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This Summary of Benefits is a brief everview of your Elan's benefits only. For mote detailed information about the benefits in your
plan, please refer to your Certificate of Insurance or Evidence of Coverage (EGC), which explains the full range of covered services, as
well as any exclusions and limitatiens for your plan.

Anthem Bis Gross HM0D benefils are covered only whan services are arovidec or eoordineted hy the peimary care physician and authorizet by the
narticipating medical group or independent practios association (IPA), excapt services provided under the "ReadyAccess” pragram, 0B/GYN services
received within the member's medical group/IPA, and services for alf mertal and nervous disarders and substance abuse. Benefits are sulject to all
terms, canditions, limitations, and exclusions of the Policy. :

Annual copay maximum: individual §1,500; Family $3,000

The foliawing copay does not apply to the arnual copay maximum: for infertility services

" Covered Services Per Member Copay

Preventive Care Services

Preventive Care Sarvices Inclugding™, physical exams, praventive No copay
SCreenings (including screenings for cancer, HPY, diabetas, cholestero)
Dipod pressuie, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for i the guidelines supported by the Health
Resaurces and Servicss Administration.

“This list is not exhaustive. This benefit inchedes alf Praventive Care
Services reguired hy federal and state law.

Smoking Cessation Program No conay
Physician Medical Services

o {ffice & home visits §20/isit
o Spacialists $20/visit
o Skilled nursing Tacility visits No cepay
o Hespitat visits Na copay
o Injectable madications in physician's office (exciding affergy serum | 20%fup 1o $150 maximum copay

and imanization}

o Surgeon & Surgical assistant No copay
o Anesthesiologist or anesthatist Mo copay
Acupuncture $20/visit

Qutpatient Medical Services ( Services received i a faspital other
than emergency room Services, or in any racility that is affiliater with &

hospital

o (utpatient sirgery & supplies $100/agmit

o tdvanced Imaging $100/est

o Al other Xray & laboratory tasts {ingluging genatic testing! Ne copay

o Radiation therapy, chemntherapy & hemodialysis reatment & $2anisit
Infusicn therapy

o Other futpatient Medicat Servicas including: $20Mvisit

Rehabilitation Therany (Pysical Dreupational, or Speech Therapy,
fimited to 2 60-day period of carg}

General Medical Services (when perfarmed in non-hospifat-hased

raoility}

o Advanced Imeging $100/test
o All other X-ray & laboratory tests Uncluding genetiy festing No capay
o Hlergy testing & treatment fnsiuting serums) $20Nisit
o Radiation therapy, chemotherapy & hemadialysis treatment & $20hisit

Infusion therapy

o Rehabifitation Therapy (Physizal Qrcupations] or Speech Therapy | SZ0NVISit
or Chirppractic Care, limited fo 6-0ays petiod of care)

Emergency Care
o Paysician & medical services No copay

CONTINGED BN NEXT PAGE




Covered Services

o Quipatient hospital emergdency room services

Per Memher Copay

SO NISIT {waived if admitted inpalient

Inpatient Medical Services

{fimited tp 100 da ys/aalz’ndar year

Semi-private room or private reom, medically nesessary sendces & $200/admit

sugplies F

Urgent Care S ) )

taut of service area) $20/visit (copay waived if somitied inpatient and outpaiient £R. Forin
area, conrtact your PCF or medical group)

Skilled Nursing Facilit

o Rental and Purchase of DME (Breast pump and suppiias are covered
under preventive care at g charge)

o Al necessary services & sunplies { excliing take-homs drygs) No capay
Ambulance Services ‘

o Transportation whan medically necessary $100/trip
Ambulatory Surgical Center _
o (utpatient surgery & supplies §100/acmit
Pregnancy and Maternity Gare

Frenatat & postnatal Professional (physician) services $20/visit
{For your Inpatient copay, see Inpatient Meglcal Services. For your

Oulpatient Services capay, see Dutpatient Medical Services)

Elective Abortions (including prescription diug for abortion, $1a0
mifepristong)

Prosthetic devices (including Ortfiotics) No copay
Durable medical equipment 20%

Family Pianning Services
o infertility stidias & tests

50% of covered axpensa’

o Specialist affice visits

o Female Sterilization (ncluding tubal figation and Nocopay
counseling/consuftation)

o Male Sterilization $50 4

o Counseling & consultation $20/visit

Mental or Nervous Disorders and Substance Abuse

Inpatient Gare '

o Facility-based care (preguthorization required $200/admit

o Physician hospital visits No copay

Outpatient Care

o Facility-tbased care { pre-suthorization regquired No copay

o (utpatient physician visits (Reravioral Health treatment will be $20/visit

Subject o pre-service revigw)

Home Health Care .

{Himited to 100 visits/Calendar yaar; ong visit by 3 home heallf aide §20Misit

aauals Four houes or l8ss)

Haspice Care {npatient or oulpatient services, Tamily hereavement Mo copay

Srvivast

Organ and Tissue Transplant ‘

o Inpatient Gare $206/adwmit

o Physician office visits $20/visit
$20visit

This Summary of Benefits has been undated to comply with Tederal and state requirements, including applicabie arovisions of the recently enacied
federal health care reform laws. As wa receive additional guidance and clarification on the new health care reform laws from the LS, Department of
Heaith and Human Services, Department of Labor and Internal Ravenue Service, we may be requirad to make additional changes to this Summary of
Benefits. This Summary of Benefits, as updated, s subject ta the approval of the Caiifarnia Department of tnsurance and the Celifornia Department of

Managed Health Gare (as applicablal,

1 Nat applicable to the annual copay maximum
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