Your summary of benefits

Anthem® Blue Cross

Your Plan:
Custom Anthem Classic PPO 500/20/20
Your Network: Prudent Buyer PPO

Covered Medical Benefits

Costifyouuse anin-

Network Provider

Anthem

Costifyouuse a
Non-Network
Provider

Overall Deductible $500 person/ $1,000 person /
$1,000 family $2,000 family

Out-of-Pocket Limit $4,000 person / $8,000 person /
$8,000 family $16,000 family

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

deductible and individual out-of-pocket maximum.

Preventive Care/ Screening/ Immunization

No charge

40% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit

20% coinsurance
after deductible is
met

40% coinsurance after
deductible is met

Specialist Care Visit

20% coinsurance
after deductible is
met

40% coinsurance after
deductibleis met

Prenatal and Post-natal Care

20% coinsurance
after deductible is
met

40% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

Preferred On-line Visit
Includes Mental/Behavioral Health and Substance Abuse

20% coinsurance
after deductible is
met

$10 copay per visit
deductible does not

apply

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Costifyouuse anin-

Network Provider

Costifyouuse a
Non-Network
Provider

Manipulation Therapy

Coverage is limited to 24 visits per benefit period.

Acupuncture

Coverage is limited to 12 visits per benefit period.

10% coinsurance
after deductible is
met

10% coinsurance
after deductible is
met

30% coinsurance after
deductibleis met

30% coinsurance after
deductibleis met

Other Services in an Office:

Alergy Testing

Chemo/Radiation T herapy

Dialysis’/Hemodialysis

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

20% coinsurance after
deductible is met

20% coinsurance after
deductibleis met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

Diagnostic Services

Lab:

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

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

Outpatient Hospital 20% coinsurance after | 40% coinsurance after
deductibleis met deductibleis met

X-Ray:

Office 20% coinsurance after | 40% coinsurance after

Freestanding Radiology Center

Outpatient Hospital

deductibleis met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductibleis met
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Covered Medical Benefits

Costifyouuse anin-

Network Provider

Costifyouusea
Non-Network
Provider

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductibleis met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

40% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

Emergency and Urgent Care

UrgentCare

20% coinsurance
after deductible is
met

40% coinsurance after
deductible is met

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

$100 copay per visit
and then 20%
coinsurance after

deductible is met

20% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Ambulance

20% coinsurance after
deductible is met

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit

20% coinsurance
after deductible is
met

40% coinsurance after
deductibleis met

Facility Visit:

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

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

Outpatient Surgery

Facility Fees:

Hospital 20% coinsurance after | 40% coinsurance after

deductible is met

deductibleis met
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Covered Medical Benefits

Freestanding Surgical Center

Doctorand Other Services:
Hospital

Costifyouuse anin-

Network Provider

20% coinsurance after
deductibleis met

20% coinsurance after
deductible is met

Costif youuse a
Non-Network
Provider

40% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

Hospital (Including Maternity, Mental / Behavioral Health, Substance
Abuse):

Facility Fees

Doctor and other services

20% coinsurance after
deductibleis met

20% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

40% coinsurance after
deductibleis met

Recovery & Rehabilitation

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

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Rehabilitation services:

Office

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

Outpatient Hospital

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

20% coinsurance after
deductibleis met

20% coinsurance after
deductibleis met

40% coinsurance after
deductibleis met

40% coinsurance after
deductibleis met

Cardiac rehabilitation

Office
Coverage is limited to 36 visits per benefit period.

Outpatient Hospital
Coverage is limited to 36 visits per benefit period.

20% coinsurance after
deductibleis met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductibleis met

Skilled Nursing Care (facility)
Coverage for Inpatient rehabilitation and skilled nursing services is limited
to 100 days combined per benefit period.

20% coinsurance after
deductibleis met

40% coinsurance after
deductibleis met

Hospice

20% coinsurance after
deductibleis met

Not covered
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Costifyouusea

Costifyouuseanin- ' o ork

Network Provider

Covered Medical Benefits

Provider
Durable Medical Equipment 20% coinsurance after | 40% coinsurance after
deductibleis met deductibleis met
Prosthetic Devices 20% coinsurance after | 40% coinsurance after
deductible is met deductibleis met
Notes:

e If you have an office visit with your Primary Care Physician or Specialistat an Outpatient Facility (e.g., Hospital or
Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services” whichis
generally coinsurance or coinsurance after your deductible is met.

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

e Memberis responsible for an additional $500 copay if prior authorization is not obtained from Anthem for non-
emergencyadmissions to non-network providers. Anthem’s maximum paymentis up to $600 per day for non-
emergencyadmissionsto non-network providers.

e Outpatient Facility tests and treatments are limited to $350 per service for Non-Network Providers. Includes
Diagnostic Services, X-ray, Surgery, Rehabilitation, Habilitation, and Cardiac T herapy. Thisalsoincludes Surgery at
Freestanding Facilities. Advanced Diagnostic Imaging s limited to $800 per senvice for Non-Network Providers.

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

BlueCross

Language Assistance Services

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

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

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

Arabic

il U i€e lladll 138 e J geanll Ul @iy LS Lgge 8 e dlaelud Lo (il Dbt LiSed cadaias ol 13) mu..,nm 8ol 8 iy Ja Zaga
(TTY/TDD:711) 1-888-254-272148 )1 | 8 Juai¥l o 5 cdailaall Breludl o J pasll

Armenian

NhcU Nk E30kL. qmpnrluﬂmoui Ep puptpgt) wyu twdwlyp: Gphng, Ukup funpnn Eup mpudwnnt) hus-np Uk, ng
Joquh 2bq Jupru) wyh: Yupnn bip twb wju tudwlp 2kq gpuidnp nwppbpalng npadungpt): Tid&wp ogim pynch
unwbwnt hwdwp jupnn bp wthww wn quiquhwpky 1-888-254-2721 htnw junuwhunfwnny: (TTY/TDD: 711)

Chinese

EEEHE . ZEFEEHERGR ? MREFTE , RMENRABESE, ZEUEUTUESUENES MENEAGEH. NER
E1i%58h |, BT 1-888-254-2721, (TTY/TDD: 711)

Farsi
H)_LA LA_[.IJAL_) |) LSM H_}l}_‘)d ‘.l_x_$|5_)&,o_) )_§| C.L_L_':l}_i_) 1) Fil | O_a‘ ‘1_.’1_”3_—’&0 l_ﬁ)T Dpgs
Dy 4y 1y dels Gl WSl a5 e Gudxens L u0S SeS 1) Lad 4ol ol guSl g3 yo LS adlS
oylad Ly Yo e OLSI ) SaS adloys sl i adlyys gLiogs gy 40 weise
(TTY/TDD:711). 40 08 wlas 1-888-254-2721

Hindi

FEAYUT: T 1T Ig 99 UG Hehdl 87 3R eI, dl §H HTIH 3/ 9o H HeG FA & [oC fhal H 3T
T Fehd g1 3T Tg 97 e o1 A e 7 ofr wer & wha 81 e Ace & v, Foar 1-888-
254-2721 R gXa Hiel LI (TTY/TDD: 711)

Hmong

TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeemtsis tau, peb muajpeev xwm cia lwmtus

pab nyeemrau koj mloog. Tsks tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntavw no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hutamsim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. Independentlicensee of the Blue Cross Association. ANTHEM i sa registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marksof the Blue Cross Association.

MCASH4644CML06/16 DMHC3 DMHCW #CA-DMHC-001#
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ER: COEMERDFTIN? L LEHBVMGEICE, RBEZEMET ILODXIEERTLIENTETY, Ffz. ZOF
BEHRLIT OISR CEVZLDEAFILLLTEET, ROBSICLFT CEREL T, BHIEERT TS, 1-
888-254-2721 (TTY/TDD: 711)

Khmer
Al iﬁgﬁmﬁms;ﬁémg:w? iifemnsie stinins gjeinmmimengsund gﬁr‘imﬁ@gmn‘séms:smmmnmsmmnmmﬁs;ﬁﬁufum silgfegrud guRnAniy wutmgiinmynelue 1-888-254-

27214 (TTY/TDD: 711)

Korean
TR0l M2 Hodd = Ao eIl & Qe B2 =82 £ A0l ASLICE #5H7E AFE St AU 2 AT
MAS oM & Q&LICH 22 22 HOA2H SA| 1-888-254-2721 2 T S}SHUA| 2 (TTY/TDD: 711)

Punjabi
Hd3=ueds: <t 30 feg uyo39 usg Aaed 3? 7 393010 n fer & uzge fode 30gdt Hee B¢ foar 3 98 AgEeT gt 3R

AfeE U339 g mruetgmor fogg fosfount Ifemt Tgctugeny cony 99 AFEd 0| HE3 HeEwE &, foggurgaad 395 1-888-
254-27213 98 99|
(TTY/TDD: 711)

Russian

BAXXHO. MoxeTe n1 Bbl Npo4nTaTth AaHHOE NMCbMO? Ecnm HeT, Haw cneumanncT NOMOXeT Bam B 3TOM. Bbl Takke MoxeTe
nony4nTb AaHHOE NMCbMO Ha BalleMm a3bike. g nonyyveHnsa 6ecnniatHON NOMOoLLM 3BOHMTE NO HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

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

Thai

e AIAEY: mummmmuamv\mﬂannuv\sa”m vnnmuvlummmmuawmuauuu

ENsa FamnE iUl vihufeaaliidmindizng dauaaunalunsnuaswihus asae
masasnIsaNuemdaiaalaifenlding Tusa Tnsdasaivinnaa 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy Vi co thé doc thw nay hay khong’? Néu khong, chung t6i co the bé tri nguoi gitip quy Vi doc thw nay.
Quy Vi ciing cé thé nhan thw nay béng ngdn ngtr ctia quy vi. D& duoc gilip d& mién phi, wi 1ong goi ngay s6 1-888-254-
2721. (TTY/TDD: 711)

It's important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and senvices. For people whose primary language isn’t English, we offer free language assistance senvices through
interpreters and other written languages. Interested in these senices? Call the Member Senices number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these senices or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Senvices, Office for Civil Rights at 200 Independence

Anthem Blue Cross is the trade name of Blue Cross of California. Independentlicensee of the Blue Cross Association. ANTHEM i sa registered trademark
of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marksof the Blue Cross Association.
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REEP Benefits — PPO RxPlan 1

The following outline of your group’s outpatient prescription drug benefit is provided for your information. This document
contains specific coverage and exclusion information related to your prescription benefit provided by REEP and
administered by Express Scripts, Inc. For more information about these drugs or others, you can reach us by calling 1-888-
806-4969 or by going to express-scripts.com. Just click on “Member Services” and login using your member ID. For more
general information about drugs, vitamins and your health conditions, log on to express-scripts.com and select “Drug
Digest”.

Benefit Design
Retail Copayments -30 Day Supply
Generic $10
Formulary Brand $30
Non Formulary Brand $10 + plus cost difference if

generic available**
Mail Service Copayments — 90 Day Supply

Generic $20
Formulary Brand $60
Non Formulary Brand $20 + plus cost difference if

generic available**
** Non Formulary medications will include the cost difference resulting from the Generics Preferred program listed below
** Healthcare Reform preventative items will be covered for a SO copay.

** Claims for Out-of-Network purchases will be reimbursed at 50%.

** Annual Out of Pocket $1500 Individual / 54500 Family

Select Home Delivery Program — This Home Delivery program will encourage you to take action about where you
purchase your maintenance medications. If you don’t take any action, your copayment may increase. The program is
designed to remind you of the benefits and potential savings through the Express Home Delivery pharmacy. You can call
Express Scripts’ Member Choice Center at 877/603-1032 to review your options with a specialist; 1) You can either
transfer your prescriptions to Home Delivery, or 2) opt out of the program.

Express Advantage Network - Certain pharmacies in the Express Scripts Network are identified as preferred pharmacies
(Tier 1). Non-preferred pharmacies are in Tier 2. When you fill your prescriptions at a preferred Tier 1 pharmacy, you will
pay the copay as outlined for your plan. But, if you choose to use a Tier 2 pharmacy, you may pay up to an additional $15
plus your copay for each prescription you fill at a non-preferred pharmacy. Some examples of preferred Tier 1 pharmacies
include (but are not limited to) Rite Aid, Stater Bros., Albertsons, Vons, Costco, Target, Sam’s Club and Walmart.

Other Programs will remain in place and include;

Generics Preferred - If you - OR - Doctor select a brand drug when a generic drug is available you will pay the brand copay
plus the difference in cost between the brand and generic. Your doctor must provide medical necessity to override the
additional cost.

Accredo Exclusive Specialty Program - All specialty medications must go through the Accredo Pharmacy after one fill at
retail. Please call 1-800-922-8279 if you are on a specialty injectable medication or specialty drug.
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All prescription medications are covered by your plan. However some prescription products are excluded under your
plan and are noted below.

= All over-the-counter products & drugs, and over the »* Homeopathic Medications and Medical Foods
counter equivalents** = Fertility Agents

= Serums, Toxoids, Vaccines = Hair Growth Agents

= Depigmentation agents and Injectable Cosmetic = Contraceptive Devices, Implants, and IUDs
agents = Injectable Drugs to treat impotency (Yohimbine)

= Durable Medical Equipment = Allergens

= Drugs used for investigational purposes, of for off- = Unit dose packaging, or repackaged products
label use

= Diagnostic, Testing and Imaging Supplies

The following OTC drugs are covered: Diabetic Supplies, Peak Flow Meters, Non Insulin Syringes, and Respiratory Therapy Supplies
*Certain Injectable medications are not covered. ** Please call 1-888-806-4969 if you have a question on a drug that is not outlined
or visit our website at express-scripts.com.

Prior Authorization & Step Therapy

Prior authorization is needed for certain medications. If you have questions on a particular drug, please contact Customer
Service or visit express-scripts.com to perform a coverage check. Please have your doctor call Express Scripts at 1-800-
753-2851 to go through a clinical review on your medication if it is subject to prior authorization.

Prior Authorization is a program that helps you get the prescription drugs you need with safety, savings and — most
importantly — your good health in mind. It helps you get the most from your healthcare dollars with prescription drugs
that work well for you and that are covered by your pharmacy benefit. It also helps control the rising cost of prescription
drugs for everyone in your plan.

The program monitors certain prescription drugs to ensure that you are getting the appropriate drugs for your disease
state. It works much like healthcare plans that approve certain medical procedures before they’re done, to make sure
you’re getting tests you need: If you’re prescribed a certain medication, that drug may need a “prior authorization.” It
makes sure you’re getting a cost-effective drug that works for you. For instance, prior authorization ensures that covered
drugs are used for treating medical problems rather than for other purposes.

Drug Quantity Limits

The Drug Quantity Management program manages prescription costs by ensuring that the quantity of units supplied for
each copayment are consistent with clinical dosing guidelines as recommended by the Food & Drug Administration (FDA).
The program is designed to support safe, effective, and economic use of drugs while giving patients access to quality care.
Express Scripts clinicians maintain a list of quantity limit drugs, which is based upon manufacturer-recommended
guidelines and medical literature. Online edits help make sure optimal quantities of medication are dispensed per
copayment and per days’ supply.

Express Scripts Home Delivery Pharmacy Express Scripts Customer Express Scripts Website
PO Box 66567 Service WwWw.express-scripts.com
St Louis, Mo 1-888-806-4969

Open 24 hours, 365 days a year
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