enhancements

Every 12 months

$150 allowance for contacts; copay

CONTACTS does not apply
(INSTEAD OF -« Contact lens exam (fitting and Up to $60
GLASSES) evaluation)

e Every 12 months

Glasses and Sunglasses

¢ Extra $20 to spend on featured frame brands. Go to
vsp.com/offers for details.

e 20% savings on additional glasses and sunglasses,
including lens enhancements, from any VSP provider
within 12 months of your last WellVision Exam.

=10 Routine Retinal Screening
SAVINGS

No more than a $39 copay on routine retinal screening
as an enhancement to a WellVision Exam

Laser Vision Correction

Average 15% off the regular price or 5% off the
promotional price; discounts only available from
contracted facilities

YOUR COVERAGE GOES FURTHER IN-NETWORK ‘

With so many in-network choices, VSP makes it easy to get the most out of
your benefits. You’ll have access to preferred private practice, retail, and

online in-network

choices. Log in to vsp.com to find an in-network provider.



https://www.vsp.com
http://www.vsp.com
https://www.vsp.com
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