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Your summary of benefits 
 
 

 

 
 

 

Anthem® Blue Cross Life and Health Insurance Company 

Your Plan: San Joaquin Valley Insurance Authority (JPA): Custom EPO 0 (Yosemite) 

Your Network: EPO 

 

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

Primary Care, and medical services for urgent/acute care No charge 

Mental Health & Substance Use Disorder Services No charge 

Specialist care $15 copay per visit 

 

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

Overall Deductible 
 

$0 person  

Overall Out-of-Pocket Limit 
The out-of-pocket costs you pay for prescription drugs obtained at a 
pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the 
Covered Prescription Drug Benefits section. 

$1,000 person / 
$2,000 family 

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

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

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

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

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

$15 copay per visit 

Specialist Provider virtual and office $15 copay per visit 

Other Practitioner Visits  

Maternity Doctor services (prenatal/postpartum care and delivery) 
 

No charge 

Retail Health Clinic for routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores. 
 

$15 copay per visit 

Manipulation Therapy 
Coverage is limited to 40 visits per benefit period.  

$10 copay per visit 
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Covered Medical Benefits Cost if you use an In-Network Provider 

Acupuncture 
 

$15 copay per visit 

Other Services in an Office  

Allergy Testing 
 

No charge 

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

No charge 

Surgery 
 

No charge 

Preventive care / screenings / immunizations No charge 

Preventive Care for Chronic Conditions per IRS guidelines No charge 

Diagnostic Services Lab  

Office 
 

No charge 

Freestanding Lab 
 

No charge 

Outpatient Hospital 
 

No charge 

Diagnostic Services X-Ray  

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

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

 

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

Emergency and Urgent Care  

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

$15 copay per visit 

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

In-Network and Out-of-Network Providers: 
$100 copay per visit 

Emergency Room Doctor and Other Services 
  

In-Network and Out-of-Network Providers: 
No charge 

Ambulance 
 

In-Network and Out-of-Network Providers: 
No charge 
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Covered Medical Benefits Cost if you use an In-Network Provider 

Outpatient Mental Health and Substance Use Disorder Services at a 
Facility 

 

Facility Fees 
 

No charge 

Doctor Services 
 

No charge 

Outpatient Surgery  

Facility Fees  

Hospital 
 

No charge 

Ambulatory Surgical Center 
 

No charge 

Physician and other services including surgeon fees  

Hospital 
 

No charge 

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

 

Facility Fees No charge 

Physician and other services including surgeon fees 
 

No charge 

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

$15 copay per visit 

Therapy Services  

Rehabilitation and Habilitation services including physical, occupational 
and speech therapies. 
Coverage for physical, occupational and speech therapies is limited to 60 
days combined per benefit period. 
 

 

Office $15 copay per visit 

Outpatient Hospital No charge 

Pulmonary rehabilitation 
 

 

Office $15 copay per visit 

Outpatient Hospital No charge 

Cardiac rehabilitation 
 

 

Office $15 copay per visit 

Outpatient Hospital No charge 

Dialysis/Hemodialysis office and outpatient hospital 
 

No charge 

Chemo/Radiation Therapy office and outpatient hospital 
 

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

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

No charge 

Inpatient Hospice 
 

No charge 

Additional Services, Equipment and Devices  

Durable Medical Equipment No charge 

Prosthetic Devices 
 

No charge 

Wigs 
Coverage for wigs is restricted to one item per benefit period following 
cancer treatment, with a maximum allowance of $750 per wig. 

No charge 

 
 
 
 

Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Pharmacy Deductible Not applicable Not covered  

Pharmacy Out-of-Pocket Limit $2,000 person / 
$4,000 family 

Not covered 

Prescription Drug Coverage 
Network: Base Network 
Drug List: National Direct Plus 

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (2 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted 
below applies).  
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through 
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.  
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs 
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.  

Tier 1 - Typically Generic $10 copay per 
prescription (retail) and 
$15 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 2 - Typically Preferred Brand $20 copay per 
prescription (retail) and 
$30 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 3 - Typically Non-Preferred Brand $35 copay per 
prescription (retail) and 
$60 copay per 
prescription (home 

Not covered (retail and 
home delivery) 
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Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

delivery) 

Tier 4 - Typically Specialty (brand and generic) $35 copay per 
prescription (retail and 
home delivery) 

Not covered (retail and 
home delivery) 

 
 
 
 

 
 
 

Notes: 

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

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

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

 Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to, 
injections, cryopreservation and storage for both male and female members when a medically necessary treatment may 
cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and service 
rendered. 
 
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary 
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, 
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference 
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.  

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

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

http://www.anthem.com/ca
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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.  #CA-CDI-001# 
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Get help in your language 
Language Assistance Services 
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 alternative 
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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



 

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.  #CA-CDI-001# 

Page 8 of 9 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 

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.  #CA-CDI-001# 
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It’s important we treat you fairly  

We follow state and federal civil rights laws in our health programs and activities. Members can get 
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t 
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, 
gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or 
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters 
and other written languages. Interested in these services? Call the Member Services number on your ID 
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about 
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, 
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, 
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf


CA/LG/Custom EPO 500/B9Z7/01-01-2026 

Page 1 of 9 

Your summary of benefits 
 
 

 

 
 

 

Anthem® Blue Cross Life and Health Insurance Company 

Your Plan: San Joaquin Valley Insurance Authority (JPA): Custom EPO 500 (Sierra) 

Your Network: EPO 

 

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

Primary Care, and medical services for urgent/acute care No charge 

Mental Health & Substance Use Disorder Services No charge 

Specialist care $35 copay per visit 

 

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

Overall Deductible 
 

$0 person  

Overall Out-of-Pocket Limit 
The out-of-pocket costs you pay for prescription drugs obtained at a 
pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the 
Covered Prescription Drug Benefits section. 

$3,000 person / 
$6,000 family 

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

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

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

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

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

$35 copay per visit 

Specialist Provider virtual and office $35 copay per visit 

Other Practitioner Visits  

Maternity Doctor services (prenatal/postpartum care and delivery) 
 

No charge 

Retail Health Clinic for routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores. 
 

$35 copay per visit 

Manipulation Therapy 
Coverage is limited to 40 visits per benefit period.  

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

Acupuncture 
 

$35 copay per visit 

Other Services in an Office  

Allergy Testing 
 

No charge 

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

No charge 

Surgery 
 

No charge 

Preventive care / screenings / immunizations No charge 

Preventive Care for Chronic Conditions per IRS guidelines No charge 

Diagnostic Services Lab  

Office 
 

No charge 

Freestanding Lab 
 

No charge 

Outpatient Hospital 
 

No charge 

Diagnostic Services X-Ray  

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

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

 

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

Emergency and Urgent Care  

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

$35 copay per visit 

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

In-Network and Out-of-Network Providers: 
$250 copay per visit 

Emergency Room Doctor and Other Services 
  

In-Network and Out-of-Network Providers: 
No charge 
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Covered Medical Benefits Cost if you use an In-Network Provider 

Ambulance 
 

In-Network and Out-of-Network Providers: 
No charge 

Outpatient Mental Health and Substance Use Disorder Services at a 
Facility 

 

Facility Fees 
 

No charge 

Doctor Services 
 

No charge 

Outpatient Surgery  

Facility Fees  

Hospital 
 

No charge 

Ambulatory Surgical Center 
 

No charge 

Physician and other services including surgeon fees  

Hospital 
 

No charge 

Hospital (Including Maternity, Mental Health and Substance Use 
Disorder Services) 
If readmitted within 72 hours for the same condition, no additional facility 
copay is required. If transferred between facilities, only one copay will 
apply.  

 

Facility Fees $500 copay per admission 

Physician and other services including surgeon fees 
 

No charge 

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

$35 copay per visit 

Therapy Services  

Rehabilitation and Habilitation services including physical, occupational 
and speech therapies. 
Coverage for physical, occupational and speech therapies is limited to 60 
days combined per benefit period. 

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Pulmonary rehabilitation 
 

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Cardiac rehabilitation 
 

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Dialysis/Hemodialysis office and outpatient hospital No charge 
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Covered Medical Benefits Cost if you use an In-Network Provider 

 

Chemo/Radiation Therapy office and outpatient hospital 
 

No charge 

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

No charge 

Inpatient Hospice 
 

No charge 

Additional Services, Equipment and Devices  

Durable Medical Equipment No charge 

Prosthetic Devices 
 

No charge 

Wigs 
Coverage for wigs is restricted to one item per benefit period following 
cancer treatment, with a maximum allowance of $750 per wig. 

No charge 

 
 

 
 

Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Pharmacy Deductible Not applicable Not covered  

Pharmacy Out-of-Pocket Limit $2,000 person / $4,000 
family 

Not covered 

Prescription Drug Coverage 
Network: Base Network 
Drug List:  National Direct Plus 

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (2 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted 
below applies).  
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through 
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.  
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs 
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.  

Tier 1 - Typically Generic $10 copay per 
prescription (retail) and 
$15 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 2 - Typically Preferred Brand $20 copay per 
prescription (retail) and 
$30 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 
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Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Tier 3 - Typically Non-Preferred Brand $35 copay per 
prescription (retail) and 
$60 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 4 - Typically Specialty (brand and generic) $35 copay per 
prescription (retail and 
home delivery) 

Not covered (retail and 
home delivery) 

 
 
 
 
 
 

 

Notes: 

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

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

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

 Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to, 
injections, cryopreservation and storage for both male and female members when a medically necessary treatment may 
cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and service 
rendered. 
 
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary 
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, 
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference 
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.  

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

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

http://www.anthem.com/ca
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Get help in your language 
Language Assistance Services 
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 alternative 
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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



 

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.  #CA-CDI-001# 
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It’s important we treat you fairly  

We follow state and federal civil rights laws in our health programs and activities. Members can get 
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t 
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, 
gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or 
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters 
and other written languages. Interested in these services? Call the Member Services number on your ID 
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about 
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, 
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, 
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Your summary of benefits 
 
 

 

 
 

 

Anthem® Blue Cross Life and Health Insurance Company 

Your Plan: San Joaquin Valley Insurance Authority (JPA):  Custom EPO 1000 (Pismo) 

Your Network: EPO 

 

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

Primary Care, and medical services for urgent/acute care No charge 

Mental Health & Substance Use Disorder Services No charge 

Specialist care $35 copay per visit 

 

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

Overall Deductible 
 

$0 person  

Overall Out-of-Pocket Limit 
The out-of-pocket costs you pay for prescription drugs obtained at a 
pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the 
Covered Prescription Drug Benefits section. 

$4,000 person / 
$8,000 family 

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

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

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

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

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

$35 copay per visit 

Specialist Provider virtual and office $35 copay per visit 

Other Practitioner Visits  

Maternity Doctor services (prenatal/postpartum care and delivery) 
 

No charge 

Retail Health Clinic for routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores. 
 

$35 copay per visit 

Manipulation Therapy 
Coverage is limited to 40 visits per benefit period.  

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

Acupuncture 
 

$35 copay per visit 

Other Services in an Office  

Allergy Testing 
 

No charge 

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

No charge 

Surgery 
 

No charge 

Preventive care / screenings / immunizations No charge 

Preventive Care for Chronic Conditions per IRS guidelines No charge 

Diagnostic Services Lab  

Office 
 

No charge 

Freestanding Lab 
 

No charge 

Outpatient Hospital 
 

No charge 

Diagnostic Services X-Ray  

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

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

 

Office 
 

No charge 

Freestanding Radiology Center 
 

No charge 

Outpatient Hospital 
 

No charge 

Emergency and Urgent Care  

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

$35 copay per visit 

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

In-Network and Out-of-Network Providers: 
$300 copay per visit 

Emergency Room Doctor and Other Services 
  

In-Network and Out-of-Network Providers: 
No charge 

Ambulance 
 

In-Network and Out-of-Network Providers: 
No charge 
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Covered Medical Benefits Cost if you use an In-Network Provider 

Outpatient Mental Health and Substance Use Disorder Services at a 
Facility 

 

Facility Fees 
 

No charge 

Doctor Services 
 

No charge 

Outpatient Surgery  

Facility Fees  

Hospital 
 

No charge 

Ambulatory Surgical Center 
 

No charge 

Physician and other services including surgeon fees  

Hospital 
 

No charge 

Hospital (Including Maternity, Mental Health and Substance Use 
Disorder Services) 
If readmitted within 72 hours for the same condition, no additional facility 
copay is required. If transferred between facilities, only one copay will 
apply.  

 

Facility Fees $1,000 copay per admission 

Physician and other services including surgeon fees 
 

No charge 

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

$35 copay per visit 

Therapy Services  

Rehabilitation and Habilitation services including physical, occupational 
and speech therapies. 
Coverage for physical, occupational and speech therapies is limited to 60 
days combined per benefit period.  

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Pulmonary rehabilitation 
 

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Cardiac rehabilitation 
 

 

Office $35 copay per visit 

Outpatient Hospital No charge 

Dialysis/Hemodialysis office and outpatient hospital 
 

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

Chemo/Radiation Therapy office and outpatient hospital 
 

No charge 

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

No charge 

Inpatient Hospice 
 

No charge 

Additional Services, Equipment and Devices  

Durable Medical Equipment No charge 

Prosthetic Devices 
 

No charge 

Wigs 
Coverage for wigs is limited to 1 item after cancer treatment per benefit 
period.  

No charge 

Hearing Aids 
Coverage for wigs is restricted to one item per benefit period following 
cancer treatment, with a maximum allowance of $750 per wig. 

No charge 

 
 
 
 

Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Pharmacy Deductible Not applicable Not covered  

Pharmacy Out-of-Pocket Limit $2,000 person / $4,000 
family 

Not covered 

Prescription Drug Coverage 
Network: Base Network 
Drug List: National direct plus 

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (2 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted 
below applies).  
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through 
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.  
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs 
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.  

Tier 1 - Typically Generic $10 copay per 
prescription (retail) and 
$15 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 2 - Typically Preferred Brand $20 copay per 
prescription (retail) and 
$30 copay per 
prescription (home 

Not covered (retail and 
home delivery) 
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Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

delivery) 

Tier 3 - Typically Non-Preferred Brand $35 copay per 
prescription (retail) and 
$60 copay per 
prescription (home 
delivery) 

Not covered (retail and 
home delivery) 

Tier 4 - Typically Specialty (brand and generic) $35 copay per 
prescription (retail and 
home delivery) 

Not covered (retail and 
home delivery) 

 

 
 

 

 
 

 

Notes: 

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

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

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

 Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to, 
injections, cryopreservation and storage for both male and female members when a medically necessary treatment may 
cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and service 
rendered. 
 
This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary 
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details, 
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference 
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.  

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

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

http://www.anthem.com/ca
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Get help in your language 
Language Assistance Services 
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 alternative 
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 
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It’s important we treat you fairly  

We follow state and federal civil rights laws in our health programs and activities. Members can get 
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t 
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, 
gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or 
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters 
and other written languages. Interested in these services? Call the Member Services number on your ID 
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about 
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, 
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, 
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Your summary of benefits 
 
 

 

 
 

 

Anthem® Blue Cross Life and Health Insurance Company 

Your Plan: San Joaquin Valley Insurance Authority (JPA): Anthem PPO HDHP 2000 

Your Network: Prudent Buyer PPO 

 

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

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

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

Specialist care No charge after deductible is met 

 
 
 

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

Cost if you use an 
Out-of-Network 
Provider 

Overall Deductible 
          Subscriber Only Coverage 
 
          Subscriber and Family Coverage 

 
$2,000 individual 
 
$4,000 member / 
$4,000 family 

 
$2,000 individual 
 
$4,000 member / 
$4,000 family 

Overall Out-of-Pocket Limit 
          Subscriber Only Coverage 
 
          Subscriber and Family Coverage 
The out-of-pocket costs you pay for prescription drugs obtained at a 
pharmacy will apply to a separate Pharmacy Out-of-Pocket Limit. See the 
Covered Prescription Drug Benefits section. 

 
$4,000 individual 
 
$4,000 member / 
$6,000 family 

 
$10,000 individual 
 
$10,000 member / 
$15,000 family 

The individual deductible and individual out-of-pocket limit apply to an individual enrolled under subscriber only coverage. 

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to 
the member deductible and member 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 member deductible or member 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 
Services virtual and office 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Specialist Provider virtual and office 20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use an 
Out-of-Network 
Provider 

Other Practitioner Visits   

Maternity Doctor services (prenatal/postpartum care and delivery) 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Retail Health Clinic for routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores.  
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Manipulation Therapy 

Coverage is limited to 24 visits per benefit period.  
20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Acupuncture 

Coverage is limited to 12 visits per benefit period.  
20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Other Services in an Office   

Allergy Testing 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

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

30% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Surgery 
 

20% 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 Cost share is based on 
the setting services are 
received. 

Diagnostic Services Lab   

Office 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Freestanding Lab 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Outpatient Hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Diagnostic Services X-Ray   

Office 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Freestanding Radiology Center 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Outpatient Hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

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

  

Office 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Freestanding Radiology Center 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use an 
Out-of-Network 
Provider 

Outpatient Hospital 
 

20% 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. 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Emergency Room Facility Services 
 

20% coinsurance after 
deductible is met 

Covered as In-Network 

Emergency Room Doctor and Other Services 
  

20% coinsurance after 
deductible is met 

Covered as In-Network 

Ambulance 
 

20% coinsurance after 
deductible is met 

Covered as In-Network 

Outpatient Mental Health and Substance Use Disorder Services at a 
Facility 

  

Facility Fees 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Doctor Services 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Outpatient Surgery   

Facility Fees   

Hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Ambulatory Surgical Center 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

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) 
 

  

Facility Fees 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Physician and other services including surgeon fees 
 

20% 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 

40% coinsurance after 
deductible is met 

Therapy Services   

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

  

Office 20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use an 
Out-of-Network 
Provider 

Outpatient Hospital 20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Pulmonary rehabilitation office and outpatient hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Cardiac rehabilitation office and outpatient hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Dialysis/Hemodialysis office and outpatient hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Chemo/Radiation Therapy office and outpatient hospital 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

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

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Inpatient Hospice 
 

20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Additional Services, Equipment and Devices   

Durable Medical Equipment 20% coinsurance after 
deductible is met 

40% coinsurance after 
deductible is met 

Prosthetic Devices 
 

20% coinsurance after 

deductible is met 

40% coinsurance after 
deductible is met 

Wigs 
Coverage for wigs is restricted to one item per benefit period following 
cancer treatment, with a maximum allowance of $750 per wig. 

20% coinsurance after 

deductible is met 

40% coinsurance after 
deductible is met 

 

 

Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Pharmacy Deductible Combined with In-
Network medical 
deductible 

Not Applicable   

Pharmacy Out-of-Pocket Limit Combined with In-
Network medical Out of 
Pocket 

Not Applicable  

Prescription Drug Coverage 
Network: Base Network 
Drug List: National Direct Plus  

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (3 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted 
below applies).  
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through 
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.  
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs 
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Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.  

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list 
when you use an In-Network Pharmacy. 

Tier 1 - Typically Generic 20% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered  

Tier 2 - Typically Preferred Brand 20% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered  

Tier 3 - Typically Non-Preferred Brand 20% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered 

Tier 4 - Typically Specialty (brand and generic) 20% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered  

 
 

 
 

 
 
 

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 are registered 
marks of the Blue Cross Association. 

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

http://www.anthem.com/ca
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Get help in your language 
Language Assistance Services 
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 alternative 
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 
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It’s important we treat you fairly  

We follow state and federal civil rights laws in our health programs and activities. Members can get 
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t 
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, 
gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or 
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters 
and other written languages. Interested in these services? Call the Member Services number on your ID 
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about 
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, 
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, 
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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Your summary of benefits 
 
 

 

 
 

 

Anthem® Blue Cross Life and Health Insurance Company 

Your Plan: San Joaquin Valley Insurance Authority (JPA): Anthem PPO (HSA) 3300 

Your Network: Prudent Buyer PPO 

 

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

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

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

Specialist care No charge after deductible is met 

 
 
 

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

Cost if you use an 
Out-of-Network 
Provider 

Overall Deductible 
 

$3,300 person / 
$6,000 family 

$3,300 person / 
$6,000 family 

Overall Out-of-Pocket Limit 
 

$3,300 person / 
$6,000 family 

$5,000 person / 
$10,000 family 

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

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

In-Network and 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 
Services virtual and office 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Specialist Provider virtual and office No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Other Practitioner Visits   

Maternity Doctor services (prenatal/postpartum care and delivery) 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Retail Health Clinic for routine care and treatment of common illnesses; 
usually found in major pharmacies or retail stores.  
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Manipulation Therapy 

Coverage is limited to 24 visits per benefit period.  
No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Acupuncture 

Coverage is limited to 12 visits per benefit period.  
No charge after 
deductible is met 

50% coinsurance after 
deductible is met 
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Covered Medical Benefits 
Cost if you use an In-
Network Provider 

Cost if you use an 
Out-of-Network 
Provider 

Other Services in an Office   

Allergy Testing 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

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

30% coinsurance after 
deductible is met 

50% coinsurance after 
deductible is met 

Surgery 
 

No charge 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 Cost share is based on 
the setting services are 
received. 

Diagnostic Services Lab   

Office 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Freestanding Lab 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Outpatient Hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Diagnostic Services X-Ray   

Office 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Freestanding Radiology Center 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Outpatient Hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

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

  

Office 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Freestanding Radiology Center 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Outpatient Hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Emergency and Urgent Care   

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

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Emergency Room Facility Services 
 

No charge after 
deductible is met 

Covered as In-Network 

Emergency Room Doctor and Other Services 
  

No charge after 
deductible is met 

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

Cost if you use an 
Out-of-Network 
Provider 

Ambulance 
 

No charge after 
deductible is met 

Covered as In-Network 

Outpatient Mental Health and Substance Use Disorder Services at a 
Facility 

  

Facility Fees 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Doctor Services 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Outpatient Surgery   

Facility Fees   

Hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Ambulatory Surgical Center 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Physician and other services including surgeon fees   

Hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

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

  

Facility Fees 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Physician and other services including surgeon fees 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

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

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Therapy Services   

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

  

Office No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Outpatient Hospital No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Pulmonary rehabilitation office and outpatient hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Cardiac rehabilitation office and outpatient hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Dialysis/Hemodialysis office and outpatient hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Chemo/Radiation Therapy office and outpatient hospital 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 
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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. 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Inpatient Hospice 
 

No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Additional Services, Equipment and Devices   

Durable Medical Equipment No charge after 
deductible is met 

50% coinsurance after 
deductible is met 

Prosthetic Devices 
 

No charge after 

deductible is met 

50% coinsurance after 
deductible is met 

Wigs 
Coverage for wigs is restricted to one item per benefit period following 
cancer treatment, with a maximum allowance of $750 per wig. 

No charge after 

deductible is met 

50% coinsurance after 
deductible is met 

 

 

Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Pharmacy Deductible Combined with In-
Network medical 
deductible 

Not Applicable   

Pharmacy Out-of-Pocket Limit Combined with In-
Network medical out-
of-pocket limit 

Not Applicable  

Prescription Drug Coverage 
Network: Base Network 
Drug List: National direct plus 

Day Supply Limits: 
Retail Pharmacy 30 day supply (cost shares noted below) 
Retail 90 Pharmacy 90 day supply (3 times the 30 day supply cost share(s) charged at In-Network Retail Pharmacies noted 
below applies).  
Home Delivery Pharmacy 90 day supply (maximum cost shares noted below). Maintenance medications are available through 
our home delivery pharmacy. You will need to call us on the number on your ID card to sign up when you first use the service.  
Specialty Pharmacy 30 day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs 
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.  

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list 
when you use an In-Network Pharmacy. 

Tier 1 - Typically Generic 0% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered (home 
delivery) 

Tier 2 - Typically Preferred Brand 0% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered (home 
delivery) 
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Covered Prescription Drug Benefits 
Cost if you use an In-
Network Pharmacy 

Cost if you use an 
Out-of-Network 
Pharmacy 

Tier 3 - Typically Non-Preferred Brand 0% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered (home 
delivery) 

Tier 4 - Typically Specialty (brand and generic) 0% coinsurance after 
deductible is met (retail 
and home delivery) 

Not covered (home 
delivery) 

 
 
 

 
 

 
 

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 are registered 
marks of the Blue Cross Association. 

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

http://www.anthem.com/ca
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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.  #CA-CDI-001# 
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Get help in your language 
Language Assistance Services 
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 alternative 
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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



 

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.  #CA-CDI-001# 
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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.  #CA-CDI-001# 
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It’s important we treat you fairly  

We follow state and federal civil rights laws in our health programs and activities. Members can get 
reasonable modifications as well as free auxiliary aids and services if you have a disability. We don’t 
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, 
gender identity, sexual orientation, age or disability. For people whose primary language isn’t English (or 
have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters 
and other written languages. Interested in these services? Call the Member Services number on your ID 
card for help (TTY/TDD: 711) or visit our website. If you think we failed in any areas or to learn more about 
grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box 27401, Richmond, 
VA 23279, or if you think you were discriminated against based on race, color, national origin, age, 
disability, or sex, you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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County of Fresno 
Group ID: 580 - HMO Plan 
Member Services 1-800-464-4000 
Home Region: Northern California 
12/8/25 through 12/6/26 

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. 

Amounts Per Accumulation Period Self-Only Coverage 
(a Family of one Member) 

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

Family Coverage 
Entire Family of two or 

more Members 
Plan Out-of-Pocket Maximum $1,000 $1,000 $2,000 
Plan Deductible None None None 
Drug Deductible None None None 

 

Plan Provider Office Visits You Pay 
Most Primary Care Visits and most Non-Physician Specialist Visits ...... $15 per visit 
Most Physician Specialist Visits ............................................................. $15 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 .......................................... No charge 
Urgent care consultations, evaluations, and treatment .......................... $15 per visit 
Most physical, occupational, and speech therapy .................................. $15 per visit 

 

Telehealth Visits You Pay 
Primary Care Visits and Non-Physician Specialist Visits by interactive 
video or telephone .................................................................................. No charge 
Physician Specialist Visits by interactive video or telephone ................. No charge 

 

Outpatient Services You Pay 
Outpatient surgery and certain other outpatient procedures .................. $15 per procedure 
Most immunizations (including the vaccine) ........................................... No charge 
Most X-rays and laboratory tests ............................................................ No charge 

 

Hospital Inpatient Services You Pay 
Room and board, surgery, anesthesia, X-rays, laboratory tests, and 
drugs ..................................................................................................... No charge 

 

Emergency Services You Pay 
Emergency department visits ................................................................. $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 
Ambulance Services ............................................................................... No charge 

 

Prescription Drug Coverage You Pay 
Covered outpatient items in accord with our drug formulary guidelines:   

Most generic items (Tier 1) at a Plan Pharmacy ................................. $10 for up to a 30-day supply 
Most generic (Tier 1) refills through our mail-order service ................. $20 for up to a 100-day supply 
Most brand-name items (Tier 2) at a Plan Pharmacy .......................... $20 for up to a 30-day supply 
Most brand-name (Tier 2) refills through our mail-order service ......... $40 for up to a 100-day supply 
Most specialty items (Tier 4) at a Plan Pharmacy ............................... $20 for up to a 30-day supply 

 

Durable Medical Equipment (DME) You Pay 
DME items as described in the EOC ...................................................... No charge 

 

Mental Health Services You Pay 
Inpatient psychiatric hospitalization ........................................................ No charge 
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Mental Health Services You Pay 
Individual outpatient mental health evaluation and treatment ................ $15 per visit 
Group outpatient mental health treatment .............................................. $7 per visit 

 

Substance Use Disorder Treatment You Pay 
Inpatient detoxification ............................................................................ No charge 
Individual outpatient substance use disorder evaluation and treatment  $15 per visit 
Group outpatient substance use disorder treatment .............................. $5 per visit 

 

Home Health Services You Pay 
Home health care (up to 100 visits per Accumulation Period) ............... No charge 

 

Other You Pay 
Eyeglasses or contact lenses:   

Eyeglass frame every 24 months ........................................................ Amount in excess of $200 Allowance 
Regular eyeglass lenses every 12 months .......................................... No charge 
Contact lenses every 12 months ......................................................... Amount in excess of $200 Allowance 

Hearing aids every 36 months ................................................................ Amount in excess of $1,000 Allowance for each 
ear 

Skilled nursing facility care (up to 100 days per benefit period) ............. No charge 
Prosthetic and orthotic devices as described in the EOC ...................... No charge 
This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-
pocket maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete 
explanation, please refer to the EOC. 

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). 

 

http://kp.org/choosekp


kp2020.org

69$

Your health from one team. 
Your vision needs are provided by 
members of the same team you trust 
with your health care. Plus, your eye 
exam is covered.1

Complete eyewear starting at $692 
Comfort and clarity made just for you 
with help from our experienced opticians.

Use your optical benefit 
When you apply your benefit, you may 
have no out-of-pocket cost.3 Half of 
members using a benefit pay less than 
$50 out-of-pocket.4

kp2020.org 
Book an eye appointment, find an 
Optical Center near you, and order 
contact lenses.

1Co-pay may apply for eye exams.
2Northern California: Choose from our $20 frames and add standard, plastic single vision lenses at $49 (for a total cost of $69). Southern California: 
Choose from our $19 frames and add standard, plastic single vision lenses at $50 (for a total cost of $69).
3Visit kp2020.org to check benefit availability and for details.
4Source: 49.7% of NCAL members using benefit paid less than $50 out-of-pocket. NCAL Optical Sales Data, Jan – Jun 2024.

GREAT REASONS
to choose Kaiser Permanente for your glasses & contacts



GREAT HEALTH. GREAT EYEWEAR.

5Regular prices for these brands are typically $110-250.

Kaiser Permanente members typically have coverage for medically necessary eye examinations, and some members, including those members with the 
pediatric vision benefit under their Affordable Care Act plan, may be able to apply a supplemental benefit to their purchases. Otherwise, the services and 
products described here are provided on a fee-for-service basis, separate from and not covered under your health plan benefits, and you are financially 
responsible to pay for them. For specific information about your covered health plan benefits, please see your Evidence of Coverage. 6/2024 VE   OPT 319

kp2020.org

You won’t have to spend a lot for great eyewear.

SERVICE BENEFIT AMOUNT FREQUENCY

Eye examination Covered as part of your Kaiser Permanente Health Plan 
benefit.1 Book an eye exam on kp2020.org. No charge 
for preventative screening.

No limit

Prescription 
eyeglasses

Frames: $200 allowance towards the purchase price of 
frames for prescription glasses. To use the optical 
benefit, at least one of the two lenses requires a 
prescription. 

Once every 
24 months

Lenses: One pair of regular lenses will be covered at no 
charge – standard, plastic single vision, bifocals or no-
line progressives. 

Once every 
12 months

Contact lenses $200 allowance towards the purchase price of contact 
lenses, fitting, and dispensing.

Once every 
12 months

You can only use your optical benefit at a Kaiser Permanente Optical Center.

Benefit Summary

SAMPLE OUT-OF-POCKET 
COST FOR EYEGLASSES

Choose your frame
Over 800 frames to choose 
from priced at $200 or less

Standard, plastic lenses
included at no charge

Out-of-pocket cost

0$

0$

0$

Selection is representative of brands we 
typically carry in our Optical Centers.5 

OR



Kaiser Permanente Hearing Aid Benefits
Improved hearing can help improve your quality of life

Address your hearing health needs with Kaiser Permanente hearing aid coverage.

You can only use your hearing aid benefit at a Kaiser Permanente Hearing Aid Center.

Hearing aids include1:

• 3-year manufacturer repair and loss/damage warranty

• Follow-up visits

Choose from a variety of high-quality, technologically advanced hearing aids

45-day return / exchange policy2 

kphearingcenters.com – learn more about the importance of hearing health, 
the hearing aid process, and center locations.

Your Benefits
Hearing Test:  Covered as part of your Kaiser Permanente Health Plan 

			       benefit3, unlimited frequency

Hearing Aids: $1,000 benefit per ear ($2,000 total), every 36 months

SAMPLE OUT OF POCKET COST4

Basic Tier Entry Tier Value Tier Middle Tier High-End Tier Top Tier

$0 $250 $700 $1,100 $1,500 $2,000

1	 $900 basic tier hearing aids per ear are available with a 1-year manufacturer repair and loss/damage warranty. Entry tier hearing aids start at $1,250.  
2	 45-day return / exchange policy begins on the date you first receive your hearing aid(s).
3	 Co-pay may apply.
4	 Tier denotes the level of hearing aid technology.

Kaiser Permanente members have coverage for medically necessary hearing tests, and some members may have coverage for hearing aids.  Otherwise, 
the services described here are provided on a fee-for-service basis, separate from and not covered under your health plan benefits, and you are 
financially responsible to pay them.  Clinical services are provided by providers or contractors of The Permanente Medical Group, Inc. Results of 
services vary among patients and can not be guaranteed.  Kaiser Foundation Hospitals may receive compensation for providing facilities and/or other 
support in connection with these services. For specific information about your health plan benefits, please Evidence of Coverage.

 www.kphearingcenters.com $1,000 allowance/per ear



HOW TO GET A HEARING AID

 www.kphearingcenters.com

Audiologic evaluation (hearing test) 
An audiologist will determine the type and degree of your hearing loss and 
its impact on your ability to communicate. A medical clearance may be 
deemed necessary.

Hearing needs assessment 
An audiologist will discuss the types of hearing aids styles, the latest 
technological advances, and what you can expect from your hearing aids.  
You will decide with the audiologist on the hearing aids most appropriate 
for you.  If needed, ear impressions will be made so that your hearing aids 
can be custom-fit.

Hearing aid dispensing or hearing aid orientation 
Your hearing aids will arrive about 2-3 weeks after your hearing aid 
evaluation, and you will return for a fitting appointment. The physical fit 
will be checked. The hearing aids will be adjusted or programmed to your 
specific hearing needs. The proper care, use, and maintenance (including 
warranty) of the hearing aids will be explained to you. You will also have 
time to practice inserting and removing the hearing aid and the hearing 
aid battery and adjusting any controls the hearing aid may have.

Follow-up hearing aid appointment 
A follow-up hearing aid consultation is scheduled in the first few weeks 
following your initial fitting. Your audiologist can answer any questions you 
may have. The hearing aids may be “fine-tuned” and additional testing may 
be conducted, if necessary at no additional cost.

VISIT
1

VISIT
2

VISIT
3

VISIT
4



 

Kaiser Foundation Health Plan, Inc. 
Northern California 

2026 Disclosure Form Amendment for Chiropractic Services 

This document amends your Kaiser Foundation Health Plan, Inc. Disclosure Form to add coverage for Chiropractic Services. 

September 8, 2025 
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Your Kaiser Permanente Chiropractic Benefit 

Benefit Highlights 

Professional Services (ASH Participating Provider office visits) You Pay 
Chiropractic office visits (up to a total of 30 visits per 12-month period) .. $10 per visit 
 
Other You Pay 
X-rays and laboratory tests that are covered Chiropractic Services ............ No charge 
Chiropractic supports and appliances .......................................................... Amounts in excess of the $50 Allowance 
  
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, refer to the Chiropractic Services amendment to your Health Plan EOC. 

Introduction 

Kaiser Foundation Health Plan, Inc. contracts with American Specialty Health Plans of California, Inc. (“ASH Plans”) to 
make the network of ASH Participating Providers available to you. When you need chiropractic care, you have direct 
access to more than 3,000 licensed chiropractors in California. 

In addition to the terms defined in the “Definitions” section of your Disclosure Form, some capitalized terms have special 
meaning in this document, as described in the "Definitions" section at the end of this document. 

This amendment is only a summary of your chiropractic coverage. The Chiropractic Services Amendment to your EOC 
provides details about the terms and conditions of your chiropractic coverage, including exclusions and limitations. 

To obtain the amendment to your EOC please contact your group. 

ASH Participating Providers 

The list of ASH Participating Providers is available on the ASH Plans Website at ashlink.com/ash/kp or from the ASH 
Plans Customer Service Department at 1-800-678-9133 (TTY users call 711) weekdays, hours may vary. The list of ASH 
Participating Providers is subject to change at any time without notice. 

How to Obtain Services 

You can obtain services from any ASH Participating Providers without a referral from a Plan Physician. 

To obtain services, call an ASH Participating Provider to schedule an initial examination. If additional Services are required 
after the initial examination, verification that the Services are Medically Necessary may be required. Your ASH 
Participating Provider will request any required medical necessity determinations. An ASH Plans' clinician in the same or 
similar specialty as the provider of Services under review will determine whether the Services are or were Medically 
Necessary Services. For more information about how to obtain covered Services, refer to the Chiropractic Services 
amendment to your Health Plan EOC. 

http://ashlink.com/ash/kp
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Second Opinions 

You may request a second opinion in regard to covered Service by contacting another ASH Participating Provider. Your 
visit to another ASH Participating Provider for a second opinion generally will count toward any visit limit, if applicable. 
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. If you are referred by an ASH Participating Provider to another 
ASH Participating Provider, or see an ASH Participating Provider for lab work or an X-ray, your visit to the other ASH 
Participating Provider will not count toward any visit limit. An authorization or denial of your request for a second opinion 
will be provided in an expeditious manner, as appropriate for your condition. If your request for a second opinion is denied, 
you will be notified in writing of the reasons for the denial, and of your right to file a grievance as described in your Health 
Plan EOC. 

Your Costs 

When you receive covered Services, you must pay the Cost Share as described in the Chiropractic Services amendment to 
your Health Plan EOC. The Cost Share does not apply toward the Plan Deductible or Plan Out-of-Pocket Maximum 
described in the Health Plan EOC. 

ASH Plans Customer Service 

If you have question about the Services you can get from an ASH Participating Provider, you may call the ASH Plans 
Customer Service Department toll free at 1-800-678-9133 (TTY users call 711) weekdays, hours may vary. 

Exclusions 

The items and services listed in this "Exclusions" section are excluded from coverage under the Chiropractic Services 
amendment. (Note: Some items and services listed in this “Exclusions” section may be covered Services under your Health 
Plan EOC. Please refer to your Health Plan EOC for details.) These exclusions apply to all Services that would otherwise 
be covered under the Chiropractic Services amendment regardless of whether the services are within the scope of a 
provider's license or certificate: 

• 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 

• Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies, 
devices, appliances, and any other item except those listed as covered under “Chiropractic Supports and Appliances” in 
the “Covered Services” section of this Amendment 

• Services for asthma or addiction, such as nicotine addiction 

• Hypnotherapy, behavior training, sleep therapy, and weight programs 

• Thermography 

• Experimental or investigational Services. If coverage for a Service is denied because it is experimental or investigational 
and you want to appeal the denial, refer to your Health Plan EOC for information about the appeal process 

• 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 this 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 

• Services for pre-employment physicals or vocational rehabilitation 
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• Drugs and medicines, including non-legend or proprietary drugs and medicines 

• Services you receive outside the state of California, except for Services covered under “Emergency and Urgent Services 
Covered Under this Amendment” in the “Covered Services” section 

• 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) 

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. A 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 users call 711). The list of ASH Participating Providers is subject to change at any time, 
without notice. If you have questions, please call the ASH Plans Customer Service Department. 

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. 

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. 

Treatment Plan: The course of treatment for your Musculoskeletal and Related Disorder, which may include laboratory 
tests, X-rays, chiropractic supports and appliances, and a specific number of visits for chiropractic manipulations 
(adjustments) and adjunctive therapies that are Medically Necessary Chiropractic Services for you. 

http://www.ashlink.com/ash/kaisercamedicare
http://www.ashlink.com/ash/kp
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County of Fresno 
Group ID: 580 - DHMO HSA 
Member Services 1-800-464-4000 
Home Region: Northern California 
12/8/25 through 12/6/26 

Principal benefits for Kaiser Permanente HSA-Qualified High Deductible 
Health Plan (“HDHP”) HMO 
“Kaiser Permanente HSA-Qualified High Deductible Health Plan (“HDHP”) HMO” is a health benefit plan that meets the 
requirements of Section 223(c)(2) of the Internal Revenue Code. For a complete explanation, please refer to the EOC. 
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. 

Amounts Per Accumulation Period Self-Only Coverage 
(a Family of one Member) 

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

Family Coverage 
Entire Family of two or 

more Members 
Plan Out-of-Pocket Maximum $3,300 $3,300 $6,000 
Plan Deductible $3,300 $3,300 $6,000 
Drug Deductible Not applicable Not applicable Not applicable 

 

Plan Provider Office Visits You Pay 
Most Primary Care Visits and most Non-Physician Specialist Visits ...... No charge after Plan Deductible 
Most Physician Specialist Visits ............................................................. No charge after Plan Deductible 
Routine physical maintenance exams, including well-woman exams .... No charge (Plan Deductible doesn’t apply) 
Well-child preventive exams (through age 23 months) .......................... No charge (Plan Deductible doesn’t apply) 
Routine eye exams with a Plan Optometrist .......................................... No charge (Plan Deductible doesn’t apply) 
Urgent care consultations, evaluations, and treatment .......................... No charge after Plan Deductible 
Most physical, occupational, and speech therapy .................................. No charge after Plan Deductible 

 

Telehealth Visits You Pay 
Primary Care Visits and Non-Physician Specialist Visits by interactive 
video or telephone .................................................................................. No charge after Plan Deductible 
Physician Specialist Visits by interactive video or telephone ................. No charge after Plan Deductible 

 

Outpatient Services You Pay 
Outpatient surgery and certain other outpatient procedures .................. No charge after Plan Deductible 
Most immunizations (including the vaccine) ........................................... No charge (Plan Deductible doesn’t apply) 
Most X-rays and laboratory tests ............................................................ No charge after Plan Deductible 
Preventive X-rays, screenings, and laboratory tests as described in 
the EOC ................................................................................................ No charge (Plan Deductible doesn’t apply) 

 

Hospital Inpatient Services You Pay 
Room and board, surgery, anesthesia, X-rays, laboratory tests, and 
drugs ..................................................................................................... No charge after Plan Deductible 

 

Emergency Services You Pay 
Emergency department visits ................................................................. No charge after Plan Deductible 
Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share 
instead of the emergency department Cost Share (see “Hospital Inpatient Services” for inpatient Cost Share) 

Ambulance Services You Pay 
Ambulance Services ............................................................................... No charge 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 or through our mail-
order service ....................................................................................... 

No charge for up to a 100-day supply after Plan 
Deductible 

Most brand-name items (Tier 2) at a Plan Pharmacy or through our 
mail-order service ............................................................................... 

No charge for up to a 100-day supply after Plan 
Deductible 
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Prescription Drug Coverage You Pay 
Most specialty items (Tier 4) at a Plan Pharmacy ............................... No charge for up to a 30-day supply after Plan 

Deductible 
 

Durable Medical Equipment (DME) You Pay 
Base DME items as described in the EOC ............................................. No charge after Plan Deductible 
Supplemental DME items up to a $2,500 benefit limit per 
Accumulation Period as described in the EOC ..................................... No charge after Plan Deductible 

 

Mental Health Services You Pay 
Inpatient psychiatric hospitalization ........................................................ No charge after Plan Deductible 
Individual outpatient mental health evaluation and treatment ................ No charge after Plan Deductible 
Group outpatient mental health treatment .............................................. No charge after Plan Deductible 

 

Substance Use Disorder Treatment You Pay 
Inpatient detoxification ............................................................................ No charge after Plan Deductible 
Individual outpatient substance use disorder evaluation and treatment  No charge after Plan Deductible 
Group outpatient substance use disorder treatment .............................. No charge after Plan Deductible 

 

Home Health Services You Pay 
Home health care (up to 100 visits per Accumulation Period) ............... No charge after Plan Deductible 

 

Other You Pay 
Eyeglasses or contact lenses:   

Eyeglass frame every 24 months ........................................................ Amount in excess of $200 Allowance (Allowance 
not subject to Plan Deductible) 

Regular eyeglass lenses every 12 months .......................................... No charge (Plan Deductible doesn’t apply) 
Contact lenses every 12 months ......................................................... Amount in excess of $200 Allowance (Allowance 

not subject to Plan Deductible) 
Skilled nursing facility care (up to 100 days per benefit period) ............. No charge after Plan Deductible 
Prosthetic and orthotic devices as described in the EOC ...................... No charge after Plan Deductible 
Fertility Services (such as outpatient procedures or laboratory tests) 
as described in the EOC (oocyte retrievals limited to three per 
lifetime) ................................................................................................. 

the Cost Share you would pay if the Services were 
to treat any other condition 

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). 

 

http://kp.org/choosekp
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69$

Your health from one team. 
Your vision needs are provided by 
members of the same team you trust 
with your health care. Plus, your eye 
exam is covered.1

Complete eyewear starting at $692 
Comfort and clarity made just for you 
with help from our experienced opticians.

Use your optical benefit 
When you apply your benefit, you may 
have no out-of-pocket cost.3 Half of 
members using a benefit pay less than 
$50 out-of-pocket.4

kp2020.org 
Book an eye appointment, find an 
Optical Center near you, and order 
contact lenses.

1Co-pay may apply for eye exams.
2Northern California: Choose from our $20 frames and add standard, plastic single vision lenses at $49 (for a total cost of $69). Southern California: 
Choose from our $19 frames and add standard, plastic single vision lenses at $50 (for a total cost of $69).
3Visit kp2020.org to check benefit availability and for details.
4Source: 49.7% of NCAL members using benefit paid less than $50 out-of-pocket. NCAL Optical Sales Data, Jan – Jun 2024.

GREAT REASONS
to choose Kaiser Permanente for your glasses & contacts



GREAT HEALTH. GREAT EYEWEAR.

5Regular prices for these brands are typically $110-250.

Kaiser Permanente members typically have coverage for medically necessary eye examinations, and some members, including those members with the 
pediatric vision benefit under their Affordable Care Act plan, may be able to apply a supplemental benefit to their purchases. Otherwise, the services and 
products described here are provided on a fee-for-service basis, separate from and not covered under your health plan benefits, and you are financially 
responsible to pay for them. For specific information about your covered health plan benefits, please see your Evidence of Coverage. 6/2024 VE   OPT 319

kp2020.org

You won’t have to spend a lot for great eyewear.

SERVICE BENEFIT AMOUNT FREQUENCY

Eye examination Covered as part of your Kaiser Permanente Health Plan 
benefit.1 Book an eye exam on kp2020.org. No charge 
for preventative screening.

No limit

Prescription 
eyeglasses

Frames: $200 allowance towards the purchase price of 
frames for prescription glasses. To use the optical 
benefit, at least one of the two lenses requires a 
prescription. 

Once every 
24 months

Lenses: One pair of regular lenses will be covered at no 
charge – standard, plastic single vision, bifocals or no-
line progressives. 

Once every 
12 months

Contact lenses $200 allowance towards the purchase price of contact 
lenses, fitting, and dispensing.

Once every 
12 months

You can only use your optical benefit at a Kaiser Permanente Optical Center.

Benefit Summary

SAMPLE OUT-OF-POCKET 
COST FOR EYEGLASSES

Choose your frame
Over 800 frames to choose 
from priced at $200 or less

Standard, plastic lenses
included at no charge

Out-of-pocket cost

0$

0$

0$

Selection is representative of brands we 
typically carry in our Optical Centers.5 

OR



Keep smiling 
Delta Dental PPO™

Save with PPO
Visit a dentist in the PPO1 network to 
maximize your savings.2 These dentists 
have agreed to reduced fees, and you 
won’t get charged more than your 
expected share of the bill.3 Find a PPO 
dentist at deltadentalins.com.

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

Check in without an ID card
You don’t need a Delta Dental ID card 
when you visit the dentist. Just provide 
your name, birth date and enrollee ID 
or Social Security number. If your family 
members are covered under your plan, 
they’ll need your information. Prefer to 
have an ID card? Simply log in to your 
account to view or print your card. 

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

Understand transition of care
Generally, multi-stage procedures are 
covered under your current plan only 
if treatment began after your plan’s 
effective date of coverage.4 Log in to  
your online account to find this date.

Get LASIK and hearing aid discounts
With access to QualSight and Amplifon 
Hearing Health Care5, you can receive 
significant savings on LASIK procedures 
and hearing aids. To take advantage  
of these discounts, call QualSight at  
855-248-2020 and Amplifon at
888-779-1429.

Save with a 
PPO dentist

PPO NON–PPO

1	�In Texas, Delta Dental Insurance Company provides a dental provider organization (DPO) plan.
2	You 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.

3	You 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.

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

West Virginia: Learn about our commitment to providing access to a quality dentist network at 
deltadentalins.com/about/legal/index-enrollee.html.

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

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


Benefit Highlights: Delta Dental PPO
County of Fresno 
05879 

Basic Services Major Services Prosthodontics Orthodontics 
None None None None

Plan Benefit Highlights for:  
Group No:  

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

Deductibles $50 per person / $150 per family each calendar year
Deductibles waived for Diagnostic & Preventive 
(D & P)?

Maximums $2,500 per person each calendar year

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

D & P counts toward maximum?  No
Waiting Period(s)    

Benefits and Covered Services* Delta Dental PPO Non-Delta Dental PPO 
 dentists** dentists**

Diagnostic & Preventive Services           
(D & P) 100% 90%

Exams, cleanings and x-rays

Basic Services 
90% 90%

Fillings and sealants

Endodontics (root canals) 
50% 50%

Covered Under Major Services

Periodontics (gum treatment)
50% 50%

Covered Under Major Services

Oral Surgery 
50% 50%

Covered Under Major Services

Major Services 
50% 50%

Crowns, onlays and cast restorations 

Prosthodontics
50% 50%

Bridges, dentures and implants

Delta Dental of California    Customer Service Claims Address

Orthodontic Benefits 
100% 100%

Adults and dependent children

Orthodontic Maximums
Adults (age 20 and over)
      One Orthodontic case per lifetime

$1,880 per Case $1,880 per Case

$1,660 per Case
One Orthodontic case per lifetime

* 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.

$1,660 per Case
Child(ren) (through age 20)

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.

560 Mission St., Suite 1300 888-335-8227 P.O. Box 997330
San Francisco, CA 94105 Sacramento, CA 95899-7330

TM
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Routine eye exams have saved lives.
Did you know an eye exam is the only
non-invasive way to view blood vessels in your
body? Your VSP® network doctor can detect
signs of more than 270 health conditions during
your annual eye exam—including diabetes and
high blood pressure, as well as eye conditions
such as glaucoma and diabetic eye disease.*

The choice is yours!
With thousands of choices,
getting the most out of your
benefits is easy at a VSP Premier
EdgeTM location.

Shop online and connect your benefits.
Save on Featured Frame Brands
when you shop on Eyeconic®, the
VSP in-network online eyewear
store.

Provider Network: VSP Choice

Effective Date: 01/01/2026

Create an account today.
Questions?

vsp.com
800.877.7195 (TTY: 711)

Scan QR code or visit vsp.com
to learn more.

COPAYDESCRIPTIONBENEFIT
YOUR COVERAGE WITH A VSP DOCTOR

$10
WELLVISION
EXAM

Focuses on your eyes and overall
wellness

Up to $39Routine retinal screening
Every 12 months

ESSENTIAL
MEDICAL EYE
CARE

Retinal imaging for members with
diabetes covered-in-full

$20 per examAdditional 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

$10PRESCRIPTION GLASSES

Included in Prescription
Glasses

FRAME⁺

$170 Featured Frame Brands allowance
$150 frame allowance
20% savings on the amount over your
allowance
$80 Costco frame allowance
Every 24 months

Included in Prescription
GlassesLENSES

Single vision, lined bifocal, and lined
trifocal lenses
Impact-resistant lenses for dependent
children
Every 12 months

$0

LENS
ENHANCEMENTS

Standard progressive lenses
$95 - $105Premium progressive lenses
$150 - $175Custom progressive lenses

Average savings of 30% on other lens
enhancements
Every 12 months

Up to $60
CONTACTS
(INSTEAD OF
GLASSES)

$150 allowance for contacts; copay does
not apply
Contact lens exam (fitting and
evaluation)
Every 12 months

Glasses and Sunglasses

ADDITIONAL
SAVINGS

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 maximize your
benefits. Choose from our large doctor network including private practice
and retail locations. Plus, you can shop eyewear online at Eyeconic®. Log in
to vsp.com to find an in-network doctor.

*Full Picture of Eye Health, American Optometric Association, 2020.

+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. VSP Premier EdgeTM 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. Visionworks, Eyeconic, and Eyemart
Express family of stores are VSP-affiliated companies.

©2025 Vision Service Plan. All rights reserved.
VSP, Eyeconic, and WellVision Exam are registered trademarks, and VSP LightCareTM and VSP
Premier Edge are trademarks of Vision Service Plan. All other brands or marks are the property
of their respective owners. 136668 VCCM

Classification: Restricted

Make Eye
Health a Priority
with VSP!
Your health comes first with VSP
and COUNTY OF FRESNO. Take a
look at your VSP vision care
coverage.

 

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