Your summary of benefits Anthem &

Anthem® Blue Cross
Your Plan: REEP — Combined: Custom Value Deductible HMO $500 40/0 0% (HMO 40 Chiro)
Your Network: Select HMO

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 $40 copay per visit medical deductible does not apply
Covered Medical Benefits Cost if you use an In-Network Provider
Overall Deductible $500 person /

$1,000 family
Overall Out-of-Pocket Limit $1,500 single /

$4,500 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 or Urgent 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 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 single 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 single
out-of-pocket limit.

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

Doctor Visits (virtual and office) Your plan requires the selection of a Primary Care Physician (PCP). A referral from your
Primary Care Physician (PCP) is required for Specialist care and most other providers for select covered services.

Primary Care (PCP) virtual and office $40 copay per visit medical deductible does not
apply

Mental Health and Substance Use Disorder Services virtual and office | No charge

Specialist Provider virtual and office $40 copay per visit medical deductible does not
apply

Other Practitioner Visits

Maternity services

Prenatal and Postpartum care $40 copay per visit medical deductible does not
apply

Delivery No charge after medical deductible is met

Retail Health Clinic for routine care and treatment of common ilinesses; | $40 copay per visit medical deductible does not
usually found in major pharmacies or retail stores. apply
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Covered Medical Benefits Cost if you use an In-Network Provider

Manipulation Therapy
Coverage is limited to 30 visits per benefit period.

Acupuncture

$10 copay per visit medical deductible does not
apply
$40 copay per visit medical deductible does not
apply

Other Services in an Office
Allergy Testing

Prescription Drugs Dispensed in the office

No charge

No charge

Outpatient Hospital

Surgery $40 copay per surgery medical deductible does
not apply

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

No charge after medical deductible is met

Diagnostic Services X-Ray
Office

Freestanding Radiology Center

Outpatient Hospital

No charge
No charge

No charge after medical deductible is met

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

Office
Freestanding Radiology Center

Outpatient Hospital

$40 copay per visit medical deductible does not
apply

$40 copay per visit medical deductible does not
apply

$40 copay per visit after medical deductible is
met

Emergency and Urgent Care

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

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

In-Network and Out-of-Network Providers:
$40 copay per visit medical deductible does not
apply

In-Network and Out-of-Network Providers:
$100 copay per visit medical deductible does not
apply
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Covered Medical Benefits Cost if you use an In-Network Provider

Emergency Room Doctor and Other Services

Ambulance

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

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

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Ambulatory Surgical Center

Physician and other services including surgeon fees
Hospital

Facility Fees No charge after medical deductible is met
Doctor Services No charge

Outpatient Surgery

Facility Fees

Hospital $250 copay per visit after medical deductible is

met

$250 copay per visit after medical deductible is
met

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

$250 copay per admission after medical
deductible is met

Physician and other services including surgeon fees No charge

Home Health Care No charge

Coverage is limited to 100 visits per benefit period.

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 No charge

Outpatient Hospital No charge after medical deductible is met

Pulmonary rehabilitation
Office

Outpatient Hospital

$40 copay per visit medical deductible does not
apply
No charge after medical deductible is met

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.
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Covered Medical Benefits Cost if you use an In-Network Provider

Office $40 copay per visit medical deductible does not
apply
Outpatient Hospital No charge after medical deductible is met

Dialysis/Hemodialysis

Office No charge

Outpatient Hospital No charge after medical deductible is met
Chemo/Radiation Therapy

Office No charge

Outpatient Hospital No charge after medical deductible is met
Skilled Nursing Care (facility) No charge after medical deductible is met
Coverage is limited to 100 days per benefit period.

Inpatient Hospice No charge after medical deductible is met

Additional Services, Equipment and Devices

Durable Medical Equipment No charge after medical deductible is met
Prosthetic Devices No charge after medical deductible is met
Wigs No charge after medical deductible is met
Coverage for wigs is limited to 1 item after cancer treatment per benefit

period.

Cost if you use an

Cost if you use an In-

Covered Prescription Drug Benefits Network Pharmacy Out-of-Network
Pharmacy

Pharmacy Deductible Not covered Not covered

Pharmacy Out-of-Pocket Limit Not covered Not covered

Prescription Drug Coverage
Network:
Drug List:

Day Supply Limits:

Tier 1 - Typically Generic Not covered Not covered
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Covered Prescription Drug Benefits

Cost if you use an

Cost if you use an In- Out-of-Network

Network Pharmacy

Pharmacy
Tier 2 - Typically Preferred Brand Not covered Not covered
Tier 3 - Typically Non-Preferred Brand Not covered Not covered
Tier 4 - Typically Specialty (brand and generic) Not covered 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.

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.

The representations of benefits in this document are subject to California Department of Managed Health Care (DMHC)
approval and are subject to change.

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 HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental health and substance use disorders.
Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.

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

Questions: (833) 913-2236 or visit us at 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:
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 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.

Spanish

IMPORTANTE: ;Puede leer esta carta?

Si no, podemos pedirle a alguien que le
ayude a leerla. También es posible que pueda
solicitar que le enviemos esta carta escrita

en su idioma. Para obtener ayuda gratuita,
llame de inmediato al 1-888-254-2721
(TTY/TDD: 711).

Arabic
Wiy ¢l a1 (50 o1 13) T o3 Bl 53 aalaiad s zols
L}nl...d_ﬂ\_)sn_ujﬂ Lﬂ_td_)suﬁ_b_mmubwu‘._dhd
sacbine o Jgeanll Slialh & €0 dll yll 028 e () sunasl)
B L sl o JLa¥ o e
1-888-254-2721. (TTY/TDD: 711)

Armenian

NrourNhE8NRL. Ywpnnwln'wd Gp
Ywpnuw) wyu bwdwyp: 6rE ny, UGup Jupnn
GUp wnwewnyt) nplle JGYh ogunieiniup® kg
hwdwp wju yupnuwnt hwdwn: “nup Jupnn
Gp Lwle wyu bwdwyp unwbw é6p Gayny:
Uudéwn oquntejwl hwdwn fubnpnd Gup
wldhpwwtu quuquwhuwpb|® 1-888-254-2721.
(TTY/TDD: 711)

Chinese

HY - TEEEILEN ? R AR - FMTILIEEA
EUE - (T DS DUCHTE S SIS -
WEE R EE ) - S5 H1EEE 1-888-254-2721.
(TTY/TDD:711)

Farsi
peel L (o 20 g8 Gl 4l ) Sl iy K1 el e L
a5 ) il amal i o il s o 4 Lad SeS 2K
OB ga il 50 A (gl il 50 Sl Bl e Ll 148 L
o led 1-888-254-2721. (TTY/TDD: 711) Ll
28,

Hindi

FEcaYUT: FIT 319 Tg IF U Fehd &7 AT =g,
Az U A Fl A Aeg T wFa 1 T8

U 31T 39T 197 7 &7 forear wehd §1 ek
eI & [T, F9aT I 1-888-254-2721

QT il | (SEESAEER711)

Hmong

TSEEM CEEB: Koj puas nyeem tau daim
ntawv no? Yog tias tsis tau, peb muaj qee

tus neeg pab nyeem nws rau koj. Koj los kuj
yuav tau txais ib daim ntawv sau ua kom yam
lus. Rau kev pab dawb, thov hu tam sim ntawm
1-888-254-2721. (TTY/TDD: 711)

Japanese

HE . ZOXELXHOIENTEETN?
AP EMTERWES, ETHZ LR
ARETY, H7o, HARGETRS NI Z DL
HEEEMTZITWLSZ LR TEET, HBE
DI E ZHBOYEE . 1-888-254-2721
(TTY/TDD:711) (Z ZHHE < 72 &0,

Khmner

e tﬁajﬁmﬁmsﬁt_‘imtesmam?
OHSIS IDRINGOSES SIS
HRRMGS S Ut SAUSIS IS AN
TURHANATRN o URSWisnw
NESHIE UYSINNESMUIMUIWiiug
1-888-254-2721. (TTY/TDD: 711)

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.

#CA-DMHC-001#
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Korean
SQ:0| HXE HAOA £ UOAIR?

X RO FL, 012 A = UALS
35S Mol E€ == JAsLIt FHotel

D012 B BB QHOZ LR A5
USLICH Bao =z Maste =30

Z Rotdl B2, 1-888-254-27212H O = Hi=2
Actolf =& AIL. (TTY/TDD: 711)

Punjabi

st ZHT fog fgét ug e I? Add odl, 3T wHt
fard ugs <9 3973t Hee 39 AR Jf| IH
far fg &t & wruet 3 199 = 8y Hele J
Ha3 Hee 341, [ddur 999 393 TR '3 I8
o3 1-888-254-27211 (TTY/TDD: 711)

Russian

BAXXHAA NHOOPMALUUA: MoxeTe nu
Bbl MpoYnTaTh AaHHoe NnucbMo? Ecnu Her,
Hall cneyuanucT NOMOXET BaM B 3TOM.
Bbl Takke MoxeTe nony4nTb JaHHOe
NMCbMO Ha BalweM si3blke. [1ns nonyyeHuns
HecnnaTHoi NOMOoLLM 3BOHUTE NO HOMEPY
1-888-254-2721. (TTY/TDD: 711)

It's important we treat you fairly

Tagalog

MAHALAGA: Mababasa mo ba ang

sulat na ito? Kung hindi, mayroon kaming
makakatulong sa iyo na basahin ito.
Maaari mo ring makuha ang sulat na ito
nang nakasulat sa iyong wika. Para sa
libreng tulong, mangyaring tumawag
kaagad sa 1-888-254-2721.

(TTY/TDD: 711)

Thai

dfiny: AnkENIsnauanIeil lavsalu
winanamanIeil e 1sramnsavalu
lnsdnaugonnainle AoEINIsn5a9Ta
aamnuiiidoulunisrvasans Tt
WINAaINIsAMNTIEAauLL INiAN 17
TsaTnsns laviuii 1-888-254-2721.
(TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 doc duoc la thw
nay khéng? Néu khéng, chiing ti co thé
nh& ai doé giup quy vi doc. Quy vi cling cé
thé yéu cau thw nay viét bang ngén ngi
clia quy vi. Dé dwoc tro gitp mién phi,
hay goi ngay dén sb 1-888-254-2721.
(TTY/TDD: 711)

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 1D
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

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-DMHC-001#
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V49 EXPRESS SCRIPTS

REEP Benefits — HMO Rx Plan 5

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 $15
Formulary Brand S40 — after deductible
Non-Formulary Brand $80 — after deductible
Mail Service Copayments — 90 Day Supply
Generic $30
Formulary Brand $80 — after deductible
Non-Formulary Brand $160 — after deductible

** Healthcare Reform preventative items will be covered for a SO copay.
** Claims for Out-of-Network purchases will be reimbursed at 50%.
**Deductible 5250 Individual / S500 Family

** Annual Out of Pocket S1000 Individual / S3000 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.

HMO Rx Plan 5 - (Anthem) Page 1
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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, certain Vaccines are covered = 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 WWW.express-scripts.com
St Louis, Mo 1-888-806-4969

Open 24 hours, 365 days a year
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