Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Anthem® Blue Cross Life and Health Insurance Company

Coverage Period: 07/01/2026 - 06/30/2027
Coverage for: Individual + Family | Plan Type: PPO

REEP — Combined: Modified Anthem Elements Choice PPO 5900

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the

plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will

be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of
coverage, https://eoc.anthem.com/eocdps/ca/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call (866)

837-4388 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for
specific services?
What is the out-of-
pocket limit for this
plan?

What is not included
in the out-of-pocket

Answers

$5,900/person or $11,800/family
for In-Network Providers.
$11,800/person or
$23,600/family for Out-of-
Network Providers.

Yes. Preventive Care. For more
information see below.

No.

$6,100/person or $12,200/family
for In-Network Providers.
$12,700/person or
$25,400/family for Out-of-
Network Providers.
Pre-Authorization Penalties,
Premiums, balance-billing

limit?

Will you pay less if
you use a network

charges, and health care this plan
doesn't cover.

Yes. See www.anthem.com/find-
care/?alphaprefix=JPU or call

provider?

(866) 837-4388 for a list of
network providers. Benefits and

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.
You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an Qut-of-Network Provider, and you might
receive a bill from a provider for the difference between the provider’s charge and what your
plan pays (balance billing). Be aware, your network provider might use an Out-of-Network
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costs may vary by site of service

and how the provider bills.

Do you need a referral | No.

to see a specialist?

Provider for some services (such as lab work). Check with your provider before you get

services.

You can see the specialist you choose without a referral.

ﬂ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common .
Medical Event Services You May Need

If you visit a
health care

provider’s office
or clinic

If you have a test

If you need drugs
to treat your
illness or
condition

More information
about prescription
drug coverage is
available at

WWW.EXPress-
scripts.com

If you have
outpatient

surgery

Primary care visit to treat an
injury or illness

Specialist visit

Preventive care/screening/
immunization

Diagnostic test (x-ray, blood
work)

Imaging (CT/PET scans, MRIs)

Typically Generic (Tier 1)
Typically Preferred Brand &
Non-Preferred Generic Drugs
(Tier 2)

Typically Non-Preferred Brand
and Generic drugs (Tier 3)

Typically Preferred Specialty
(brand and generic) (Tier 4)

Facility fee (e.g., ambulatory
surgery center)
Physician/surgeon fees

In-Network Provider
(You will pay the least)

$35/visit for the first 3 visits;
deductible does not apply,

then 0% coinsurance

$35/visit for the first 3 visits;
deductible does not apply,

then 0% coinsurance

No charge

0% coinsurance

0% coinsurance

Not covered

Not covered

Not covered

Not covered

0% coinsurance

0% coinsurance

What You Will Pay

Out-of-Network Provider
(You will pay the most)

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

Not covered

Not covered

Not covered

Not covered

50% coinsurance

50% coinsurance

Limitations, Exceptions, &

Other Important Information

All office visit copayments count
towards the same 3 visit limit.
Virtual visits (Telehealth)
benefits available.

All office visit copayments count
towards the same 3 visit limit.
Virtual visits (Telehealth)
benefits available.

You may have to pay for services
that aren't preventive. Ask your
provider if the services needed
are preventive. Then check what
your plan will pay for.

none

$800 maximum/service for Out-
of-Network Providers.

Carved out to ESI

$350 maximum/Zadmission for
Out-of-Network Providers.
none

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Common Ui e B Y Limitations, Exceptions, &
Medical Event Services You May Need In-Ne'_[work Provider Out—of-Network Provider Other Important Information
(You will pay the least) (You will pay the most)

0% coinsurance for Emergency

Emergency room care 0% coinsurance Covered as In-Network e
If you need Room Physician Fee.
Irrr:argﬁ:illaatltetention Eg?lirqgrrlgzig?ledlcal 0% coinsurance Covered as In-Network none
Urgent care 0% coinsurance 50% coinsurance none
$500 penalty if Qut-of-Network
preauthorization is not obtained.
If you have a Facility fee (e.g., hospital room) 0% coinsurance 50% coinsurance $600 maximum/day for Non-
hospital stay Emergency Admissions to Out-
of-Network Providers.
Physician/surgeon fees 0% coinsurance 50% coinsurance none
. - Office Visit
Office Visit . o
$35/visit for the first 3 visits; Office Visit 269 LIRS/ RIS G (e
. , deductible does not appl 50% coinsurance cpyered as In-Network, .Vlrtual
Outpatient services = PPYy, P TI visits (Telehealth) benefits
Y
then 0% coinsurance Other Outpatient available
Other Outpatient 50% coinsurance ' :
0% coinsurance Other Outpatient
If you need = none
mental health, $500 penalty if Out-of-Network
behavioral health, preauthorization is not obtained.
or substance $600 maximum/day for Non-
abuse services Emergency Admissions to Out-
Inpatient services 0% coinsurance 50% coinsurance of-_Network Prowders_. 0%
- = coinsurance for Inpatient
Physician Fee In-Network
Providers. 50% coinsurance for
Inpatient Physician Fee Out-of-
Network Providers.
$35/visit for the first 3 visits; $600 maximum/day for Non-
Office visits deductible does not apply, 50% coinsurance Emergency Admissions to Out-
then 0% coinsurance of-Network Providers. Maternity
Childbirth/delivery professional . . care may include tests and
:)frggﬁ aanrte services 0% colnsurance 90% coinsurance services dgscribed elsewhere in
the SBC (i.e., ultrasound).
Childbirth/delivery facility 0% coinsurance 50% coinsurance Coverage includes fertility

services preservation services, see

Fertility Preservation section.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Common Ui e B Y Limitations, Exceptions, &
Medical Event Services You May Need In-Ne'_[work Provider Out—of-Network Provider Other Important Information
(You will pay the least) (You will pay the most)

Home health care 0% coinsurance 50% coinsurance 100 visits/benefit period.
$35/visit for the first 3 visits;
Rehabilitation services deductible does not apply, 50% coinsurance
then 0% coinsurance . , :
:L ggyeﬂizdor;elp o | $35 /visi.t for the first 3 visits: | See Therapy Services section.
have other Habilitation services deductible dogs not apply, 50% coinsurance
. then 0% coinsurance
PEaElnE 100 days/benefit period for
needs Skilled nursing care 0% coinsurance 50% coinsurance ) Gays/e pe
skilled nursing services.
. :
Durable medical equipment 50% coinsurance 50% coinsurance Esefi Dﬁ;ﬁ?igﬁ:?al
Hospice services 0% coinsurance 20% coinsurance none
If your child Children’s eye exam Not covered Not covered none
needs dental or Children’s glasses Not covered Not covered B
eye care Children’s dental check-up Not covered Not covered none

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other
excluded services.)

e Children’s dental check-up e Cosmetic surgery e Dental care (Adult)
e Eye exams for a child e Glasses for a child e Hearing aids
e Long-term care e Non-emergency care when traveling outside e Routine eye care (Adult)
e Routine foot care unless you have been the U.S.
diagnosed with diabetes e Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture 12 visits/benefit period e Bariatric surgery (In-Network) e Chiropractic care 24 visits/benefit period
e Infertility treatment - 3 oocyte egg e Private-duty nursing in a Home Setting only combined with all other therapies
retrievals/lifetime

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: California Department of Insurance, Consumer Services Division, 300 South Spring Street, South Tower, Los Angeles, CA 90013, (800) 927-
HELP (4357) , Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565,
Www.cciio.cms.gov, or contact Anthem at the number on the back of your ID card. Other coverage options may be available to you, too, including buying

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-
800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www.ccii0.cms.gov

Additionally, a consumer assistance program can help you file your appeal. Contact California Department of Insurance, 300 South Spring Street, 14th Floor,
Los Angeles, CA 90013, 800-927-4357, 800-482-4833 (TTY), https://www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

\ To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

o This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
e different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
‘i amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $5,900
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services
like:

Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $5,900
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $70
The total Peg would pay is $5,970

B The plan’s overall deductible $5,900
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $900
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $5,400

B The plan’s overall deductible $5,900
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
W Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $10
The total Mia would pay is $2,810

The plan would be responsible for the other costs of these EXAMPLE covered services.
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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

Spanish

Servicios linguisticos sin costo. Puede solicitar los servicios de un
intérprete. Tambien puede solicitar que le leamos y le enviemos
algunos documentos en su idioma. Llame al numero que figura en
su tarjeta de identificacion o al 1-888-254-2721. Si necesita mas
ayuda, llame al Departamento de Seguros de California al 1-800-
927-4357 (TTY/TDD: 711).

Arabic
Olatase o Jgeanll Sy 558 oo e o Jgeanll Wiy Tlan B il cilasd
zorall Gl e by sl acbied) e Jpaall lialy oll] Leamay Jlu ol g &l | 3
pnsiy Juat) 522 ladl (pe 3y 3l 1-800-254-2721 f el dalall 4 gl Gillay e
1-800-927-4357 (TTY/TDD: 711) &0 e CA & oldll
Armenian
Unwug wpdtph |Gguywl Swnwjnienluutp: nwp Ywpnn Gp
pwuwynp pwnquuwuhs utnwuw(: Hncp upnn Gp unwliwg
thwuwnwpenetn, npnup jwpnnwd Gu atq hwdwp, huy npnautpp®
nLnwpyyned Gu atp [Gauny: Oguniejwl hwdwp quuguwhwptp
Utq atp 1D pwpuinwd Lpywd hwdwpny Ywd 1-888-254-2721
htnwhunuwhwdJdwnpny: Lhwgnighy oqunipejwl hwdwn
quugqwhwntp CA Uwwhnyjwagnpnipjwl pwdwuuncup®
1-800-927-4357 (TTY/TDD" 711)

Chinese
Eﬁ'%mmﬂﬁﬁ o InER LA - afDHESUFIgsa0EE - Fit
SUFR IR S HIROR - o] DS S0 MREr4a 10 - AR Bl -

I—fZE"T 1 ID R U’]EL;ML » BE(FE 1-888-254-2721 I (
E” - ARHUEH A 78N - 55508 1-800-927-4357 (TTY/TDD: 711)
£ CA{ i A
Farsi

aal s il e 0 Canl A o alid aa jie a) e L 4 G L) led
e Jly) O L 5l 4 il 3 g g 208 026 L 05 4 Lk (o) 39 i)
-254-2721 s Jli Lo A Cupime &S oz pvies jleli Ll b o alaial sl
1-800-927- » o 43 CA 4 Uha L jily laial ) gl 2 580 (il 888-1
4,5, (434357 (TTY/TDD: 711)
Hindi
T e &1ToT FaT?| 31T Ue g fRAT STeT Y Hehdl 8 | 3T gEaTae
AT AT H TeaT Hehcl ¢ 31X HS I 3T 18T H Te, oeh f37sar
TFhd & HETIdT & ToIT, 379 ST 12 UT f&T 37T &7 9 AT 1-888-
254-2721 9T §H el Y| 31T8F Geraar & o dre i T Fr

1-800-927-4357 T @hiel < (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus. Koj tuaj yeem tau
txais tus kws txhais lus. Koj tuaj yeem tau txais cov ntaub ntawv
kom muab nyeem rau koj mloog thiab kom muab xa rau koj ua
yam lus koj hais. Rau kev pab, hu peb tus npawb xov tooj muaj
nyob ntawm koj daim npav ID los sis 1-888-254-2721. Rau kev
pab ntxiv hu lub CA Tuam Tsev Hauj Lwm ntsig txog Kev Tuav Pov
Hwm ntawm 1-800-927-4357 (TTY/TDD: 711)

Japanese
WEROSFE—E A, BIREHDZ L b TEXT, XEZHEM
S CitA LT, FELEVTAZ L TEXET, iR—

hABERG S ID A— FICREE# S T O EREE T £72iE1-

888-254-2721 i‘f‘iﬁ%’ﬁﬁ( a3, SHIZFELVWERIZOWNT
X, B Y 7N =THRBR £ THEWaEbEL7EEy, &
¢+ . 1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

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

#CA-CDI-001#
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Khmner

SSAMIBIUNMaNISY UGS SUTNSHM UMTUY
HF?H‘IGQQHJL‘DSDF%&U‘IJH‘IS@JHF% oL

Sphmanie: méjs—ma’nﬁmmums—mﬂ UENUR S
WUSINNUMITRAMUIUSISL BISISIEHAS D 1U0EM U 1-
888-254-2721% WHIUNSWUISY UgImSTigMensINUIL
CA swiwiiiue 1-800-927-4357 (TTY/TDD: 711)

Korean

Fa A MBIA. SSAIS HEAAH SELILHL SAS Aot A
HAUHEE = UL HE AFE Hote A2 2 -H0tH He 2
SUHEE = JUSLICH &S0 2 LotAIH, Aot ID Ft= 0l L2t
U= BHS = 1-888-254-2721 22 2 Matof =A[J| Bt LICH
=2 50| Z2R0tAIH CA E&F0il 1-800-927-4357 (TTY/TDD:
711)2 J36H FTAAIQ.

Punjabi

oo JEf B9z 37 AT A ESTHIE B AT JI A TA3H 3J0
U3 & Y3 59 Aae I w3 IF TS I €Y 3T 3 IR Ia| Hew
BE, ATG WU WEST 993 '3 AOiEy 699 '3 I8 Jd A 1-888-254-
2721. %HEEEETCAHWTE@BT?S]‘EQH’EE@1 -800-927-4357
(TTY/TDD: 711)

Russian

[ocTynHbl GecnnaTHble ycnyrv nepesoaa. Bbl MoxeTe
BOCMOSb30BaTbCA YCnyraMmu nepesof4mka. Bam mMoryT 3aumtaTthb
[IOKYMEHTbI BCNyX, @ HEKOTOPbIE U3 HUX MOTYT ObITb OTMpPaBMeHbI
BaM Ha BalleM si3blke. ECnn Bam Hy)Ha MOMOLLb, NO3BOHUTE HaM
no HOMepy, yKazaHHOMY Ha Ballei MaeHTUUKaALMOHHON KapTe

y4yacTHUKa nriaHa, unun no Homepy 1-888-254-2721. [ina nony4yeHus
AOMONMHUTENbHON NMOMOLLM NO3BOHUTE B [lenapTaMeHT CTpaxoBaHUsA

wrara California no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa Wika. Maaari kang
kumuha ng interpreter. Maaari mong ipabasa ang mga
dokumento sa iyo at ipadala sa iyo ang ilan sa nang nasa wika
mo. Para sa tulong, tawagan kami sa numerong nakalista sa
iyong ID card o 1-888-254-2721. Para sa higit pang tulong
tumawag sa CA Dept. of Insurance sa 1-800-927-4357
(TTY/TDD: 711)

Thai

vinrsanunisuuy bidaaleane aanisn Suaniiaiuudale
anvdunsnsulandsuuy dnatuluisuazarluaalunwraasant la
WanmadnIsANEILIuaa Tdsansdinmnalsiniu
WunaaINsryUnnslsedndrvavaninia 1-888-254-2721
WINmaINITAMNEILINABLNNLGN TdsaTnsfnnansun1sdsenunaung
uaanasiiielan 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Dich vu Ngén ng* Mién Phi. Quy vi co thé duoc bé tri thong

dich vién. Quy vi co6 thé yéu cau ho doc tai liéu hoac glri cho

quy vi mot sé tai liéu bang ngén ngu cla quy vi. Dé duoc tro

glup hay goi cho chung t6i theo s6 dién thoai dwoc ghi trén thé

ID cta quy vi hoac 1-888-254-2721. Bé duoc tro giup thém,

hay goi cho S& Bao hiém CA theo sb 1-800-927-4357
(TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

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

#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

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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