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Anthem® Blue Cross Life and Health Insurance Company

Your Plan: San Joaquin Valley Insurance Authority (JPA) — County of Tulare: PPO 0
Your Network: Prudent Buyer PPO

We believe 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 the Member Services number on the back of your
ID card.

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

Primary Care, and medical services for urgent/acute care | $20 copay per visit

Mental Health & Substance Use Disorder Services $20 copay per visit

Specialist care $20 copay per visit

Cost if you use an In- ST M DL 6T

Covered Medical Benefits ; Out-of-Network
Network Provider .
Provider
Overall Deductible $0 person $500 person /
$1,000 family
Overall Out-of-Pocket Limit $2,000 person / $5,000 person /
$4,000 family $10,000 family

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

All medical deductibles, copayments and coinsurance apply to the out-of-pocket limit.
In-Network and Out-of-Network out-of-pocket limit amounts are separate and do not accumulate toward each other.

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

Primary Care (PCP) and Mental Health and Substance Use Disorder $20 copay per visit 30% coinsurance after
Services virtual and office deductible is met
Specialist Care virtual and office $20 copay per visit 30% coinsurance after

deductible is met

Other Practitioner Visits

Maternity services

CA/LG/PPO 0/02P4/01-01-2025
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Prenatal and Postnatal care

Delivery

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

usually found in major pharmacies or retail stores.

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

Acupuncture
Coverage is limited to 20 visits per benefit period.

$20 copay per visit

10% coinsurance

$20 copay per visit

$25 copay per visit

$25 copay per visit

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

$25 copay per visit
after deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

10% coinsurance

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 30% coinsurance after
deductible is met

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

Diagnostic Services

Lab

Office No charge 30% coinsurance after
deductible is met

Freestanding Lab No charge 30% coinsurance after
deductible is met

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
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Cost if you use an
Out-of-Network
Provider

Cost if you use an In-

Covered Medical Benefits Network Provider

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

Office 10% coinsurance 30% coinsurance after
deductible is met

Freestanding Radiology Center 10% coinsurance 30% coinsurance after
deductible is met

Outpatient Hospital 10% coinsurance 30% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply $20 copay per visit 30% coinsurance after
depending on the care provided. deductible is met
Emergency Room Facility Services 10% coinsurance Covered as In-Network

$100 deductible waived if admitted directly from ER.

Emergency Room Doctor and Other Services 10% coinsurance Covered as In-Network

Ambulance 10% coinsurance Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a

Facility

Facility Fees 10% coinsurance 30% coinsurance after
deductible is met

Doctor Services 10% coinsurance 30% coinsurance after

deductible is met

Outpatient Surgery

Facility Fees

Hospital 10% coinsurance 30% coinsurance after
deductible is met

Ambulatory Surgical Center 10% coinsurance 30% coinsurance after

deductible is met
Physician and other services including surgeon fees

Hospital 10% coinsurance 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 an
Out-of-Network
Provider

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

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

Facility Fees

Physician and other services including surgeon fees

10% coinsurance

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

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

10% coinsurance

10% coinsurance after
deductible is met

Rehabilitation and Habilitation services including physical, occupational
therapies.

Office

Outpatient Hospital

$25 copay per visit

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Pulmonary rehabilitation

Office

Outpatient Hospital

$25 copay per visit

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Cardiac rehabilitation

Office

Outpatient Hospital

$25 copay per visit

10% coinsurance

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

10% coinsurance

30% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

10% coinsurance

30% coinsurance after
deductible is met

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

10% coinsurance

10% coinsurance after
deductible is met
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Cost if you use an
Out-of-Network
Provider

Cost if you use an In-

Covered Medical Benefits Network Provider

Inpatient Hospice No charge No charge 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
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Notes:

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

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

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

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

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

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

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

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

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

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

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

Spanish

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

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuutp: Ukup Jupnn tup Qbq pupquiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEhiy, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwntp dkq QLq ID pupnp 4pu ipyws hknwjinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs oguntpjut hwdwp quiuquhwpbp Ywjh$nnhuwjh wywhnqugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - MRS R ENES - EEERIDUEHEES BN NS - AEIES DUEEES a7 X4 - ANEERBD
 SHPEFTIRAY ID - L AYSREEEE 1-888-254-2T21 48 FRAMT - WIS B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

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

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

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

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

Japanese

BHMERY—ER, BRY—ERERTONFET, HLETHEBFTNEERALITLY ., XEZEDIY—EXLARETYT,
ZEEZITHICIE. DA—FIZERBESIN-ES. FilE 1-888-254-2721 [THEIFEL SV, XEDFEMIE. A T74IL=
7 MERIER (1-800-927-4357) ITHBEEL =& LY, (TTY/TDD: 711)

Khmer

Korean

F2 A0 MH|A HAAE 0|85 5= JUSLCE F5te A0 E 520 HEE 2ME EOotEA
SOA2{™ ID 7tE0| 7| &l HZ = 1-888-254-2721 2 MSISHAUA|Q. CHE = 0| ZRSIA|H 1-
CA BMO| &2 FAMA|L. (TTY/TDD: 711)

T AFLLL =82

00-927-43572 H ¥

%

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

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 B3 Hoigy &59 HF 1-888-254-2721 3 I8 | formier
Hee &, Are figurdeHne wie feananA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

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

Tagalog

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

Thai

LifidusnsiAenduaien vinugunsazalduiasaiy'le
vinusgunsazalviidmindawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINsANILURD
11]5@1%51/11L'a"\muummaﬂum”uaunuumsﬂsvmmmaomumammmmaﬂu 1-888-254-2721 wnsasn1sanulavidaiuLdy
Tusatnsdiaauuwwun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

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

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

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

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

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

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Anthem® Blue Cross Life and Health Insurance Company
Your Plan: San Joaquin Valley Insurance Authority (JPA)- County of Tulare: PPO 500
Your Network: Prudent Buyer PPO

We believe 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 the Member Services number on the back of your
ID card.

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

Primary Care, and medical services for urgent/acute care | $25 copay per visit deductible does not apply

Mental Health & Substance Use Disorder Services $25 copay per visit deductible does not apply

Specialist care $25 copay per visit deductible does not apply

Cost if you use an In- ST M DL 6T

Covered Medical Benefits ; Out-of-Network
Network Provider .
Provider
Overall Deductible $500 person / $500 person /
$1,000 family $1,000 family
Overall Out-of-Pocket Limit $3,000 person / $10,000 person /
$6,000 family $20,000 family

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

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

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

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

Primary Care (PCP) and Mental Health and Substance Use Disorder $25 copay per visit 40% coinsurance after

Services virtual and office deductible does not deductible is met
apply

Specialist Care virtual and office $25 copay per visit 40% coinsurance after
deductible does not deductible is met
apply

CA/LG/PPO 500/02P5/01-01-2025
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Other Practitioner Visits

Maternity Doctor services

Prenatal and Postnatal care

Delivery

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

usually found in major pharmacies or retail stores.

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

Acupuncture
Coverage is limited to 20 visits per benefit period.

$25 copay per
pregnancy deductible
does not apply

20% coinsurance after
deductible is met

$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

40% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

20% coinsurance after
deductible is met

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

Preventive care / screenings / immunizations No charge 40% coinsurance after
deductible is met

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

Diagnostic Services

Lab

Office No charge 40% coinsurance after
deductible is met

Freestanding Lab No charge 40% coinsurance after
deductible is met

Outpatient Hospital No charge 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 an
Out-of-Network
Provider

X-Ray
Office

Freestanding Radiology Center

Outpatient Hospital

No charge
No charge

No charge

40% coinsurance after
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 includes doctor services. Additional charges may apply
depending on the care provided.

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

Emergency Room Doctor and Other Services

Ambulance

$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 Services at a
Facility

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

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

Outpatient Surgery

Facility Fees

Hospital 20% coinsurance after | 40% coinsurance after

Ambulatory Surgical Center

deductible is met

20% coinsurance after
deductible is met

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 an
Out-of-Network
Provider

Physician and other services including surgeon fees
Hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

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

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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 and Habilitation services including physical, occupational
and speech therapies.

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

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Inpatient Hospice

No charge after
deductible is met

No charge after
deductible is met

Durable Medical Equipment

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met
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Cost if you use an

Cost if you use an In-

Covered Medical Benefits . Out-of-Network
Network Provider .
Provider
Prosthetic Devices 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met
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Notes:

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

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

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

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

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

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.

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

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

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

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

Spanish

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

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuutp: Ukup Jupnn tup Qbq pupquiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEhiy, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwntp dkq QLq ID pupnp 4pu ipyws hknwjinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs oguntpjut hwdwp quiuquhwpbp Ywjh$nnhuwjh wywhnqugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - MRS R ENES - EEERIDUEHEES BN NS - AEIES DUEEES a7 X4 - ANEERBD
 SHPEFTIRAY ID - L AYSREEEE 1-888-254-2T21 48 FRAMT - WIS B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

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

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

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

Japanese

BHMERY—ER, BRY—ERERTONFET, HLETHEBFTNEERALITLY ., XEZEDIY—EXLARETYT,
ZEEZITHICIE. DA—FIZERBESIN-ES. FilE 1-888-254-2721 [THEIFEL SV, XEDFEMIE. A T74IL=
7 MERIER (1-800-927-4357) ITHBEEL =& LY, (TTY/TDD: 711)

Khmer

Korean

F2 A0 MH|A HAAE 0|85 5= JUSLCE F5te A0 E 520 HEE 2ME EOotEA
SOA2{™ ID 7tE0| 7| &l HZ = 1-888-254-2721 2 MSISHAUA|Q. CHE = 0| ZRSIA|H 1-
CA BMO| &2 FAMA|L. (TTY/TDD: 711)

T AFLLL =82

00-927-43572 H ¥

%

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

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 B3 Hoigy &59 HF 1-888-254-2721 3 I8 | formier
Hee &, Are figurdeHne wie feananA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

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

Tagalog

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

Thai

LifidusnsiAenduaien vinugunsazalduiasaiy'le
vinusgunsazalviidmindawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINsANILURD
11]5@1%51/11L'a"\muummaﬂum”uaunuumsﬂsvmmmaomumammmmaﬂu 1-888-254-2721 wnsasn1sanulavidaiuLdy
Tusatnsdiaauuwwun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

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

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Page 9 of 10



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.sf.

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

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

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

Primary Care, and medical services for urgent/acute care | $25 copay per visit deductible does not apply

Mental Health & Substance Use Disorder Services $25 copay per visit deductible does not apply

Specialist care $35 copay per visit deductible does not apply

Cost if you use an In- SO M DL 6l

Covered Medical Benefits ; Out-of-Network
Network Provider .
Provider
Overall Deductible $750 person / $750 person /
$1,500 family $1,500 family
Overall Out-of-Pocket Limit $3,500 person / $10,000 person /
$7,000 family $20,000 family

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

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

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

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

Primary Care (PCP) and Mental Health and Substance Use Disorder $25 copay per visit 50% coinsurance after

Services virtual and office deductible does not deductible is met
apply

Specialist Care virtual and office $35 copay per visit 50% coinsurance after
deductible does not deductible is met
apply

Other Practitioner Visits

Maternity services

CA/LG/PPO 750/02P6/01-01-2025
Page 1 of 10



Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

Prenatal and Postnatal care

Delivery

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

usually found in major pharmacies or retail stores.

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

Acupuncture
Coverage is limited to 20 visits per benefit period.

$25 copay per visit
deductible does not

apply

20% coinsurance after
deductible is met

$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

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

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

Preventive care / screenings / immunizations No charge 50% coinsurance after
deductible is met

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

Diagnostic Services

Lab

Office No charge 50% coinsurance after
deductible is met

Freestanding Lab No charge 50% coinsurance after
deductible is met

Outpatient Hospital No charge 50% coinsurance after
deductible is met

X-Ray

Office No charge 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 an
Out-of-Network
Provider

Freestanding Radiology Center

Outpatient Hospital

No charge

No charge

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

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

Emergency Room Doctor and Other Services

Ambulance

$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

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees

Doctor 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

Outpatient Surgery
Facility Fees

Hospital
Ambulatory Surgical Center

Physician and other services including surgeon fees
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
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

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

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

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

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

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

Pulmonary rehabilitation

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

Cardiac rehabilitation

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

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% 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 an
Out-of-Network
Provider

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

No charge after
deductible is met

No charge 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
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Notes:

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

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

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

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

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

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

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

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

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

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

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

Spanish

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

Arabic

Armenian

Pupguiiswljut widdwp swnwynipniuutp: Ukup Jupnn tup Qbq pupquiutsh Swnwjnipjniuubp wnwewplty Ywpnn Lup
npudwnph) his-np UEhiy, nd hrwunnwpnpbpp juppu 2kq hwdwp b Yniqupyh gpubp Qbp (Eqyny: Oqunipmniu
unwbwnt hwdwp quiuquhwntp dkq QLq ID pupnp 4pu ipyws hknwjinuwhwdwpny jud 1-888-254-2721 hudwpny:
Lpwgnighs oguntpjut hwdwp quiuquhwpbp Ywjh$nnhuwjh wywhnqugpnipjut twjuwpupnipnit hbnbyug
htpwinuwhwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

EEES RS - MRS R ENES - EEERIDUEHEES BN NS - AEIES DUEEES a7 X4 - ANEERBD
 SHPEFTIRAY ID - L AYSREEEE 1-888-254-2T21 48 FRAMT - WIS B - 5581 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD: 711)

Farsi

Hindi

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

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

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

Japanese

BHMERY—ER, BRY—ERERTONFET, HLETHEBFTNEERALITLY ., XEZEDIY—EXLARETYT,
ZEEZITHICIE. DA—FIZERBESIN-ES. FilE 1-888-254-2721 [THEIFEL SV, XEDFEMIE. A T74IL=
7 MERIER (1-800-927-4357) ITHBEEL =& LY, (TTY/TDD: 711)

Khmer

Korean

F2 A0 MH|A HAAE 0|85 5= JUSLCE F5te A0 E 520 HEE 2ME EOotEA
SOA2{™ ID 7tE0| 7| &l HZ = 1-888-254-2721 2 MSISHAUA|Q. CHE = 0| ZRSIA|H 1-
CA BMO| &2 FAMA|L. (TTY/TDD: 711)

T AFLLL =82

00-927-43572 H ¥

%

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

7 fudg IT$ 31 A AT IS HET 88, A 3973 WElSt 93 B3 Hoigy &59 HF 1-888-254-2721 3 I8 | formier
Hee &, Are figurdeHne wie feananA § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

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

Tagalog

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

Thai

LifidusnsiAenduaien vinugunsazalduiasaiy'le
vinusgunsazalviidmindawananslavinuiouasianaisunvaivazgefiovinulaaldnnmuasvinu WINEaINsANILURD
11]5@1%51/11L'a"\muummaﬂum”uaunuumsﬂsvmmmaomumammmmaﬂu 1-888-254-2721 wnsasn1sanulavidaiuLdy
Tusatnsdiaauuwwun CA Dept. of Insurance Avanaiay 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

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

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

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

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

Your Plan: San Joaquin Valley Insurance Authority (JPA): County of Tulare (HSA) 2500

Your Network: Prudent Buyer PPO

We believe 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 the Member Services number on the back of your

ID card.

Visits with Virtual Care-Only Providers

Primary Care, and medical services for urgent/acute care

Cost through our mobile app and website

10% coinsurance after deductible is met

Mental Health & Substance Use Disorder Services

10% coinsurance after deductible is met

Specialist care

10% coinsurance after deductible is met

Covered Medical Benefits

Cost if you use an In-
Network Provider

Cost if you use an
Out-of-Network
Provider

Overall Deductible $2,500 person / $2,500 person /
$5,000 family $5,000 family

Overall Out-of-Pocket Limit $5,000 person / $5,000 person /
$8,150 family $8,150 family

The family deductible and out-of-pocket limit are non-embedded, meaning the cost shares of all family members apply to one
family deductible and one family out-of-pocket limit. The per person deductible and per person out-of-pocket limit apply to

individuals enrolled under single-only coverage.

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

The In-Network and Out-of-Network deductibles and out-of-pocket are combined and accumulate toward each other.

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

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

Specialist Care virtual and office

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

Maternity Doctor services (prenatal/postnatal care and delivery)

CA/LG/Anthem PPO (HSA) 2500/48G1/01-01-2025

10% 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 an
Out-of-Network
Provider

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

usually found in major pharmacies or retail stores.

Manipulation Therapy
Coverage is limited to 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

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

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

Surgery

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

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

deductible is met

Diagnostic Services

Lab
Office

Freestanding Lab

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

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

10% 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 an
Out-of-Network
Provider

Freestanding Radiology Center

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

Emergency and Urgent Care

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

Emergency Room Facility Services

Emergency Room Doctor and Other Services

Ambulance

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 Services at a
Facility

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

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

Outpatient Surgery

Facility Fees

Hospital 10% coinsurance after | 50% coinsurance after

Ambulatory Surgical Center

Physician and other services including surgeon fees
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

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

Facility Fees

Physician and other services including surgeon fees

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Page 3 of 8




Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use an
Out-of-Network
Provider

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 and Habilitation services including physical, occupational
and speech therapies.

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

Pulmonary rehabilitation office and outpatient hospital

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

10% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

10% 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

Inpatient Hospice
Coverage is limited to $10,000 maximum per 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
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Notes:

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

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

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

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

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

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

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

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

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

If you have any questions about this document, you have the right to get help and information in your language at no
cost. To talk to an interpreter, call (855) 333-5730

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

(TTY/TDD: 711)

Sl Saadll Ll 4 ahial, Sl el g Seladdl o peand) Sl Sand ool 138 sl S i) éi Zhal S 13 :(%e_,ﬂ-“)Arabic
. (855) 333-5730 e Jaall caa fie

Armenian (huykpkl). Gpl wju hwunwpnph htn juydws hupgtp niubp, nnip hpwyniup nitbp

widwnp unnwbw) oginipinit b mbnkjuwwnynipniu dkp (kqyny: Fwupquwish hbwn junubint hwdwnp
quiiquthwipbp htnlyuy hkpwinuwhwdwpny (855) 333-5730:

Chinese(F137) © HIEMEHAST A EMIFER » A RER (AR BB NI - (LR B
XL, g%@z?‘é(SSS) 333-5730,

2 gyl 1) SaS y oledbl 48 1yl 1) G gl cdld L gl gaal g Hlde S SHse )2 i (pe) ) Farsi
(855) 333-5730 soles Lo e oalis poyis SO Lo p8508 ol ciiSailyyo gUsa e gl L sl Ui
cd i plas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (855) 333-5730.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn éd ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (855) 333-5730.

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

informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (855) 333-
5730.

Japanese (H&55): COXEICOVWTEIEHS AL 2 NE. HEECASHEED SETER T EEXTIER
ERBEFID®HDFET, MIRCFETICE. 855)333-5730 [CHBIEEL.

Korean (2t=0]): & & A 0| Cff5H ofte st E2fA f%‘olﬂfE AZ 82, HotoAH = Moot A8 SHE Q102
FREZ A EEE ES He|7F USLICHL SHARL O[0F7[ 32 T (855) 333-57302 = 2|t A2,

Mavajo (Diné): Dii naaltsoos bika'igii lahgo bina'iditkidgo na bohonéedza doo bee ahoot'l’ t'aa ni nizaad k'ehj bee nit
hodoonih t'aadoo baah ilinigoo. Ata’ halne’igii 1a” bich’i’ hadeesdzih ninizingo koj’ hodiilnih (855) 333-5730.
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Language Access Services:

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz prawo do bezplatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawia¢ z tlumaczem, zadzwon pod numer: (855) 333-
5730.

Punjabi (UsTHh): ¥ 3073 fon ez 979 J€1 HE'® 7€ 6 31 373 I8 HES feg mnuet s €8 wee w3 Areadt
Y3 9% e mftarg ger I ffa g9t &% a1 d9s B, (855) 333-5730 I IS 4

Russian (Pycckmii): ecAlf v BaC €CTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH A2HHOTO AOKYMEHT4, BhI MMEETE IIPaBo Ha
OeCHAATHOE NOAVIEHHE TOMOIIM U HHMOPMAIIMH HA BaIlleM A3bIKe. UTOOH CBA3ATHCA C VCTHEIM IEPEBOAYHKOM,

nossoHHTe 1o Tea. (855) 333-5730.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacion en su
idioma, sin costos. Para hablar con un intérprete, llame al (855) 333-5730.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang
humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag,
tawagan ang (855) 333-5730.

Vietnamese (Ti€ng Viét): Néu quy vi c6 bat ky thdc mdc nao v€ tai li€u nay, quy vi c6 quyén nhan su trg gitp va
thong tin bang ngdn nglt clia quy vi hoan toan mién phi. D€ trao d6i voi mot thong dich vién, hay goi (855) 333-5730.

It’s important we treat you fairly

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

Customer-First Pharmacy Care.

¢

SJVIA County of Tulare
PPO Plans

Your Prescription Benefit Program

There is a $2,000 individual / $4,000 family maximum out of
pocket per plan year.

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

30 Day Supply Copay
$10.00 for a Generic Medication
$20.00 for a Preferred Brand Medication
$35.00 for a Non-Preferred Brand Medication

90 Day Supply Copay
$20.00 for a Generic Medication
$40.00 for a Preferred Brand Medication
$60.00 for a Non-Preferred Brand Medication

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

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

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

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

-~
N’

SJVIA

EmpiRx Health Member Services
1-877-306-3212/TDD: 711
24 hours a day, 7 days a week, 365

San Joaquin Valley days a year

Insurance Authority

30 Day Supply Copay

$10.00 for a Generic Medication

$20.00 for a Preferred Brand Medication

$35.00 for a Non-Preferred Brand Medication

90 Day Supply Copay
$15.00 for a Generic Medication
$30.00 for a Preferred Brand Medication

$50.00 for a Non-Preferred Brand Medication

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

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

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

Specialty medications can be filled one (1) time at a retail
pharmacy. After, all prescriptions must be obtained through
Prescription Mart. Please note, specialty medications are
limited to a 30-day supply.

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

« Download your digital ID card
o Find a participating, in-network pharmacy
Check prescription coverage and costs, including
preferred medications and exclusions
e Access additional member materials and forms
o  Check the status of a clinical review
e Drug information and utilization history

You can also use the portal to choose where you would like
your mail order medications shipped. Shipments will arrive in
secure, temperature-controlled packaging (if necessary) and
will include everything you need to take your medication.



Your EmpiRx Health prescription benefit provides access to
an extensive national pharmacy network, including all chain
pharmacies and most independents. Your plan allows for a
90-day supply of maintenance medications. Your ID card
provides all the information your pharmacist needs to
process your prescription through EmpiRx Health. To locate
a participating network pharmacy, log onto the member
portal at myempirxhealth.com or call EmpiRx Health
Member Services toll-free at 1-877-306-3212 (TDD: 711).

Prescriptions filled through the EmpiRx Health mail-order
pharmacy, Prescription Mart, are typically for medications
used to treat chronic conditions and are written for up to a
90-day supply, plus refills. You also have the option of
obtaining 90-day supplies through the retail network.
Prescriptions for medications you need to use right away
should always be taken to your local pharmacy. If you need
support, call 1-800-713-1230.

The specialty pharmacy provides personalized attention to
help manage your medical condition, including one-on-one
counseling with our team of pharmacists and trained
medical professionals. This includes support for managing
your condition, handling, and taking your medication
properly, finding lower-cost options, and more.

Because of the sensitive nature of specialty medications,
some packages may require a signature.

Members requiring specialty medications may be eligible to
manufacturer programs which financially assist members in
the purchase of the medication. Specialty drugs have the
following key characteristics:

¢ Need frequent dosage adjustments.

e Cause more severe side effects than traditional
drugs.

e Need special storage, handling and/or
administration.

e Have a narrow therapeutic range.

e Require periodic laboratory or diagnostic testing.

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

SEMPIRX HEALTH

Customer-First Pharmacy Care.

the patient's deductible and or out-of-pocket maximum
obligations.

What is a clinical review?

A clinical review of medication requests is typically due to
potential side effects, interactions, and/or FDA guidelines.
This safety measure ensures you're getting the appropriate
treatment. EmpiRx Health works directly with your physician
to obtain the necessary information before your prescription
is filled. Once the review is complete, you'll be notified by
mail or via the online member portal.

How can I find out if a particular prescription is covered
by my benefits?

You can check coverage easily by calling 1-877-306-3212 or
logging onto myempirxhealth.com for details.

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

Log onto the member portal, myempirxhealth.com, and
select “Drug Pricing” to search for your medication and
available generics. You can also call 1-877-306-3212 or
consult with your physician or pharmacist.

Why does my copayment change from month to month?
Pricing fluctuates based on market cost and may vary by
pharmacy. If your copay is based on a percentage, rather
than a fixed dollar amount, the cost can be different
depending on which pharmacy you use and the pricing of the
medication at the time.

What is Direct Member Reimbursement?

Paying out of pocket for a covered medication? Obtain a
copy of the Direct Member Reimbursement Form online at
myempirxhealth.com. In addition to the form, provide an
itemized receipt showing the amount charged, prescription
number, medication and date dispensed, manufacturer,
dosage form, strength, and quantity. Direct reimbursement is
based on your plan benefits and may be significantly lower
than the retail price you paid. Always try to use a
participating network pharmacy and present your ID card to
reduce any unnecessary out-of-pocket expenses.

To learn more, scan the QR code below:

H App available for
myemperhealth com e iPhone & Android



)

SEMPIRXHEALTH

Customer-First Pharmacy Care.

¢

SJVIA County of Tulare
HDHP 2500 Plans

Your Prescription Benefit Program

There is a $2,500 individual / $5,000 family deductible, which
must be met each plan year before any copayments apply.
Additionally, your plan has a $5,000 individual / $8,150
family maximum out of pocket per plan year.

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

30 Day Supply Copay
$7.00 for a Generic Medication
$25.00 for a Preferred Brand Medication

90 Day Supply Copay
$14.00 for a Generic Medication
$50.00 for a Preferred Brand Medication

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

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

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

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

$14.00 for a Generic Medication
$50.00 for a Brand Medication

-~
N’

SJVIA

EmpiRx Health Member Services
1-877-306-3212/TDD: 711

24 hours a day, 7 days a week, 365
San Joaquin Valley days a year

Insurance Authority

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

$7.00 for a Specialty Generic Medication
$25.00 for a Specialty Brand Medication

Specialty medications can be filled one (1) time at a retail
pharmacy. After, all prescriptions must be obtained through
Prescription Mart. Please note, specialty medications are
limited to a 30-day supply.

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

o Download your digital ID card

« Find a participating, in-network pharmacy

o Check prescription coverage and costs, including
preferred medications and exclusions
Access additional member materials and forms
Check the status of a clinical review
Drug information and utilization history

You can also use the portal to choose where you would like
your mail order medications shipped. Shipments will arrive in
secure, temperature-controlled packaging (if necessary) and
will include everything you need to take your medication.

Your EmpiRx Health prescription benefit provides access to
an extensive national pharmacy network, including all chain
pharmacies and most independents. Your plan allows for a
90-day supply of maintenance medications. Your ID card
provides all the information your pharmacist needs to
process your prescription through EmpiRx Health. To locate
a participating network pharmacy, log onto the member
portal at myempirxhealth.com or call EmpiRx Health
Member Services toll-free at 1-877-306-3212 (TDD: 711).

Prescriptions filled through the EmpiRx Health mail-order
pharmacy, Prescription Mart, are typically for medications
used to treat chronic conditions and are written for up to a
90-day supply, plus refills. You also have the option of
obtaining 90-day supplies through the retail network.
Prescriptions for medications you need to use right away



should always be taken to your local pharmacy. If you need
support, call 1-800-713-1230.

The specialty pharmacy provides personalized attention to
help manage your medical condition, including one-on-one
counseling with our team of pharmacists and trained
medical professionals. This includes support for managing
your condition, handling, and taking your medication
properly, finding lower-cost options, and more.

Because of the sensitive nature of specialty medications,
some packages may require a signature.

Members requiring specialty medications may be eligible to
manufacturer programs which financially assist members in
the purchase of the medication. Specialty drugs have the
following key characteristics:

¢ Need frequent dosage adjustments.

e Cause more severe side effects than traditional
drugs.

e Need special storage, handling and/or
administration.

e Have a narrow therapeutic range.

e Require periodic laboratory or diagnostic testing.

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

What is a clinical review?

A clinical review of medication requests is typically due to
potential side effects, interactions, and/or FDA guidelines.
This safety measure ensures you're getting the appropriate
treatment. EmpiRx Health works directly with your physician
to obtain the necessary information before your prescription
is filled. Once the review is complete, you'll be notified by
mail or via the online member portal.

How can I find out if a particular prescription is covered
by my benefits?

You can check coverage easily by calling 1-877-306-3212 or
logging onto myempirxhealth.com for details.

SEMPIRX HEALTH

Customer-First Pharmacy Care.

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

Log onto the member portal, myempirxhealth.com, and
select “Drug Pricing” to search for your medication and
available generics. You can also call 1-877-306-3212 or
consult with your physician or pharmacist.

Why does my copayment change from month to month?
Pricing fluctuates based on market cost and may vary by
pharmacy. If your copay is based on a percentage, rather
than a fixed dollar amount, the cost can be different
depending on which pharmacy you use and the pricing of the
medication at the time.

What is Direct Member Reimbursement?

Paying out of pocket for a covered medication? Obtain a
copy of the Direct Member Reimbursement Form online at
myempirxhealth.com. In addition to the form, provide an
itemized receipt showing the amount charged, prescription
number, medication and date dispensed, manufacturer,
dosage form, strength, and quantity. Direct reimbursement is
based on your plan benefits and may be significantly lower
than the retail price you paid. Always try to use a
participating network pharmacy and present your ID card to
reduce any unnecessary out-of-pocket expenses.

To learn more, scan the QR code below:

H App available for
myemperhealth com e iPhone & Android



Disclosure Form Part One

County of Tulare

Group ID 39189 - HMO High Plan
Member Services 1-800-464-4000
Home Region: Northern California

1/1/25 through 12/31/25

Principal benefits for Kaiser Permanente Traditional HMO Plan

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

Accumulation Period

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

Out-of-Pocket Maximums and Deductibles

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

Family Coverage
Each Member in a Family
of two or more Members

Family Coverage
Entire Family of two or
more Members

Self-Only Coverage

Amounts Per Accumulation Period (a Family of one Member)

Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Plan Provider Office Visits You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits...... $25 per visit

Most Physician Specialist Visits ... $25 per visit

Routine physical maintenance exams, including well-woman exams.... No charge

Well-child preventive exams (through age 23 months) .......................... No charge

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

Urgent care consultations, evaluations, and treatment.......................... $25 per visit

Most physical, occupational, and speech therapy..........ccccccccieirnininniis $25 per visit

Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive

Video or telephone........c.eeiiii No charge

Physician Specialist Visits by interactive video or telephone.................. No charge

Outpatient Services You Pay

Outpatient surgery and certain other outpatient procedures.................. $25 per procedure

Most immunizations (including the vaccing)...........ococcceeiiiiiiiiiien s No charge

Most X-rays and laboratory tests..........cccueiiiiii i No charge

Hospital Inpatient Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and
o 0o 1= PRSI

Emergency Services You Pay

$250 per admission

Emergency department VisitS ..o $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 “Hospital Inpatient Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDBUIANCE SEIVICES......eiiiiiieiiiie e $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-
(o] o [ g T=T Y o S
Most brand-name items (Tier 2) at a Plan Pharmacy or through our
MAII-OFAEI SEIVICE ...c.ci ittt ettt
Most specialty items (Tier 4) at a Plan Pharmacy ............cccccceeeeeeennn.

$10 for up to a 100-day supply

$20 for up to a 100-day supply
$20 for up to a 30-day supply

Durable Medical Equipment (DME) You Pay
DME items as described in the EOC.......c.ccccccooeeiiiiiiiiiiieeie e 20% Coinsurance
Mental Health Services You Pay

Inpatient psychiatric hospitalization...............oocoii

$250 per admission

(continues)




Disclosure Form Part One (continued)
Mental Health Services You Pay

Individual outpatient mental health evaluation and treatment................. $25 per visit

Group outpatient mental health treatment................occoiiiii s $12 per visit

Substance Use Disorder Treatment You Pay

Inpatient detoxification.............cccoceeiiiiiie e $250 per admission

Individual outpatient substance use disorder evaluation and treatment $25 per visit

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

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) ............... No charge

Other You Pay

Eyeglasses or contact lenses every 24 months ............cccccceiiininiies 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 in the EOC ...................... No charge

Diagnosis and treatment of infertility and artificial insemination (such

as outpatient procedures or laboratory tests) as described in the

= L PRSI 50% Coinsurance
Assisted reproductive technology (“ART”) Services.............cccuueenn...... Not covered

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.

Disclosure Form Part Two
|

The Disclosure Form Part Two provides an overview of important features of your Health Plan membership, including how
to obtain Services, principal exclusions, and important notices. To view or download a copy, go to kp.org/choosekp or
call Member Services at 1-800-464-4000 (TTY users call 711).

4158274.58.1.S000749665




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

Your Kaiser Permanente
CHIROPRACTIC benefits

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

* Go to ashlink.com/ash/kp, or
e Call 1-800-678-9133 (TTY 711), Monday through Friday,
from 5 a.m. to 6 p.m. Pacific time

2. Schedule an appointment.

3. Pay for your office visit when you arrive for your appointment.

(See the reverse for more details.)

S American Specialty Health s
Pans of Calfomia " KAISER PERMANENTE.



YOUR KAISER PERMANENTE

CHIROPRACTIC BENEFIT

Office Visits Cost Sharing and Visit Limits

Covered Services are limited to Medically Necessary Chiropractic Office visit cost share: $10 copayment per visit (if your Amendment
Services authorized and provided by ASH Participating Providers except | is paired with an HDHP HMO evidence of coverage, this cost share is
for the initial examination, Emergency Chiropractic Services, Urgent subject to the Plan Deductible described in your EOC)

Chiropractic Services, and Services that are not available from ASH
Participating Providers or other licensed providers with which ASH
contracts to provide covered care. You can obtain an initial examination
from any ASH Participating Provider without a referral from a Kaiser
Permanente Plan Physician. Each office visit counts toward any visit limit,
if applicable.

Office visit limit: 30 visits per year

Chiropractic supports and appliances: If the amount of the appliance

in the ASH Plans fee schedule exceeds $50, you will pay the amount

in excess of $50. Covered chiropractic appliances are limited to: elbow
supports, back supports, cervical collars, cervical pillows, heel lifts, hot

or cold packs, lumbar braces and supports, lumbar cushions, orthotics,
wrist supports, rib belts, home traction units, ankle braces, knee braces, rib
supports, and wrist braces.

X-rays and laboratory tests: Medically Necessary X-rays and laboratory tests are covered at no charge when prescribed as part of covered chiropractic
care and an ASH Participating Provider provides the Services or refers you to another licensed provider with which ASH contracts for the Services. If your
Amendment is paired with an HDHP HMO evidence of coverage, this cost share is subject to the Plan Deductible described in your EOC.

ASH Participating Providers

ASH Plans contracts with ASH Participating Providers and other licensed providers to provide covered Chiropractic Services. You must receive these
services from an ASH Participating Provider or another licensed provider with which ASH contracts, except for Emergency Chiropractic Services,
Urgent Chiropractic Services, and Services that are not available from contracted providers that are authorized in advance by ASH Plans. The list of
ASH Participating Providers is available on the ASH Plans website at ashlink.com/ash/kaisercamedicare for Kaiser Permanente Senior Advantage
members, or ashlink.com/ash/kp for all other members, or from the ASH Plans Customer Service Department toll free at 1-800-678-9133 (TTY 711).
The list of ASH Participating Providers is subject to change at any time without notice.

How to obtain services

To obtain covered Services, call an ASH Participating Provider to schedule an initial examination. If additional Services are required, verification

that the Services are Medically Necessary may be required. Your ASH Participating Provider will request any medical necessity determinations. An
ASH Plans clinician in the same or similar specialty as the provider of Services under review will decide whether the Services are or were Medically
Necessary. ASH Plans will disclose to you, upon request, the written criteria it uses to make the decision to authorize, modify, delay, or deny a request
for authorization. If you have questions or concerns, please contact the ASH Plans Customer Service Department.

607492126 / Plan ID: 142



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

Second Opinions

You may request a second opinion in regard to covered Services by contacting another ASH Participating Provider. An ASH Participating Provider may
also request a second opinion in regard to covered Services by referring you to another ASH Participating Provider in the same or similar specialty.

Your costs

When you receive covered Chiropractic Services, you must pay the cost share described below. The cost share does not apply toward the Plan Deductible
or Plan Out-of-Pocket Maximum described in your Health Plan Evidence of Coverage (“EOC”), unless your Chiropractic Services Amendment
(“Amendment’”) is amending an HSA-Qualified High Deductible Health Plan (HDHP) HMO plan evidence of coverage. If your Amendment is paired
with an HDHP HMO evidence of coverage, the cost share you pay for covered Services is subject to the Plan Deductible and Plan Out-of-Pocket
Maximum described in your EOC.

Emergency and Urgent Chiropractic Services

We cover Emergency Chiropractic Services and Urgent Chiropractic Services provided by both ASH Participating Providers and Non—Participating
Providers. We do not cover follow-up or continuing care from a Non—Participating Provider unless ASH Plans has authorized the services in advance.
Also, we do not cover services from a Non—Participating Provider that ASH Plans determines are not Emergency Chiropractic Services or Urgent
Chiropractic Services.

Getting Assistance

If you have a question or concern regarding the Services you received from an ASH Participating Provider or another licensed provider with which ASH
Plans contracts, you may call the ASH Plans Customer Service Department toll free at 1-800-678-9133 (TTY 711), weekdays from 5 a.m. to 6 p.m.
Pacific time.

Grievances

You can file a grievance with Kaiser Permanente regarding any issue. Your grievance must explain your issue, such as the reasons why you believe a
decision was in error or why you are dissatisfied with Services you received. You may submit your grievance orally or in writing to Kaiser Permanente
as described in your Health Plan EOC.

Exclusions

¢ Services provided by a chiropractor that are not within the scope of licensure for a chiropractor licensed in California
® Adjunctive therapy not associated with spinal, muscle, or joint manipulations

e Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies, devices, appliances, and any other
item except those listed as covered in your Amendment

e Services for asthma or addiction, such as nicotine addiction

¢ Hypnotherapy, behavior training, sleep therapy, and weight programs
¢ Thermography

® Experimental or investigational Services

¢ CT scans, MRIs, PET scans, bone scans, nuclear medicine, and any other type of diagnostic imaging or radiology other than X-rays covered under the
“Covered Services” section of your Amendment

® Ambulance and other transportation

¢ Education programs, non-medical self-care or self-help, any self-help physical exercise training, and any related diagnostic testing

e Services for pre-employment physicals or vocational rehabilitation

¢ Drugs and medicines, including non-legend or proprietary drugs and medicines

® Services you receive outside the state of California except for Emergency Chiropractic Services and Urgent Chiropractic Services

® Hospital services, anesthesia, manipulation under anesthesia, and related services

¢ Dietary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and similar products
® Massage therapy

® Maintenance care (services provided to members whose treatment records indicate that they have reached maximum therapeutic benefit)

607492126 / Plan ID: 142



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

Definitions

ASH Participating Provider: A chiropractor who is licensed to provide chiropractic services in California and who has a contract with ASH Plans to
provide Medically Necessary Chiropractic Services to you.

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Chiropractic services include spinal and extremity manipulation and adjunctive therapies such as ultrasound, therapeutic exercise,
or electrical muscle stimulation, when provided during the same course of treatment and in conjunction with chiropractic manipulative services, and other
services provided or prescribed by a chiropractor (including laboratory tests, X-rays, and chiropractic supports and appliances) for the treatment of your
Musculoskeletal and Related Disorder.

Emergency Chiropractic Services: Covered Chiropractic Services provided for the treatment of a Musculoskeletal and Related Disorder which
manifests itself by acute symptoms of sufficient severity (including severe pain) such that you could expect the absence of immediate Chiropractic
Services to result in serious jeopardy to your health or body functions or organs.

Medically Necessary: A Service is Medically Necessary if it is medically appropriate and required to prevent, diagnose, or treat your condition or clinical
symptoms in accord with generally accepted professional standards of practice that are consistent with a standard of care in the medical community.

Musculoskeletal and Related Disorders: Conditions with signs and symptoms related to the nervous, muscular, and/or skeletal systems.
Musculoskeletal and Related Disorders are conditions typically categorized as structural, degenerative, or inflammatory disorders; or biomechanical
dysfunction of the joints of the body and/or related components of the muscle or skeletal systems (muscles, tendons, fascia, nerves, ligaments/capsules,
discs, and synovial structures), and related manifestations or conditions.

Non-Participating Provider: A provider other than an ASH Participating Provider.
Services: Health care services or items.
Urgent Chiropractic Services: Chiropractic Services that meet all of the following requirements:

* They are necessary to prevent serious deterioration of your health, resulting from an unforeseen illness, injury, or complication of an existing condition,
including pregnancy.

* They cannot be delayed until you return to the Service Area.

This is a summary and is intended to highlight only the most frequently asked questions about the chiropractic benefit, including cost share. Please refer
to the Amendment for a detailed description of the chiropractic coverage.

N American Specialty Health §“7”% KAISER PERMANENTE.

Plans of Califomia
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Language Assistance
Services

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

A ac Ll ‘)\.\A‘;D La\.;.oéﬂa‘)s}m Ayl daa gl ledd s Arabic
b liall (3 5 Aan i 5f Ay o) A il Aex il S g oY) Al
1-800-464-4000 & e Ly Juai¥) (5 sus lile Lo 5 Al gpal
daxd erdivad] (Uaall ALl (3lae) & gl Bl S ALl lae o
(T11) 20 e Juai¥) oy ol gl

Armenian: Qbq Jupnn £ wijbwp oqlinipnih
npuiwnnyty jEquh hupgnid® opp 24 dwd, ywpwipen
7 on: “knip Jupnn tip wuwhwbet] pubiunnp
Pwupgiwish dwnuynipynibbbp, Qtip jkqyny
Pupgiuiywo jud wypbwmpuipuyghdl diwswthny
wuunpuunyud yniphin: Mupquuytiu qubquihwunptp
utq" 1-800-464-4000 htinwpunuwhuwiwnpny' opp

24 dud” pwpwen 7 on (mnb optiphtt thuy k): TTY-hg
oquynnitinp wtwmp k quiquihwnbi 711:

Chinese: & 7K » &K 24 /N RES o
Sl - e DI EE IR ~ BokiEE ﬂ@]]u%hy
TSP A EE = B R At AR - FRFIE 7K

BER 24 /NEFPTECHIAE T8RS 1-800-757-7585 FHij skl
& (BifH IRE) - FElE REEREELR (TTY) fEH#E
AT 711 -

Osh A 5557 5 )bl Gl 24 50 JSL) Cleas cFarsi
aaie et (51 il 55 e Led ol Lad SLEAT 0 43 3a 34
B leinsma 4 by 5 el ) 40 il g 5a den i oalid

388 gy 7 5 sl el 24 Ho CudlS S Gl &
1-800-464-4000 > Jlasi 4 Lo L (Jidaxs sl 55 (sl 4))
2580 (el 71T o) B TTY oS 2,80 il

Hindi: 59T et mra 3 gorfor e, fa9 + 24 =5,
AT % ATl (3 IUAsg g1 AT TFH FATIOT it Faret
% forw, famT foreft @mra o |reiRE v st 9T ®
FATE FLAT o o0, AT FFHfcTs TTETT & o7 STqrer
FT THA gl T AT g4 1-800-464-4000 97, T F 24
He, TATE & A4l o (FieAt arr 3 97 w2ar g) #a
F| TTY STIREHAT 711 9 FHid FL

Hmong: Muajkwc pab txhais lus pub dawb rau koj,
24 teev ib hnub twg, 7 hnub ib lim tiam twg. Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib
lim tiam twg (cov hnub caiv kaw). Cov neeg siv

TTY hu 711.

Japanese: Y[t Tld, SFhCEZ MR T, FHEEIR,
KHZRHWERE T E9, @R —E X, HAGE
ICERR SN2, B2 WITEREROEXTY
T TE £4, BEIRIC 1-800-464-4000 £ TIEE
<7iéu\ ( HZFREEFRIK) , TTY 2—3%—
I TIICBEFELSE &,

Khmer: GWMAN SNSRAHATSHUHATE N 24
GG 7 IGYWMEH 1 HAM GG ATINHERUMD
miEunsuRmgihmanigs um§migng)ng
[MSingIGumiItTl MBS 1-800-464-4000 TS 24
Inygwis 7 igywmsny (Ssigunng) 9 g TTY
fuThe 7114

Korean: ¢ 2 AJ7bol] ZAglo] 1o XY
AMu| g FEE o] &3t 4 dF YT st
F9 AMu| 2, 739 dolE WM H s EE oA
P 255 2T = AFUTE 8D E Ak
A 91 ©0] 1-800-464-4000 HH © 2 A 3}3} 4] A]

(BFL TP, TTY AHe W57

—

1.

Laotian: mnéamﬁeﬁwwﬂmﬁ?zﬁ?oyéc%qja'%
criay, oegeo 24 Solug, 7 Sudeaio. giad
29U905992SudSnwVaswaga, lncdions
sauuwagazegnay, §i °Z11§ULLUU§’1J. wy9
Lo S smawonSad 1-800-464-4000, 010 24
£oY19, 7 Sudeafio (BoSudinnage). glzzae

TTY s 711.



Navajo: Saad bee dka’a’ayeed naholg t’aa jiik’¢é,
naadiin doo bibag’ djj’ ahéé’iikeed tsosts’id yiskgajj
damoo na'adleehjj. Atah halne’¢ dka’adoolwoligii joki,
t’aadoo le’¢ t’aa hohazaadjj hadilyaa’go, éi doodaii’
naana la al’ag adaat’ehigii bee hadadilyaa’go. Koji
hodiilnih 1-800-464-4000, naadiin doo bibag’ djj’
ahéé’iikeed tsosts’id yiskaajj damoo na’adleehjj
(Dahodiyin biniiy¢ e’e’aahgo éi da’deelkaal).

TTY chodeeyoolinigii kojj hodiilnih 711.

Punjabi: fa&t farft ¥arz 2, fes € 24 w2, ge3 2 7 fes,
I AeTet 3973 Bt Gusgy J| 3t iy TgHE <t
e, 7 fan 24 e &9 Yu3 996 Bt 863 99 Aae
31 =7 fae 13 1-800-464-4000 3, fos € 24 w2, T23
© 7 fos (8¢t =& fos ge gfder J) @5 a9 TTY &
Sutiar g9s =& 711 ‘3 25 Jda|

Russian: M1 6ecrimatHo obecnieunBacM Bac yemyramu
nepeBoja 24 yaca B CyTKH, 7 THel B Hezemo. Brl Moxkere
BOCIIOJIF30BATHCSI TIOMOIIBIO YCTHOTO TIEPEBOAYNKA,
3aIPOCHTH TIEPEBO MATEPHAIIOB HA CBOH SA3BIK WIIH
3aIPOCHUTH MX B OJJHOM U3 aJIbTEPHATHBHBIX ()OPMATOB.
IpocTo mo3sonuTe Ham 1o Tenedony 1-800-464-4000,
KOTOPBIN 10CTYNEH 24 yaca B CYTKHU, 7 JHEH B HEJEIIO
(xpome npaznHUYHBIX aHei). [Tonb3oBarenu muauu TTY
MOTYT 3BOHUTH 110 HoMepy 711.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 horas al dia, 7 dias a la semana.
Puede solicitar los servicios de un intérprete, que los
materiales se traduzcan a su idioma o en formatos
alternativos. Solo llame al 1-800-788-0616, 24 horas al
dia, 7 dias a la semana (cerrado los dias festivos). Los
usuarios de TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Tawagan lamang
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: ifu3nsauWiavsuaanaan 24 1
nafusaaathTuvvinnsuadinAaansasalvia
hanauAInINAAIAUTAALIALANNANATAINTAUE
guamwaadsuasaafisnuisanalviinnsudalanai
siilunsninaldlatas laifinnsAaA1usnsiia Tns
WA ELa 1-800-464-4000 Aaan 24
thTuemaiu (Ialvivsnslusuvgasunis) §ld TTY
Tsainslui 711

Vietnamese: Dich vu thong dich dugc cung cép mién
phi cho quy vi 24 gio mdi ngdy, 7 ngay trong tuan. Quy
vi ¢6 thé yéu cau dich vu théng dich, tai liéu phién dich
ra ngdn ngi ciia quy vi hodc tai liéu bang nhiéu hinh
thirc khac. Quy vi chi can goi cho chiing t6i tai s6
1-800-464-4000, 24 gi mdi ngay, 7 ngay trong tuin
(trir cac ngay 18). Nguoi dung TTY xin goi 711.



Disclosure Form Part One

County of Tulare

Group ID 39189 - DHMO Low Plan
Member Services 1-800-464-4000
Home Region: Northern California

1/1/25 through 12/31/25

Principal benefits for Kaiser Permanente Deductible HMO Plan

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 (a Family of one Member) Each Member in a Family Entire Family of two or
y of two or more Members more Members

Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $1,000 $1,000 $2,000
Drug Deductible None None None
Plan Provider Office Visits You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits...... $20 per visit (Plan Deductible doesn’t apply)
Most Physician Specialist VISits ..o $20 per visit (Plan Deductible doesn’t apply)
Routine physical maintenance exams, including well-woman exams.... No charge (Plan Deductible doesn’t apply)
Well-child preventive exams (through age 23 months) ...........ccccceeee. No charge (Plan Deductible doesn’t apply)
Routine eye exams with a Plan Optometrist ...........cccccceiviciniiiienninins No charge (Plan Deductible doesn’t apply)
Urgent care consultations, evaluations, and treatment.......................... $20 per visit (Plan Deductible doesn’t apply)
Most physical, occupational, and speech therapy.........c.ccococeiveeiienininns $20 per visit after Plan Deductible
Telehealth Visits You Pay

Primary Care Visits and Non-Physician Specialist Visits by interactive
VidEO Or telEPNONE ..o No charge (Plan Deductible doesn’t apply)
Physician Specialist Visits by interactive video or telephone.................. No charge (Plan Deductible doesn’t apply)
Outpatient Services You Pay

Outpatient surgery and certain other outpatient procedures.................. 20% Coinsurance after Plan Deductible
Most immunizations (including the vaccing)...........cccccceeviieiiiinens No charge (Plan Deductible doesn’t apply)
Most X-rays and laboratory tests..........ccciiiiiii $10 per encounter after Plan Deductible
Preventive X-rays, screenings, and laboratory tests as described in

L1 L= = ST SRR No charge (Plan Deductible doesn’t apply)
MRI, most CT, and PET SCaANS.......ccoiuiieeieiie e e e 20% Coinsurance up to a maximum of $50 per

procedure after Plan Deductible

Hospital Inpatient Services You Pay

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

o U o PRSPPI 20% Coinsurance after Plan Deductible
Emergency Services You Pay

Emergency department VisitS.........cccoiueeiriiiiieee e 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 “Hospital Inpatient Services” for inpatient Cost Share)

Ambulance Services You Pay
AMDUIANCE SEIVICES...cuuiiiiiiiie it e et $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 .........ccccccoovccveveenen. $10 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most generic (Tier 1) refills through our mail-order service................. $20 for up to a 100-day supply (Plan Deductible
doesn’t apply)

(continues)




Disclosure Form Part One (continued)
Prescription Drug Coverage You Pay
Most brand-name items (Tier 2) at a Plan Pharmacy.......................... $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Most brand-name (Tier 2) refills through our mail-order service ......... $60 for up to a 100-day supply (Plan Deductible
doesn’t apply)
Most specialty items (Tier 4) at a Plan Pharmacy .........cc.ccoccceeennn. $30 for up to a 30-day supply (Plan Deductible
doesn’t apply)
Durable Medical Equipment (DME) You Pay
DME items as described inthe EOC..........ciiiiiiiiiiiieeeee e, 20% Coinsurance (Plan Deductible doesn’t apply)
Mental Health Services You Pay
Inpatient psychiatric hospitalization.............cccccoii i, 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...................coo i, $10 per visit (Plan Deductible doesn’t apply)
Substance Use Disorder Treatment You Pay
Inpatient detoxification.............oooiiii i 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............ccccccoeevnnenn. $5 per visit (Plan Deductible doesn’t apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ............... No charge (Plan Deductible doesn’t apply)
Other You Pay
Skilled nursing facility care (up to 100 days per benefit period)............. 20% Coinsurance after Plan Deductible
Prosthetic and orthotic devices as described in the EOC ...................... 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 .. 50% Coinsurance (Plan Deductible doesn’t apply)
Assisted reproductive technology (“ART”) Services........cccccccevcveeeennnne. Not covered

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.

Disclosure Form Part Two

The Disclosure Form Part Two provides an overview of important features of your Health Plan membership, including how
to obtain Services, principal exclusions, and important notices. To view or download a copy, go to kp.org/choosekp or
call Member Services at 1-800-464-4000 (TTY users call 711).

4158274.58.2.5S000749666 embedded




County of Tulare - Retirees
Group ID 39189
Member Services 1-800-443-0815

Summary of Benefits Chart for
Kaiser Permanente Senior Advantage (HMO) with Part D (1/1/25—12/31/25)

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:
Forany one Member ... $1,000 per calendar year

Plan Deductible None

Professional Services (Plan Provider office visits
Most Primary Care Visits and most Non-Physician Specialist Visits $15 per visit

Most Physician Specialist ViSitS...........cooiiiiiiiiiiiieiee e $15 per visit
Annual Wellness visit and the “Welcome to Medicare” preventive

VIS Lttt No charge
Routine physical @Xams ..., No charge
Routine eye exams with a Plan Optometrist.........ccccccccvvvceennnnn. $15 per visit
Urgent care consultations, evaluations, and treatment.................... $15 per visit
Physical, occupational, and speech therapy..........cccccooeeeiiiriinnnnnnn.n. $15 per visit
Outpatient Services You Pa
Outpatient surgery and certain other outpatient procedures............ $15 per procedure
Most immunizations (including the vaccing) ..........cccccceeeeeiininnn. No charge
Most X-rays and laboratory tests ...........cccuveeiis No charge
Manual manipulation of the spine ...........cccuveevi, $15 per visit

Hospital Inpatient Services You Pa

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

ANA AIUGS ettt et e e $200 per admission

Emergency Services You Pa

Emergency department VisitS.............coviiiiiiiiii e, $50 per visit

Ambulance and Transportation Services You Pa

AmDbBUIANCE SEIVICES ....ccoieeiieee e $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......co....... (50 miles per trip) per calendar year
Prescription Drug Coverage You Pa

This plan covers Medicare Part D prescription drugs in accord with
our Part D formulary.
Initial coverage stage—until you have spent $2,000 in 2025. (If = Generic drugs: $10 for up to a 100-day

you spend $2,000, you move on to the catastrophic coverage supply

Y=o =) SRRSO Brand-name drugs: $25 for up to a
100-day supply

Catastrophic coverage stage.................ccccccccuiiumiiiiiiiisniniiiieeeeeee No charge

Durable Medical Equipment (DME You Pa
Covered durable medical equipment for home use ......................... 20 percent Coinsurance

Mental Health Services You Pa
Inpatient psychiatric hospitalization .............ccciiiicc $200 per admission

Kaiser Foundation Health Plan, Inc., Northern California Region continues



continued

Individual outpatient mental health evaluation and treatment.......... $15 per visit

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

Inpatient detoxification ..............eeiiiii $200 per admission

Individual outpatient substance use disorder evaluation and

treatment.... ..o $15 per visit

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

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

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

External prosthetic and orthotic devices ............iiiiicciin 20 percent Coinsurance

Meals delivered to your home immediately following discharge No charge up to three meals per day
from a network hospital or Skilled Nursing Facility ........................ in a consecutive four-week period,

once per calendar year
Over-the-Counter (OTC) Health and Wellness products obtained No charge for a quarterly benefit limit

through our OTC catalog ........eeeeeiiiiiiiiiiiee e of $70
Fitness benefit — One Pass™ (includes access to in-network gyms
and one home fitness kit per calendar year)............ccccveevvvvinnnnnnnnn. No charge

Summary of Benefits booklet

. __________________________________________________________________________________________________________________________________________|
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.

Kaiser Foundation Health Plan, Inc., Northern California Region 4158274.58.1.5000749842



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

Your Kaiser Permanente
CHIROPRACTIC benefits

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

* Go to ashlink.com/ash/kp, or
e Call 1-800-678-9133 (TTY 711), Monday through Friday,
from 5 a.m. to 6 p.m. Pacific time

2. Schedule an appointment.

3. Pay for your office visit when you arrive for your appointment.

(See the reverse for more details.)

S American Specialty Health s
Pans of Calfomia " KAISER PERMANENTE.



YOUR KAISER PERMANENTE

CHIROPRACTIC BENEFIT

Office Visits Cost Sharing and Visit Limits

Covered Services are limited to Medically Necessary Chiropractic Office visit cost share: $10 copayment per visit (if your Amendment
Services authorized and provided by ASH Participating Providers except | is paired with an HDHP HMO evidence of coverage, this cost share is
for the initial examination, Emergency Chiropractic Services, Urgent subject to the Plan Deductible described in your EOC)

Chiropractic Services, and Services that are not available from ASH
Participating Providers or other licensed providers with which ASH
contracts to provide covered care. You can obtain an initial examination
from any ASH Participating Provider without a referral from a Kaiser
Permanente Plan Physician. Each office visit counts toward any visit limit,
if applicable.

Office visit limit: 30 visits per year

Chiropractic supports and appliances: If the amount of the appliance

in the ASH Plans fee schedule exceeds $50, you will pay the amount

in excess of $50. Covered chiropractic appliances are limited to: elbow
supports, back supports, cervical collars, cervical pillows, heel lifts, hot

or cold packs, lumbar braces and supports, lumbar cushions, orthotics,
wrist supports, rib belts, home traction units, ankle braces, knee braces, rib
supports, and wrist braces.

X-rays and laboratory tests: Medically Necessary X-rays and laboratory tests are covered at no charge when prescribed as part of covered chiropractic
care and an ASH Participating Provider provides the Services or refers you to another licensed provider with which ASH contracts for the Services. If your
Amendment is paired with an HDHP HMO evidence of coverage, this cost share is subject to the Plan Deductible described in your EOC.

ASH Participating Providers

ASH Plans contracts with ASH Participating Providers and other licensed providers to provide covered Chiropractic Services. You must receive these
services from an ASH Participating Provider or another licensed provider with which ASH contracts, except for Emergency Chiropractic Services,
Urgent Chiropractic Services, and Services that are not available from contracted providers that are authorized in advance by ASH Plans. The list of
ASH Participating Providers is available on the ASH Plans website at ashlink.com/ash/kaisercamedicare for Kaiser Permanente Senior Advantage
members, or ashlink.com/ash/kp for all other members, or from the ASH Plans Customer Service Department toll free at 1-800-678-9133 (TTY 711).
The list of ASH Participating Providers is subject to change at any time without notice.

How to obtain services

To obtain covered Services, call an ASH Participating Provider to schedule an initial examination. If additional Services are required, verification

that the Services are Medically Necessary may be required. Your ASH Participating Provider will request any medical necessity determinations. An
ASH Plans clinician in the same or similar specialty as the provider of Services under review will decide whether the Services are or were Medically
Necessary. ASH Plans will disclose to you, upon request, the written criteria it uses to make the decision to authorize, modify, delay, or deny a request
for authorization. If you have questions or concerns, please contact the ASH Plans Customer Service Department.

607492126 / Plan ID: 142



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

Second Opinions

You may request a second opinion in regard to covered Services by contacting another ASH Participating Provider. An ASH Participating Provider may
also request a second opinion in regard to covered Services by referring you to another ASH Participating Provider in the same or similar specialty.

Your costs

When you receive covered Chiropractic Services, you must pay the cost share described below. The cost share does not apply toward the Plan Deductible
or Plan Out-of-Pocket Maximum described in your Health Plan Evidence of Coverage (“EOC”), unless your Chiropractic Services Amendment
(“Amendment’”) is amending an HSA-Qualified High Deductible Health Plan (HDHP) HMO plan evidence of coverage. If your Amendment is paired
with an HDHP HMO evidence of coverage, the cost share you pay for covered Services is subject to the Plan Deductible and Plan Out-of-Pocket
Maximum described in your EOC.

Emergency and Urgent Chiropractic Services

We cover Emergency Chiropractic Services and Urgent Chiropractic Services provided by both ASH Participating Providers and Non—Participating
Providers. We do not cover follow-up or continuing care from a Non—Participating Provider unless ASH Plans has authorized the services in advance.
Also, we do not cover services from a Non—Participating Provider that ASH Plans determines are not Emergency Chiropractic Services or Urgent
Chiropractic Services.

Getting Assistance

If you have a question or concern regarding the Services you received from an ASH Participating Provider or another licensed provider with which ASH
Plans contracts, you may call the ASH Plans Customer Service Department toll free at 1-800-678-9133 (TTY 711), weekdays from 5 a.m. to 6 p.m.
Pacific time.

Grievances

You can file a grievance with Kaiser Permanente regarding any issue. Your grievance must explain your issue, such as the reasons why you believe a
decision was in error or why you are dissatisfied with Services you received. You may submit your grievance orally or in writing to Kaiser Permanente
as described in your Health Plan EOC.

Exclusions

¢ Services provided by a chiropractor that are not within the scope of licensure for a chiropractor licensed in California
® Adjunctive therapy not associated with spinal, muscle, or joint manipulations

e Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies, devices, appliances, and any other
item except those listed as covered in your Amendment

e Services for asthma or addiction, such as nicotine addiction

¢ Hypnotherapy, behavior training, sleep therapy, and weight programs
¢ Thermography

® Experimental or investigational Services

¢ CT scans, MRIs, PET scans, bone scans, nuclear medicine, and any other type of diagnostic imaging or radiology other than X-rays covered under the
“Covered Services” section of your Amendment

® Ambulance and other transportation

¢ Education programs, non-medical self-care or self-help, any self-help physical exercise training, and any related diagnostic testing

e Services for pre-employment physicals or vocational rehabilitation

¢ Drugs and medicines, including non-legend or proprietary drugs and medicines

® Services you receive outside the state of California except for Emergency Chiropractic Services and Urgent Chiropractic Services

® Hospital services, anesthesia, manipulation under anesthesia, and related services

¢ Dietary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and similar products
® Massage therapy

® Maintenance care (services provided to members whose treatment records indicate that they have reached maximum therapeutic benefit)

607492126 / Plan ID: 142



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

Definitions

ASH Participating Provider: A chiropractor who is licensed to provide chiropractic services in California and who has a contract with ASH Plans to
provide Medically Necessary Chiropractic Services to you.

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Chiropractic services include spinal and extremity manipulation and adjunctive therapies such as ultrasound, therapeutic exercise,
or electrical muscle stimulation, when provided during the same course of treatment and in conjunction with chiropractic manipulative services, and other
services provided or prescribed by a chiropractor (including laboratory tests, X-rays, and chiropractic supports and appliances) for the treatment of your
Musculoskeletal and Related Disorder.

Emergency Chiropractic Services: Covered Chiropractic Services provided for the treatment of a Musculoskeletal and Related Disorder which
manifests itself by acute symptoms of sufficient severity (including severe pain) such that you could expect the absence of immediate Chiropractic
Services to result in serious jeopardy to your health or body functions or organs.

Medically Necessary: A Service is Medically Necessary if it is medically appropriate and required to prevent, diagnose, or treat your condition or clinical
symptoms in accord with generally accepted professional standards of practice that are consistent with a standard of care in the medical community.

Musculoskeletal and Related Disorders: Conditions with signs and symptoms related to the nervous, muscular, and/or skeletal systems.
Musculoskeletal and Related Disorders are conditions typically categorized as structural, degenerative, or inflammatory disorders; or biomechanical
dysfunction of the joints of the body and/or related components of the muscle or skeletal systems (muscles, tendons, fascia, nerves, ligaments/capsules,
discs, and synovial structures), and related manifestations or conditions.

Non-Participating Provider: A provider other than an ASH Participating Provider.
Services: Health care services or items.
Urgent Chiropractic Services: Chiropractic Services that meet all of the following requirements:

* They are necessary to prevent serious deterioration of your health, resulting from an unforeseen illness, injury, or complication of an existing condition,
including pregnancy.

* They cannot be delayed until you return to the Service Area.

This is a summary and is intended to highlight only the most frequently asked questions about the chiropractic benefit, including cost share. Please refer
to the Amendment for a detailed description of the chiropractic coverage.

N American Specialty Health §“7”% KAISER PERMANENTE.

Plans of Califomia
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Language Assistance
Services

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

A ac Ll ‘)\.\A‘;D La\.;.oéﬂa‘)s}m Ayl daa gl ledd s Arabic
b liall (3 5 Aan i 5f Ay o) A il Aex il S g oY) Al
1-800-464-4000 & e Ly Juai¥) (5 sus lile Lo 5 Al gpal
daxd erdivad] (Uaall ALl (3lae) & gl Bl S ALl lae o
(T11) 20 e Juai¥) oy ol gl

Armenian: Qbq Jupnn £ wijbwp oqlinipnih
npuiwnnyty jEquh hupgnid® opp 24 dwd, ywpwipen
7 on: “knip Jupnn tip wuwhwbet] pubiunnp
Pwupgiwish dwnuynipynibbbp, Qtip jkqyny
Pupgiuiywo jud wypbwmpuipuyghdl diwswthny
wuunpuunyud yniphin: Mupquuytiu qubquihwunptp
utq" 1-800-464-4000 htinwpunuwhuwiwnpny' opp

24 dud” pwpwen 7 on (mnb optiphtt thuy k): TTY-hg
oquynnitinp wtwmp k quiquihwnbi 711:

Chinese: & 7K » &K 24 /N RES o
Sl - e DI EE IR ~ BokiEE ﬂ@]]u%hy
TSP A EE = B R At AR - FRFIE 7K

BER 24 /NEFPTECHIAE T8RS 1-800-757-7585 FHij skl
& (BifH IRE) - FElE REEREELR (TTY) fEH#E
AT 711 -

Osh A 5557 5 )bl Gl 24 50 JSL) Cleas cFarsi
aaie et (51 il 55 e Led ol Lad SLEAT 0 43 3a 34
B leinsma 4 by 5 el ) 40 il g 5a den i oalid

388 gy 7 5 sl el 24 Ho CudlS S Gl &
1-800-464-4000 > Jlasi 4 Lo L (Jidaxs sl 55 (sl 4))
2580 (el 71T o) B TTY oS 2,80 il

Hindi: 59T et mra 3 gorfor e, fa9 + 24 =5,
AT % ATl (3 IUAsg g1 AT TFH FATIOT it Faret
% forw, famT foreft @mra o |reiRE v st 9T ®
FATE FLAT o o0, AT FFHfcTs TTETT & o7 STqrer
FT THA gl T AT g4 1-800-464-4000 97, T F 24
He, TATE & A4l o (FieAt arr 3 97 w2ar g) #a
F| TTY STIREHAT 711 9 FHid FL

Hmong: Muajkwc pab txhais lus pub dawb rau koj,
24 teev ib hnub twg, 7 hnub ib lim tiam twg. Koj thov
tau cov kev pab txhais lus, muab cov ntaub ntawv
txhais ua koj hom lus, los yog ua lwm hom.Tsuas hu
rau 1-800-464-4000, 24 teev ib hnub twg, 7 hnub ib
lim tiam twg (cov hnub caiv kaw). Cov neeg siv

TTY hu 711.

Japanese: Y[t Tld, SFhCEZ MR T, FHEEIR,
KHZRHWERE T E9, @R —E X, HAGE
ICERR SN2, B2 WITEREROEXTY
T TE £4, BEIRIC 1-800-464-4000 £ TIEE
<7iéu\ ( HZFREEFRIK) , TTY 2—3%—
I TIICBEFELSE &,

Khmer: GWMAN SNSRAHATSHUHATE N 24
GG 7 IGYWMEH 1 HAM GG ATINHERUMD
miEunsuRmgihmanigs um§migng)ng
[MSingIGumiItTl MBS 1-800-464-4000 TS 24
Inygwis 7 igywmsny (Ssigunng) 9 g TTY
fuThe 7114

Korean: ¢ 2 AJ7bol] ZAglo] 1o XY
AMu| g FEE o] &3t 4 dF YT st
F9 AMu| 2, 739 dolE WM H s EE oA
P 255 2T = AFUTE 8D E Ak
A 91 ©0] 1-800-464-4000 HH © 2 A 3}3} 4] A]

(BFL TP, TTY AHe W57

—

1.

Laotian: mnéamﬁeﬁwwﬂmﬁ?zﬁ?oyéc%qja'%
criay, oegeo 24 Solug, 7 Sudeaio. giad
29U905992SudSnwVaswaga, lncdions
sauuwagazegnay, §i °Z11§ULLUU§’1J. wy9
Lo S smawonSad 1-800-464-4000, 010 24
£oY19, 7 Sudeafio (BoSudinnage). glzzae

TTY s 711.



Navajo: Saad bee dka’a’ayeed naholg t’aa jiik’¢é,
naadiin doo bibag’ djj’ ahéé’iikeed tsosts’id yiskgajj
damoo na'adleehjj. Atah halne’¢ dka’adoolwoligii joki,
t’aadoo le’¢ t’aa hohazaadjj hadilyaa’go, éi doodaii’
naana la al’ag adaat’ehigii bee hadadilyaa’go. Koji
hodiilnih 1-800-464-4000, naadiin doo bibag’ djj’
ahéé’iikeed tsosts’id yiskaajj damoo na’adleehjj
(Dahodiyin biniiy¢ e’e’aahgo éi da’deelkaal).

TTY chodeeyoolinigii kojj hodiilnih 711.

Punjabi: fa&t farft ¥arz 2, fes € 24 w2, ge3 2 7 fes,
I AeTet 3973 Bt Gusgy J| 3t iy TgHE <t
e, 7 fan 24 e &9 Yu3 996 Bt 863 99 Aae
31 =7 fae 13 1-800-464-4000 3, fos € 24 w2, T23
© 7 fos (8¢t =& fos ge gfder J) @5 a9 TTY &
Sutiar g9s =& 711 ‘3 25 Jda|

Russian: M1 6ecrimatHo obecnieunBacM Bac yemyramu
nepeBoja 24 yaca B CyTKH, 7 THel B Hezemo. Brl Moxkere
BOCIIOJIF30BATHCSI TIOMOIIBIO YCTHOTO TIEPEBOAYNKA,
3aIPOCHTH TIEPEBO MATEPHAIIOB HA CBOH SA3BIK WIIH
3aIPOCHUTH MX B OJJHOM U3 aJIbTEPHATHBHBIX ()OPMATOB.
IpocTo mo3sonuTe Ham 1o Tenedony 1-800-464-4000,
KOTOPBIN 10CTYNEH 24 yaca B CYTKHU, 7 JHEH B HEJEIIO
(xpome npaznHUYHBIX aHei). [Tonb3oBarenu muauu TTY
MOTYT 3BOHUTH 110 HoMepy 711.

Spanish: Contamos con asistencia de idiomas sin costo
alguno para usted 24 horas al dia, 7 dias a la semana.
Puede solicitar los servicios de un intérprete, que los
materiales se traduzcan a su idioma o en formatos
alternativos. Solo llame al 1-800-788-0616, 24 horas al
dia, 7 dias a la semana (cerrado los dias festivos). Los
usuarios de TTY, deben llamar al 711.

Tagalog: May magagamit na tulong sa wika nang wala
kang babayaran, 24 na oras bawat araw, 7 araw bawat
linggo. Maaari kang humingi ng mga serbisyo ng
tagasalin sa wika, mga babasahin na isinalin sa iyong
wika o sa mga alternatibong format. Tawagan lamang
kami sa 1-800-464-4000, 24 na oras bawat araw, 7 araw
bawat linggo (sarado sa mga pista opisyal). Ang mga
gumagamit ng TTY ay maaaring tumawag sa 711.

Thai: ifu3nsauWiavsuaanaan 24 1
nafusaaathTuvvinnsuadinAaansasalvia
hanauAInINAAIAUTAALIALANNANATAINTAUE
guamwaadsuasaafisnuisanalviinnsudalanai
siilunsninaldlatas laifinnsAaA1usnsiia Tns
WA ELa 1-800-464-4000 Aaan 24
thTuemaiu (Ialvivsnslusuvgasunis) §ld TTY
Tsainslui 711

Vietnamese: Dich vu thong dich dugc cung cép mién
phi cho quy vi 24 gio mdi ngdy, 7 ngay trong tuan. Quy
vi ¢6 thé yéu cau dich vu théng dich, tai liéu phién dich
ra ngdn ngi ciia quy vi hodc tai liéu bang nhiéu hinh
thirc khac. Quy vi chi can goi cho chiing t6i tai s6
1-800-464-4000, 24 gi mdi ngay, 7 ngay trong tuin
(trir cac ngay 18). Nguoi dung TTY xin goi 711.



& DELTA DENTAL

Keep smiling
Delta Dental PPO™

Save with PPO Coordinate dual coverage

Visit a dentist in the PPO' network to If you’re covered under two plans, ask
maximize your savings.? These dentists your dental office to include information
have agreed to reduced fees, and you about both plans with your claim —
won’t get charged more than your we’ll handle the rest.

expected share of the bill.> Find a PPO

dentist at deltadentalins.com. Understand transition of care

Generally, multi-stage procedures are

Set up an online account covered under your current plan only
Get information about your plan, check if treatment began after your plan’s

benefits and eligibility information, find a effective date of coverage.” Log in to
network dentist and more. Sign up for an your online account to find this date.

online account at deltadentalins.com. Get LASIK and hearing aid discounts

Check in without an ID card With access to QualSight and Amplifon
You don’t need a Delta Dental ID card Hearing Health Care®, you can receive
when you visit the dentist. Just provide significant savings on LASIK procedures
your name, birth date and enrollee ID and hearing aids. To take advantage

or Social Security number. If your family of these discounts, call QualSight at
members are covered under your plan, 855-248-2020 and Amplifon at

they’ll need your information. Prefer to 888-779-1429.

have an ID card? Simply log in to your
account to view or print your card.

Save with a
PPO dentist

PPO NON-PPO

"In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.

2You can still visit any licensed dentist, but your out-of-pocket costs may be higher if you choose a non-PPO dentist. Network dentists are paid
contracted fees.

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

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

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

West Virginia: Learn about our commitment to providing access to a quality dentist network at Copyright © 2023 Delta Dental. All rights reserved.

deltadentalins.com/about/legal/index-enrollee.html. HL_PPO #135419F (rev. 1/23)



Benefit Highlights: Delta Dental PPO ™

Plan Benefit Highlights for: County of Tulare
Group No: 16128

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

Deductibles Delta Dental PPO dentists:

None

Non-Delta Dental PPO dentists:

$25 per person / $75 per family each calendar year

Deductibles waived for Diagnostic & Preventive |Delta Dental PPO dentists: N/A

(D & P) and Space Maintainers? Non-Delta Dental PPO dentists: Yes
Maximums $2,000 per person each calendar year
D & P counts toward maximum? No
Waiting Period(s) Basic Services Major Services Prosthodontics Orthodontics
None None None None
, . Delta Dental PPO Non-Delta Dental PPO
Benefits and Covered Services* e -
dentists dentists
Diagnostic & Preventive Services
(D&P) 100% 100%
Exams, cleanings and x-rays
Space Maintainers 100% 100%
Ba.5|.c Services 80% 80%
Fillings
Endodonti t |
ndodon |cs(rooA cané s) 80% 80%
Covered Under Basic Services
Periodonti treat t
eriodontics (gum rea- ment) 80% 80%
Covered Under Basic Services
Oral S
ralsurgery 80% 80%
Covered Under Basic Services
Major Services . 50% 50%
Crowns, onlays and cast restorations
Prosthodonti
ro§ odontics . 50% 50%
Bridges, dentures and implants
Orthodontic Benefits
0, 0,
Adults and dependent children >0% >0%
Orthodontic Maximums $1,500 Lifetime $1,500 Lifetime
100%
Dental Accident Benefits . ’
(Separate $1,000 maximum per person each calendar year)

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

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

Delta Dental of California Customer Service Claims Address
560 Mission St., Suite 1300 888-335-8227 P.O. Box 997330
San Francisco, CA 94105 Sacramento, CA 95899-7330
deltadentalins.com

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or Summary Plan Description. If you have
specific questions regarding the benefits, limitations or exclusions for your plan, please consult your company’s benefits representative.

Revised 9/5/2024



O DELTA DENTAL

Benefit highlights

DeltaCare® USA

DeltaCare USA! offers you straightforward
and affordable care from a trusted
in-network dentist that you choose.2 You
know everything your plan covers and
what each procedure costs. No surprises.

Comprehensive coverage
» Coverage for 350+ procedures

* Regular preventive care at low or no cost
to help stop serious problems from
developing

» Specialist services for oral surgery,
endodontics, orthodontics, periodontics
and pediatric dentistry

Budget-friendly

* No deductibles or maximumss3 for
covered services

* Transparent out-of-pocket costs listed in
your plan booklet or online account#

* All-inclusive copayments (no material or
lab fees)

* Cleanings and exams covered at low or
Nno cost

Large network of quality dentists

Delta Dental is a leading national carrier
that offers a large network of high-quality
and rigorously vetted dentists to

choose from.

Convenient services

We make it easy for you — your DeltaCare
USA network dentist will take care of all
the paperwork, and no ID card is required
to receive treatment.s

LEGAL NOTICES: Access federal and state legal notices related to your plan: deltadentalins.com/about/legal/index-enrollee.html

'DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ — Alpha Dental of Arizona, Inc.;
CA — Delta Dental of California; AR, CO, IA, MA, ME, M|, MN, NC, ND, NE, NH, OK, OR, R|, SC, SD, VA, VT, WA, W|, WY — Dentegra Insurance
Company; AK, CT, DC, DE, FL, GA, KS, LA, MS, MT, TN, WV — Delta Dental Insurance Company; Hl, ID, IL, IN, KY, MD, MO, NJ, OH, TX — Alpha
Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of New Mexico, Inc.; NY —
Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania. Delta Dental Insurance Company acts as the DeltaCare USA
administrator in all these states. These companies are financially responsible for their own products. Delta Dental is a registered trademark

of Delta Dental Plans Association.

2 Verify your selected DeltaCare USA general dentist before each appointment.
s Plans with an Accidental Injury Rider have a $1,600 annual maximum for accidental injury. Consult your Evidence/Certificate of Coverage.

4 State-specific exceptions may apply.

sDelta Dental Insurance Company provides benefits as a Prepaid Limited Health Services Organization as described in Chapter 636 of the

Florida Statutes.

SCCASTD Administered by Delta Dental Insurance Company

deltadentalins.com/members

HL_DCU_CA42N_V24_W_EN_04.24.24_LTR



What you need to know
In advance, or about your
DeltaCare® USA plan

How DeltaCare USA works

We make it easy for you — your DeltaCare
USA network dentist will take care of all the
paperwork, and no plan ID card is required to
receive treatment.

You must visit a DeltaCare USA general dentist
to use your plan.Your general dentist will
coordinate and refer you to specialists for care,
if needed.

You may select an in-network general dentist,
or a general dentist can be assigned at first
visit if you haven’t selected a dentist yet.?

You can select or change dentists anytime
online or by phone.

Pay predefined, all-inclusive copayments —
with no hidden fees (no material or lab fees)
at the time of service. Consult your plan
booklet for coverage.

No deductibles, maximums or waiting periods
for covered services. No claims to submit —
no hassle!

Transparent out-of-pocket costs shown in your
plan booklet or online account

What your plan covers
You’re covered for hundreds of procedures with
no annual limit on the amount your plan pays.

Comprehensive coverage for 350+ procedures
that prioritizes preventive care

Cleanings and exams covered at low or no cost

Orthodontics coverage for adults and children,
including clear aligners

Extensive care including crowns, dentures,
root canals, oral surgery and more

Getting started
To enroll in a DeltaCare USA plan, simply
complete the enrollment process as directed

by your benefits administrator. Select a new
DeltaCare USA dentist or check to see if your
preferred general dentist is in-network.

Once we process your enrollment, we’ll mail you
welcome materials that will include:

The name, address and phone number of your
selected general dentist or instructions on how
to select one. Simply call the dental facility

to make an appointment. Important note:

In order to receive benefits under your plan,
you must visit your general dentist facility. You
can visit any DeltaCare USA general dentist at
your selected dental facility as long as they are
in the DeltaCare USA network.

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

a thorough description of how to use

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

An ID card. This card is for your records only

— you do not need to present it in order to
receive treatment.

Visit deltadentalins.com to create a free, secure
online account. You can access your plan benefits
and ID card, select (or change) your general
dentist and more.

General plan information

You and your eligible dependents have
emergency dental service coverage for out-of-
area emergencies.® Your out-of-area emergency
benefit (typically limited to $100 per person)

is for services to relieve pain until you can
return to see your general dentist.* Standard
plan limitations, exclusions and copayments
may apply.

' In AZ, MD, and TX, if you do not select a dentist when you enroll, we will choose one for you.

2 If you have not yet been assigned to a DeltaCare USA general dentist, you can do so by visiting any DeltaCare USA general dentist
that is accepting new patients. When your selected dentist files a qualifying claim, you will be added to their roster and they will
become your assigned DeltaCare USA general dentist. Once assigned, you must visit this dentist for future visits to receive benefits.

3

State-specific minimum distance requirements may apply.



We make it easy for you!

Receive your
welcome
materials

Visit your

dentist

There are no exclusions for most pre-existing
conditions, except work in progress.® Treatment
in progress includes services such as preparations
for crowns or root canals, or impressions for
dentures. If you started treatment before your
plan’s effective date, you and your prior dental
carrier are responsible for any costs. Some
DeltaCare USA plans may cover in-progress
orthodontic treatment.

Glossary
Here are some common terms that will help you
understand your plan:

Authorization: The process by which Delta Dental
determines whether a procedure or treatment is
a referable benefit under your plan. Your assigned
general dentist must obtain prior authorization
from us to refer you to an out-of-network
specialist or out-of-network orthodontist.
Services performed by an out-of-network dentist,
specialist or orthodontist that are not authorized
by us will not be covered.

Copayment, or copay amount: The fixed dollar
amount a member is responsible for when
receiving treatment.

DeltaCare USA dentist: A dentist who is a
member of the DeltaCare USA network. These
dentists have contracted with Delta Dental and
agreed to accept negotiated fees for the services
provided to DeltaCare USA members. You

must visit a DeltaCare USA dentist to receive
plan benefits.

DeltaCare USA

N O

Receive Pay only your
dental care copayment

Diagnostic and preventive services: A category
of dental services that includes benefits for oral
evaluations, routine cleanings, x-rays and fluoride
treatments. There are low or no copayments for
these services to encourage you to seek regular
care and prevent problems from developing.

Effective date: The date your dental plan
becomes active. Also, the date a member
becomes eligible for benefits.

Limitations and Exclusions: Limitations are
usually related to a specific time or frequency —
for example, a plan may cover only two cleanings
in a 12-month period or one cleaning every six
months. Exclusions are services not covered by

a plan.

(Dental) Referral: Directing a patient to a dental
specialist by a general dentist. When specialty
dental care is needed, your general dentist will
refer you to a trusted specialist in the network.

Specialist services: Services performed by

a dental specialist, such as oral surgery,
endodontics, periodontics or pediatric dentistry.
When specialty dental care is needed, your
general dentist will refer you to a trusted
specialist in the network.

. . . +
For more help with understanding dental terms, visit B *
wwwl.deltadentalins.com/members/glossary.htmi

4 In TX, there is no limit on the number of miles or on the dollar amount per emergency.
° In TX, there is no exception for work in progress for covered DeltaCare USA benefits.

© 2024 Delta Dental. All rights reserved.
INS_DCU_USA_STD #102964.05 (rev. 2/24)



Plan CA42N DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

The Benefits shown below are performed as deemed appropriate by the Contract Dentist subject to the Limitations and
Exclusions of the Plan. Please refer to Schedule B for further clarification of Benefits. You should discuss all treatment
options with Your Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under the DeltaCare USA
Plan and is not to be interpreted as Current Dental Terminology ("CDT"), CDT-2024 procedure codes, descriptors or
nomenclature that are under copyright by the American Dental Association ("ADA"). The ADA may periodically change
CDT codes or definitions. Such updated codes, descriptors and nomenclature may be used to describe these covered
procedures in compliance with federal legislation.

ENROLLEE

CODE DESCRIPTION PAYS
DO0100-D0999 I. DIAGNOSTIC
DO0O120 Periodic oral evaluation - established pPatient ...coiiiiiii i e eaes No Cost
DO140 Limited oral evaluation - problem fOCUSEA ..t e e aaeeas No Cost
DO0145 Oral evaluation for a patient under three years of age and counseling with primary caregiver ........ No Cost
DO150 Comprehensive oral evaluation - new or established patient .....ccooeoiiiiiiiiii e No Cost
DO160 Detailed and extensive oral evaluation - problem focused, by report ....viveeiiiiiiii e No Cost
DO170 Re-evaluation - limited, problem focused (established patient; not post-operative visit) ................ No Cost
DO171 Re-evaluation - post-operative OffiCe VISt .uuiiiiiiiiii i e e e nes No Cost
D0O180 Comprehensive periodontal evaluation - new or established patient ......cccvviiiiiiiiiiiiiiiii e No Cost
DOTI90  Screening Of @ Patient tuiiiiiii it ittt ettt et sttt et e e e et re e No Cost
DO NF N I AN Ty o =T o i) H= T o = | =Y o ) No Cost
DO0210 Intraoral - comprehensive series of radiographic images - /imited to 1 series every 24 months ........ No Cost
D0220 Intraoral - periapical first radiographiC IMAgE wveiiir it ee e e e e e rae e e eaneanees No Cost
D0230 Intraoral - periapical each additional radiographiC iIMAage ..uuieiiii i aneaees No Cost
D0240 Intraoral - occlusal radiographiC IMaAgE iiuiiie ittt e st tae e ae e e aaneaaens No Cost
D0250 Extraoral - 2D projection radiographic image created using a stationary radiation source, and

[ 1S T8 o No Cost
DO0251 Extraoral posterior dental radiograpniC IMage it i i et e e i e e ssanneeesannns No Cost
D0270 Bitewing - single radiographiC IMage ..eeiieiii ittt e s ar et e e et e saaeaan e eaaneaanneaannenn No Cost
D0272 Bitewings - tWO radiographiC IMagES ..ueie ettt e ettt et e ra e sar e saae s aann e eaneaneeannneaneeann No Cost
D0273 Bitewings three radiograpniC IMaAgES .« ittt ettt ettt tar st et eaneaanaan e No Cost
D0274 Bitewings - four radiographic images - limited to 1 series every 6 MONthS ...c.iviviiieiiiiiiiiiiiiniinnns No Cost
D0277 Vertical bitewings - 7 to 8 radiographiC IMaAgeS ..ttt e et e e e e eaeeaaneeann No Cost
DO330 PanoramiC radiograiniC Mg cuueeiiiiiiitett ittt sttt taaa st eeasaaseessaasteetssasneessessnnsssessnnseesisnnseess No Cost
DO0396 3D printing of @ 3D dental SUIMacCe SCaAN .iiiiiiiii it e e e e s e ean e eane e aneeaanneeannann No Cost
D0415 Collection of microorganisms for culture and SeNSItIVILY ..uvviiiiiiiii e No Cost
D0419 Assessment of salivary flow by measurement - 7 every 12 mONthS ..c.uueiiiiiiiiiiii i No Cost
DO425 Caries SUSCEPIIDIITY 1SS 1uuiiitiitiii it et a e et e e r e ettt e e e et No Cost
[T @ 2N Y@ N U o TVt Lo 00 T3 No Cost
[0 @ I B =T T g T 1] o o o= 13 P No Cost
D0472 Accession of tissue, gross examination, preparation and transmission of written report - available

only when performed in conjunction wWith @ COVEred BIOPSY «.uuuuiiiiiie ittt i iiritiaeanereeaaeaanes No Cost
D0473 Accession of tissue, gross and microscopic examination, preparation and transmission of written

report - available only when performed in conjunction with a covered biOPSY ....c.veviiiiieiiiineninnns No Cost
D0474 Accession of tissue, gross and microscopic examination, including assessment of surgical margins

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

performed in conjunNction With @ COVEIEQd DIOPSY uuueuuteiaie ittt e e sat e raane e eaneraneaaanens No Cost
DO601 Caries risk assessment and documentation, with a finding of low risk - 7 every 12 months .............. No Cost
DO602 Caries risk assessment and documentation, with a finding of moderate risk - 7 every 12 months ..... No Cost
DO603 Caries risk assessment and documentation, with a finding of high risk - 7 every 12 months ............. No Cost
DO701 Panoramic radiographic image - image Capture ONlY ..o e e aes No Cost
D0702 2-D cephalometric radiographic image - image Capture ONlY ..iiiiiiii i i ieee e No Cost
D0O703 2-D oral/facial photographic image obtained intra-orally or extra-orally - image capture only ........ No Cost
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Plan CA42N DeltaCare USA Description of Benefits and Copayments

DO705 Extra-oral posterior dental radiographic image - image capture only .vivveeiiiiiiii i No Cost
DO706 Intraoral - occlusal radiographic image - image Capture ONIY .iiiioiiiiieiii e e rae e aaneens No Cost
DO707 Intraoral - periapical radiographic image - image capture ONIY ..iviiiiiiiiie i raeaas No Cost
DO0O708 Intraoral - bitewing radiographic image - image Capture ONlY ..ivviiiiiiiiii e No Cost
DO709 Intraoral - comprehensive series of radiographic images - image capture only ....cocviieviviiicnnnnn... No Cost
D0999 Unspecified diagnostic procedure, by report - includes office visit, per visit (in addition to other

Y ST 77 L00=2 No Cost
D1000-D1999 Il. PREVENTIVE
D10  Prophylaxis cleaning - adult - 7 DIT10, D1120 or D4346 per 6 month period .......cocveviiiiiiiiiienninnnnn No Cost
DINMO  Additional prophylaxis cleaning - adult (within the 6 month Period) .....c.ueciiiiiiiiiiiiiiiii i iaaens $45.00
D1120  Prophylaxis cleaning - child - 7 D1110, D1120 or D4346 per 6 month period ......ccceveieiiiiiiiiiiiannnanns No Cost
D120 Additional prophylaxis cleaning - child (within the 6 month Period) ....cccuiiiiieiiiiiiiiiiiiiiieiiieeens $35.00
D1206 Topical application of fluoride varnish - 7 DI206 or D1208 per 6 month period .....cccviiiieeiiiiiiannnnnns No Cost
D1208 Topical application of fluoride - excluding varnish - 7 D1206 or D208 per 6 month period ............. No Cost
D1310  Nutritional counseling for control of dental diSEaSe ...iiviiiiii i s No Cost
D1320 Tobacco counseling for the control and prevention of oral diSease ...cvveveiviiiiiiiiiiiii e No Cost
D1330  Oral Ny giene INSTrUCTIONS . uiiii it e ittt ettt e et ettt et e ea e e et e e aae e aan e e eaneeaneeeeaneeanees No Cost
D1351 Sealant - per tooth - /imited to permanent molars through @ge 15 ...uuuiiiiiiiiiiiiiiii it iiineeeas No Cost
D1352 Preventive resin restoration in a moderate to high caries risk patient - permanent tooth - /imited to

permanent molars throUGh @G 15 .. ettt et et e s e e e raane e rne e aan e raaeeanes No Cost
D1353 Sealant repair - per tooth - /imited to permanent molars through age 15 ...cvuiiiiiiiiiiiiiiiiiinienas No Cost
D1354 Application of caries arresting medicament - per tooth - 7 per 6 month period .........c.cccveviiiiiinnnn. No Cost
D1510 Space maintainer - fixed - unilateral - per quadrant ... e No Cost
D1516  Space maintainer - fixed - bilateral, MaXillary oo i e aanreeeas No Cost
D1517 Space maintainer - fixed - bilateral, mandibular ... e s No Cost
D1520 Space maintainer - removable - unilateral - per QUArant ....oioieiiiii s No Cost
D1526 Space maintainer - removable - bilateral, Maxillary ...cvoiiii No Cost
D1527 Space maintainer - removable - bilateral, mandibular ..o No Cost
D1551 Re-cement or re-bond bilateral space maintainer - maxillary ...coooviiiiiiiii i e No Cost
D1552 Re-cement or re-bond bilateral space maintainer - mandibular ....ccviiiiiiiiiiiii i No Cost
D1553 Re-cement or re-bond unilateral space maintainer - per quadrant ...ccooeiiiiiiiiii i e No Cost
D1556 Removal of fixed unilateral space maintainer - per qUAdrant ....oviiiii i No Cost
D1557 Removal of fixed bilateral space maintainer - Maxillary ...ovooiiiiiii i e No Cost
D1558 Removal of fixed bilateral space maintainer - mandibular ..o No Cost
D1575 Distal shoe space maintainer - fixed, unilateral - per quadrant - child t0 ag€ 9 ...c.vviveiiiiiiiiiiianins, No Cost
D2000-D2999 Ill. RESTORATIVE

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

- When there are more than six crowns in the same treatment plan, an Enrollee may be charged an additional $125.00 per
crown, beyond the 6th unit.

- Replacement of crowns, inlays and onlays requires the existing restoration to be 5+ years old.

* Name brand, laboratory processed or in-office processed crowns/pontics produced through specialized technique or
materials are material upgrades. The Contract Dentist may charge an additional fee not to exceed $325.00 in addition to
the listed Copayment. Refer to Limitation of Benefits #4 for additional information.

D2140 Amalgam - one surface, primary OF PeIrMaNENT .t iiii i rae et rar e e e aaarsaaneeaanraanneann No Cost
D2150 Amalgam - two surfaces, primary OF PeIrMANENT uiuii it r e a e araaaeaaeaaeens No Cost
D2160 Amalgam - three surfaces, primary OF PeIrMaANENT ..ttt i ra e aeaas No Cost
D2161 Amalgam - four or more surfaces, primary Or PErMAaNENT it it re e raraaeraeaens No Cost
D2330 Resin-based composite - ONE SUIACE, AN EliOr ittt it tiiae st it eaiaseeesiinnreeseannes No Cost
D2331 Resin-based composite - tWO SUIMACES, aNtelior uiiiiiii it i et i et e s e e s sanneereannns No Cost
D2332 Resin-based composite - three surfaces, anterior .o e e e e e No Cost
D2335 Resin-based composite - four or more surfaces (ANtEIIOF) uuiiiiiii i e eaeeeeaaaes No Cost
D2390 Resin-based COMPOSItE CrOWN, ANEEIOr uuiit ittt et e et et eaan et e eaneeaneeaanns No Cost
D2391 Resin-based composite - 0Ne SUIfacCe, POSEEIION it e e e e aneeanens $25.00
D2392 Resin-based composite - tWO SUIACES, POST IOl .ttt e e e eaneeanes $30.00
D2393 Resin-based composite - three SUIrfaces, POStEIIOr ittt i i e ssin e raannne $35.00
D2394 Resin-based composite - four or More SUrfaces, POSTEIIOr .uuuiiiiiii i et e eia e eii e aanees $40.00
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D2510 Inlay - MetalliC = ONE SUIMACE ittt ittt ettt et e e et et et e e e et e e e san e ran e e aanneanneann No Cost
D2520 Inlay - MeEtalliC - WO SUI A ES wiutiiitiiii ittt ettt ettt e st e et e et e et e e am e e aa e e e e e annes No Cost
D2530 Inlay - metallic - three OF MOKE SUIACES ittt ittt ettt ettt e s e e n e e e aeaanes No Cost
D2542 Onlay - MetalliC - TWO SUIMACES tuiiiiiitiiii ittt ettt e ar et e ettt e e et e e e e aaneaaeaananas No Cost
D2543 Onlay - metallic - three SUIMACES .ot ettt et et e e et e e e e e eaneeaneeenn No Cost
D2544 Onlay - Metallic - fOUr OF MOFE SUIMACES 1iiiiiiiii ittt ittt eae et taaa e s saansseannreessannreenss No Cost
D2610 Inlay - porcelain/CeramiC = ONE SUIMACEY ittt et et ie et s e e e e et e e e e eaeeneenen $50.00
D2620 Inlay - porcelain/CeramicC = WO SUITACES™ .iiuiiiiii ittt et ettt et e e e e et e reaeeeaeeasaeaereaeannn $60.00
D2630 Inlay - porcelain/ceramic - thre@ OF MOre SUIMACES™ .uiiuiieiitieiit ittt et as s earanaeenes $65.00
D2642 Onlay - porcelain/ceramiC - TWO SUITACES ..ttt ettt e e e e as $55.00
D2643 Onlay - porcelain/ceramicC - thrEe SUITACES® .uuiiieii ettt e et e et e e e e e raeaneeaeeees $65.00
D2644 Onlay - porcelain/ceramicC = fOUr OF MOKE SUIMACES™ . .i.uieiiie ittt et e et ee e eaneanaaeanenranes $70.00
D2650 Inlay - resin-based cOMPOSItE = ONE SUIMACE .iiiiiiii i e et e e e e e e aanaaneaenees $15.00
D2651 Inlay - resin-based COMPOSItE - TWO SUIMACES iiviiieiiiiiiiiii i et ae e naanas $20.00
D2652 Inlay - resin-based composite - three or More SUIfaCEeS .iviiiiiiiiiii e e e eaes $30.00
D2662 Onlay - resin-based cOMPOSIte - tWO SUIACES ..iiiiiii i et e e aanes $25.00
D2663 Onlay - resin-based composite - three SUIMaCeS ..o i e e e ees $35.00
D2664 Onlay - resin-based composite - fOUr OF MOrE SUIACES .iiiiiiiiiiii i iiiiiiii e iaareeessaaaeeiannns $50.00
D2710 Crown - resin-based compPosite (INAIFECT) wiiiiiiii i i e e et et an e e taaiae e e aaaannees No Cost
D2712 Crown - 3/4 resin-based coOmMpPoOSIite (INAIFECE) uiuiriieiitiiie it e e aa e e ae e eaeeaeenens No Cost
D2720 Crown - resin with high NobIe MeEtal ..o e e e e $30.00
D2721 Crown - resin with predominantly base metal ..o e $15.00
D2722 Crown - resin With Noble Metal ..ottt e it eeae e aneeaan $20.00
D2740 CrOWN = POICEIAIN COIAMICT ittt ettt ettt et ettt et et s ta e st st s te s st st s ee s et e s e e saeaneansnsananrans $85.00
D2750 Crown - porcelain fused to high noble metal® ... e e $70.00
D2751 Crown - porcelain fused to predominantly base metal ...oviiiiiiiiii $55.00
D2752 Crown - porcelain fused to NObIe Metal .o e $60.00
D2753 Crown - porcelain fused to titanium and titanium alloys™ ... e $70.00
D2780 Crown - 3/4 cast NI NOBIE MELAl uuiiiiiie ittt ettt et e e et et e eaa e neaeanaanaean $70.00
D2781 Crown - 3/4 cast predominantly Dase MEtal ..ot e et e e eaeanes $55.00
D2782 CrowWn - 3/4 Cast NODIE MEEAl wiuuiiiiiiiie i ettt ettt e s e e e e s ea e sn e e saneaaneaaeaneanns $60.00
D2783 CrowWn = 3/4 POrCEIAIN/COIAMICH 1ttt ittt ittt et ettt ettt ettt ae ettt ettt e taeeataeeseaseasaseassaesnensenes $70.00
D2790 Crown - full cast high NobIe MeEtal . et e ae e rnens $70.00
D2791 Crown - full cast predominantly base metal ..o $55.00
D2792 Crown - full cast NOBIE MEtal .o et ettt $60.00
D2794 Crown - titanium and titaniUm @iy S .o i ettt it i et sain e e s e aanreeanns $70.00
D2910 Re-cement or re-bond inlay, onlay, veneer or partial coverage restoration ....cvoeevviiiiiiiiiiiiiiieennnn.. No Cost
D2915 Re-cement or re-bond indirectly fabricated or prefabricated post and core ...ccvvvvviiiiiiiiiiinn... No Cost
D2920 Re-CeMENt OF FE-I00NGI ClOWN ittt it ettt ettt et et e et et e et e eaan e e eaeesaneetaaneaaneeaaneeanneranns No Cost
D2921 Reattachment of tooth fragment, incisal edge or CUSP (QNLEIIOL) .iuuuiii i No Cost
D2928 Prefabricated porcelain/ceramic crown - permanent tOOtN ....iuiuiiiiieiiiie e eeees No Cost
D2929 Prefabricated porcelain/ceramic crown - primary tOOth = GNEEFIOF c.vuuueiiiii e ee e No Cost
D2930 Prefabricated stainless steel crown - primary t00th .o e No Cost
D2931 Prefabricated stainless steel crown - permanent toOth ...civiiiiiiiiiii i No Cost
D2932 Prefabricated resin crown - anterior Primary tOOLA ...t e e No Cost
D2933 Prefabricated stainless steel crown with resin window - anterior primary toOth ........ccceviiiiiiinnnnn. No Cost
DA A O B = @ Y=ot o AV ST 4 =¥] W] = | o [ o I No Cost
D2941 Interim therapeutic restoration - primary dentition ... e e iaeeas No Cost
D2949 Restorative foundation for an indireCt restoration ....voviiii i e No Cost
D2950 Core buildup, including any pins When reqUIred .....oiiiiiiiiii i r e r e e anes No Cost
D2951 Pin retention - per tooth, in addition to restoration ......cciiiii i s No Cost
D2952 Post and core in addition to crown, indirectly fabricated - includes canal preparation ................... No Cost
D2953 Each additional indirectly fabricated post - same tooth - includes canal preparation .................... No Cost
D2954 Prefabricated post and core in addition to crown - base metal post; includes canal preparation ..... No Cost
(DA 1S 1 T =@ 13 dl =Y o' T V7= | No Cost
D2957 Each additional prefabricated post - same tooth - base metal post; includes canal preparation ...... No Cost
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D2960 Labial veneer (resin laminate) - direct - /imited to replacement of significant tooth structure loss

Lo (VIR Ko RN o= 14 L= XN e i = Lor 19 = $245.00
D2961 Labial veneer (resin laminate) - indirect - /imited to replacement of significant tooth structure loss

Lo (V=R Ko RN o= T g (=X e Y i = Lo 10 = $295.00
D2962 Labial veneer (porcelain laminate) - indirect - /imited to replacement of significant tooth structure

JOSS QUE O CArI@S OF FrACLUIE ...ttt ettt et ettt et aa e aa e eaae e et e e aan e e taeesaneeaaneaaneeenn $345.00
D2971 Additional procedures to customize a crown to fit under an existing partial denture framework. ..... $14.00
D2976 Band stabilization - per tooth - /imited to once in a lifetime per tOOtA ..veeeeiiiiiiii i iiieeaaenn, No Cost
D2980 Crown repair necessitated by restorative material failure ...ocovviiiiiiii i No Cost
D2981 Inlay repair necessitated by restorative material failure .....iviiiiiiiiiii No Cost
D2982 Onlay repair necessitated by restorative material faillure .....ccooiiiiiiiiiiii e No Cost
D2983 Veneer repair necessitated by restorative material failure ....cvviiiiiiiiii i e No Cost
D2989 Excavation of a tooth resulting in the determination of non-restorability ...cccvvveviiiiiiiiiiiiiiia. No Cost
D2990 Resin infiltration of incipient smooth surface lesions - limited to permanent molars through age 15 . No Cost
D2991 Application of hydroxyapatite regeneration medicament - /imited to twice per tooth in a 12 month

0= 2o No Cost
D3000-D3999 IV. ENDODONTICS
D3110 Pulp cap - direct (excluding final restoration) iiviiiiiiiiii i i i i ia e sraaaeeannns No Cost
D3120 Pulp cap - indirect (excluding final restoration) ..uoccuiiori i e No Cost
D3220 Therapeutic pulpotomy (excluding final restoration) - removal of pulp coronal to the

dentinocemental junction and application of medicament ....ccvviii i No Cost
D3221 Pulpal debridement, primary and permanent teeth ..o No Cost
D3222 Partial pulpotomy for apexogenesis - permanent tooth with incomplete root development ........... No Cost
D3230 Pulpal therapy (resorbable filling) - anterior, primary tooth (excluding final restoration) ................ No Cost
D3240 Pulpal therapy (resorbable filling) - posterior, primary tooth (excluding final restoration) .............. No Cost
D3310 Root canal - endodontic therapy, anterior tooth (excluding final restoration) ...ccccvviiiviiiiiannn.. $20.00
D3320 Root canal - endodontic therapy, premolar tooth (excluding final restoration) ......cccovvviiiiiiiiniiie $40.00
D3330 Root canal - endodontic therapy, molar tooth (excluding final restoration) .....cccvvviviiiiiiiiiiiiiine.. $60.00
D3331 Treatment of root canal obstruction; NON-SUrgiCal ACCESS .iiiiiiiiiiiiiiii i i e e iereee s $40.00
D3332 Incomplete endodontic therapy; inoperable, unrestorable or fractured tooth ....cccvcvviiiiiiiiiiiniinne, $40.00
D3333 Internal root repair of perforation defeCts i e $40.00
D3346 Retreatment of previous root canal therapy - anterior .o e $35.00
D3347 Retreatment of previous root canal therapy - PremMolar .o e $50.00
D3348 Retreatment of previous root canal therapy - MoOlar .o e $95.00
D3351 Apexification/recalcification - initial visit (apical closure/calcific repair of perforations, root

Q=YY o 1 1o =Y ) $55.00
D3352 Apexification/recalcification - interim medication replacement (apical closure/calcific repair of

perforations, root resorption, pulp space disinfection, tC.) viiiiiiiiiii i $45.00
D3353 Apexification/recalcification - final visit (includes completed root canal therapy - apical closure/

calcific repair of perforations, root resorption, E1C.) ciiiii i e $45.00
DIy (O B AN oY [l Y=Tox oY 0 0 LYY 0} =Y g oY No Cost
D3421 Apicoectomy - premolar (FIrSt FOOT) i ittt ee e ean e eaeeaneeaaans No Cost
D3425 Apicoectomy - MOIar (firSt FOOT) it i et e et ettt et e et e e ranneeeeaaaaes No Cost
D3426 Apicoectomy (each additional rOOT) wiiiiiiiiiiiii i e e et e et e e e No Cost
D3430 Retrograde filling = 0@ FOOT tiuiiiii ittt et ettt et et et ae e et No Cost
D3450 ROOt ampULtatioN = PO FOOT ittt i ittt ettt ettt et e et ea it e e teasan et eaaaanneeeeaaneeeeeannnn No Cost
D3471 Surgical repair of root resorptioN - ANEEIIOr i e e e e No Cost
D3472 Surgical repair of root reSOrPtioN = PremMOlar ittt i it e e sasas e e rannreeeas No Cost
D3473 Surgical repair of root resorpPtioN = MOIAr et r e e e ann No Cost
D3501 Surgical exposure of root surface without apicoectomy or repair of root resorption - anterior ........ No Cost
D3502 Surgical exposure of root surface without apicoectomy or repair of root resorption - premolar ...... No Cost
D3503 Surgical exposure of root surface without apicoectomy or repair of root resorption - molar .......... No Cost
D3920 Hemisection (including any root removal), not including root canal therapy ....cccveceviiiiiiiiiinnns No Cost
D3921 Decoronation or submergence of an erupted tOOTh it i No Cost
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D4000-D4999 V. PERIODONTICS

- Includes pre-operative and post-operative evaluations and treatment under a local anesthetic.
D4210 Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per

T LU =T L= o | PP No Cost
D4211  Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per

[ T =T =T o 1 No Cost
D4212 Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth .....ccvvevvviinnnn. No Cost
D4240 Gingival flap procedure, including root planing - four or more contiguous teeth or tooth bounded

[y XTSI o 1Y gt [0 =T L= X P No Cost
D4241 Gingival flap procedure, including root planing - one to three contiguous teeth or tooth bounded

LY T 1ol Y I o 1Tl [ T=Teo = o | PP No Cost
D4245 Apically PoSitioNed fla v et a e $45.00
D4249 Clinical crown 1engthening - Nard iSSUE .uuiiiiiiiii ittt ittt ettt eaia s eraaaree et sanreersanneenss $45.00
D4260 Osseous surgery (including elevation of a full thickness flap and closure) - four or more contiguous

teeth or tooth bounded spaces Per QUAAIANT ..o e s e e annerneens $75.00
D4261 Osseous surgery (including elevation of a full thickness flap and closure) - one to three contiguous

teeth or tooth bounded spaces Per QUAAIANT .ttt an e aas $60.00
D4263 Bone replacement graft - retained natural tooth - first site in quadrant .......coooiiiiiiiiiiiiiiinna $125.00
D4264 Bone replacement graft - retained natural tooth - each additional site in quadrant ........ccovviineeent. $45.00
D4266 Guided tissue regeneration, natural teeth - resorbable barrier, per site ..ovvvviiiiiiiiiiiiiiiiiiie e $100.00
D4267 Guided tissue regeneration, natural teeth - non-resorbable barrier, per site coccvviviiiiiiiiiniin. . $140.00
D4270 Pedicle soOft tisSUE graft PrOCEAUIE ..iiieiiit i ettt a e et e e aar e e aanen $125.00
D4273 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) first

tooth, implant, or edentulous tooth position iN graft ....ceoeiiiiiii i e $75.00
D4274 Mesial/distal wedge procedure, single tooth (when not performed in conjunction with surgical

procedures in the same anatomMIiCal ArEa) iviiiiiiiiii i i ettt et i e e e e aaneeeeeaanas No Cost
D4275 Non-autogenous connective tissue graft (including recipient site and donor material) first tooth,

implant, or edentulous tooth POSItioN IN Graft .. e $115.00
D4277 Free soft tissue graft procedure (including recipient and donor surgical sites) first tooth, implant,

or edentulous tooth POSItION 1N Graft ..o e e e e aneeeas $125.00
D4278 Free soft tissue graft procedure (including recipient and donor surgical sites) each additional

contiguous tooth, implant, or edentulous tooth position in same graft site ...cvcvoviiiiiiiiiiiiiiennns. $125.00
D4283 Autogenous connective tissue graft procedure (including donor and recipient surgical sites) - each

additional contiguous tooth, implant or edentulous tooth position in same graft site ....cccccveeaeet.. $45.00

D4285 Non-autogenous connective tissue graft procedure (including recipient surgical site and donor
material) - each additional contiguous tooth, implant or edentulous tooth position in same graft

L] $69.00
D4286 Removal Of NON-reSOr0alDle DAl il ettt e ettt e e s e e rrrsssrnnnnnannnnnnnnns $0.00
D4341 Periodontal scaling and root planing - four or more teeth per quadrant - /imited to 4 quadrants

during any 12 CONSECULIVE MONENS vttt ettt ettt et a et et ear e rae e eaeas No Cost
D4342 Periodontal scaling and root planing - one to three teeth per quadrant - /imited to 4 quadrants

Auring any 12 CONSECULIVE MONEAS ...ttt ettt et a ettt et et e et e eae e e aaaneeanes No Cost
D4346 Scaling in presence of generalized moderate or severe gingival inflammation - full mouth, after oral

evaluation - 7 DI710, D1120 or D4346 per 6 month PEriod .....uuee et eaaneraaeaaaes No Cost
D4355 Full mouth debridement to enable a comprehensive periodontal evaluation and diagnosis on a

subsequent visit - limited to 1 treatment in any 12 consecutive months ......c.ccovveiiiiiiiiiiiiiininnnns No Cost

D4381 Localized delivery of antimicrobial agents via a controlled release vehicle into diseased crevicular

tissue, per tooth - for each of the first two teeth treated within a quadrant following root planing

OF PErioAONTAl MAINEENANCE ...ttt ettt ettt e ettt ae e et et e anaan e aaneeeatesaaneeaanraaneeenn $60.00
D4381 Localized delivery of antimicrobial agents via a controlled release vehicle into diseased crevicular

tissue, per tooth - for an additional tooth treated in the same quadrant following root planing or

o L=l Yol Yol ez TN a0 T= Yo T =T o I= T Loy < S No Cost
D4910 Periodontal maintenance - limited to 1 treatment each 6 month Period .......ccuveeiiiiiiiiiiiiiiinninnnnn No Cost
D4910 Ad(ditional periodontal maintenance (Within the 6 month PerioQ) ....iiiii it aiiaeeas $55.00
D4921 Gingival irrigation with a medicinal agent - per quadrant ... e No Cost
D5000-D5899 VI. PROSTHODONTICS (removable)

- For all listed dentures and partial dentures, Copayment includes after delivery adjustments and tissue conditioning,
if needed, for the first six months after placement. For all listed immediate dentures and immediate removable partial
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dentures, Copayment includes after delivery adjustments and tissue conditioning, if needed, for the first three months after
placement. You must continue to be eligible, and the service must be provided at the Contract Dentist’s facility where the
denture was originally delivered.

- Rebases, relines and tissue conditioning are limited to 1 per denture during any 12 consecutive months.

- Replacement of a denture or a partial denture requires the existing denture to be 5+ years old.

D5T10  Complete denture - mMaXillary .o et et et ae et e e e e s e e e n e ra e $75.00
D5120 Complete denture - MandibUIar ..ot et e e e et aan $75.00
D5130 Immediate denture - mMaXillary i e e e $85.00
D5140 Immediate denture - mMandibUIAr ... i e $85.00
D5211 Maxillary partial denture - resin base (including retentive/clasping materials, rests, and teeth) ....... $80.00
D5212 Mandibular partial denture - resin base (including retentive/clasping materials, rests, and teeth) .... $80.00
D5213 Maxillary partial denture - cast metal framework with resin denture bases (including retentive/

clasping materials, rests and TN ciiiiiii i e e e e $95.00
D5214 Mandibular partial denture - cast metal framework with resin denture bases (including retentive/

clasping materials, rests and teETN) v i $95.00
D5221 Immediate maxillary partial denture - resin base (including retentive/clasping materials, rests, and

=72 1 J $80.00
D5222 Immediate mandibular partial denture - resin base (including retentive/clasping materials, rests,

F= [ T R €Y< o 1 J $80.00
D5223 Immediate maxillary partial denture - cast metal framework with resin denture bases (including

retentive/clasping materials, rests and teeth) ...iiiiii it $95.00
D5224 Immediate mandibular partial denture - cast metal framework with resin denture bases (including

retentive/clasping materials, rests and tEEN) ...iuiei it e $95.00
D5225 Maxillary partial denture - flexible base (including retentive/clasping materials, rests, and teeth) -

prosthetic appliances will be replaced only after five years have elapsed from the time of delivery . $195.00
D5226 Mandibular partial denture - flexible base (including retentive/clasping materials, rests, and teeth) .  $195.00
D5227 Immediate maxillary partial denture - flexible base (including any clasps, rests and teeth) ............. $80.00
D5228 Immediate mandibular partial denture - flexible base (including any clasps, rests and teeth) ......... $80.00
D5282 Removable unilateral partial denture - one piece cast metal (including retentive/clasping materials,

Fests, and teeTN), MAXillArY e i e ar e $80.00
D5283 Removable unilateral partial denture - one piece cast metal (including rententive/clasping

materias, rests, and teeth), MaNAiOUIAE i i i et e i e s e i e e ssanreeeeannns $80.00
D5284 Removable unilateral partial denture - one piece flexible base (including retentive/clasping

materials, rests, and teeth) - Per QUAAIANT .o i it e et e s e e rarreeraanns $80.00
D5286 Removable unilateral partial denture - one piece resin (including retentive/clasping materials, rests,

L@ IR =TSN g B o Y= g (U= =1 a | s $80.00
D5410 Adjust complete denture - mMaXillary oo i ettt e e aaia s No Cost
D5411  Adjust complete denture - MandibUIAE ..o e e e No Cost
D5421 Adjust partial denture - MaXillary .o e aae e No Cost
D5422 Adjust partial denture - mMandibUIar .....oi i e e No Cost
D5511 Repair broken complete denture base, MandibuUlar ..o e e e i ea e eaas No Cost
D5512 Repair broken complete denture base, Maxillary ..o e No Cost
D5520 Replace missing or broken teeth - complete denture (each tooth) .iviviiriiiiiiiiiiii No Cost
D5611  Repair resin partial denture base, MandibUlar ..o e No Cost
D5612 Repair resin partial denture base, Maxillary .o No Cost
D5621 Repair cast partial framework, MandilUIar ... e e No Cost
D5622 Repair cast partial frameworK, MaXillary ..o i et i et aeie et saaanreaannnes No Cost
D5630 Repair or replace broken retentive/clasping materials - per tOOth ...cvvviiciiiiii i eas No Cost
D5640 Replace broken teeth - per T00TN i No Cost
D5650 Add tooth to existing partial denture ... e No Cost
D5660 Add clasp to existing partial denture - per tOOTh ..iiiiiiiiiii No Cost
D5670 Replace all teeth and acrylic on cast metal framework (Mmaxillary) .oveveviiiiiiiii i $65.00
D5671 Replace all teeth and acrylic on cast metal framework (mandibular) .....coviiiiiiiiiiiiiiiiiii e $65.00
D5710 Rebase complete maxillary dentUre ... ettt e r e r e e ann $30.00
D5711 Rebase complete mandibular dentUre ..o et $30.00
D5720 Rebase maxillary partial 0entUIe ..o ettt e e e $30.00
D5721 Rebase mandibular partial dentUre ..uiiiii i e e $30.00
D5725 Rebase hybrid proStneSis cuu i ettt ettt ettt e et eaeeaaeaaaas $30.00
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D5730 Reline complete maxillary denture (ChairSide) ...uiieieeiii i e r e e e e e e No Cost
D5731 Reline complete mandibular denture (ChairSide) oo e e e eeaaee e No Cost
D5740 Reline maxillary partial denture (ChairSide) ..uiviiiii i e e e e eeens No Cost
D5741 Reline mandibular partial denture (ChairSide) ...uoiiiii i e e e eanea No Cost
D5750 Reline complete maxillary denture (1Iaboratory) ..o e e aeaeaes $25.00
D5751 Reline complete mandibular denture (1aboratory) v e aaas $25.00
D5760 Reline maxillary partial denture (Iaboratory) oot aeens $25.00
D5761 Reline mandibular partial denture (1Iaboratory) e e aaes $25.00
D5765 Soft liner for complete or partial removable denture - indireCt ...oovviiiiiiiiii e $25.00
D5820 Interim partial denture (including retentive/clasping materials, rests, and teeth), maxillary - limited

to 110N @ny 12 CONSECULIVE MONENS ...ttt ettt ettt et e ettt eta e e e an e aan e eaneeaneeaanns No Cost
D5821 Interim partial denture (including retentive/clasping materials, rests, and teeth), mandibular -

limited to 1 in any 12 CONSECULIVE MONENS ... et ae e e e e e e et e e e e ranneaaneeaanes No Cost
D5850 Tissue coNAitioNiNg, MaXillary ..eouoie ittt et et e s e e e e e ane e rm e e ean e seanraan e e aanneanneaanns No Cost
D5851 Tissue conditioning, ManAiOUIAr ..ot ettt e et e et et e e No Cost
D5900-D5999 VII. MAXILLOFACIAL PROSTHETICS - Not Covered
D6000-D6199 VIII. IMPLANT SERVICES - Not Covered
D6200-D6999 IX. PROSTHODONTICS, fixed (each retainer and each pontic constitutes a unit in a fixed

partial denture [bridge])
- When a crown and/or pontic exceeds six units in the same treatment plan, You may be charged an additional $30.00 per
unit, beyond the 6th unit.
- Replacement of a crown, pontic, inlay, onlay or stress breaker requires the existing bridge to be 5+ years old.
* Name brand, laboratory processed or in-office processed crowns/pontics produced through specialized technique or
materials are material upgrades. The Contract Dentist may charge an additional fee not to exceed $325.00 in addition to
the listed Copayment. Refer to Limitation of Benefits #4 for additional information.

D6205 Pontic - indirect resin Dased COMPOSITE uiiuiiiiiiiiiii i et ae e aar e e aanans $30.00
D6210 Pontic - cast high NOble Metal ..o ettt e e aaneeaaeeann $70.00
D6211  Pontic - cast predominantly Dase mMetal ..o e i i $55.00
(D324 2 = oY o | f [T o= 1y sl Y] o) [T 2/2 11 1= $60.00
D6214 Pontic - titanium and Hitanium @llOy S et e e e e e aan $70.00
D6240 Pontic - porcelain fused to high noble metal® ... e $70.00
D6241 Pontic - porcelain fused to predominantly base metal ..occiviiiiiiiiiiiii $55.00
D6242 Pontic - porcelain fused to NObIEe Metal ..o e $60.00
D6243 Pontic - porcelain fused to titanium and titanium alloys i s $60.00
(DLW R =Te Y o N o o Yo Y do=] 1= 110 o= ) =1 0.1 Lo $70.00
D6250 Pontic - resin with high Noble metal ... e e e neeaes $30.00
D6251 Pontic - resin with predominantly base mMetal ...oiviiiiiiiii $15.00
D6252 Pontic - resin With NObIE Metal ..o e e et e e e raanes $20.00
D6600 Retainer inlay - porcelain/CeramicC, TWO SUIMACES ..uuieitiie ittt teee ettt e e e a e aneas e aeearineaneees $60.00
D6601 Retainer inlay - porcelain/ceramic, thre@ OF MOre SUIMACES .iuuiriiiieie ittt araaeaeees $65.00
D6602 Retainer inlay - cast high noble metal, TWO SUIMaCeS it e e e e e eaees $70.00
D6603 Retainer inlay - cast high noble metal, three or more surfaces ....vvvoviiiiiiiii i $70.00
D6604 Retainer inlay - cast predominantly base metal, two SUrfaces ...ccviiiiiiiiii i No Cost
D6605 Retainer inlay - cast predominantly base metal, three or more surfaces .....ccovviiiiiiiiiiiiiiiii s, No Cost
D6606 Retainer inlay - cast NOble Metal, tWo SUIACES .iiiiiiiiii i it se e ee e s annes $60.00
D6607 Retainer inlay - cast noble metal, three or More sUrfaces ...iiiiiiiiii i e $60.00
D6608 Retainer onlay - porcelain/CeramicC, tWO SUITACES .iuuiuiiriiiiriitiit ittt eneasearaseaeeneeenes $55.00
D6609 Retainer onlay - porcelain/ceramic, three or More SUITACES .vviiiiiriiii i cee e eaeaeaas $65.00
D6610 Retainer onlay - cast high noble metal, tWo SUIMfacCes ..ciiiiiiiiiiiii e e e $70.00
D6611  Retainer onlay - cast high noble metal, three or more surfaces ....cooovviiiiiiiiiiii e $70.00
D6612 Retainer onlay - cast predominantly base metal, two SUIrfaces ....ccceiiiiiiiiiiiii i No Cost
D6613 Retainer onlay - cast predominantly base metal, three or more surfaces .....ooovviiiiiiiiiiiiiiiiiiiiiieens No Cost
D6614 Retainer onlay - cast noble metal, tWO SUIMACES .iiiiiiiii i e e e e r i aaaas $60.00
D6615 Retainer onlay - cast noble metal, three or More SUIfaCES ..iiiiiiiii i e e ees $60.00
D6710 Retainer crown - indirect resin based COMPOSITE viiiiiiiiiiii i i ae e e e $30.00
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D6720 Retainer crown - resin with high noble metal ..o e e raneee e $30.00
D6721 Retainer crown - resin with predominantly base metal ... e $15.00
D6722 Retainer crown - resin With Noble mMetal ..o e e e $20.00
D6740 Retainer CrOWN = POICEIAIN/COIAMICT iuinitiit ettt ettt et e et e e s ta s e s saaseaeneaesarasneneaanraanens $70.00
D6750 Retainer crown - porcelain fused to high noble metal® ... e $70.00
D6751 Retainer crown - porcelain fused to predominantly base metal ..ocoviiiiiiiiiiii i $55.00
D6752 Retainer crown - porcelain fused to noble metal ..o $60.00
D6753 Retainer crown - porcelain fused to titanium and titanium alloys® ..eveiiiiiiiiii s $70.00
D6780 Retainer crown - 3/4 cast high NOBIE MELal v.uiiiiiiiii i e aeaeanes $70.00
D6781 Retainer crown - 3/4 cast predominantly base metal ..ociiiiiiiiiiiiiiic $55.00
D6782 Retainer Crown = 3/4 Cast NODIE METAl iuiiuiieiii ettt ettt e e et e e a e et eanearaneanenes $60.00
D6783 Retainer Crown = 3/4 POrCeIAIN/CEIAIMICH tuiuiini ettt ettt e et et e ettt e ea e eaneassarresaeeananens $70.00
D6784 Retainer crown - 3/4 titanium and titanium @llOYS .ueuiieiiiieiiiii it eae e eaeeneaeearaeeneeeanens $70.00
D6790 Retainer crown - full cast high noble metal .o e eas $70.00
D6791 Retainer crown - full cast predominantly base metal ....voviiiiiiii i e $50.00
D6792 Retainer crown - full cast NOBIEe Metal ..o e e e e $60.00
D6794 Retainer crown - titanium and titanium alloys ...eoiiiiiii i e e $70.00
D6930 Re-cement or re-bond fixed partial dentUIE ..o i e e s s e saaneas No Cost
(DS @ IS W YR oY =Y No Cost
D6980 Fixed partial denture repair necessitated by restorative material failure ....ccoooviiiiiiiiiiiiiiiiiinen, No Cost
D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY
- Includes pre-operative and post-operative evaluations and treatment under a local anesthetic.
D7M Extraction, coronal remnants - primary t00Th ...t No Cost
D7140 Extraction, erupted tooth or exposed root (elevation and/or forceps removal) .o.oceveveeieiieieeinennnns. No Cost
D7210 Extraction, erupted tooth requiring removal of bone and/or sectioning of tooth, and including

elevation of mucoperiosteal flap if INAICATEA i e e e $10.00
D7220 Removal of impacted toOth - SOft tiSSUE wiuiiiiiiiii i e e e raeas $15.00
D7230 Removal of impacted tooth - partially DONY . e $25.00
D7240 Removal of impacted tooth - completely DONY .o $35.00
D7241 Removal of impacted tooth - completely bony, with unusual surgical complications ..................... $50.00
D7250 Removal of residual tooth roots (CUtting ProCeAUIE) ..iviiiiiiii i i e re i aaaes No Cost
D7251 Coronectomy - intentional partial tooth removal, impacted teeth only «ccoveiiiiiiiiiiiii s $50.00
D7270 Tooth reimplantation and/or stabilization of accidentally evulsed or displaced tooth .........ccvuenee.. $35.00
D7280 Exposure of an unerupted 100t .. e $25.00
D7282 Mobilization of erupted or malpositioned tooth to aid eruption ....ccveviiiiiiiiiiiiii e $25.00
D7283 Placement of device to facilitate eruption of impacted tooth ..ccoviiiiii i No Cost
D7284 Excisional biopsy of minor salivary glands - does not include pathology laboratory procedures ...... No Cost
D7286 Incisional biopsy of oral tissue - soft - does not include pathology laboratory procedures ............. No Cost

D7310 Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ... No Cost
D7311  Alveoloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ... No Cost
D7320 Alveoloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per

[ T =T =T o 1 No Cost
D7321 Alveoloplasty not in conjunction with extractions - one to three teeth or tooth spaces, per

[ 1= =T o 1 P No Cost
D7450 Removal of benign odontogenic cyst or tumor - lesion diameter up to 1.25 CM wevivevviiiiiiiiiennne. No Cost
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25cm ....cccvvvvvinnnns No Cost
D7471 Removal of lateral exostosis (maxilla or ManNdible) ... e No Cost
D7472 Removal Of TOrUS PalatinuUs ....eiiiiiiii i ettt ettt e ettt e e No Cost
D7473 Removal of torus MandibUIaris ..o i ettt et No Cost
D7509 Marsupialization of OdONTOGENIC CY ST wiiiuntiii ittt e e e e sae e ram e raan e e eaneaanneaanns No Cost
D7510 Incision and drainage of abscess - intraoral SOft tiSSUE .iuuiiiiiiiiiiiiiii e No Cost
D7922 Placement of intra-socket biological dressing to aid in hemostasis or clot stabilization, per site ..... No Cost
D7961 Buccal/labial frenectomy (fFrenUIECIOMY) ..uiiiiiii i e e e No Cost
D7962 Lingual frenectomy (frenuUleCiOmMY ) .o et e et e et eae e aaneeaanes No Cost
D7970 EXxcision of hyperplastiC tiSSUE = PO @rC ittt i i it e ittt s e seian e e e rannreeess No Cost
D7971 EXCIiSiON Of PEriCOIrONAl GINGIVA «eiuteiiitiiit et teat e e st et e sa e e s an e eaan e e taaetan e s aanraan e e saneraneaaanneaanns No Cost
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D8000-D8999 XI. ORTHODONTICS

- The listed Copayment for each phase of orthodontic treatment (limited, interceptive or comprehensive) covers up to 24
months of active treatment. Beyond 24 months, an additional monthly fee, not to exceed $125.00, may apply.

- The Retention Copayment includes adjustments and/or office visits up to 24 months.

Pre and post orthodontic records include:

The Benefit for pre-treatment records and diagnostic services iNCIUAES. ......uiiiiiiiiiiiiiiiiiiiiinenns $200.00
DO0210 Intraoral - comprehensive series of radiographic images
D0322 Tomographic survey
D0330 Panoramic radiographic image
D0340 2D cephalometric radiographic image - acquisition, measurement and analysis
DO350 2D oral/facial photographic images obtained intraorally or extraorally
D0396 3D printing of a 3D dental surface scan No Cost
D0470 Diagnostic casts
DO801 3D dental surface scan - direct
D0802 3D dental surface scan - indirect
DO0803 3D facial surface scan - direct
D0804 3D facial surface scan - indirect

The Benefit for post-treatment reCOrds INCIUQES: ... et e aane e aneeens $70.00
DO0210 Intraoral - comprehensive series of radiographic images
D0470 Diagnostic casts

D8010 Limited orthodontic treatment of the primary dentition ..oviiiiiiiiiiii e $725.00
D8020 Limited orthodontic treatment of the transitional dentition - child or adolescent to age 19 ............ $725.00
D8030 Limited orthodontic treatment of the adolescent dentition - adolescent to age 19 ...ccvvvvviiiniinnnns $725.00
D8040 Limited orthodontic treatment of the adult dentition - adults, including covered dependent adult

Lol 21 Lo /=Y o $925.00
D8070 Comprehensive orthodontic treatment of the transitional dentition - child or adolescent to age 19 . $1,700.00
D8080 Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 719 ............ $1,700.00
D8090 Comprehensive orthodontic treatment of the adult dentition - adults, including covered dependent

K Yo (0] el a1 (o = o TP, $1,900.00
D8660 Pre-orthodontic treatment examination to monitor growth and development .....cocovvviiiiiiiiiiiiinnnns $25.00
D8670 Periodic orthodontic treatment visit - included in comprehensive case fee .....cuvveeviiiiiiiiiiiniinnnnn. No Cost
D8680 Orthodontic retention (removal of appliances, construction and placement of removable retainers)

........................................................................................................................................... $275.00
D8681 Removable orthodontic retainer adjustment ..o e e e aneeee s No Cost
D8698 Re-cement or re-bond fixed retainer - maxillary - limited to 2 per 6 month period ........cc.cccvevvinnnns No Cost
D8699 Re-cement or re-bond fixed retainer - mandibular - imited to 2 per 6 month period .................... No Cost
D8701 Repair of fixed retainer, includes reattachment - maxillary - limited to 2 per 6 month period .......... No Cost
D8702 Repair of fixed retainer, includes reattachment - mandibular - limited to 2 per 6 month period ....... No Cost
D8999 Unspecified orthodontic procedure, by report - includes treatment planning session .................... $100.00
D9000-D9999 XIl. ADJUNCTIVE GENERAL SERVICES
DOTI0  Palliative treatment of dental Pain - Per ViSit wiiiieiiiii i e aes No Cost
DO21T  Regional bloCK aneStNeSia wuuiie ittt ittt ettt et e e e No Cost
D9212  Trigeminal division BlOCK aneSthesia .uuuiiiiiiii i e et e e aaea No Cost
D9215 Local anesthesia in conjunction with operative or surgical pProcedures .....cvvveriiiiiiiiiiiiiiiiiiiiinees No Cost
D9219 Evaluation for moderate sedation, deep sedation or general anesthesia .....ooooviiiiiiiiiiiiiiiiiiiiai, No Cost
D9222 Deep sedation/general anesthesia - first 15 MINUEES uvuiriiiiiiiiir e e e e e eeas $80.00
D9223 Deep sedation/general anesthesia - each subsequent 15 minute iNCremMent ....oveviviiiiiieiieiieenens. $80.00
D9239 Intravenous moderate (conscious) sedation/analgesia - first 15 MINULES ..vcviviiiiiiiiiiiiii e ens $80.00
D9243 Intravenous moderate (conscious) sedation/analgesia - each subsequent 15 minute increment ...... $80.00
D9310 Consultation - diagnostic service provided by dentist or physician other than requesting dentist or

[0 17211 = o 1 No Cost
D9311  Consultation with a medical health care pProfessional ..voiiviiiiiiii e No Cost
D9430 Office visit for observation (during regularly scheduled hours) - no other services performed ........ No Cost
D9440 Office visit - after regularly scheduled hOUIS ... e aes $20.00
D9450 Case presentation, subsequent to detailed and extensive treatment planning .....cccovviiiiiiiiiiiinnnns No Cost
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Plan CA42N DeltaCare USA Description of Benefits and Copayments

D912  Pre-visit Patient SCIrEENMING wiiiii it ittt ettt e e e e $0.00
D9932 Cleaning and inspection of removable complete denture, maxillary ..cooceveiiiiiiiiiii i No Cost
D9933 Cleaning and inspection of removable complete denture, mandibular ......ccoviiiiiiiiiiiiiiiiiiiiees No Cost
D9934 Cleaning and inspection of removable partial denture, maxillary ....coveoviiiiiiii e No Cost
D9935 Cleaning and inspection of removable partial denture, mandibular ......cccooiiiiiiiiiiiii e No Cost
D9943 Occlusal UArd adjUsStmENt oot ittt ettt a e e et s e et rar et e e e e eaanraeea $10.00
D9944 Occlusal guard - hard appliance, full arch - /imited to 1 D9944, D9945 or D9946 in 3 years ............ $75.00
D9945 Occlusal guard - soft appliance, full arch - /imited to 1 D9944, D9945 or D9946 in 3 y€ars .....cccu.... $75.00
D9946 Occlusal guard - hard appliance, partial arch - /imited to 1 D9944, D9945 or D9946 in 3 years ........ $75.00
D9951T Occlusal adjustment, IMited .ooeioii it ee et e e et e et e eaan e eaneeaaneeaaeeann No Cost
D9952 Occlusal adjustment, CoOmMPIEte ..o e e e No Cost
D9975 External bleaching for home application, per arch; includes materials and fabrication of custom

trays - limited to one bleaching tray and gel for two weeks of self-treatment .......cc.cevieeiiiiiiannnnn.. $125.00
D9986 Missed appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall Maximum OF FAO. 00 ...ttt et ettt ettt et et et ettt aaraattaseeatantrane aneaeeaeeaneanenn $10.00
D9987 Canceled appointment - without 24 hour notice - per 15 minutes of appointment time - up to an

overall maximum OF FAO.00 ...ttt ettt a ettt e et ettt ettt araattas e atetrane aneateantaaneaaenn $10.00
D9990 Certified translation or sign-language ServiCes - PeI VISt tiiiiiiiiiiiiii i i iii i eaaes No Cost
D9991 Dental case management - addressing appointment compliance barriers coooccovviiiiiiiiiiiiiiiiiiiiannn. No Cost
D9992 Dental case management - care COOrdiNatioN ....ciiiiiii it aaes No Cost
D9995 Teledentistry - synchronous; real-time ENCOUNTEE ..uiiiiiiii i e eanes No Cost
D9996 Teledentistry - asynchronous; information stored and forwarded to Dentist for subsequent review . No Cost
D9997 Dental case management - Patients with special Health Care Needs .....ccviiiiiiiiiiiiiiiiiiiiiic e No Cost

Procedures with age restrictions will be subject to exceptions based on medical necessity.

If services for a listed procedure are performed by the Contract Dentist, You pay the specified Copayment. Listed
procedures which require a Dentist to provide Specialized Services, and are referred by the Contract Dentist, must be
authorized by Us. You pay the Copayment specified for such services.
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Limitations and Exclusions of Benefits

SCHEDULE B

Limitations and Exclusions of Benefits
Limitations and Exclusions below with age restrictions will be subject to exceptions based on medical necessity.

Limitations

1.  The frequency of certain Benefits is limited. All frequency limitations are listed in Schedule A, Description of Benefits
and Copayments.

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

3. General anesthesia and/or intravenous sedation/analgesia is limited to treatment by a contracted oral surgeon and
in conjunction with an approved referral for the removal of one or more partial or full bony impactions (Procedures
D7230, D7240, and D7247).

4. Benefits provided by a pediatric Dentist are limited to children through age 13 following an attempt by the Contract
Dentist to treat the child and upon prior authorization by Us, less applicable Copayments. Exceptions for medical
conditions, regardless of age limitation, will be considered on an individual basis.

5. The cost to You for receiving orthodontic treatment when Your coverage is cancelled or terminated for any reason will
be based on the Contract Orthodontist's submitted fee for the treatment plan. The Contract Orthodontist will prorate
the amount for the number of months remaining to complete treatment. You make payment directly to the Contract
Orthodontist as arranged.

6. Orthodontic treatment in progress is limited if You are new DeltaCare USA Enrollee who, at the time of Your original
effective date, are in active treatment started under Your previous dental plan as long as they continue to be eligible
under the DeltaCare USA Plan. Active treatment means tooth movement has begun. Enrollees are responsible for
all Copayments and fees subject to the provisions of their prior dental plan. We are financially responsible only for
amounts unpaid by the prior dental plan for qualifying orthodontic cases.

Exclusions
1. Any procedure that is not specifically listed under Schedule A, Description of Benefits and Copayments.

2.  Any procedure that in the professional opinion of the Contract Dentist:

a. has poor prognosis for a successful result and reasonable longevity based on the condition of the tooth or
teeth and/or surrounding structures, or

b. isinconsistent with generally accepted standards for dentistry.

3. Services solely for cosmetic purposes, with the exception of procedure D9975 (External bleaching for home
application, per arch), or for conditions that are a result of hereditary or developmental defects, such as cleft palate,
upper and lower jaw malformations, congenitally missing teeth and teeth that are discolored or lacking enamel, except
for the treatment of newborn children with congenital defects or birth abnormalities.

4. Porcelain crowns, porcelain fused to metal, cast metal or resin with metal type crowns and fixed partial dentures
(bridges) for children under 16 years of age.

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

6. Procedures, appliances or restorations if the purpose is to change vertical dimension, or to diagnose or treat abnormal
conditions of the temporomandibular joint (TMJ).

7. Procedures that may include:

a. precious metal for removable appliances;
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Limitations and Exclusions of Benefits

10.

b. metallic or permanent soft bases for complete dentures;
c. porcelain denture teeth;

d. precision abutments for removable partials or fixed partial dentures including but not limited to overlays
and related specialized appliances; and/or

e. personalization and characterization of complete and partial dentures.

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 (overlays, implants, and appliances
associated therewith) and personalization and characterization of complete and partial dentures.

Consultations for non-covered Benefits.

Dental services received from any dental facility other than the Contract Dentist, an authorized dental specialist, or a
Contract Orthodontist except for Emergency Services as described in the Evidence of Coverage.

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

Prescription drugs.

Dental expenses incurred in connection with any dental or orthodontic procedure started before the Enrollee's
eligibility with the DeltaCare USA plan. Examples include: teeth prepared for crowns, root canals in progress, full
or partial dentures for which an impression has been taken and orthodontics unless qualified for the orthodontic
treatment in progress provision.

Lost, stolen or broken orthodontic appliances.
Changes in orthodontic treatment necessitated by accident of any kind.

Myofunctional and parafunctional appliances and/or therapies with the exception of procedures D9944 (Occlusal
guard, hard appliance, full arch), D9945 (Occlusal guard - soft appliance, full arch), and D9946 (Occlusal guard-hard
appliance, partial arch).

Composite or ceramic brackets, lingual adaption of orthodontic bands.
Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic services.

Orthodontic treatment must be provided by a licensed Dentist. Self-administered orthodontics are not covered.

S-B-CA-STD-R22 V24



More helpful tips for
using your plan

Find a network dentist near you

Use our convenient Find a dentist tool
and select DeltaCare USA as
your network.

e Find a dentist near your home or office

* Narrow your search by location, specialty,
languages spoken — and more

Create an online account at
deltadentalins.com/welcome

* Review your plan benefits

e Access your ID card if you want one

(You do not need an ID card to
receive services.)

* Select or change your dentist

Enjoy the perks of Delta Dental coverage

Get extra member perks like oral and
overall health savings, exclusive resources
and more at wwwl.deltadentalins.com/
memberperks.

You can also get oral health tools and tips
at deltadentalins.com/wellness.

Contact us
Need help? Let us know.

Online: Visit deltadentalins.com/contact

Write to:

Delta Dental Insurance Company
N30 Sanctuary Parkway
Alpharetta, GA 30009

Call toll-free: 800-422-4234

Customer Service agents are available
Monday through Friday, 8 am to 9 pm
ET. Or, use our automated phone system,
available 24/7.

Administered by: + + +
Delta Dental Insurance Company

N30 Sanctuary Parkway
Alpharetta, GA 30009

DeltaCare USA is underwritten in these states by these entities: AL — Alpha Dental of Alabama, Inc.; AZ — Alpha Dental of Arizona,
Inc.; CA — Delta Dental of California; AR, CO, IA, MA, ME, MI, MN, NC, ND, NE, NH, OK, OR, RI, SC, SD, VA, VT, WA, WI, WY — Dentegra
Insurance Company; AK, CT, DC, DE, FL, GA, KS, LA, MS, MT, TN, WV — Delta Dental Insurance Company; Hl, ID, IL, IN, KY, MD, MO,

NJ, OH, TX — Alpha Dental Programs, Inc.; NV — Alpha Dental of Nevada, Inc.; UT — Alpha Dental of Utah, Inc.; NM — Alpha Dental of
New Mexico, Inc.; NY — Delta Dental of New York, Inc.; PA — Delta Dental of Pennsylvania. Delta Dental Insurance Company acts as the
DeltaCare USA administrator in all these states. These companies are financially responsible for their own products.

NOTE: This is only a brief summary of your plan.

This brochure is not intended to replace your legally required plan booklet. The Group Dental Service Contract determines the exact
terms and conditions of your coverage. Please refer to the “Description of Benefits and Copayments” and “Limitations and Exclusions of
Benefits” in this brochure for a complete list of covered procedures, copayments, plan limitations and exclusions. You may also consult
your Evidence/Certificate of Coverage, which will be mailed to you upon enrollment. If you wish to review an Evidence/Certificate of
Coverage prior to enrollment, you may request a copy by calling Customer Service at 800-422-4234.

© 2023 Delta Dental. All rights reserved.
#12301.03 (rev. 12/23)



A Look at your

VSP Vision Coverage

With VSP and COUNTY OF TULARE, your health
comes first.

As a member, you’ll get access to savings and
personalized vision care from a VSP® network
doctor for you and your family.

Value and savings you love.

Save on eyewear and eye care when you see a
VSP network doctor. Plus, take advantage of
Exclusive Member Extras which provide offers
from VSP and leading industry brands totaling
over $3,000 in savings.

Provider choices you want.

vsp With thousands of choices, getting the
W most out of your benefits is easy at a
edge \/sp premier Edge™ location.
Shop online and connect your benefits.
Eyeconic?® is the preferred VSP online
retailer where you can shop in-network
with your vision benefits. See your
savings in real time when you shop over

70 brands of contacts, eyeglasses, and
sunglasses.

eyeconic

a vsp vision company

Quality vision care you need.

You’ll get great care from a VSP network doctor,
including a WellVision Exam®. An annual eye exam
not only helps you see well, but helps a doctor detect
signs of eye conditions and health conditions, like
diabetes and high blood pressure.

PROVIDER NETWORK:
VSP Choice
EFFECTIVE DATE:
01/01/2025

Create an account today.

Contact us at:
800.877.7195 or vsp.com

+Coverage with a retail chain may be different or not apply.

VSP guarantees member satisfaction from VSP providers only. Coverage information is subject
to change. In the event of a conflict between this information and your organization’s contract
with VSP, the terms of the contract will prevail. Based on applicable laws, benefits may vary by
location. In the state of Washington, VSP Vision Care, Inc,, is the legal name of the corporation
through which VSP does business. TruHearing is not available directly from VSP in the states of
California and Washington. Premier Edge is not available for some members in the state of Texas.

To learn about your privacy rights and how your protected health information may be used, see
the VSP Notice of Privacy Practices on vsp.com.

©2024 Vision Service Plan. All rights reserved.

VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCare and VSP
Premier Edge are trademarks of Vision Service Plan. Flexon and Dragon are registered trademarks
of Marchon Eyewear, Inc. All other brands or marks are the property of their respective owners.
102898 VCCM

Classification: Restricted

BENEFIT

YOUR COVERAGE WITH A VSP PROVIDER

WELLVISION
EXAM

DESCRIPTION

¢ Focuses on your eyes and overall $10
wellness
* Routine retinal screening

e Every 12 months

Up to $39

ESSENTIAL
MEDICAL EYE
CARE

¢ Retinal imaging for members with
diabetes covered-in-full

¢ Additional exams and services
beyond routine care to treat
immediate issues from pink eye to
sudden changes in vision or to
monitor ongoing conditions such
as dry eye, diabetic eye disease,
glaucoma, and more.

¢ Coordination with your medical
coverage may apply. Ask your VSP
network doctor for details.

¢ Available as needed

$20 per exam

PRESCRIPTION GLASSES

FRAME*

$25

¢ $150 Featured Frame Brands
allowance

¢ $130 frame allowance

¢ 20% savings on the amount over
your allowance

¢ $70 Costco frame allowance

¢ Every 24 months

Included in
Prescription Glasses

LENSES

* Single vision, lined bifocal, and
lined trifocal lenses

¢ Impact-resistant lenses for
dependent children

e Every 12 months

Included in
Prescription Glasses

LENS
ENHANCEMENTS

¢ Standard progressive lenses $0
¢ Premium progressive lenses $95 - $105
¢ Custom progressive lenses $150 - $175
¢ Average savings of 30% on other

lens enhancements
¢ Every 12 months

CONTACTS
(INSTEAD OF
GLASSES)

¢ $120 allowance for contacts and

contact lens exam (fitting and

evaluation) $0
¢ 15% savings on a contact lens exam

(fitting and evaluation)
¢ Every 12 months

ADDITIONAL
SAVINGS

Glasses and Sunglasses

¢ Discover all current eyewear offers and savings at
vsp.com/offers.

¢ 20% savings on unlimited additional pairs of prescription
or non-prescription glasses/sunglasses, including lens
enhancements, from a VSP provider within 12 months of
your last WellVision Exam.

Laser Vision Correction
* Average of 15% off the regular price; discounts available
at contracted facilities.

Exclusive Member Extras for VSP Members

¢ Contact lens rebates, lens satisfaction guarantees, and
more offers at vsp.com/offers.

¢ Save up to 60% on digital hearing aids with TruHearing®.
Visit vsp.com/offers/special-offers/hearing-aids for
details.

¢ Enjoy everyday savings on health, wellness, and more
with VSP Simple Values.

YOUR COVERAGE GOES FURTHER IN-NETWORK ‘

With so many in-network choices, VSP makes it easy to get the most out of
your benefits. You’ll have access to preferred private practice, retail, and
online in-network choices. Log in to vsp.com to find an in-network provider.



https://www.vsp.com
http://www.vsp.com
https://www.vsp.com
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