SJVIA PARTICIPATION AGREEMENT

THIS AGREEMENT (“Agreement”) is made and entered into as of the 1t day of January
2022, by and between COUNTY OF TULARE, a political subdivision of the State of California,
hereinafter referred to as "COUNTY OF TULARE," and the SAN JOAQUIN VALLEY
INSURANCE AUTHORITY, a joint powers agency, hereinafter referred to as “SJVIA.”

WITNESSETH:

WHEREAS, the purpose of the SJVIA is to develop and provide various health insurance
programs for health, pharmacy, vision, dental, and mental health, including related administrative
services for such programs to be provided by the insurance provider(s) and the SJVIA and its
agents and consultants (collectively, “Various Benefits”), for the benefit of participating entities;
and

WHEREAS, the COUNTY OF TULARE wishes to participate in the SJVIA Various Benefits
for the purpose of purchasing health insurance programs, and/or other benefits in a cost-effective
manner for its participating employees; and

WHEREAS, the COUNTY OF TULARE elects to participate in the selected SJVIA health
insurance programs as referenced in Exhibit “A” (collectively, “SELECTED PROGRAMS”); and

WHEREAS, a true and correct copy of a summary of applicable SJVIA health insurance
programs is attached hereto and incorporated herein by reference as Exhibit “A”; and

WHEREAS, the SJVIA represents that it will contract with Insurance Providers which will
provide its Various Benefits under the terms and conditions of a written contract between the
SJVIA and the Insurance Provider (the “Insurance Contract”) for each of the COUNTY OF
TULARE’s participating employees; and

WHEREAS, the SJVIA represents that the rates for the Various Benefits under the
SELECTED PROGRAMS to be provided under the Insurance Contract and by the SJVIA,
including the costs of its agents and consultants, are set forth in Exhibit “B” which is attached
hereto and incorporated herein by reference; and

WHEREAS, the COUNTY OF TULARE and the SJVIA now desire to enter into this
Agreement to secure the COUNTY OF TULARE’s commitment to remit premium payments to the
SJVIA for the Various Benefits to be provided under the Insurance Contract, and the COUNTY
OF TULARE’s portion of the costs of the SJVIA’s agents and consultants, as provided herein.

NOW THEREFORE, in consideration of their mutual promises, covenants and conditions,
the Parties agree as follows:

1. COUNTY OF TULARE’s OBLIGATIONS: The COUNTY OF TULARE acknowledges that
this agreement requires a commitment to participate in SJVIA Various Benefits effective January
1, 2022 through December 31, 2022. Within ten business days of the date that SJVIA is required
under the Insurance Contract to pay any insurance premium and/or similar charge to the
Insurance Provider, the COUNTY OF TULARE shall remit to SJVIA the amount necessary to pay
the required premium payment based on the intervals of such payments under the Insurance
Contract.




The COUNTY OF TULARE may also participate in SELECTED PROGRAMS as referenced in
Exhibit “A” and shall comply with all applicable terms and provisions of the Insurance Contract
and this Agreement, effective January 1, 2022. The attached rates in Exhibit “B” reference only
the SELECTED PROGRAMS the COUNTY OF TULARE is electing. Exhibit “B” also references
the effective term such rates apply to the COUNTY OF TULARE which are effective January 1,
2022 through December 31, 2022. The COUNTY OF TULARE agrees that it may only elect to
participate in additional health insurance programs, or elect to make changes to the SELECTED
PROGRAMS, through subsequent amendment to this agreement or separate agreement.
Subsequent renewals are based on the SJVIA underwriting guidelines. The SJVIA uses
actuarially based underwriting standards.

2. SJVIA’S OBLIGATIONS: The SJVIA shall approve and execute related Insurance
Contracts. Following execution of the Insurance Contracts, (i) SJVIA shall make available the
fully-executed copy of the Insurance Contract to COUNTY OF TULARE, (ii) SJVIA shall enforce
SJVIA’s rights under the Insurance Contract for the benefit of COUNTY OF TULARE, and (iii)
SJVIA shall perform SJVIA’s obligations under the terms and conditions of the Insurance
Contracts, including making timely payment of premium payments, and/or any similar charges,
necessary to keep the Insurance Contracts in full force and effect.

3. MODIFICATION: Any matters of this Agreement may be modified from time to time but
only by the written consent of all the parties hereto without, in any way, affecting the remainder
hereof.

4. NON-ASSIGNMENT: Neither party hereto shall assign, transfer, or subcontract this
Agreement nor their rights or duties under this Agreement without the prior written consent of the
other party hereto.

5. AUDITS AND INSPECTIONS: The SJVIA shall at any time during usual SJVIA business
hours, upon request by the COUNTY OF TULARE, and as often as the COUNTY OF TULARE
may deem necessary, make available to the COUNTY OF TULARE for examination all SJVIA
records and data for inspection, examination, and audit by the COUNTY OF TULARE with respect
to the matters covered by this Agreement. SJVIA shall be subject to the examination and audit of
the State Auditor General for a period of three (3) years after final payment under contract
(Government Code section 8546.7).

6. NOTICES: The persons having authority to give and receive notices under this Agreement
and their addresses include the following:

COUNTY OF TULARE SJVIA

Lupe Garza Hollis Magill

Human Resource Director SJVIA Manager

2500 West Burrel 2220 Tulare Street, 16" floor
Visalia, CA 93291 Fresno, CA 93721
lugarza@tularecounty.ca.gov.us hmagill@fresnocountyca.gov

Any and all notices between the COUNTY OF TULARE and the SJVIA provided for or
permitted under this Agreement shall be in writing and delivered either by person service, by first-
class United States mail, by an overnight commercial courier service, or by telephonic facsimile
transmission. A notice delivered by personal service is effective upon service to the recipient. A
notice delivered by first-class United States mail is effective three business days after deposit in
the United States mail, postage prepaid, addressed to the recipient. A notice delivered by an



overnight commercial courier service is effective one business day after deposit with the overnight
commercial courier service, delivery fees prepaid, with delivery instructions given for next day
delivery, addressed to the recipient. A notice delivered by telephonic facsimile is effective when
transmission to the recipient is completed (but, if such transmission is completed outside of
COUNTY OF TULARE business hours, then such delivery shall be deemed to be effective at the
next beginning of a COUNTY OF TULARE business day), provided that the sender maintains a
machine record of the completed transmission. For all claims arising out of or related to this
Agreement, nothing in this section establishes, waives, or modifies any claims presentation
requirements or procedures provided by law, including but not limited to the Government Claims
Act (Division 3.6 of Title 1 of the Government Code, beginning with section 810).

7. GOVERNING LAW: The parties agree that for the purposes of venue, performance under
this Agreement is to be in Fresno County, California. The rights and obligations of the parties and
all interpretation and performance of this Agreement shall be governed in all respects by the laws
of the State of California.

8. TERM: This Agreement shall become effective beginning at 12:01 a.m. on January 1,
2022 and shall terminate on December 31, 2022.

9. TERMINATION:

a. The terms of this Agreement, and the health insurance programs, Administrative
Services, and/or SJVIA Staff Costs to be provided hereunder, are contingent on the
approval of funds by the COUNTY OF TULARE. Should sufficient funds not be
allocated, the services provided may be modified, or this Agreement terminated at any
time by giving SJVIA 120 days advance written notice.

b. Notwithstanding any other provision of this Article, if the COUNTY OF TULARE fails
to make in full any payment when due pursuant to Article 1, the SJVIA shall have the
right, in its sole discretion, to terminate this Agreement, without notice, effective at the
expiration of the last period for which full premium payment was made.
Notwithstanding such termination or suspension, the SJVIA, in its sole discretion, may
accept late payment or delinquent amounts and, upon acceptance, this Agreement
may be reinstated retroactively to the last date for which full premium payment was
made. Any such acceptance of a delinquent payment by the SJVIA shall not be
deemed a waiver of this provision for termination of this Agreement in the event of any
future failure of the COUNTY OF TULARE to make timely payments of any amounts
due under this Agreement.

10. SEVERABILITY: In the event any provisions of this Agreement are held by a court of
competent jurisdiction to be invalid, void, or unenforceable, the Parties will use their best efforts
to meet and confer to determine how to mutually amend such provisions with valid and
enforceable provisions, and the remaining provisions of this Agreement will nevertheless continue
in full force and effect without being impaired or invalidated in any way.

1. DISPUTE RESOLUTION: Any controversy or dispute between the parties arising out of
this agreement shall be submitted to mediation. The mediator will be selected by mutual
agreement. If the matter cannot be resolved through mediation or if the parties cannot agree upon
a mediator the matter shall be submitted to arbitration and such arbitration shall comply with and
be governed by the provisions of the California Arbitration Act, of the California Code of Civil
Procedure.



12. ENTIRE AGREEMENT: This Agreement constitutes the entire agreement between the
SJVIA and COUNTY OF TULARE with respect to the subject matter hereof and supersedes all
previous agreement negotiations, proposals, commitments, writings, advertisements,
publications, and understandings of any nature whatsoever unless expressly included in this
Agreement.

13. COUNTERPARTS: This Agreement may be executed in one or more original
counterparts, all of which together will constitute one and the same agreement.

1
1
1

(Go to next page for signatures)



AGREEMENT BETWEEN COUNTY OF TULARE AND THE

SAN JOAQUIN VALLEY INSURANCE AUTHORITY

SAN JOAQUIN VALLEY INSURANCE

AUTHORITY:

By

Pete Vander Poel Il
SJVIA Board President

Date:

REVIEWED &
RECOMMENDED FOR APPROVAL

By

Hollis Magill
SJVIA Manager

COUNTY OF TULARE:

By

Amy Shuklian
Chairman, Board of Supervisors

Date:

ATTEST:
Jason T. Britt, County Administrative
Officer/Clerk of the Board of Supervisors

By

Deputy

APPROVED AS TO LEGAL FORM:
TULARE COUNTY COUNSEL

By
Deputy

Matter No. 20181701



Your summary of benefits Anthem 2

Anthem® Blue Cross
Your Plan: San Joaquin Valley Insurance Authority (JPA) - County of Tulare; PPO 0
Your Network: Prudent Buyer PPO

Cost if you use a

Costifyouuseanin- "'\ o ork

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $0 person $500 person /
$1,000 family
Out-of-Pocket Limit $2,000 person / $5,000 person /
$4,000 family $10,000 family

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

Your copays, coinsurance and deductible count toward your out of pocket amount(s).
In-network and out-of-network deductibles and out-of-pocket maximum amounts are separate and do not accumulate toward

each other.

Preventive Care / Screening / Inmunization No charge 30% coinsurance after
deductible is met

Preventive Care for Chronic Conditions per IRS guidelines No charge 30% coinsurance after

deductible is met

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in

person

Primary Care (PCP) including Mental Health and Substance Abuse care by | $20 copay per visit 30% coinsurance after

aPCP deductible is met

Mental Health and Substance Abuse care by Providers other than a PCP | $20 copay per visit 30% coinsurance after
deductible is met

Specialist $20 copay per visit 30% coinsurance after

deductible is met

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled
device
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

Specialist Care $20 copay per visit

Visits in an Office

Primary Care (PCP) $20 copay per visit 30% coinsurance after

deductible is met

Specialist Care $20 copay per visit 30% coinsurance after
deductible is met
Other Practitioner Visits
Routine Maternity Care (Prenatal and Postnatal) $20 copay per visit 30% coinsurance after
deductible is met
Retail Health Clinic $20 copay per visit 30% coinsurance after
deductible is met
Manipulation Therapy $25 copay per visit 30% coinsurance after
Coverage is limited to 12 visits per benefit period. deductible is met
Acupuncture $25 copay per visit $25 copay per visit

Coverage is limited to 20 visits per benefit period.

after deductible is met

Other Services in an Office

Allergy Testing

Chemo/Radiation Therapy
Dialysis/Hemodialysis
Prescription Drugs Dispensed in the office

Maximum of $250 member cost share per drug.

Surgery

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab

No charge

No charge

30% coinsurance after
deductible is met

30% 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 30% coinsurance after
deductible is met

X-Ray

Office No charge 30% coinsurance after
deductible is met

Freestanding Radiology Center No charge 30% coinsurance after
deductible is met

Outpatient Hospital No charge 30% coinsurance after

deductible is met

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office
Freestanding Radiology Center

Outpatient Hospital

10% coinsurance

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

$20 copay per visit

10% coinsurance after
deductible is met

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder
Doctor Office Visit

Facility Visit
Facility Fees

Doctor Services

$20 copay per visit

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% 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 Surgery

Facility Fees
Hospital

Freestanding Surgical Center

Doctor and Other Services
Hospital

10% coinsurance

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

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

Anthem's maximum payment is up to $600 per day for non-emergency
Inpatient admissions to Non-Network Providers.

Facility Fees

Doctor and other services

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Recovery & Rehabilitation

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

10% coinsurance

10% coinsurance after
deductible is met

Rehabilitation services

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 40 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Office

Outpatient Hospital

$25 copay per visit

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

$25 copay per visit

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Cost if you use a
Non-Network

Cost if you use an In-

Covered Medical Benefits Network Provider

Provider
Skilled Nursing Care (facility) 10% coinsurance 10% coinsurance after
Coverage is limited to 100 days per benefit period. deductible is met
Inpatient Hospice No charge 0% coinsurance after

deductible is met

Durable Medical Equipment 10% coinsurance 30% coinsurance after
deductible is met

Prosthetic Devices 10% coinsurance 30% coinsurance after
deductible is met

Notes:

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

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

e Qutpatient Facility tests and treatments are limited to $350 per service for Non-Network Providers. Includes
Diagnostic Services, X-ray, Surgery, Rehabilitation, Habilitation, and Cardiac Therapy. This also includes Surgery at
Freestanding Facilities.

o 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.

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.
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Get help in your language Anthem. Vav

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

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

Spanish
IMPORTANTE: ¢ Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
Lﬂ:u_hhd.oui.a;h |_\sﬁ‘;.od‘5.naa.hl.aa.1|t_‘_<.a.tbns Lg_ip!‘)ﬂ‘_f‘.c dhuuu&ubmylb&JL ‘:J‘J1o‘dl.u‘)jiblﬁ ao\‘)ﬂl_hs.uda pen

(TTY/TDD:711) 1-888-254-2721a8 1L 158 duai¥l (o 5 cdsilaal) saeliall o J panll

Armenian

NhTUANPE3NPL. Yupnnubn 1l kp pipkpgl) wju tudwlp: Gph ny, Ukip Jupnn kip npudwngpl) hus-np dkyhi, m)
ljoquh 2kq Yupnuy wyl: Yupnn kup twl wyu twdwlp 2tq gpuynp nwppkpulng npudungpl;: Gid&wp oginipynil
unwiwnt hwdwp Jupny bp withwuywn quiquhwpk) 1-888-254-2721 htnwinuwhwdwpny: (TTY/TDD: 711)

Chinese
E%%IE CRERTEEEM SIS 2 NREENE - TMEESIR MBI - A 0 g DUEEDEIEES ME A - WFEL
Zieh o 5T R#8F71-888-254-2721 - (TTY/TDD: 711)

Farsi
e Lad 4o 1) uakd oaail g Soe edoSl g Sa p 81 Suanilghy 1y dels ol aait a5 e LT :pgo
Dy 4 1y dawls gl ol g b0 Godxen 0S8 SeS 1y Led 4ol ol g4 sy LS pdlS
oolad Ly Yo uar gLy S8 obdloyy ol oS adlyys glbossd glo) 4o osiss
(TTY/TDD:711). 0,08 wlas 1-888-254-2721

Hindi

FAgcaqUn T 39 I I9 Ig Hehd g7 3R e, al &H Ul 3 Uga A Hag A & (v [Hal Hl 39cey
T TR g1 T TF IF e o A e 7 ofr gerA & wea §) e Aag F fow, Fuwr 1-888-
254-2721 X I Hlel HLI (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

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

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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B COEFERDFIIN?LLHROLBWNGEICE. RBZEBIIOOXREERITHIIENATEFTY, Ffz. ZOF
BEFLTLEETEVLLDEAFIILLTEET, ROBSICLFTCEREL T, BHEXIEZRITTILESLY,
1-888-254-2721 (TTY/TDD: 711)

Khmer
e tﬁgnmﬁmarﬁéma:w? idminme wivnsgiammpinengsund gnfinse guindsme smwusuimmanuagasite lfegudgmaninly gumerinmuniehue 1-888-254-

2721+ (TTY/TDD: 711)

oY
o
|.|-|
oo
mjo
[n

2 ALEO| [USLICE F3t7F ALEStE 2102 AT

Punjabi
HIZTYIS: &t AN fog U39 uzg A I7 A &I, 3 wAD oA § uzg -3 3973 Hee 38 fuah § g8 AT I 3AD mree

U39 § widet s fdg fof@emir Ifenr =it ugond cond 99 AeR J1 HES Hee 38, gy I9d 296 1-888-254-2721 3 I8
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl npounTaTh AaHHOe NncbMo? Ecnn HeT, Haw cneunannct NomMoXeT BaM B 3TOM. Bbl Takke moxeTte
nony4nTb aHHOE MMCbMO Ha BaweM s3blke. [Insg nonydeHns 6ecnnatHON NOMOLLM 3BOHUTE MO HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

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

Thai

RNEUAFIAY: vitugnsaauaanungativinvialy mavinuligwnsaaruaanunaatiudl
wssadauEAImnnnaulivinuiele vinudvanalvlanwmihimhadsuaamnaluaenuasvinudneae
mnsasnsanuiandalagliialdane Tusalnsfasafinunaiy 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, ching t6i c6 thé b tri nguai gitip quy vi doc thw nay.
Quy vj cling cé thé nhan thw nay bang ngén ngl cta quy vi. Dé dwoc gitp d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

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

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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Your summary of benefits

Anthem® Blue Cross

Your Plan: San Joaquin Valley Insurance Authority (JPA) - County of Tulare: PPO 500

Your Network: Prudent Buyer PPO

Covered Medical Benefits

Cost if you use an In-

Network Provider

Anthem

Costif you use a
Non-Network
Provider

Overall Deductible $500 person / $500 person /
$1,000 family $1,000 family

Out-of-Pocket Limit $3,000 person / $6,000 person /
$10,000 family $20,000 family

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

person deductible or per person out-of-pocket maximum.

Your copays, coinsurance and deductible count toward your out of pocket amount(s).

Preventive Care / Screening / Inmunization No charge 40% coinsurance after
deductible is met

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

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in

person

Primary Care (PCP) including Mental Health and Substance Abuse care by | $25 copay per visit 40% coinsurance after

a PCP

Mental Health and Substance Abuse care by Providers other than a PCP

Specialist

deductible does not
apply

$25 copay per visit
deductible does not

apply

$25 copay per visit
deductible does not

apply

deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

CA/LG/San Joaquin Valley Insurance Authority (JPA) - County of Tulare: Custom Classic PPO/02P5/01-01-2022
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled

device

Primary Care (PCP) and Mental Health and Substance Use Disorder

Specialist Care

$25 copay per visit deductible does not apply

$25 copay per visit deductible does not apply

Visits in an Office

Primary Care (PCP)

Specialist Care

$25 copay per visit
deductible does not
apply

$25 copay per visit
deductible does not
apply

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

Retail Health Clinic

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

Acupuncture
Coverage is limited to 20 visits per benefit period.

$25 copay per
pregnancy deductible
does not apply

$25 copay per visit
deductible does not
apply

$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

40% 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

Chemo/Radiation Therapy
Dialysis/Hemodialysis
Prescription Drugs Dispensed in the office

Maximum of $250 member cost share per drug.

Surgery

20% coinsurance after
deductible is met

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

40% coinsurance after
deductible is met

40% 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

Diagnostic Services
Lab

Office

Freestanding Lab

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Outpatient Hospital 0% coinsurance after | 40% coinsurance after
deductible is met deductible is met

X-Ray

Office 0% coinsurance after 40% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

0% coinsurance after
deductible is met

0% 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
Freestanding Radiology Center

Outpatient Hospital

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

Emergency and Urgent Care

Urgent Care

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

Emergency Room Doctor and Other Services

Ambulance

$25 copay per visit
deductible does not
apply

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
Doctor Office Visit

$25 copay per visit
deductible does not
apply

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

Facility Visit
Facility Fees

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees

Hospital
Freestanding Surgical Center

Doctor and Other Services
Hospital

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

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

Anthem's maximum payment is up to $600 per day for non-emergency
Inpatient admissions to Non-Network Providers.

Facility Fees

Doctor and other services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Recovery & Rehabilitation

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Rehabilitation services

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 40 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Office

Outpatient Hospital

$25 copay per visit
deductible does not

apply

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

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

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

Skilled Nursing Care (facility)

Coverage is limited to 100 days per benefit period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Inpatient Hospice

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Durable Medical Equipment

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Notes:

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

Certificate of Coverage for details.

e OQutpatient Facility tests and treatments are limited to $350 per service for Non-Network Providers. Includes
Diagnostic Services, X-ray, Surgery, Rehabilitation, Habilitation, and Cardiac Therapy. This also includes Surgery at

Freestanding Facilities.

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

service rendered.

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.
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Get help in your language Anthem. Vav

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

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

Spanish
IMPORTANTE: ¢Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
Lﬂ:u_hhd.oui.a;h |_\sﬁ‘;.od‘5.naa.hl.aa.1|t_‘_<.a.tbns Lg_ip!‘)ﬂ‘_f‘.c dhuuu&ubmylb&JL ‘:J‘J1o‘dl.u‘)jiblﬁ ao\‘)ﬂl_hs.uda pen

(TTY/TDD:711) 1-888-254-2721a8 1L 158 duai¥l (o 5 cdsilaal) saeliall o J panll

Armenian

NhTUANPE3NPL. Yupnnubn 1l kp pipkpgl) wju tudwlp: Gph ny, Ukip Jupnn kip npudwngpl) hus-np dkyhi, m)
ljoquh 2kq Yupnuy wyl: Yupnn kup twl wyu twdwlp 2tq gpuynp nwppkpulng npudungpl;: Gid&wp oginipynil
unwiwnt hwdwp Jupny bp withwuywn quiquhwpk) 1-888-254-2721 htnwinuwhwdwpny: (TTY/TDD: 711)

Chinese
E%%IE CRERTEEEM SIS 2 NREENE - TMEESIR MBI - A 0 g DUEEDEIEES ME A - WFEL
Zieh o 5T R#8F71-888-254-2721 - (TTY/TDD: 711)

Farsi
e Lad 4o 1) uakd oaail g Soe edoSl g Sa p 81 Suanilghy 1y dels ol aait a5 e LT :pgo
Dy 4 1y dawls gl ol g b0 Godxen 0S8 SeS 1y Led 4ol ol g4 sy LS pdlS
oolad Ly Yo uar gLy S8 obdloyy ol oS adlyys glbossd glo) 4o osiss
(TTY/TDD:711). 0,08 wlas 1-888-254-2721

Hindi

FAgcaqUn T 39 I I9 Ig Hehd g7 3R e, al &H Ul 3 Uga A Hag A & (v [Hal Hl 39cey
T TR g1 T TF IF e o A e 7 ofr gerA & wea §) e Aag F fow, Fuwr 1-888-
254-2721 X I Hlel HLI (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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B COEFERDFIIN?LLHROLBWNGEICE. RBZEBIIOOXREERITHIIENATEFTY, Ffz. ZOF
BEFLTLEETEVLLDEAFIILLTEET, ROBSICLFTCEREL T, BHEXIEZRITTILESLY,
1-888-254-2721 (TTY/TDD: 711)

Khmer
e tﬁgnmﬁmarﬁéma:w? idminme wivnsgiammpinengsund gnfinse guindsme smwusuimmanuagasite lfegudgmaninly gumerinmuniehue 1-888-254-

2721+ (TTY/TDD: 711)

oY
o
|.|-|
oo
mjo
[n

2 ALEO| [USLICE F3t7F ALEStE 2102 AT

Punjabi
HIZTYIS: &t AN fog U39 uzg A I7 A &I, 3 wAD oA § uzg -3 3973 Hee 38 fuah § g8 AT I 3AD mree

U39 § widet s fdg fof@emir Ifenr =it ugond cond 99 AeR J1 HES Hee 38, gy I9d 296 1-888-254-2721 3 I8
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl npounTaTh AaHHOe NncbMo? Ecnn HeT, Haw cneunannct NomMoXeT BaM B 3TOM. Bbl Takke moxeTte
nony4nTb aHHOE MMCbMO Ha BaweM s3blke. [Insg nonydeHns 6ecnnatHON NOMOLLM 3BOHUTE MO HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

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

Thai

RNEUAFIAY: vitugnsaauaanungativinvialy mavinuligwnsaaruaanunaatiudl
wssadauEAImnmNaulivinuiele vinudvanalvlanmihihadsuaaminaluaenuasvinudneae
mnsasnsanuiandaTagiialdane Tusalnsfasafinunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, ching t6i c6 thé b6 tri nguai gitip quy vi doc thw nay.
Quy vj cling cé thé nhan thw nay bang ngén ngl cta quy vi. Dé dwoc gitp d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

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

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-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 is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Anthem® Blue Cross

Your Plan: San Joaquin Valley Insurance Authority (JPA) - County of Tulare: PPO 750

Your Network: Prudent Buyer PPO

Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Overall Deductible $750 person / $750 person /
$1,500 family $1,500 family

Out-of-Pocket Limit $3,500 person / $10,000 person /
$7,000 family $20,000 family

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

person deductible or per person out-of-pocket maximum.

Your copays, coinsurance and deductible count toward your out of pocket amount(s).

In-network and out-of-network deductibles and out-of-pocket maximum amounts are separate and do not accumulate toward

each other.

Preventive Care / Screening / Inmunization No charge 50% coinsurance after
deductible is met

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

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in

person

Primary Care (PCP) including Mental Health and Substance Abuse care by | $25 copay per visit 50% coinsurance after

aPCP

Mental Health and Substance Abuse care by Providers other than a PCP

deductible does not
apply

$25 copay per visit
deductible does not

apply

deductible is met

50% coinsurance after
deductible is met

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

CA/LG/San Joaquin Valley Insurance Authority (JPA) - County of Tulare: Custom Classic PPO $750//01-01-2022
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Specialist

$35 copay per visit
deductible does not

apply

50% coinsurance after
deductible is met

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled
device

Primary Care (PCP) and Mental Health and Substance Use Disorder

Specialist Care

$0 copay per visit deductible does not apply

$35 copay per visit deductible does not apply

Visits in an Office

Primary Care (PCP)

Specialist Care

$25 copay per visit
deductible does not

apply

$35 copay per visit
deductible does not

apply

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

Retail Health Clinic

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

Acupuncture
Coverage is limited to 20 visits per benefit period.

$25 copay per visit
deductible does not

apply

$25 copay per visit
deductible does not
apply

$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

50% coinsurance 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

Chemo/Radiation Therapy

Dialysis/Hemodialysis

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance 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

Surgery 20% coinsurance after | 50% coinsurance after
deductible is met deductible is met

Diagnostic Services

Lab

Office 0% coinsurance after 50% coinsurance after

Freestanding Lab

deductible is met

0% coinsurance after
deductible is met

deductible is met

50% coinsurance after
deductible is met

Outpatient Hospital 0% coinsurance after 50% coinsurance after
deductible is met deductible is met

X-Ray

Office 0% coinsurance after 50% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

0% coinsurance after
deductible is met

0% coinsurance 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

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care

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

Emergency Room Doctor and Other Services

Ambulance

$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Outpatient Mental Health and Substance Use Disorder
Doctor Office Visit

$25 copay per visit
deductible does not

apply

50% coinsurance after
deductible is met

Facility Visit

Facility Fees 20% coinsurance after | 50% coinsurance after
deductible is met deductible is met

Doctor Services 20% coinsurance after | 50% coinsurance after
deductible is met deductible is met

QOutpatient Surgery

Facility Fees

Hospital 20% coinsurance after | 50% coinsurance after

Freestanding Surgical Center

Doctor and Other Services
Hospital

deductible is met

20% coinsurance after
deductible is met

20% coinsurance 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)

Anthem's maximum payment is up to $600 per day for non-emergency
Inpatient admissions to Non-Network Providers.

Facility Fees

Doctor and other services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Recovery & Rehabilitation

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Rehabilitation services

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 40 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Office

$25 copay per visit
deductible does not
apply

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

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Skilled Nursing Care (facility)

Coverage is limited to 100 days per benefit period.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Inpatient Hospice

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Notes:

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

Certificate of Coverage for details.

e OQutpatient Facility tests and treatments are limited to $350 per service for Non-Network Providers. Includes
Diagnostic Services, X-ray, Surgery, Rehabilitation, Habilitation, and Cardiac Therapy. This also includes Surgery at

Freestanding Facilities.

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

service rendered.

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.
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Get help in your language Anthem. Vav

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

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

Spanish
IMPORTANTE: ¢ Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
Lﬂ:u_hhd.oui.a;h |_\sﬁ‘;.od‘5.naa.hl.aa.1|t_‘_<.a.tbns Lg_ip!‘)ﬂ‘_f‘.c dhuuu&ubmylb&JL ‘:J‘J1o‘dl.u‘)jiblﬁ ao\‘)ﬂl_hs.uda pen

(TTY/TDD:711) 1-888-254-2721a8 1L 158 duai¥l (o 5 cdsilaal) saeliall o J panll

Armenian

NhTUANPE3NPL. Yupnnubn 1l kp pipkpgl) wju tudwlp: Gph ny, Ukip Jupnn kip npudwngpl) hus-np dkyhi, m)
ljoquh 2kq Yupnuy wyl: Yupnn kup twl wyu twdwlp 2tq gpuynp nwppkpulng npudungpl;: Gid&wp oginipynil
unwiwnt hwdwp Jupny bp withwuywn quiquhwpk) 1-888-254-2721 htnwinuwhwdwpny: (TTY/TDD: 711)

Chinese
E%%IE CRERTEEEM SIS 2 NREENE - TMEESIR MBI - A 0 g DUEEDEIEES ME A - WFEL
Zieh o 5T R#8F71-888-254-2721 - (TTY/TDD: 711)

Farsi
e Lad 4o 1) uakd oaail g Soe edoSl g Sa p 81 Suanilghy 1y dels ol aait a5 e LT :pgo
Dy 4 1y dawls gl ol g b0 Godxen 0S8 SeS 1y Led 4ol ol g4 sy LS pdlS
oolad Ly Yo uar gLy S8 obdloyy ol oS adlyys glbossd glo) 4o osiss
(TTY/TDD:711). 0,08 wlas 1-888-254-2721

Hindi

FAgcaqUn T 39 I I9 Ig Hehd g7 3R e, al &H Ul 3 Uga A Hag A & (v [Hal Hl 39cey
T TR g1 T TF IF e o A e 7 ofr gerA & wea §) e Aag F fow, Fuwr 1-888-
254-2721 X I Hlel HLI (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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B COEFERDFIIN?LLHROLBWNGEICE. RBZEBIIOOXREERITHIIENATEFTY, Ffz. ZOF
BEFLTLEETEVLLDEAFIILLTEET, ROBSICLFTCEREL T, BHEXIEZRITTILESLY,
1-888-254-2721 (TTY/TDD: 711)

Khmer
e tﬁgnmﬁmarﬁéma:w? idminme wivnsgiammpinengsund gnfinse guindsme smwusuimmanuagasite lfegudgmaninly gumerinmuniehue 1-888-254-

2721+ (TTY/TDD: 711)

oY
o
|.|-|
oo
mjo
[n

2 ALEO| [USLICE F3t7F ALEStE 2102 AT

Punjabi
HIZTYIS: &t AN fog U39 uzg A I7 A &I, 3 wAD oA § uzg -3 3973 Hee 38 fuah § g8 AT I 3AD mree

U39 § widet s fdg fof@emir Ifenr =it ugond cond 99 AeR J1 HES Hee 38, gy I9d 296 1-888-254-2721 3 I8
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl npounTaTh AaHHOe NncbMo? Ecnn HeT, Haw cneunannct NomMoXeT BaM B 3TOM. Bbl Takke moxeTte
nony4nTb aHHOE MMCbMO Ha BaweM s3blke. [Insg nonydeHns 6ecnnatHON NOMOLLM 3BOHUTE MO HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

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

Thai

RNEUAFIAY: vitugnsaauaanungativinvialy mavinuligwnsaaruaanunaatiudl
wssadauEAImnmnaulivinuiele vinudvanalvlanwmihihadsuaaminaluaenuasvinudneae
mnsasnsanuiandaTagiialdane Tusalnsfasainunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, ching t6i c6 thé b tri nguai gitip quy vi doc thw nay.
Quy vj cling cé thé nhan thw nay bang ngoén ngl cta quy vi. Dé dwoc gitp d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

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

Anthem® Blue Cross

Anthem

Your Plan: San Joaquin Valley Insurance Authority (JPA): Anthem PPO (HSA) 2500

Your Network: Prudent Buyer PPO

Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network

Provider
Overall Deductible $2,500 person / $2,500 person /
$5,000 family $5,000 family
Out-of-Pocket Limit $5,000 person / $5,000 person /
$8,150 family $8,150 family

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

person deductible or per person out-of-pocket maximum.

Your copays, coinsurance and deductible count toward your out of pocket amount(s).

In-network and out-of-network deductibles and out-of-pocket maximum amounts are combined and accumulate toward each

other.

Preventive Care / Screening / Inmunization No charge 50% coinsurance after
deductible is met

Preventive Care for Chronic Conditions per IRS guidelines No charge 50% coinsurance after

deductible is met

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in
person

Primary Care (PCP) including Mental Health and Substance Abuse care by
a PCP

Mental Health and Substance Abuse care by Providers other than a PCP

Specialist

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled
device
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http://www.livehealthonline.com/

Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Primary Care (PCP) and Mental Health and Substance Use Disorder

Specialist Care

0% coinsurance after deductible is met

10% coinsurance after deductible is met

Visits in an Office

Primary Care (PCP)

Specialist Care

10% coinsurance after
deductible is met

10% coinsurance 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

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

Acupuncture
Coverage is limited to 20 visits per benefit period.

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance 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

Chemo/Radiation Therapy

Dialysis/Hemodialysis

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

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Surgery 10% coinsurance after | 50% coinsurance after
deductible is met deductible is met

Diagnostic Services

Lab

Office 10% coinsurance after | 50% coinsurance after

Freestanding Lab

deductible is met

10% coinsurance after
deductible is met

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 10% coinsurance after | 50% coinsurance after
deductible is met deductible is met

X-Ray

Office 10% coinsurance after | 50% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductible is met

10% coinsurance after
deductible is met

10% coinsurance 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

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance 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
Doctor Office Visit

Facility Visit
Facility Fees

Doctor Services

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance 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 Surgery

Facility Fees
Hospital

Freestanding Surgical Center

Doctor and Other Services
Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance 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)

Facility Fees

Doctor and other services

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Recovery & Rehabilitation

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

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Rehabilitation services

Coverage for physical therapy and occupational therapy is limited to 12
visits combined per benefit period. Chiropractic visits count towards your
physical and occupational therapy limits.

Office

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

10% coinsurance after
deductible is met

10% 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

Inpatient Hospice
Coverage is limited to $10,000 maximum/lifetime.

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Durable Medical Equipment

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Prosthetic Devices

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Covered Services

(For Outpatient Prescription Drugs)

Traditional Health Coverage
Per Insured Person Copay For Each Prescription or Refill

Outpatient Prescription Drug Benefits

(Until the calendar year deductible is satisfied, the insured person pays
the prescription drug maximum allowed amount and not the copays listed below.)

> Retail Pharmacy

> Preventive immunizations administered by a retail pharmacy - No copay (deductible waived)
> Female oral contraceptives generic and single source brand No copay (deductible waived)
> Generic drugs $7

> Brand name formulary drugs'2 $25

> Self-administered injectable drugs, except insulin $25

Home Delivery

> Female oral contraceptives generic and single source brand No copay

> Generic drugs $14

> Brand name formulary drugs'= $50

> Self-administered injectable drugs, except insulin $25

Specialty pharmacy drugs

(may only be obtained through the specialty pharmacy program)

> Generic drugs $7

> Brand name formulary drugs' $25

> Self-administered injectable drugs, except insulin $25

Non-participating Pharmacies
(compound drugs & specialty pharmacy drugs not covered at retail
participating pharmacies)

Insured person pays the above retail pharmacy copay plus:
30% of the remaining prescription drug maximum allowed
amount & costs in excess of the maximum amount allowed

Supply Limits?
> Retail Pharmacy (participating and non-participating)

> Home Delivery
> Specialty Pharmacy

30-day supply; 60-day supply for federally classified
Schedule I attention deficit disorder drugs that require

a triplicate prescription form, but require a double copay;

6 tablets or units/30-day period for impotence and/or

sexual dysfunction drugs (available only at retail pharmacies)
90-day supply

30-day supply

1 Mandatory Generic Substitution: If an insured person requests a brand name drug when a generic drug substitution exists, the insured person pays the generic drug copay plus the
difference in cost between the negotiated rate for the generic drug and the brand name drug, but not more than 50% of our cost of the prescription drug. Mandatory generic substitution does
not apply when it has been determined that the brand name drug is medically necessary for the insured person.

2 When the member’s physician has specified “dispense as written” (DAW) for formulary brand drugs, the copay for brand name formulary drugs will apply. When the member’s physician
has not specified DAW for formulary brand drugs, the member pays the generic drug copay plus the difference in cost between the drug negotiated rate for the generic drug and the brand
name formulary drug, but not more than 50% of the drug negotiated rate. Some drugs may also be subject to a review for Medical Necessity by Anthem Blue Cross Life and Health

Insurance Company.

3 Supply limits for certain drugs may be different. Please refer to the Certificate of Insurance for complete information
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The Outpatient Prescription Drug Benefit covers the following:

>
>
>
>
>
>
>
>
>
>
>
>

Outpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician for the
treatment of phenylketonuria.

Insulin

Syringes when dispensed for use with insulin and other self-injectable drugs or medications

Prescription oral contraceptives; contraceptive diaphragms. Contraceptive diaphragms are limited to one per year.

Injectable drugs which are self-administered by the subcutaneous route (under the skin) by the patient or insured person.

Drugs that have Food and Drug Administration (FDA) labeling for self-administration.

All compound prescription drugs that contain at least one covered prescription ingredient

Diabetic supplies (i.e., test strips and lancets)

Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes.

Inhaler spacers and peak flow meters for the treatment of pediatric asthma.

Smoking cessation products requiring a physician’s prescription.

Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription drug
formulary.

Notes:

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

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

e OQutpatient Facility tests and treatments are limited to $350 per service for Non-Network Providers. Includes
Diagnostic Services, X-ray, Surgery, Rehabilitation, Habilitation, and Cardiac Therapy. This also includes Surgery at
Freestanding Facilities.

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

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.
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Get help in your language Anthem. Vav

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (TTY/TDD: 711)

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

Spanish
IMPORTANTE: ¢Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
Lﬂ:u_hhd.oui.a;h |_\sﬁ‘;.od‘5.naa.hl.aa.1|t_‘_<.a.tbns Lg_ip!‘)ﬂ‘_f‘.c dhuuu&ubmylb&JL ‘:J‘J1o‘dl.u‘)jiblﬁ ao\‘)ﬂl_hs.uda pen

(TTY/TDD:711) 1-888-254-2721a8 1L 158 duai¥l (o 5 cdsilaal) saeliall o J panll

Armenian

NhTUANPE3NPL. Yupnnubn 1l kp pipkpgl) wju tudwlp: Gph ny, Ukip Jupnn kip npudwngpl) hus-np dkyhi, m)
ljoquh 2kq Yupnuy wyl: Yupnn kup twl wyu twdwlp 2tq gpuynp nwppkpulng npudungpl;: Gid&wp oginipynil
unwiwnt hwdwp Jupny bp withwuywn quiquhwpk) 1-888-254-2721 htnwinuwhwdwpny: (TTY/TDD: 711)

Chinese
E%%IE CRERTEEEM SIS 2 NREENE - TMEESIR MBI - A 0 g DUEEDEIEES ME A - WFEL
Zieh o 5T R#8F71-888-254-2721 - (TTY/TDD: 711)

Farsi
e Lad 4o 1) uakd oaail g Soe edoSl g Sa p 81 Suanilghy 1y dels ol aait a5 e LT :pgo
Dy 4 1y dawls gl ol g b0 Godxen 0S8 SeS 1y Led 4ol ol g4 sy LS pdlS
oolad Ly Yo uar gLy S8 obdloyy ol oS adlyys glbossd glo) 4o osiss
(TTY/TDD:711). 0,08 wlas 1-888-254-2721

Hindi

FAgcaqUn T 39 I I9 Ig Hehd g7 3R e, al &H Ul 3 Uga A Hag A & (v [Hal Hl 39cey
T TR g1 T TF IF e o A e 7 ofr gerA & wea §) e Aag F fow, Fuwr 1-888-
254-2721 X I Hlel HLI (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus
pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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B COEFERDFIIN?LLHROLBWNGEICE. RBZEBIIOOXREERITHIIENATEFTY, Ffz. ZOF
BEFLTLEETEVLLDEAFIILLTEET, ROBSICLFTCEREL T, BHEXIEZRITTILESLY,
1-888-254-2721 (TTY/TDD: 711)

Khmer
e tﬁgnmﬁmarﬁéma:w? idminme wivnsgiammpinengsund gnfinse guindsme smwusuimmanuagasite lfegudgmaninly gumerinmuniehue 1-888-254-

2721+ (TTY/TDD: 711)

oY
o
|.|-|
oo
mjo
[n

2 ALEO| [USLICE F3t7F ALEStE 2102 AT

Punjabi
HIZTYIS: &t AN fog U39 uzg A I7 A &I, 3 wAD oA § uzg -3 3973 Hee 38 fuah § g8 AT I 3AD mree

U39 § widet s fdg fof@emir Ifenr =it ugond cond 99 AeR J1 HES Hee 38, gy I9d 296 1-888-254-2721 3 I8
FJ1 (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl npounTaTh AaHHOe NncbMo? Ecnn HeT, Haw cneunannct NomMoXeT BaM B 3TOM. Bbl Takke moxeTte
nony4nTb aHHOE MMCbMO Ha BaweM s3blke. [Insg nonydeHns 6ecnnatHON NOMOLLM 3BOHUTE MO HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

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

Thai

RNEUAFIAY: vitugnsaauaanungativinvialy mavinuligwnsaaruaanunaatiudl
wssadauEAImnmNaulivinuiele vinudvanalvlanmihihadsuaaminaluaenuasvinudneae
mnsasnsanuiandaTagiialdane Tusalnsfasafinunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, ching t6i c6 thé b6 tri nguai gitip quy vi doc thw nay.
Quy vj cling cé thé nhan thw nay bang ngén ngl cta quy vi. Dé dwoc gitp d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

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

How do I find a participating network pharmacy?

You can use your EmpiRx Health ID card at over 68,000 pharmacies nationwide
including all pharmacy chains. You can find a network pharmacy by logging onto
www.empirxhealth.com or calling 877-262-7435.

What is a prior authorization and why is it necessary?

Certain medications require prior authorization (PA) because of their potential side
effects, potentially harmful interactions with other prescription medications, or to
confirm they are being prescribed in accordance with Food & Drug Administration
(FDA) approved indications. This process is designed to help ensure your health and
safety. If a PA is needed, EmpiRx Health will work directly with your physician to
obtain the necessary information prior to fulfillment.

How do I find out if a particular prescription is covered by my benefits?
Call 877-262-7435 to speak to a representative who can assist you with drug
coverage questions or log onto www.empirxhealth.com for details.

How can I find out if generic or lower cost alternatives may be available to me?
Log into the member portal at www.empirxhealth.com and select “Drug Pricing.”
Search your medication and if there is a generic available, you will see the cost for
both the brand as well as the generic. You can also call 877-262-7435 to speak to a
representative who can assist you, or consult your physician or pharmacist to
determine if generic equivalents are available for your prescription.

Why does my copay change from month to month?

The cost of medications changes regularly and prices are not all the same at each
pharmacy. If your copay is based on a percentage rather than a fixed dollar amount
then depending on the pharmacy you use and the cost of the medication at the time
your prescription is filled, you may see a variation in your copay amount.

This brochure is only a general description of your prescription benefit program and it is not 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.

Logos are service marks of EmpiRx Health. CDPK.90.1800.000
Standard Brochure 1.2017
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Your Prescription Benefit Program

Retail Pharmacy Copayment
You are responsible to pay the retail pharmacist the copayment per prescription which 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 $40.00 for a Preferred

Brand Medication Brand Medication
$35.00 for a Non-Preferred $60.00 for a Non-Preferred
Brand Medication Brand Medication

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

Retail quantities will be dispensed according to your physician’s instructions written on the
prescription up to a maximum of a 90-day supply.

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

Mail Order Pharmacy Copayment

Maintenance medications can be submitted to Benecard Central Fill, the EmpiRx Health mail
order facility. Your plan allows for up to a 90-day supply with three (3) refills, according to
your physician’s instructions. Your co-pay amount will be:

$15.00 for a Generic Medication
$30.00 for a Preferred Brand Medication
$50.00 for a Non-Preferred Brand Medication

Specialty Medication Copayment

Specialty medications are high-cost biotechnology drugs requiring special distribution,
handling, and administration. These medications are typically designed to treat chronic
diseases.

30% ($100 max) for a Generic Specialty Medication
30% ($100 max) for a Preferred Brand Specialty Medication
30% ($100 max) for a Non-Preferred Brand Specialty Medication

Specialty medications can be filled one (1) time at a retail pharmacy. All future prescriptions
must be obtained at Benecard Central Fill's Specialty Pharmacy. Please note that specialty
medications are limited to a 30-day supply.

Online Member Tools
Maximize your benefit and find out how you can save on your out-of-pocket

costs with our valuable member resource tools online at
www.empirxhealth.com including:

® Plan coverage details and copay information

e Network pharmacy finder

® Mail service access to request refills and check order status

e Updated preferred medication list

e Drug comparison pricing tool to identify lower cost alternatives

® Drug information

e Recent personal drug utilization history including the amount you
have paid and what the plan has paid on your behalf. This is helpful
for year-end tax purposes

Registration is easy! Along with your EmpiRx Health ID card, you will need
basic member information, a phone number and an email address. Refer to
our website periodically for the most recent pharmacy network finder and
preferred medication list.
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Preferred Medication List

The Preferred Medication List is a guide for selecting clinically and therapeutically
appropriate medications. It should not take the place of a physician’s or
pharmacist’s judgment with regard to a patient’s pharmaceutical care. Refer to
www.empirxhealth.com for the most recent version of the 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.

Be sure to present your EmpiRx Health ID card at a participating network pharmacy
to receive a discount off the retail price of medications that may not be covered.

Retail Pharmacy Network

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

Mail Order Pharmacy

The EmpiRx Health mail service pharmacy, Benecard Central Fill, is an option for
you to obtain maintenance medications. Typically, prescriptions filled through mail
service include medications used to treat chronic conditions and are written for up
to a 90-day supply, plus refills. Prescriptions that you need to use right away should
always be taken to your local pharmacy. You do have the option to obtain 90-day
supplies through the retail network.

For your first order, complete the enclosed Mail Service Order Form and mail it
along with your original prescription using the pre-addressed envelope provided to
Benecard Central Fill. You can also have your physician submit your prescription
electronically to Benecard Central Fill or fax your prescription 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 faxed from a doctor’s office
will be accepted via fax.

To order refills you have three options:

® Internet: Visit www.empirxhealth.com. If you have not yet registered, click on
Register. If you are a registered user, log in and select Mail Order.

® Phone: Call Member Services toll-free, 877-262-7435, 24 hours a day, 7 days a
week and use the prompts to order your refills. Have your identification
number and credit card information ready.

® Mail: Send the Refill Request Order Form provided with your last shipment
back to Benecard Central Fill mail service in the pre-addressed envelope

EmpiRx Health does NOT automatically refill your prescriptions.

To avoid delays, always include the appropriate copayment (if applicable) when
your order is placed. Visa, MasterCard, Discover, or American Express and debit
cards are accepted. 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, and/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 will need to take your medication. Due to 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
®  Or aconvenient location of your choice

Save with Generic Medications

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

ID Cards

If your ID card is lost, you may print a temporary card online at
www.empirxhealth.com. If there is an emergency and you need a prescription filled,
call EmpiRx Health Member Services toll-free at 877-262-7435 (TDD: 1-888-907-
0020) and we will provide your pharmacist with the required information to
facilitate processing the claim.

Direct Member Reimbursement

If you must pay out-of-pocket for your medication which is covered by your plan,
submit a Direct Member Reimbursement Form, which is available online at
www.empirxhealth.com. You will need to provide an itemized receipt showing: 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 upon your plan
benefits and the amount reimbursed may be significantly lower than the retail price
you paid; therefore, always try to use a participating network pharmacy and present
your ID card to reduce any unnecessary out-of-pocket expenses.



Benefit Summary
39189 SJVIA-COUNTY OF TULARE

Principal Benefits for
Kaiser Permanente Traditional HMO Plan (1/1/22—12/31/22)

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 our Member Service Contact Center.

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.

. . Self-Only Coverage Family Cc.)verage. . Family Coverage
Amounts Per Accumulation Period . Each Member in a Family of | Entire Family of two or more
(a Family of one Member)
two or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...........c.ccccoeueee $25 per visit
Most Physician SPeCialiSt VISITS........uiiiiiiiiiiiiiiiie e a e e $25 per visit
Routine physical maintenance exams, including well-woman exams........................ No charge
Well-child preventive exams (through age 23 months)..........cccccceveeeiiiiiiienee e, No charge
Family planning counseling and consultations No charge
Scheduled prenatal care exams..........ccccceeeeeeinineeen. No charge
Routine eye exams with a Plan Optometrist No charge
Urgent care consultations, evaluations, and treatment..............cccccceiviiiiiiiiee e $25 per visit
Most physical, occupational, and speech therapy .........cccccoo oo $25 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures $25 per procedure
Allergy antigens (including administration) ............... $3 per visit
Most immunizations (including the vaccine) No charge
Most X-rays and 1aboratory tEStS .........cccuiiiiiiiiiie e No charge
Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs.............. $250 per admission
Emergency Health Coverage You Pay
Emergency DepartMent VISItS.........uuuiieiiiiiiiiiiies et e e e e e e 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

AMDBUIGNCE SEIVICES ... .uiiiiiiii ittt e e e e et e e e e e e s et b raraaeeeearanees $50 per trip

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-order service $10 for up to a 100-day supply
Most brand-name items (Tier 2) at a Plan Pharmacy or through our mail-order

=T (o = PSR $20 for up to a 100-day supply
Most specialty items (Tier 4) at a Plan Pharmacy ...........ccoocciieiiiiiiieiien $20 for up to a 30-day supply
Durable Medical Equipment (DME) You Pay
DME items as described in the EOC ............ueiiiiiiiiiiei e 20% Coinsurance
Mental Health Services You Pay
Inpatient psychiatric hoSpItaliZation ............c..eeieiiiiiiii e $250 per admission
Individual outpatient mental health evaluation and treatment $25 per visit
Group outpatient mental health treatment ............ccccoo oo $12 per visit
Substance Use Disorder Treatment You Pay
INpatient detOXifiCALION ..........oiiiiiiiiiee e $250 per admission
Individual outpatient substance use disorder evaluation and treatment .................... $25 per visit
Group outpatient substance use disorder treatment...........ccccceoeviivieieee e $5 per visit
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............ccccvveveeeeeiiinnnns No charge

4158274.52.1.5000641059 - TRADITIONAL HMO NCR (continues)




Benefit Summary (continued)

Other You Pay

Eyeglasses or contact lenses every 24 months.............oooiiiiiiiiiiiieeiiiieiee e Amount in excess of $150 Allowance

Skilled nursing facility care (up to 100 days per benefit period) No charge

Prosthetic and orthotic devices as described inthe EOC..........cccccoeiiiiiiiiiiiiee e No charge

Diagnosis and treatment of infertility and artificial insemination (such as outpatient
procedures or laboratory tests) as described in the EOC 50% Coinsurance

Assisted reproductive technology (“ART”) Services ...........ccccuuu.... Not covered

HOSPICE CA....uuiiiiiie ettt e e e e ettt e e e e e et eeeeaeeaanntreeeaaeeaaanees 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).

4158274.52.1.5000641059 - TRADITIONAL HMO NCR 4158274.52.1.5000641059




Benefit Summary
39189 SJVIA-COUNTY OF TULARE

Principal Benefits for
Kaiser Permanente Deductible HMO Plan (1/1/22—12/31/22)

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.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period oy g Each Member in a Family of | Entire Family of two or more
(a Family of one Member)
two or more Members Members

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $1,000 $1,000 $2,000
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits...........c.cccceeueee

Most Physician Specialist VisSitS...........ccooccveieeneennne

Routine physical maintenance exams, including well-woman exams........................
Well-child preventive exams (through age 23 months)...........ccccceviiiiiiiiiiiee e

Family planning counseling and consultations

Scheduled prenatal care exams.........ccccceeeeeivvneennn.
Routine eye exams with a Plan Optometrist............

Urgent care consultations, evaluations, and treatment...................

Most physical, occupational, and speech therapy ...

Outpatient Services

$20 per visit (Plan Deductible doesn’t apply)

$20 per visit (Plan Deductible doesn’t apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
$20 per visit (Plan Deductible doesn’t apply)
$20 per visit after Plan Deductible

You Pay

Outpatient surgery and certain other outpatient procedures
Allergy antigens (including administration) ..............

Most immunizations (including the vaccine)

Most X-rays and laboratory tests............ccccceeeeeeenn.

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

MRI, most CT, and PET SCanS........cccccvvvvvvevvevevenennns

Hospitalization Services

20% Coinsurance after Plan Deductible

No charge after Plan Deductible

No charge (Plan Deductible doesn't apply)

$10 per encounter after Plan Deductible

No charge (Plan Deductible doesn't apply)

20% Coinsurance up to a maximum of $50 per
procedure after Plan Deductible

You Pay

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

Emergency Health Coverage

20% Coinsurance after Plan Deductible
You Pay

Emergency Department Visits.........cccccceeveciviiieneeennne

20% Coinsurance 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
AMDBUIANCE SEIVICES ... .uiiiiiiiei ettt e e e e e e e e e e s et braeaaeeeesrnnees $150 per trip after Plan Deductible
Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items (Tier 1) at a Plan Pharmacy............occoveeeiieeiiiiiiieneee e $10 for up to a 30-day supply (Plan Deductible
doesn't apply)
Most generic (Tier 1) refills through our mail-order Service ...........cccccveeeiiiiniiee.n. $20 for up to a 100-day supply (Plan Deductible
doesn't apply)
Most brand-name items (Tier 2) at a Plan Pharmacy ..........cccccccovvviiiieniee i, $30 for up to a 30-day supply (Plan Deductible
doesn't apply)

Most brand-name (Tier 2) refills through our mail-

Most specialty items (Tier 4) at a Plan Pharmacy

Durable Medical Equipment (DME)

order ServiCe..........ccceeeeeeeeeeennn..

$60 for up to a 100-day supply (Plan Deductible
doesn’t apply)

$30 for up to a 30-day supply (Plan Deductible
doesn't apply)

You Pay

DME items as described in the EOC ..........cccccen.....

4158274.52.2.5000641062 - DHMO 6221 NCR
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Benefit Summary (continued)

Mental Health Services You Pay
Inpatient psychiatric hoSpItaliZation ............c..eeeeiiiii e 20% Coinsurance after Plan Deductible
Individual outpatient mental health evaluation and treatment $20 per visit (Plan Deductible doesn’t apply)
Group outpatient mental health treatment ... $10 per visit (Plan Deductible doesn’t apply)
Substance Use Disorder Treatment You Pay
Inpatient detOXifICAtION ..........ooii e 20% Coinsurance after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment .................... $20 per visit (Plan Deductible doesn’t apply)
Group outpatient substance use disorder treatment...........cccccooiiiiiiiieee e $5 per visit (Plan Deductible doesn’t apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) .............ccccuvieieeeirinnns No charge (Plan Deductible doesn't apply)
Other You Pay
Skilled nursing facility care (up to 100 days per benefit period)........cccccoeviiiiiiieneannn. 20% Coinsurance after Plan Deductible
Prosthetic and orthotic devices as described inthe EOC..........cccccoeevviiiiiiiiee e No charge (Plan Deductible doesn't apply)
Diagnosis and treatment of infertility and artificial insemination (such as outpatient

procedures or laboratory tests) as described in the EOC ............ccccovvvveviieiiiciiiinen.n. 50% Coinsurance (Plan Deductible doesn'’t apply)
Assisted reproductive technology (“ART”) SEIVICES .......cccceiiiiiiiiiiieeeiiiiiiiereeeeeeeiiins Not covered
HOSPICE CA....uuiiiiiie ettt e e e e ettt e e e e e et eeeeaeeaanntreeeaaeeaaanees No charge (Plan Deductible doesn't apply)

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).

4158274.52.2.5000641062 - DHMO 6221 NCR 4158274.52.2.5000641062




Benefit Summary
229275 SIVIA-COUNTY OF TULARE

Principal Benefits for
Kaiser Permanente Senior Advantage (HMO) with Part D (1/1/22—12/31/22)

For Services subject to the maximum, you will not pay any more Cost Share for the rest of the calendar
year if the Copayments and Coinsurance you pay for those Services add up to the following amount:

For any one MembDer........c.ooo i $1,500 per calendar year
Professional Services (Plan Provider office visits You Pa
Most Primary Care Visits and most Non-Physician Specialist Visits $15 per visit
Most Physician SpecialiSt VISItS .........ccooiviiiiiiiiinieeiieieeiiiee e $15 per visit
Annual Wellness visit and the “Welcome to Medicare” preventive
Y PSRRI No charge
Routine physiCal eXams.............uuuiiiiieeieieeece e No charge
Routine eye exams with a Plan Optometrist............ccccevvviiinneeeeee. $15 per visit
Urgent care consultations, evaluations, and treatment................... $15 per visit
Physical, occupational, and speech therapy..........cccccevviiiinnnnnnnen. $15 per visit
Outpatient surgery and certain other outpatient procedures........... $15 per procedure
Allergy injections (including allergy serum)..........ccccccoeevvevviiiiinnnnn. $3 per visit
Most immunizations (including the vaccing) ..........cccccevvvvcciieeeeene, No charge
Most X-rays and laboratory testS.........coouvvviiiiiiini e No charge
Manual manipulation of the Spine..........cooovviiiiiii i $15 per visit
Hospitalization Services You Pa
Room and board, surgery, anesthesia, X-rays, laboratory tests,
=T To I o 8o 1SS $200 per admission
Emergency Health Coverage You Pa
Emergency Department VISItS........ccoeeeeviviieiiiiiiiiee e $50 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)

AMDUIANCE SEIVICES.....uuiiiii i $50 per trip
Other transportation Services when provided by our designated No charge for up to 24 one-way trips
transportation provider as described in this EOC ................c......... (50 miles per trip) per calendar year
Prescription Drug Coverage You Pa
Covered outpatient items in accord with our drug formulary

guidelines:

MOSt ENENIC ITEBIMS ..ot $10 for up to a 100-day supply

Most brand-Nname ItEMS .........oovviviiiiiie e $25 for up to a 100-day supply

Durable Medical Equipment (DME You Pa

Covered durable medical equipment for home use...........ccccce.. 20 percent Coinsurance
Mental Health Services You Pa

Inpatient psychiatric hospitalization ..............ccceiieiiiiiiiiiiiici e $200 per admission
Individual outpatient mental health evaluation and treatment......... $15 per visit

Group outpatient mental health treatment.............cccccceiiiiiiiiiiiinins $7 per visit

4160872.45.1.5000641048 - SR ADV GRP HMO SCR - SET 1 (continues)




Benefit Summary (continued)

Inpatient detoXifiCatioN..........covuuiiiiii e $200 per admission

Individual outpatient substance use disorder evaluation and

T ALMIENT ... $15 per visit

Group outpatient substance use disorder treatment....................... $5 per visit

Home health care (part-time, intermittent) ............cccevvvvviiiiineeeeee, No charge

Eyeglasses or contact lenses every 24 months.............ccccceeeeeeeeee. Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period)...... No charge

External prosthetic and orthotic devices..........ccoovvvvieiiiiiiiineeeeeee, 20 percent Coinsurance

Ostomy and urological SUPPLIES........eeevuveiiiiee e e e 20 percent Coinsurance

Meals delivered to your home following discharge from a hospital No charge up to two meals per day in
due to congestive heart failure ............ccoovvveiiiiiiii e a consecutive four-week period, once

per calendar year
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 additional information, please refer to the
Summary of Benefits booklet enclosed; for a complete explanation, refer to the EOC.

4160872.45.1.5000641048 - SR ADV GRP HMO SCR - SET 1 4160872.45.1.5000641048




Choose
Your Plan

L ove your smile

Delta Dental PPO™ & DeltaCare” USA*
County of Tulare, PPO #16128, DCUSA #76744

Your company lets you choose between two dental plans from Delta Dental. Either way, vou'll get
reliable dentist networks, affordable preventive care and a healthy smile that you'll love to show.
Your options are:

Delta Dental PPO" DeltaCare USA

This preferred provider plan offers the Under this HMO-type plan, you'll have your
convenience and flexibility of visiting any choice of skilled primary care dentists from the
licensed dentist, anywhere. Covered services DeltaCare USA network. Select a primary care
are paid based on a percentage — if, for dentist, who will then coordinate any needed
example, fillings are covered at B0%. vou pay referrals to a specialist.? Covered services

the remaining 20%. Get the most plan value by provided by your DeltaCare USA dentist have
choosing a Delta Dental PPO dentist. preset copayments (dollar amounts), which

are listed in yvour plan booklet. There are no
maximums or deductibles for covered services.?

*See the inside back page of this brochure for
tha underwriters and administrators of theseo
plans in your state.

Newly covered?
Visit deltadentalins.com/welcome.

LEGAL NOTICES: Access federal and state legal notices related to your plan: deltadentalins comy/about/

legalfindex-anrolles. html
" In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan. , n u m

“In WY, you do not need to select a primary care dentist, but you must visit a network dentist to recaive

benefits. in the following states, you can maximize your savings when you visit a network dentist, although i
u may wisit any licensed dentist and recelve out-of-network coverage: AK, CT, LA, ME, M5, MT, NC, MO, deltadentalInS.CDm;’enr’DIIees
H, O, 50, VT. Refer to your plan bookiet for detalls about your out-of-network benefits.

* Refer to your plan bookdet for more Information about covered services, deductibles and maximums.

SCCASTD HL_CYP_CA4ZMN_W20_W_EN_080120 LTR



Delta Dental PPO™

Maximize your savings

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 billl:

Set up an online account Coordinate dual coverage

et Informatlon about your plan, check beneflts If you're covered under two plans, ask your
and eligibliity Information, find a network dental office to Include Information about both
dentist and more. Sign up for an online account plans with your claim — we'll handle the rest.

at deltadentalins.com.
Understand transition of care

Check in without an ID card Ganerally, multl-stage procedures are coverad
You don't need a Delta Dental ID card when you under your current plan only If treatment began
vislt the dentist. Just provide your name, birth after your plan's effective date of coverage?
date and enrollee ID or Soclal Securlty number. Log In to vour online account to find this date.

If your family members are covered under your

plan, they'll need your Information. Prefer to Get LASIK and hearing aid discounts
have an ID card? Simply log In to your account With access to Qualsight and Amplifon Hearlng

to view or print your card. Health Care®, you can save as much as 50%
on LASIK procedures and miore than &0% on
hearing alds.

Save with a
PPQO dentist

PRO HOM-PPO

' In Taxas, Delta Dental Insurance Company provides a dental provider arganization (DR} plan
* ¥ou can still visk any licensed dentist, but wour out-of-pocket costs may ba higher I you choose a non-PPO dentist. Mebwork dentists are pald contacted fees.
* ¥ou are responsibie for any applicable deductibles, colnsuranoe, amounts ower plan maximums and charges for non-oovered servioas.

* Appilics only to procedunes covened under your plan. i you began treatmant prior to your effective date of :n\-nm?n. yOu or your prior carrier Is responsibée for
any costs. Group- and stake-specific excaptions may apply. If vou ara cwrantly unocrgodng acthsa prthodontic treafment, you may eligibda to continue treatmant
undar Delta Dental PPO. Review your Evidence of Coweraga, Summary Flan Description or Group Dental Service Contract for specific detalis about your plan

* Wision conmective senvioes and Amplifon’s hearing haalth care services are not Irsured banafits. Deta Dental makes tha vision corrective services progrm and
haaring health care services program avaliabie b0 you to provide access to the preferned pricing for LASIK surgary and for hearng akds and other hearing haalth
SOrvices.
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Plan Benefit Highlights for:
Group Mo

County of Tulare
16128

Eligi

lity

Primary enrolles, spouse and eligible dependent children to the end of
the month dependent turms age 26

Delta Dental PPD dentists: Mone

Deductibles Mon-Delta Dental PPO dentists:
25 per person / 575 per family each calendar year
Deductibles waved for Diagnostic | Delta Dental PPO dentists: M/A
& Preveniive (D & P}7 Mon-Delta Dental PPO dentists: Yes
Maximums 51,000 per person each calendar year
D & P counts toward maximum? Mo
Waiting Period(s) Basic Senvices | Major Services Prosthodontics Orihodontics w
Mones Mones None Mone -
=
Benefits and Delta Dental PPO Hon-Delta Dental PPO g
Covered Services* dentists™* dentists** T
Diagnostic & Preventive Qo
Services (D & P) 100 % 100 % X
Exams, cleanings and x-rays =
- - e
Ea_s_lc Services a0 % 50 % i
Fillings =
Endodontics (root canals) a0 % 50 % 1T}
Covered Under Basic Senvices (1]
Periodontics (gum freatment)
Covered Under Basic Senvices 20 % 50 %
Oral Surgery
Covered Under Basic Senvices 20 % 50 %
Major Services
Crowns, inlays, onlays and cast 50 % 50 %
resstorations
Prosthodontics
Bridges, dentures and implants =0 % a0
Orthedontic Benefits
Adults and dependent children 0% 0%
Orthodontic Maximums 51,500 Lifetime $1.500 Lifetime
- 100%:
Dental Accident Benefits (Separate 31,000 maximum per person per calendar year)

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

submitted fees.

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

Delta Dental of California

960 Mission 5t., Suite 1300
San Francisco, CA 94105

Claims Address
P.O. Box 997330
Sacramento, CA 95899-F330

Customer Service
888-335-8227T

deltadentalins.com

This benefit information is not intended or designed to replace or serve as the plan's Evidence of Coverage or
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-
=
Z
m
=
=
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™
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Summary Plan Description. If you have specific guestions regarding the benefits, limitations or exclusions for your
plan, please consult your company's benefits representative.
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DeltaCare” USA

Dental benefits made easy

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

benefits.

Convenient services Budget-friendly costs

We make It easy for you — thare are no clalm With your DeltaCare USA plan, there are no
forms to complete, and no plan 1D card s surprises. You know your copayments, and your
required to recelve treatment. out-of-pocket costs are clearly defined before

+ Mo restrictions on pre-existing conditlons treatment begins.

(except work In progress) « Mo deductibles or maximums' for covered

= Access to speclalty care and out-of-area services

2mergency carg « Pay only vour copayment {If any) at the time

of treatment
A partner in oral health

Your DeltaCare USA plan encourages regular Set up an online account
dental care with an extensive list of covarad Sign up for an online account at
services to help you stay healthy. deltadentalins.com. Avallable after your

coverage starts, this useful service lets you:
+ Low or no copayments for services like g ¥

cleanings and exams » Access plan Information online

+ Change your primary care dentist online —
and more

Simple steps <
to get started Recetve your @ ?: @';a

welcome an
materials appointment care to dentist

' Flars with an Accidental Injury Rider have a 51,600 anmusal maximum for acckdental injury. Consult your Evidence/Cartificate of Coveraga.

D P_DCeOU_USA,_STDECRT #¥287TaTG



Plan CA42N DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

The Benefits shown below are performed as desemed appropriate by the attending Contract Dentist subject to the
limitations and exclusions of the Progam Please refer to Schedu's & for further clarification of Benefits. Enmollees should
discuss all treatment options with their Contract Dentist prior to services being rendered.

Text that appears in talics below is specifically intended to clarfy the delivery of Benefits under the DeltaCare LUSA
Program and is not to be interpreted as Current Dental Terminology (“COTY), COT-2020 procedure codes, descriptors or
nomenclature that are under copyrght by the Amercan Dental Association (“ADA"). The ADA may pericdically change
COT codes or definitons. Such updated codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation

ENROLLEE

CODE DESCRIPTICHN BAYE
CO100-D O S Ss . DIAGHOSTIC
DO120 Pericdic oral evaluation - established patient .t e e meeen .. MWD COsE
DO140  Limited oral evaluation = problem fooused e e e e Mo Cost
DoM45 Oral evaluation for a patient under three years of age and counseling with primary caregiver .._..... Mo Cost
D150 Comprehensive oral evaluation - new or established patient . Slerszroen e en e i Snens cr ERICERE
DOed Detailed and extensive oral evaluation - problem focused, by FE'DDI't .......................................... Mo Cost
DO170  Re-evaluation - limited, problem focused (established patient; not post-operative wisitd ... Mo Cost
DO171  Re-evaluation - post-operative office wisit e e e e Mo Cost
D180 Comprehensive pericodontal evaluation - new or established patient ..l Mo Cost
DONS0 Screening of a patient . e e e e S e S e e s A M IO
DO191  Assessment of a patrent cmeiemiiizi Mo Cost
DO21  Intmoral - complete series Df mdlcrglaphlc |rnages J:ImJtEd fi:i .f:enes ewa}r E‘-:I‘ rm:.b.rrths ................ Mo Cost
DO220 Intmoral - perapical first radiographic IMEE e e r e e e s Mo Cost
DO230 Intmoral - periapical each additional radicgraphic image .. e e e e - WD Cost
DO240 Intrmoral = occlusal radiograp hic ImMEEE e e et e e e nnm Mo Cost
DO250 Extraoml - 2D projection radrngraphu: image created using a 5|:a3|t'u:un.5|r3.I radiation source, and

detector ............ U S . o1 i .
DO251 Extraocml pnsteru:ur dental radrngraphu: R e e e e e e r S s T Mo Cost
DO2A) Bitewirg = Sirgle radiCra i G T B e oo e o e i Mo Cost
D072 Bitewirngs = D0 Faiog g i B S oo oo o e e e e Mo Cost
DO273 Bitewings three mdicgraphic images . e e e e e mmmm e om0 DS
DO274 Bitewings - four radiographic images - fmited to | seres every 6 months e eeee .. W Cost
DO277 Vertical bitewings - 7 to 8 radicgraphic images e e e ceeee e WD COsT
S0 ParcrariG: edograpl R IR . oo s ot s s s s e e 5 S b g S S S Mo Cost
00415 Collection of microomanisms for culture and sensitivity - k et St ¢ S e AR e M e Rl | L
DoO419  Assessment of salivary flow by measurement - Tewvary 12 rr'.'-D.rrt.f'rs .............................................. Mo Cost
D425 Caries suscepbibilly Dembs e e e m e r e e e e mm e Mo Cost
N Il T e e e i A el Mo Cost
I A R = o = - Mo Cost
DoA72  Accession of tissue, gross examination, preparation and tmnsmission of written report - avaiabie

only when performed in conjunction with a covered biopsy .. ---- Mo Cost
DO473 Accession of tissue, gross and microscopic examination, pmparatmn and tIEI'IEI'I"lIEEIDI'I warrl:ten

report - avaiable only wihen performed in conjunchion with 3 coversd DIDDEY e Mo Cost
DO474  Accession of tissue, gross and microscopic examination, including assessment of surgical mamgins

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

performed in Conjunction Wit @ COVered DIODEY . oo m o e e e m e nmm o s Mo Cost
DOED1 Caries risk assessment and documentation, with a finding of low risk = T every 3 years ... ....... No Cost
DOED2 Caries risk assessment and documentation, with a finding of moderate risk - Tevery 3 years ........ Mo Cost
DO&D3 Caries risk assessment and documentation, with a finding of high risk - T every 3 years . ceceeeeee Mo Cost
D099 Unspecified dlag nostic procedure, I:ﬂ_.' report - includes office wat, per visit (in ad'dition ta ather

7= = L : . < . o S ----. Mo Cost

G- f-CA-STDID-R20 CA42M - W20



Plan CA42N DeltaCare USA Description of Benefits and Copayments

DIO00-D1995 Il. FREVENTIVE
DING Prophylaxis cleaning - adult = T DTN, DR20 or D4346 per 6 month perfod oo eeeeeee . W Cost
DINg Additional prophylaxis cleaning - adult (within the & month period) . R ST e b N U
OI20  Prophylaxis ceaning - child = TOIQ, OT20 or D434 6 per &6 month pen:-d .................................. Mo Cost
OCI20 Additional prophylaxis cleaning - child (within the & month period) .. RN -tz 1=, 8 i
1206 Topical application of Alucride varnish = T 7206 or D208 per &6 rr'.'-D.rrt.f'r penad ............................. Mo Cost
D128 Topical application of flucride - excluding varnish - I OT206 or DI208 per & month period ............. Mo Cost
D13y Mutriticnal counseling for control of dental disease ... e Mo Cost
C1320 Tobacoo counseling for the control and prevention of oral disease .. Mo Cost
DI330 Oral hygiene et oS e e e e s e mm i s st o e e Mo Cost
01351 Sealant - per ooth - imited to permanent molars throwgh age 15 s Mo Cost
01352 Prewventive resin restoration in a moderate to high caries risk patient - permanent tooth - fmited to

st Syl el e R S S N e Ny R S e N Mo Cost
D1353 Sealant repair - per tooth - Mimited to permanent molars throwgh age 15 e Mo Cost
C1354 Interim caries arresting medicament application - per tooth - T per & month period ... Mo Cost
D15 Space maintainer - fived - unilateral = per quadENt e Mo Cost
C156 Space maintainer - fiwed = bilaberal maxillary .. e e e e D Cost
DISTF Space maintainer - fined = bilateral, mandibular ..t e Mo Cost
01520 Space maintainer - emovable - unilateral = per guadm@nt .. e Mo Cost
O1526 Space maintainer - removable = bilateral, maxilany e Mo Cost

D1527 Space maintainer - removable - bilateral, mandibular . e e eee.. WD Cost
D1551 Re-cement or re-bond bilateral space maintainer = maxillary ..o e eeeen . WD Cost

D1552 Re-cement or re-bond bilateral space maintainer = mandibular ... Mo Cost
01553 Re-cement or re-bond unilateral space maintainer = per guadrant ... eaeeno. D Cost
01556 Remowval of fixed unilateral space maintainer = per gQuadrant .o Mo Cost
D1557 Remowval of fixed bilateral space maintainer = maxillary ... ceeee e D Cost
DI558 Remowval of ficed bilateral space maintainer = mandibular ... e e Mo Cost
C1575 Distal shoe space main@iner - fized, unilateral - per gquadrant - child toage 9 i Mo Cost
D2000-D 2555 . RESTORATIVE

- includes pofishing, all adhesives and bonoing agents, indirect pup capping, bases, fnars and acid eftch procedures

- When there are more than six crowns in the samse treatmeant pian, an Enroliee may be charged an adoibions! $125.00 pear
crown, beyond the Gth unit.

- Replacement of crowns, infays and oniays reguires the exisbiing restoration o be 5+ years oldl

* Wame brand, laboratory processed or in-oifice processed crowns/pontics produced through specialized technigus or
matenals are matenal upgrades The Contract Dentist may charge an adoitonal fee not to excesd $325 00 0 addition o
the listed Copayment. Refer to LUimitsbon of Banefits #4 for additional information.

C2140 Amalgam - one surface, primary OF PETMIEMEIE .o e e e mnm e e e mnmme e mm e Mo Cost
C2150 Amalgam - two surfaces, primary or Permamneitt . e e e e e cmmem cemee een oo DD COST
C2160 Amalgam - three surfaces, primary or permianent . e e meenee 1D COST
C2161 Amalgam - four or more surfaces, primary or permanent e e e eeeee. D GOt

02330 Resin-based composite = one SWTace, anbemiOr ... .. ———— Mo Cost
02331 Resin-based composite - bwo SUrfaces, anberior .o ——— Mo Cost
02332 Resin-based composite = three sufaces anbenior ... mann Mo Cost
02335 Resin-based composite - four or more surfaces or involving incisal angle (anterior) ..oooeeeeeenen.. Mo Cost
02390 Resin-based composite Crown, ambemior .o e e e mam mmanm emnn emanm memnm memem e 1O DOST
02391 Resin-based composite - one surface, pnstermr ...................................................................... $25.00

D2392 Resin-based composite = two SUMfaOES, POSDEIIDE ... e e e mmem mmm mmn e mmmm mmmmm mmmem e B
D2393 Resin-based composite = three sUrFaces, POSTBIIOE ... e e e e e em cmem e mm meeem mmmn mmmmm mmmem e B

02394 Resin-based composite = four or more sufaces, POSIERIOr . e e 40,00
D25 Ielayr = metml = O S e . i e e L Mo Cost
2520 k= el = WO S B | o o o o e e e e e S S i e S e i S R S e e Mo Cost
2530 Inday - metallic = thiree OF MmMIore S B oo o o o o e Mo Cost
D542 Orley = eI = W SRS o s e i e e s e e Mo Cost
D2543 Onlay - mellic = three s acEs e mr e e e m s e m s Mo Cost
2544 Onlay = metallic = Tour Gr mMiore i aDBE s e oo e Mo Cost

D2E10  Inlay = porcelain/Ceramic = ome SUMEOB® e e e e em e em e e e e e BHCLICRD
G- Ca-5TDIO-R20 TCAAZN - V20



Plan CA42N DeltaCare USA Description of Benefits and Copayments

D2620 Inlay - porcdainfoceramic = bwo SUa0Bs™ e $60.00
D2630 Inlay = porcelainfoeramic = three or More SUMFBCES® ... ... e ea e e e e e seea e mns %65.00
02642 Onlay - porcelain/ceramic = two ST aces™ e e $55.00
02643 Onlay - porcelainf/ceramic = three surfaces® e e B SICRO
02644 Onlay - porcelaindoeramic = Four or more surfaces™ e e S70.00
02650 Inlay - resin-based composite = e ST aCE e $15.00
D2651 Inlay = resin-based composite = two ST aces e e $20.00
D2652 Inlay - resin-based composite = three or Mo SWTECES e en $30.00

D2662 Onlay - resin-based composite = bwo s aoBes e e e e e e e B2 DIORODY
02663 Onlay - resin-based composite - three surfaces e RGO

D2664 Onlay - resin-based composite = four or MO SUMTaCes ..o $50.00
C2710 Crown = resin-based composite (imdimet )l o e Mo Cost
02712  Crown = 3/4 resin-based composite (imdinecty ..o ee e e m e e n e Mo Cost
C27AY Crown - resin with high noble metal e $30.00
D27A Crown = resin with predominantly base metal e e $£15.00
D2722: - Cron = racin: ity iolils mstal e e s s s s e s R e iR B S e s £20.00
02740 Crown - porcelain/oeramic® ... PPN 1 - - % 8 i
02750 Crown - porcelain fused to high I'IDb|E rr'retal' ......................................................................... $70.00
02751 Crown - porcelain fused to predominantly base metal e eeeee. 35500
D2752 Crown - porcelain fused to noble metal ... .. e o e e e R e e IRIEREIOENR
02753 Crown - porcelain fused to titaniom and trl'anlum allnys .......................................................... S70.00
D2780 Crown - 3/4 cast high noble metal e emnennmmn BF OO
02781 Crown - 34 cast predominantly base rr'retal TR e LB I U R O e B e W e e R R RN -

C27E2 Crown = 3/ Cast mobBle el oo e e et e em e mme e e em e mm e mmmm e e memm e BIBOUOMD
D27ES  Crown = S possekairy o i s e L e s DD

el Criowey = il c=t legh roblemetmal oo e e i $70.00
0279  Crown = full cast predomimnantly base metal . e $55.00
P22 Crone= il Sast robske ekl e s stbue e s e s sne sop S Seu e U e e T e R T $60.00
02784 Crown - titaniom and titanivm alloys ... SRR ¥ i 1 6 |
L2910 Re-cement or re-bond inlay, onlay, weneer or parhalcm.terage msti:-lr_-ltrnn ................................... Mo Cost
02915 Re-cement or re-bond indirectly fabricated or prefabricated post and core Mo Cost
02520 Re-cement or re-bond crown ......... A e e T e e e MG s
02921 Reattachment of tooth fmgment, |m:|5&|| Edge or cusp fant-a'.la.r} T T TCR RN | 1 Ji, 70
02929 Prefabricated porcelaind/cermamic crown = primary tooth - ant-ana.r SRR | = & s .- o
02930 Prefabricated stainless steel crown = primany tooth .o e Mo Cost
025931 Prefabricated stainless steel crown - permanent tooth .t Mo Cost
02832 Prefabricated resin crown = amnterior primany Boot ..o Mo Cost
D2933 FPrefabricated stainless steel crown with resin window - anterior primary toobft .o iieievaeeaoo. WD Cost
F P I i T 2 e e A e i e Py Mo Cost
02841 Interim therapeutic restoration = primany dentition .. Mo Cost
D2849 Restorative foundation for an indirect restoration ..t e e e Mo Cost
02950 Core buildup, including any pins wihen Feguired .. e e Mo Cost
02551 Pin retenton - per tooth, in addition to restoration ........... e s e e A G E
02952 Post and core in addition to crown, indirectly fabricated - ma:.ﬁ.rdes ca.rra.l' prepara ba.rr ................... Mo Cost
02953 Each additional indirectly fabricated post - same tooth - includes canal preparation ..o Mo Cost
02954 Prefabricated post and core inaddition to crown - base metal post; includes canal preparation ..... Mo Cost
02855 Post emoval .......... -e-e- Mo Cost
C295F Each addltlnnal prEfaI:- rH:atEd |:H:-5t S3Me tDDth .base meta.l' past .rm:I'uc.Ces ca.rEl.l' J:I.repa.ra tn:-.rr ...... Mo Cost
02960 Labial weneer (resin laminate}) - chairside - limied to replacement of significant tooth structure loss

Lo = o= = = T $245.00
D2961  Labial weneer (resin laminate) - laboratorny - fmited to replcement of significant tooth structure

1055 Qe DO CaNTES OF FIECILINE . et et et m e ema s amtm s s et mm s m mmt m st s m s s m e £295.00
02962 Labial weneer (porcelain laminate) - labomtory - imited to replacement of significant tooth

structure 1oss due b0 Carnies OF fraClilNE .o ettt e n e nmn e n e e e e nmnmm %34 5.00
02971 Additional procedures to construct new crown under existing partial denture framework ... ... $14.00
C2980 Crown repair necessitated by restorative material failure e Mo Cost

C2981 Inlay repair necessitated by restorative material failure .. e eeee. WD Ciost
5-A-CA-5TDIO-R20 CA42M - V20



Plan CA42N DeltaCare USA Description of Benefits and Copayments

D2982 Onlay repair necessitated by restorative material failure .. Mo Cost
D2983 Veneer repair necessitated by restorative material failume e Mo Cost
02990 Resininfiltration of incipient smooth surface lesions - limited to permanent molars throughage IS5 . Mo Cost
DE000-D 3995 V. ENDODOMTICS
CED  Pulp cap = direct (excheding final mestboratiom .o e e Mo Cost
L3120 Pulp cap - indirect {excluding final resboratiom ) .. Mo Cost
03220 Therapeutic pulpotomy (excluding final restomtion) - removal of pulp coronal to the

dentinccemental juncticn and application of medicament ... Mo Cost
03221 Pulpal debridement, primary and permanent teeth . cenmeeeeaen Mo Cost
03222 Partial pulpotomy for apexogenesis - permanent ti:u:-th mth |m:nm|:ulete n:rnt de'.lelnprnent ........... Mo Cost
03230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excduding final restoration) ... Mo Cost
03240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excleding final restoration) ... Mo Cost
03310 Koot canal - endodontic thempy, anteror tooth (excluding final restoration) ... S20.00
03320 Root canal - endodontic thempy, premolar tooth (excluding final restoration) ..l 40000
03330 Root canal - endodontic thempy, molar tooth (excluding final restomtion) ... $60.00
03331 Treatment of root canal obstruction; non-surgical 8oCess e e s 40000
03332 Incomplete endodontic therapy; inopemble, unrestorable or fractured tooth o 4 0000
03333 Internal root repair of perfomtion defects . L TS e P e i1l i ]

03346 Retreatment of previous FD-DtE-EI'Ia|t|1EIED‘_p' anteru:ur et et P ¢ e e Ml e B ek - ]
03347 Retreatment of previous oot canal therapy - praﬂﬂlar PO R e YO e P a e BRI L L L LR L O G e T B N

03348 Retreatment of previous oot canal thempy = MOlar o e e e $95.00
03351 Apexification/recalkification - initial wisit (apical closure/calcific repair of perforations, root

LE==ta T g = S $55.00
03352 Apexification/recakification - interim medication replacement (apical closure/calcific repair of

perforations, root resomtion, pulp space disinfecton, ebo ) e e %4 5.00
03353 Apexification/recakification - final wisit {includes completed root canal therapy - apical closure,

calcific repair of perfomtions, root resombion, BbC ) e e %4 5.00
e - B e A T = B RO e e o T i e e e Mo Cost
DEL21 . Apmce oy = Per I S B o oo e i o e o i i e Mo Cost
DER25: Apmcesecionmy = wmolar CRrsh Ol o e e Mo Cost
DE426 Apcoectonmy (each additoral roml ) i i e e e Mo Cost
03427 Perimdicular surgery without ap H:DE-EtDI'I"l‘_p' ............................................................................. Mo Cost
03430 Retrograde filling - per root . SES AR e A e Al E AN ) el W GO Sn e e R U A B e e e 5
03450 Root amputation - per root . SR | B s -1 o
03920 Hemisection (including any n:rnt rEiT'rm'aI} m:-t |m:|ud|ng n:rnt canal theml:n_.' e PR ety Lo e S e 1 1 A0
D 000-D4 955 V. PERIODOMTICS

- includes pregperative and postoperative evaluations and tres tment unoer 3 local anssthetic.
L4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per

RN B S th i e s n e e o f St s il el S i e e T o B o e S el SR s R e SR o B T R TR Mo Cost
42N Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per

I N e e L L s e e T S T Mo Cost
D4 212 Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth .. Mo Cost
L4240 Gingival lap procedure, including root planing - four or more contiguous teeth or tooth bounded

Sl SR e 1Sl | R MR NLSPRS Pl IS | O SRS P PO LU i RS S SRR L LR Mo Cost
L4241 Gingival lap procedure, including root planing - one to three contiguous teeth or tooth bounded

R e I RRNE 35 s T e e T e i s S e s e o Mo Cost
A il s e T e e T e T o A i e %4 5.00
L4249 Clinical crown lengthening - hamd tissue ... TR P b
Dd 260 Osseous surgery (including elevation of a full thu:h’.ness ﬂap and ch:usure} ﬁ:uur or more cﬂntlguc-us

teeth or tooth bounded spaces per quadrant ..o $75.00
Da4 261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous

teeth or tooth bounded spaces per quadrant ..o $60.00
D4 263 Bone replacement graft - retmined natural tooth - first site in guadrant .o $125.00
D4 264 Bone replacement gaft - retained natumal tooth - each additional site in guadm@nt ... %4 5.00
Dd 266 Guided tissue regenemation - resorbable barrier, per site ... - 100,00

D4 267 Guided tissue regenemtion - nonmesorbable barrier, per site flncludes rr'remblr_-lne rerr'rmlal} e SMDO0
S-f-CA-5TDID-R20 CA42M - W20



Plan CA42M DeltaCare USA Description of Benefits and Copayments

C4ZM) Pedicle soft fismue grait o e ——————— e $125.00
L4273 Autogenous connective tissue graft procedure finl:luding donor and recipie ntsurgical sites) first

tooth, implant, or edentulous tooth position in graft .. siatinel RS
D4 274  Mesialdistal wedge procedure, single tooth (when nnt pe rﬁ:-rrr'rEd in EDI'IJIJI'I-EtIDI'I wlth sUrg H:al

procedures in the same anatomical area) . cimieee—s MO Cost
L4275 Mon-autogenous connective tissue gaft flm:ludlng recipie nt site and dﬂm:-r rnatF_ nal} ﬁrst tDDth

implant, or edentulous tooth position in gaft .. b - EN5.00
4277  Free soft tissue graft procedure (including H!EII:HEI'It and dﬂnﬂrsurglcal 5ItE} f|r5t 13:-1:-1:h imi |:-Iant

or edentulows tooth position in graft .. St i = i e 2500
04278 Free soft tissue graft procedure fll'H:|IJ-dII'Ig mi:u:-rent and dﬂnﬂrsurglcal 5ItE} Eal:h addltrnnal

contiguous tooth, implant, or edentulous tooth position in same graft site $125.00
D4 283 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) - each

additional contiguous tooth, implant or edentulous tooth position in same graft site ... %4 5.00

04 285 Mon-autogenous connective tissue gaft procedure (including recipient surgical site and donor
miaterial} - each additional contiguous tooth, implant or edentulous tooth position insame graft
site ... OO = . N 1| §

04341 Pericdontzl 5|:allng and n:-nt planlng ﬁ:uurﬂr mTrE teeth per quadlr_-lnt = mited to 4 quadra.rrts

during amy 12 consecutive months . aeee Mo Cost
04342 Pericdontal scaling and root planlng one tD thee teeth per quadrant J'J.rr.'.l ted ta d QI.racﬁ'ants

during amy 12 consecutive months . . Mo Cost
Dd 346 Scaling in presence of generalized rr'ﬂ:rderam or Severs glngmal |nﬁam rnatu:un full mnuth, aﬁ:ernlr_-ll

evaluation - T DING, ON20 or D4346 per 6 month Deriog . e nan Mo Cost
L4355 Full mouth debridement to enable a comprehensive oml evaluation and diagnosis on a subsequent

visit = imited to T treatment in any 2 consecutive months . .- No Cost

L4381 Localized delivery of antimicrobial agents via a controlled release u-ehu:ha |nt1:- dlseased creuu:ular

tissue, per tooth - foreach of the first two testh treated within a guadrant following root planing

or pericdontal maintenance ... $60.00
D4 381 Localized delivery of antimicrobial agents via 3 cmtrnﬁ'ed ra'ease uEhn:.h J.rrh:- d.lseased cmwcu.ﬂsl.r

tissue, per tooth - foran additional tooth treated in the same guadrant following oot paning or

st a T s B ST STy T e PO e bt B Ly O e S 4 P Lo e P Mo Cost
L4910 Pericdontal maintenance - fmited to I treatment each &6 month period e Mo Cost
L4910 Additional periodontal maintenance (within the 6 month period) e $55.00
D921  Ggival Imigaticn = Per QUaaraiT o e e e e e e e i m e eamm e 1O COET
D5000-0 58595 WI. PROSTHODOMTICS (removable)

- For alf listed dantures and partial dentures, Copapmeant includes affer delivery adiustments and besus conal Boning,
if neadsad for the first six months after placameant. The Enrolisse must continue to be eligibls, and the sarvoe must be
prowvided at the Contract Dantist's faciity whare the dentfure was onginally daliveradl

- Rabases, relines and tissus conditioning are lmited to { par denture duning any 12 consecubive months

- Raplacemant of a denture or 8 partial denture reguires the existing danturs to be 5+ years oidl

D510 Complete dentum = Ml g oot e e m e e m e e e e s e $75.00
D512} Complebe denbure - mMandilar e $75.00
RS1E0 - Imenediate deribume = mRmlEry oo o s s e e e e e $85.00
5140 Immediabe denbure - marmdibular i $85.00
DS2NM  Maxillary partial denture - resin base {including retentive/clasping materials, rests, and testh) ....... $20.00
05212 Mandibular partial denture = resin base (including retentive/clasping materials, rests, and teeth) .... $20.00
DS213  Maxillary partial denture - cast metal framework with resin denture bases (including retentive/

cClasping materials, ests amd teeth ) e e e e mnn $95.00
D521 Mandibular partial denture - cast metal framework with resin denture bases {including retentve,

cClasping materials, mests amd teeth ) e e e e mnn $95.00
05221  Immediate maxillary partial denture - resin base {including retentive/clasping materials, rests and

testhl . - ceeee 2B00O0
L5222 Imrr'rEdlatF_ rnandlbular parttal dentLrE resin base flnl:ludlng mtentwe..l"clasl:-lng rnaterlals rests

T == SR $80.00
05223 Immediate maxillary partial denture - cast metal fmmework with resin denture bases {including

retentive/clasping materials, rests amd teeth) .o nnn $95.00
05224  |Immediate mandibular partial denture - cast metal fmmework with resin denture bases (including

retentive/clasping materials, rests amd teeth) .o nmn $95.00
05225 Maxillary partial denture - flexible base {including any clasps, rests and teeth) ..o, $195.00
D5226 Mandibular partal denture - lexible base (including any clasps, rests and teeth) ... ... S195.00
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05282 Removable unilateral partial denture - cne piece cast metal {including clasps and teeth), maxillary SB0.00
D5283 Removable unilateral partial denture - one piece cast metal {including clasps and teeth),

mandibular .......... e ¥B0UO0D
05284 Remowable L|1|IatE|E|I parl'lal dentum one piece flexlble base I_’lm:ludlng clasps and teeth} per

I A e L e T T e ol L i S i SB0.00
D5286 Remowvable unilateral partial denture - one piece resin {including clasps and teeth) - per guadrant . SB0.00
D54y Adjust complete derbume = Il ary e e o Mo Cost
D54N Adjust complete denbume = miardbaular e e o e Mo Cost
05421 Adjust partial denture = ME il lamy e e e e Mo Cost
D542 Adpest partial derdure = mEm e e ———————————————- Mo Cost
D5511  Repair broken complete denture base, mandibular ... e e e e e en Mo Cost
05512 Repair broken complete denture base, maxillary . =R Re G el Lo i e R S B | o e
05520 Replace missing or broken teeth - complete dentum feai:h tDD‘l'h} ............................................. Mo Cost
D561 Repair resin partial denture base, mandibular ... ittt e e e e e e Mo Cost
05612 Repair resin partial denture base, maxillary e e e e e 1D CDsE
D5621 Repair cast partial framework, mandibular ... et e e e s Mo Cost
D5622 Repair cast partial rameswom, MMM llary e Mo Cost
05630 Repair or replace broken retentive/dasping materials = per tooth .o Mo Cost
DS540 Replace hnoken teeth = par bty e Mo Cost
DS650 Add booth to existing partial derumre e Mo Cost
D560 Add clasp to existing partial denture - per tooth . S | = s .-
D5670 Replace all teeth and acrylic on cast metal frarr'rewnrk frna :-clllary} ............................................. $65.00
C5671 Replace all teeth and acrylic on cast metal fmmework (mandibulard .., %65.00
D57} Rebase complete mamlany Qerime e ————————— $30.00
D5/M Rebase complete mandibular denbune e £30.00

D5720 Rebase maxillary partial dentume ot e e m e e em e mmmnm e mmenmm R
D574 Rebase mandibular partial dentre .. e e e e e e RDAOUOMD
D5730 Reline complete maxillary denture fchalrslde} PR | = B i a2 o

D5731 Reline complete mandibular denture fchalrsrde} ...................................................................... Mo Cost
D5740 Reline maxillary partial denture (Chairssde) . e e Mo Cost
D5741 Reline mandibular partial denture (ohairsided ... et e e Mo Cost
D5750 Reline complete maxillary denture Jabomm oy e e $25.00
D5751 Reline complete mandibular denture (laboratmmy e e e e $25.00
D570 Reline maxillary partial denture {laboratory) .. Il e e e i e e e e D)
OD5761 Reline mandibular partial denture flal:-nrah:ury} R R PP 1 I i
D520 Interim partial denture (maxillary) - imited to JJ.rr a.rry .TE‘ msecuhm rr'.'-D.rrt.l"rs B L IS e R R |
D5821  Interim partial denture {mandibular) - imited to T in any 12 consecutive ma.rrt.f'rs .......................... Mo Cost

D550 Tisswe conditioming, Mgl e e e e e e e m e mmrmm cmmm mmmmm cmmmn e emm mmmmm e 1O CDEE
DEES1T  Timue conditionmeg, marsi o e e i amnn WO AT

D55 00-D5999 VI MAXILLOFACIAL PROSTHETICS - Mot Coveraed
D6 000-DE199 VI IMPLANT SERVICES - Mot Covered
D6 200-D65 55 . PROSTHODOMTICS, fized (each retainer and each pontic constitutes a unit in a fized

partial denture [bridge])

- Whean a crown andyor pontic excesds =iy wits in the same treatmant plan, an Enrolise may be charged an adoitional
F25.00 par unit, beyond the Goh wnit.

- Replacemant of 3 crown, pontic, inisy, onlay or stress breaker requires the existing bridige to be 5+ years ol

* Wame brand, boratory processed or in-office processed crowns/pontics produced through specialized techmigue or
matenals are materal ypgrades The Contract Dentist may chargs an additonal fee not to excesd 3325 00 in adoition o
the listed Copayment. Bafar to LUimitation of Banafits #4 for adoitional information.

DE205 Pontic - indirect resin based comiposte Lo e e s mn e m e nmnnenmene OO

o LB e el e T e LB s e et B S e s St o e Sl e i e S G L S70.00
D6A1 Pontic = cast predominanty base metal .. e s $55.00
De22 Pontic - cast noble metal . CE EAT T R S e R e RS S R RS e e e s et SECNIEN)
DeA4 Pontic - titanium and tltanlum allcl_.ls ...................................................................................... S70.00
DE240 Pontic - porcelain fused to high noble Ml e e e e e m S70.00
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06241 Pontic - porcelain fused to predominanthy base metal .. $55.00
DE242 Pontic - porcelain fused to noble metal e e e $60.00
06243 Pontic - porcelain fused to titanium and titanium alloys e $60.00
I s T I I T L R s s s s G o 5 i A i $70.00
D250 Ponbic = resin with high mobbe mmetal e i o $30.00
D6251 Pontic = resin with predominantly base metal . e e $15.00
DE252 Pontic = resin with moble mietal ..ot e et e e e e mm e e mnm e £20.00
DEEOD Retainer inlay - porcelaindcemmic, two sUMa0BS oo $60.00
DEEDT Retainer inlay - porcelaindoeramic, three or More surfaces .o $65.00
D602 Retainer inlay - cast high noble metal, two surfaces .. e e BT0LO0D
DE&03 Retainer inlay - cast high noble metal, three or mone EUI'F-EEE ................................................... $70.00
De&04d Retainer inlay - cast predominanthy base metal, two sufaces e Mo Cost
De&05 Retainer inlay - cast predominantly base metal, three or more surfaces ... Mo Cost
DEe0E Retainer inlay - cast noble metal, b SUMECEE . e e e e e $60.00
DeEE0Y Retainer inlay - cast noble meal, three or mMore SUMfa0BS ... e e e $60.00
DEEOE Retainer onlay - porcelaindoeramic, two sufaces oo $55.00
DEEDD Retainer onlay = porcelaindceramic, three or more sufaces .. $65.00
D66I0 Retainer cnlay - cast high noble metal, two sufaces e RT0LO0
DE&N  Retainer onlay - cast high noble metal, three or more surfaces e $70.00
D662 Retainer onlay - cast predominantly base metal, bwo surfaces e Mo Cost
DE&IZ Retainer onlay - cast predominanthy base metal, three or more surfaces e, Mo Cost
D66l Retainer cnlay - cast noble metal, bwo suraoes .o e e $60.00
DE&I5 Retainer onlay - cast noble metal, three or mome surfaces e $60.00
D&E710 Retainer crown = indirect resin based CompPOSibE ..o et e e £30.00
D6E720 Retainer crown = resin with high noble metal . e nen $30.00
DE721 Retainer crown - resin with predominanthy base metal e e $15.00
D&6722 PRetainer crown = resin with noble metal ..o et e £20.00
DEF4D Retainer crown - porcelain/cemmic® ... e o ot S S e s e o s cvaaz e ORI
De7¥50 Retainer crown - porcelain fused to high nc-ble metal' Thw Neter e M de e L e L e bt S o fteck S ]
DEFS]l  Retainer crown - porcelain fused to predominanthy base rr'retal P DI T STl "~ -, |
DEF52 Retainer crown - porcelain fused to noble metl L e e e e $60.00
06753 Retainer crown - porcelain fused to titanivm and titaniem alloys® . e $70.00
DEFTED Retainer crown = 374 cast high noble mistal oo $70.00
DEFB] Retairner crown = 3/4 cast predominantly base metal ... $55.00

DEFEZ2 Retairer crown = 3/4 cast noble mebal e OO
DEFE3 Retainer crown = 344 pnrcelam,-"ceramlc e W e e T R U R MR e s S L A L ]
DEFE4 Retainer crown 3/4 - titanium and titanium alh:ﬂ_.'s TR S e e e s e mennen e s, SERENIENCY
DE7¥30 Retainer crown = full cast high noble metal ..t e e eeee B OUOHD
06791 Retainer crown - full cast predominanthy base metal e e 3B0L00

DE/AZ Retainer crown = full cast mobale matal ... e e ——————————— 26000
D674 Retainer crown = titanium and thanium alloys . $70.00
DE9 30 Re-cement or re<bond ficed partial dentum ... ... e e e e mmem mnn s e mnm mmmnm mmmen mee 1O CDSE
I e ol = = T Mo Cost
DE980 Fixed partal denture repair necessitated by restorative maternal failure e, Mo Cost
DFOo0-D7999 X.ORAL ANMND MAXILLOFACIAL SURGERY
- includes preagperative and postoperative evaluations and traas tmant undar a local anasthe tic.
CFIM  Extraction, coronal remnants = primany oot e e Mo Cost
07140 Extraction, erupted tooth or exposed oot (elevation and/or forceps remowald oo Mo Cost
D720  Extraction, erupted tooth requiring removal of bone and for sectioning of tooth, and including

elevation of mucopericsteal flap i INAICTEEEO ... e e 10,00

ODFZ20 Removal of impacted Iooth = sOft HisSme ... e e e e e s e mmem s m mmns i e 215,00
D7230 Remowal of impacted tooth = partially bomy . e e e e e e e 250D

D7240 Remowal of impacted tooth - completely bomy e e e $35.00
C7241 Remowal of impacted tooth - completely bony, with unusual sumgical complications ... %5000
O7F250 Remowal of residual tooth roots (outting procedure) . Mo Cost
O7F251 Coronectomy - intenticnal partial tooth remowal . $50.00
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Plan CA42N DeltaCare USA Description of Benefits and Copayments

07270 Tooth eimplantation and/or stabilization of accidentally evulsed or displaced tooth ..o %35.00
D7280 Exposure of an unempbed mooth ot e et et e e e e e e %25.00
C7282 Mobilization of erupted or malpositioned tooth to aid eruption .. 225.00
C7283 Placement of device to faciliete eruption of impacted tooth e Mo Cost
O7286 Incisional bicpsy of oml tissue - soft - does not include pathology bbomatory procedwres ... Mo Cost

C7310 Aleoloplasty in conjunction with extractions - four or more teeth or tooth spaces, perguadmant ... ko Cost
D7F3EN Ahlecloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadmant ... Mo Cost
O7320 Aleoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per

e 1= o = | Mo Cost
07321 Aleoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per

I T 1 L e L e e T Mo Cost
C7450 Remowal of benign cdontogenic cyst or tumor - lesion diameterupto 125 omi oo, Mo Cost
O7451 Remowval of benign odontogenic cyst or tumor - lesion diameter greater than 125 cm oo Mo Cost
D771  Remowval of lateral excstosis (maxilla or mandibled ... e e Mo Cost
INALF2 - clRernonel o b Pl S - e e e Mo Cost
DAFS  Rermoval of borus mandlnlars i e Mo Cost
D751 Incision and drainage of abscess - intracml soft tissue .. ... veeee Mo Cost
07922 Placement of intm-sochket biological dressing to aid in herr'rnstasls DFE|-D1: stablllzatu:un persrte weeen Mo Cost
D790 Frenulectomy - also known as fre I'IE-I:I:DI'I"l‘_" or fre m:-ti:-n"n_.' sepamate procedure not incidental to

another procedure s PR o | = 3 & = -4 o
O7970 Excision of hyperplastc tIEEIJE per an:h ............................................................................... Mo Cost
D797l Excision of pericoroma]l Qimiva e e e e e e e e e Mo Cost
DeOOO-DESSS ¥l ORTHODONTICS

- The isted Copayment for each phase of orthodontic treatment (Imited, interceptive or comprahansive) covers up o 24
months of active treatmeant. Beyond 24 months, an addivonal monthly fee, not to excsad 2500, may apoly:
- The Berention Copaymant includes adius tmeants andyor ofice wisits up to 24 months.

Fre and post orthodontic records include:
The beneflit for pre-treatment records and dEagnostic 5enadoes INCIOes. e ceeeaeaen $200.00
DO210  Intmoral - complete series of radicgraphic images
00322 Tomographic sursey
L0330 Panoramic mdicgmRphic image
00340 20 cephalometric radicgraphic image - acquisition, measurement and analysis
D350 2D omlffacial photographic images obtained intracrally or extmorally
00351 30 photogmaphic image
L0470 Diagnostic casts

The benefit for post-treatment records IClSE. . am $70.00
DO210  Intmoral - complete series of radicgraphic images
DO470 Diagnostic casts

D800 Limited crthodontic treatment of the primary dentibion ..o e e 272500
CE020 Limited orthodontic treatment of the transitional dentition - child or adolescent toage 19 ... 72500
CE030 Limited orthodontic treatment of the adolescent dentition - adolescent toage 19 ol $725.00
CE040 Limited orthodontic treatment of the adult dentition - adults, inclwding cowvered dependsnt adw't

NG 2 2 e D e Ty Do i | S s R i e Ty R SR § e e e D e T A SR | R 592500
CE050 Interceptive orthodontic treatment of the primary dentiton . e $725.00
CE0&eD Interceptive orthodontic treatment of the transitonal dentition .......... - §725.00
CE070 Comprehensive orthodontic treatment of the transitional dentition - ch#daradm‘aca‘rt fi:i age .TQ $1 FO000
CE080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent toage 19 ... 170000
DE090 Comprehensive orthodontic treatment of the adult dentition - aduwits mu:.ﬁ.rdmg coversed dependent

aailt children ... i 2 --51,900.00
C8e60 Pre-orthodontic trEEItIT‘rE nt E:-:-EI'I"III'I-EtIDI'I tD IT'rDI'II‘h:ir grnwth and de'..'elnprr'rent ARt et e . V]
CEEe70 Pericdic orthodontic treatment visit - included in comprefensve case fee . - Mo Cost
Le&E0 Orthedontic retention (removal of appliances, construction and placement 1:-1: ra'r.'m'a.tl.l'e rEtalners}
CEa a1 Herr'ﬂ:mable DI‘thDdDI'ItIE retalner adjustrr'rent ........................................................................... Mo Cost
CE658 Re-cement or re-bond fixed reminer - maxillary = fmited to 2 per &6 month perod ........oco.ooo..... Mo Cost
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L8699 Re-cement or re-bond fized retainer - mandibular - fmited to 2 per 6 month period ... Mo Cost
L8701 Repair of fized retainer, includes reattachment - maxillary - limited to 2 per & month period ... Mo Cost
DE702 Repair of fixed retainer, includes reattachment - mandibular - fmited o 2 per & month period ... Mo Cost
L8999 Unspecified orthodontic procedure, by report - includes treatment planning 55500 «covceecvceneeaaes S10:0.00
D9 000-DS999 X1l ADJUNCTIVE GEMERAL SERVICES
Canmd  Palliative (ememgency) treatment of dental pain = minor procedure e eee Mo Cost
DS Regional Bloch ames e o L s i s M st
09212  Trigeminal division block anesthesta S R FES M S GRS s S e Rl | 0 13, 1
09215 Local anesthesia in conjunction with DpElEltWE or su rgH:aI DFDE-EdIJHEE ....................................... Mo Cost
09219 Evaluation for moderate sedation, deep sedation or general anesthesia ... Mo Cost
09222 Deep sedation/general anesthesia = first 15 minubes e S80.00
09223 Deep sedation/general anesthesia - each subsequent 15 minute increment ... SB0.00
09239 Intravenous moderate {consciows) sedation/analgesia = first 15 minutes .. osnismmarcisi ORI
09243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute |m:rerr'rent ...... SB0.00
09310 Consultation - dlag nostic service provided by dentist or |:-h1_.'5.|1:|an other than requestlng dentist or
physician ... < --- Mo Cost

09311  Consultation wrth a rr'rEdlcaI health care prﬂfessmnal ............................................................... Mo Cost
C9430 Office wisit for observation {during regularly scheduled hours) - no other services performed ........ Mo Cost
C9440 Office wisit - after regularhty scheduled hows ... et e AT ol S D U Syl 0 it bt M T FL
09450 Case presentation, detailed and extensive treatment plannlng e S e e e e e e 21 A AR E
09932 Cleaning and inspection of mmovable complete denture, rr'pEn-clII-zlrg.I I e R e s St e e
09933 Cleaning and inspection of mmovable complete denture, mandibular ..l Mo Cost
09934 Cleaning and inspection of removable partial denture, magillary .o e eeaen Mo Cost
09935 Cleaning and inspection of remowable partial denture, mandibular .. reeeeo. WD Cost
09943 Occlusal gQuam adjus bt .t et e e e e e e m e e $10.00
09944 Occlusal guard - hard appliance, full arch - imited to T D9944, D945 or 09946 in 3 years ... $75.00
09945 Occlusal guard - soft appliance, full arch - limvted to T D9944, D9945 or D946 in 3 years ............ %7500
09946 Occlusal guard - hard appliance, partial arch = fmvited to T 09944, 09945 or D946 in 3 years ... $75.00
DEeS] . Codusdl adpestmert, Bl e e i e R AR
09952 Occlusal adjustment, com plete - Mo Cost
09975 External bleaching for home application, per an:h |m:|udE5 rnatF_ FI-E|5 and fab rH:-E'tIDI'I 1:-1: cu stﬂm

trays = imvted to one bieaching tray and gel for two weeks of self-treatmeant s $125.00
D9986 Missed appointment - without 24 howr nobice - per IS5 minutes of appointment time - up to an

overall maximum of 34000 ... - %1000
D998y Canceled appointment - w.rthaut E‘d h:-ur mt.u:e oer .TE rr.'.lnutes afap.m:unb‘r.'a'rt t.l.rr'.'e up ta an

owerall maximum of S40000 . e e e ma mm e mm i mmmmn mmnm mmn mm mm e mm i mmmnemmeme e SBIOUCHDY
099590 Certified translation or sign- language SETVICEs = par 1..'|5.|t BT e S e gy eyt il e e P | I s
0999 Dental case management - addressing appointment cﬂmpham:e barrlers ................................... Mo Cost
099592 Dental case management = care coordingbion . e e nemeeee 1D COST
09995 Teledentistry - synchronous; real-tme encounter ... oot s e e S NCRSE
099596 Teledentistry - asynchronous; information stored and ﬁ:urwarded tD dE n1:| st fﬂrsubseque nt review .. Mo Cost
099597 Dental case management - Patients with special Health Care Meeds .. Mo Cost

Procedures with age restrictions will be subject to exceptions based on medical necessity
If services for a listed procedure are performed by the assigned Contract Dentist, the Ennolles pays the specified

Copayment Listed procedures which reguire a Dentist to provide Specialist Services, and are referred by the assigned
Contract Dentist, must be authorized by Us. The Enmclles pays 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 Schedule 4, Description of Banafits
and Copayments

2. Fthe Enmolles accepts a treatment plan from the Contract Dentist that includes any combination of more than six
crowns, bridge pontics and/or bridge retainers, the Ennzllee may be charged an additional $100.00 above the listed
Copayrment for each of these services after the sixth unit has been provided.

3. General anesthesia and/or intevenous sedation/analgesia is limited to treatment by a contracted oml surgecn and

in conjuncticn with an approved refermal for the removal of one or more partial or full bony impactions, (Procedures
D7230, DF240, and DF241).

4. Benefits provided by a pedistric Dentist are limited to children through age seven follewing an attempt by the
asgigned Contract Dentist to treat the child and upon pricr authorization by Delta Dental, less applicable Copayments.
Exceptions for medical conditions, regardless of age limitation, will be considered on an individual basis.

5. The cost toan Enmllee receiving orthodontic trestment whose covermge is cancelled or terminated for any reason
will be based on the Contract Orthodontist’s usual fee for the treatment plan The Contmact Orthodontist will prorate
the amount for the number of months remaining to complete trestment. The Enrolee makes payment directly to the
Contract Orthodontist as arranged.

6. Orthodontic treatment in progress is limited to new DeltaCare USA Enmcllees 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 trestrment means tooth mowvemnent has begun. Enrclless are
responsible for all Copayments and fees subject to the provisions of their prior dental plan. Delts Dental is 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, DescApbion of Baneafits and Copa yments.

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
testh and/or surrounding structures, or

b. is inconsistent with generally accepted standards for dentistry.

3. Services solely for cosmetic purposes, with the exception of procedure DS5S7T5 (External bleaching for home
application, per arch), or for conditions that are a result of hereditary or developmental defects, such as cleft palate,
upper and lower jgw malfommations, congenitally missing teeth and teeth that are discolored or lacking enamel, except
for the treatment of newborn children with congenital defects or birth abnomalities.

4. Poroelain crowns, porcelain fused to metal, cast metal or resin with metal type crowns and fived partial dentures
{bridges} for children under 16 years of age.

5. Lostor stolen appliances including, but not limited to, full or partial dentures, space maintainers, crowns and fixed
partial dentures (bridges).

6. Procedures, appliances or restoration if the purpose is to change vertical dimension, or to diagnose or treat abnormal
conditicns of the temporomandibular joint (THI.

7. 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 pesonalization and chamctenzation of complete and partial dentures.

B, Implant-supported dental appliances and attachments, implant placement, maintenance, removal and all other
sanices associated with a dental implant.

S-B-CA-STD-R19 V20



Limitations and Exclusions of Benefits

4. Consultations for non-covered benefits.

10, Dental services received from any dental facility other than the assigned Contract Dentist a preauthonzed dental
specialist, or a Contract Orthodontist except for Emergency Sanaces as described in the Contract andfor Evidence of
Coverage.

1. All related fees for admission, use, or stays in a hospital, cut-patient surgery center, extended care facility, or other
sirnilar care facility

12 Prescription drugs.

13 Dental expenses incurred in connection with any dental or orthodontic procedure started before the Enrclles’s
eligibility with the DettaCare USA Program. 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
treatment in progress prowision

14. Lost stolen or broken orthodontic appliances.
15 Changes in orthodontic treatment necessitated by accident of amy kind.

16 Myofunctional and pamfuncticnal appliances and/or thermpies, with the exception of procedures DS%dd, DO545,
D&Gds (ooclusal guand).

12 Composite or cermamic brackets, lingual adaptation of orthodontic bands and other specialized or cosmetic alternatives
to standard fived and removable orthodontic appliances.

18 Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.
18 Orthodontic treatmment must be provided by a licensed dentist Self-administered orthodontics are not covered.

20. The removal of fixed orthodontic appliances for reasons other than completion of treatment is not a cowered benafit
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Compare Plan Features’

Delta Dental PPO DeltaCare USA

Can | go to any dentist?

You can visit any licensed dentist to recaive

coverage, but you'll =ave the most at an In-
netwaork dentist.

Yiou must select a DettaCare USA primary
care dentist and visit this dentist to recelve
banefits.:

What procedures are
coverad?

Your plan covers a wide range of sarvices,
with re exclusions for most pre-existing
condibons. Preventive care, ke routine
cleanings and exams, Is offered at low or
no Ccost.

Your plan covers over 300 procedures,
with no exclusions for most pre-existing
conditions. Preventive care, ke routine
cleanings and exams, has low or no
copayments.

Are there deductibles and
mMacimums?

Yas, most plans have an annual deductibie
and miax|mum.

Mo, there are no annual deductibles or
X mums. =

Am | covered for treatment
| began under a different
employer-sponsored
dental plan?

Coverage ks provided only for treatment
started and completed after your effective
date. Orthodontic treatment may be an
excaption to this rule.

Coverage |5 provided only for treatment
started and completed after your effective
date * Orthodontic treatment may be an
exception to this rule.

What if | started
orthodontic treatment
under my previsus
dental plan?

Typilcally, Delta Dental pays the remaining
beneafit not pald by your pricr dental plan.

‘fiou are responsible for the copsyments and
fees subject to the provisions of your prior
dental plan.

What happens if | nead to
seg a specialist?

YYou do not need a referral from your dentist.

Contact your DeltaCare USA primary care
dentist to coordinate your referral *

What is my out-of-area
coverage?

‘fou can visit any llicensed dentist.

Yfiou have a imibed benefit to go ocut of
network for emergency care.

How do | change my
dentist?

‘fou can change youwr dentist at any time
without contacting us.

Yiou can change your selected or assigned
primary care dentist cnline or by telephone®

Do | nead to fill cut claims?

If you visit a Delta Dental dentist, the dental
ciffice will file the claim for youw. If you go to

a non-Deita Dental dentist, youw may have to
submit the claim yourself.

There are generally no claim forms under
your plan.’

! This comparison Is based on the coverage of a typical pian. Plieasa refer to your plan booklet for specific benefits, imitations, exciusions, walting periods and othar
coverage detalls

? In WY, you dio not need to select a primary care dentist, but you must visik a network dentist bo receive benefits. in the folowing states, you can maximize your
savings whan you visikt a network dentist, althowgh wou may visit any licensed dentist and recelve out-of-network coveraga: Ak, CT, LA, MIE, ME, MT, NC, ND. NH, O
S0, ¥T. Refior to youwr plan baokdat for dotalls about your out-of-netwark bonafits.

Flm AK, CT, MD and 50, you hawe an out-of-nateark caiondar year maximum of $500 when you wWsh an out-of-network dentist.
! Excapt in Taxas, please refer to your plan boosdat for datalls.

*Most services not performed by vour primary care denitist must be authorized by Defta Dental in some states, spoeclalty care bonefts aro only avalable for services
parformad by an In-network speciallst. Rofor to your plan booklat for detalls

* In the followsng states, wou can change your dentist any time without contacting Delta Daental: AK, CT, LA, ME, M5, MT, NC, KD, KH, DK, 50U VT, WY

"¥ou may have to completa a clalm form IF you visk an out-of -network dentist, such as for limited emergency treabmant or in the following stabes AK, CT, LA, ME, ME
MT, BT, KD, MH, OF, 50, VT



Useful information once you’re enrolled

Find a network dentist near you >0 paperless

Use the convenlent "Find a Dentist™ tool Save paper by choosing to view all your

and select your network. documents onling Instead of recelving them In
* Find a dentist near your home or offlce the mall.

« Marrow wour search by location, specialty,
languages spoken — and mora

Slgn up Tor an onling account

Use wour moblle device or desktop to sign up
for a useful secure onling account.

* Heview your plan benefits

+ Accass your ID card

MOTE: THIS IS OMLY & BRIEF SUMMARY OF YOUR PLAM. This brochure hilghts abowt both dental plans to balp you choose the best opbion for

your neseds. This brochure |s not Inkended to repiace your legally requined pian booklat. Four Group Dental Service Contract or Evidence/Certifcate of Coveraga
datermines the exact terms and conditiors nrmmwmﬁ:‘é Phaase rafer to your plan booklet for a compleba list of covered procedures, copayments, plan limitations
and sxciusions. Your Evidenco/Cartificate of Cowerage wil malled to you upon arroliment. I wish to rewiew an Evidence,/Certificate of Coverage prior ba
grroliment, you may request a copy by caling the Clustomsr Service number for each plan Bsted on the back page of this brochura

PROCUCT ADMINISTRATHIN

DsftyCare LISA ks underwrittan In thase states by these entithas AL — Alpha Dantal of Alabam, Inc.; AT — Alpha Dantal of Arizona, Inc; C&A — Defta Dental of
California; AR, OO, 1A, MMA, ME, MI, MM, NC, HD, ME, MH, OK, OR, RI, 5C, 5D, WA, WT, WA, W, W — Danbogra Insurance Company; AK, CT, OC, DE, FL, GA, K5, LA, M5,
MT, TH, W'V — Defta Dental Insurance Company; HI, 1D, IL, 1M, KY, MO, M0, M1, OH, TX — Alpha Dontal Frograms, Inc.; NV — Alpha Dontad of Mavada, inc; UT — Alpha
Dsantal of Utah, Inc; MM — Dental of Maw Meaxdcd, Inc.; WY — Dalta Dental of Mee Yok, Inc.; P& — Dalta Dental of Penrsyivania Daelta Dentald insuranog Company
acts a5 the DaitsCarg UISA administrator 0 all thosa states. Thasa companias ans financlally responsibic for thelr own products.

Dsaita Diental PRO s underwritten by Deita Dantal Irsuance Company In AL, DC, FL, GA, L&, MS, MT, Ny and UT and by not-for-profit dantal service companias in
thieso states C& - Dolta Dsankal of California; PA, MD - Defta Denital of Pernsyivania; HY - Delta Dertal of Kow ¥York, Inc.; DE - Dolta Denkal of Dolaware, Inc; W -
Dwita Dental of Weast Wirginia, Inc. In Taxas, Deita Dental Insurance Company provides a dental provider arganization (DPO) plan

Dwita Diental Is a registerad trademark of Delta Dental Flans Association

Need help? Let us know

Online: Write to:
Visit deltadentalins.com/contact Delta Dental PPO:
and select the company through which you Delta Dental Customer Service
recelve benefits. PO Box 997230

Sacramento, CA 95BU99-7330
Call toll-rreea:
Customer Service agents are avallable DeltaCare USA:
Monday through Friday, during business DeltaCara USA Customer Service
hours. Or, use our Interactive automated PO, Box 12032
phone system, avallable 24/7. Alpharetta, GA 20023

Delta Dental PPO: BOO-765-6003
DeltaCare USA: BOD-422-4234

Copyright & 2020 Daolta Dental All rights resarved
CYF_Front-Back_EN #I2B473IPB (rew. 5/200 E



A LOOK AT YOUR

VSP VISION COVERAGE

SEE HEALTHY AND LIVE
HAPPY WITH HELP FROM
COUNTY OF TULARE AND
VSP.

As a VSP® member, you get personalized
care from a VSP network doctor at low
out-of-pocket costs.

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 for additional
savings.

PROVIDER CHOICES YOU WANT.
WWith an average of five VSP
sroc*" network doctors within six miles

of you, it’s easy to find a nearby
in-network doctor or retail chain.
Plus, maximize your coverage with
bonus offers and additional savings
that are exclusive to Premier
Program locations.

Prefer to shop online? Use your
vision benefits on Eyeconic®—the
V'SP preferred online retailer.

QUALITY VISION CARE YOU NEED.

T You'll get great care from a VSP
network doctor, including a
WellVision Exam®—a comprehensive
exam designed to detect eye and
health conditions.

PROVIDER NETWORK:
VSP Choice

Contact us:

800.877.7195 or vsp.com

©2019 Vision Service Plan. All rights reserved.

VSP, VSP Vision care for life, Eyeconic, and WellVision Exam are registered trademarks,
and VSP Diabetic Eyecare Plus Program is a service mark of Vision Service Plan.

All other brands or marks are the property of their respective owners. 45943 VCCM

VSO

Vision care for life

Benefit Description Copay

Your Coverage with a VSP Provider

WellVision * Focuses on your eyes and overall
Exam wellness $10
¢ Every 12 months

Prescription Glasses $25

¢ $130 allowance for a wide selection
of frames

¢ $150 allowance for featured frame
brands

e 20% savings on the amount over
your allowance

¢ $70 Costco® frame allowance

e Every 24 months

Included in
Prescription
Glasses

Frame

¢ Single vision, lined bifocal, and
lined trifocal lenses
Lenses ¢ Polycarbonate lenses for
dependent children
¢ Every 12 months

Included in
Prescription
Glasses

e Standard progressive lenses $0
* Premium progressive lenses $95 - $105
Lens » Custom progressive lenses $150 - $175
Enhancements <+ Average savings of 20-25% on
other lens enhancements
¢ Every 12 months

* $120 allowance for contacts and
contact lens exam (fitting and
evaluation)

* 15% savings on a contact lens exam
(fitting and evaluation)

* Every 12 months

Contacts
(instead of
glasses)

$0

* As a VSP member, you can visit
your VSP doctor for medical and
urgent eyecare. Your VSP doctor
can diagnose, treat, and monitor
common eye conditions like pink
eye, and more serious conditions
like sudden vision loss, glaucoma,
diabetic eye disease, and cataracts.
Ask your VSP doctor for details.

¢ As needed

Primary

EyeCare $20

Glasses and Sunglasses

* Extra $20 to spend on featured frame brands. Go
to vsp.com/offers for details.

* 20% savings on additional glasses and sunglasses,
including lens enhancements, from any VSP
provider within 12 months of your last WellVision
Exam.

Extra Savings Retinal Screening
* 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 with Out-of-Network Providers

Get the most out of your benefits and greater savings with a VSP
network doctor. Call Member Services for out-of-network plan details.

VSP guarantees coverage from VSP network 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.


http://www.vsp.com

BOARD OF DIRECTORS
A\ STEVE BRANDAU
\v NATHAN MAGSIG

BUDDY MENDES

SJVIA

San Joaquin Valley
Insurance Authority

LARRY MICARI
BRIAN PACHECO
AMY SHUKLIAN

PETE VANDER POEL

Exhibit B

County of Tulare
Plan Year 2022

Rates
2022 Monthly Rates
County of Tulare Rates Option 1 ~ Effective January 1,2022
to be remitted to SJIVIA ES EC
Anthem $0 $923.46 $1,845.92 $1,685.05 $2,798.59
Anthem $500 $695.38 $1,391.44 $1,274.40 $2,194.65
Anthem $750 $610.83 $1,220.80 $1,120.16 $1,861.01
Anthem $2,500 $578.92 $1,156.93 $1,061.56 $1,763.69
Kaiser HMO $915.12 $1,819.61 $1,647.75 $2,724.10
Kaiser DHMO $703.92 $1,397.22 $1,265.48 $2,090.50
KPSA -Medicare Senrior Advantage $276.78 $542,93
Delta Dental PPO $36.64 $63.51 $71.97 $106.84
Delta Dental DHMOQ $27.38 $47.51 $47.83 $68.95
VSP Vision $5.02 $8.47 $8.96 $13.36






