Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

&% KAISER PERMANENTE. : TRADITIONAL PLAN

Coverage Period: 01/01/2026-12/31/2026

Coverage for: Individual/Family | Plan Type: HMO

A

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 see

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). 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

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions Answers Why this Matters:

What is the overall 30 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.

Are there services

covered before you meet
your deductible?

Not Applicable.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$1,500 Individual / $3,000 Family

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.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

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

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

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

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

VALLEY CENTER MUNICIPAL WATER DISTRICT
PID:104350 CNTR:1 EU:-1 Plan ID:24 SBC ID:606987
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May : : Limitations, Exceptions & Other Important
- Plan Provider Non-Plan Provider .
Medical Event Need (You will pay the least) (You will pay the most) Information

Primary care visit to
treat an injury or No Charge Not Covered None
illness

If you visit a health ialist visi

care provider's Specialist visit No Charge Not Covered None | |

office or clinic Preventive care/ You ma;y haxe éo pay for s_gm%et?] that aren't
— preventive. Ask your provider if the services
m{i i No Charge Not Coversd needed are preventive. Then check what your

plan will pay for.

rDai; &gf)ﬂc\,bf,fﬁ)(x' No Charge Not Covered None

If you have a test I — e
srgaar?én?\/l(Rl's) No Charge Not Covered None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

$5 / prescription

Not Covered

Up to a 100-day supply retail and mail order.
Subject to formulary guidelines. No Charge for
Contraceptives.

Preferred brand
drugs (Tier 2)

$5 / prescription

Not Covered

Up to a 100-day supply retail and mail order.
Subject to formulary guidelines.

Non-preferred brand
drugs (Tier 2)

$5 / prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

$5 / prescription

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | No Charge Not Covered None
center)
]I:’e};)ésician/ SUTgeON I\ Charge Not Covered None
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What You Will Pay What You Will Pay

Common Services You May : : Limitations, Exceptions & Other Important
. Plan Provider Non-Plan Provider .
atlEl ST Need (You will pay the least) (You will pay the most) [ifeet ey
EMEIQeNcy 100m /g0 visit §50 / visit None
If you need P :
: : . Emergency medical - ;
:ar::tcii;?]te medical transportation $50 / trip $50 / trip None
Non-Plan providers covered when temporarily
Urgent care No Charge Not Covered outside the service area: No Charge
Facility fee (e.g.,
if you have a hospital room) No Charge Not Covered None
hospital stay F hysician/surgeon No Charge Not Covered None
ee
If you need mental | Qutpatient services | No Charge Not Covered No Charge.
health, behavioral
health, or substance |npatient services | No Charge Not Covered None
abuse services
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
If you are pregnant [HESTL]L
Childbirth/delivery
orofessional services No Charge Not Covered None
Childbirth/delivery
facility services No Charge Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

No Charge

(You will pay the most)
Not Covered

3 visit limit / day, 100 visit limit / year.

Rehabilitation

TS Inpatient/Outpatient: No Charge | Not Covered None
Habilitation services | No Charge Not Covered None
Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.

Durable medical

20% coinsurance

Not Covered

Limited to base-covered items in accordance
with formulary guidelines. Requires prior

If your child needs
dental or eye care

equipment authorization.
Hospice service No Charge Not Covered None
Children's eye exam | No Charge for refractive exam | Not Covered None

Children's glasses

No Charge

Not Covered

Up to $100 glasses or contact lenses (instead
of glasses) / 24 months.

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.)

® Bariatric surgery
e Cosmetic surgery
e Dental Care (Adult & Child)

® Hearing aids
® | ong-term care

® Non-emergency care when traveling outside

the U.S.

® Private-duty nursing
® Routine foot care
® \Weight loss programs

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

® Acupuncture (plan provider referred)
® Chiropractic care (20 visit limit / year)

® |Infertility treatment

® Routine eye care (Adult)

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 shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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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 the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.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.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

TRADITIONAL CHINESE (FX): iR FZE P XHIE B, HIRITIX 453 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-800-278-3296 (TTY: 711)

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:

different health plans. Please note these coverage examples are based on self-only coverage.

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

Peg is Having a Baby

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

hospital delivery)

B The plan's overall deductible $0
B Specialist copayment $0
B Hospital (facility) copayment $0
B Other (blood work) copayment $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)

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

B The plan's overall deductible $0
B Specialist copayment $0
B Hospital (facility) copayment $0
M Other (blood work) copayment $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)

Mia's Simple Fracture
(in-network emergency room visit and follow up

care)
B The plan's overall deductible $0
M Specialist copayment $0
B Hospital (facility) copayment $0
M Other (x-ray) copayment $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 | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $10 Copayments $200 Copayments $100
Coinsurance $0 Coinsurance $100 Coinsurance $0
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $60 The total Joe would pay is $300 The total Mia would pay is $100

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

In this document, “we”, “us”, or “our” means Kaiser Permanente (Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical
Group, Inc., and the Southern California Medical Group). This notice is available on our website at kp.org.

Discrimination is against the law. We follow state and federal civil rights laws.

We do not discriminate, exclude people, or treat them differently because of age, race, ethnic group identification, color, national origin, cultural background,
ancestry, religion, sex, gender, gender identity, gender expression, sexual orientation, marital status, physical or mental disability, medical condition, source
of payment, genetic information, citizenship, primary language, or immigration status.

Kaiser Permanente provides the following services:
® No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
® No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, call our Member Services department at the numbers below. The call is free. Member services is closed on major holidays.

® Medicare, including D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. to 8 p.m., 7 days a week.
o Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week.
e All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week.

Upon request, this document can be made available to you in braille, large print, audio, or electronic formats. To obtain a copy in one of these alternative
formats, or another format, call our Member Services department and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with us if you believe we have failed to provide these services or unlawfully discriminated in another way. You can file
a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage or Cerftificate of Insurance for details. You can call Member
Services for more information on the options that apply to you, or for help filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Call our Member Services department. Phone numbers are listed above.
® By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

® In person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your provider directory at
kp.org/facilities for addresses)

® Online: Use the online form on our website at kp.org


http://www.kp.org
http://www.kp.org
http://www.kp.org/facilities
http://www.kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Med/-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone or by email:
® By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)
e By mail: Fill out a complaint form or send a letter to:

Office of Civil Rights

Department of Health Care Services
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

California Department of Health Care Services Office of Civil Rights Complaint forms are available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspX

® Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office of Civil Rights. You can file your complaint in writing,
by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)
e By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

U.S. Department of Health and Human Services Office for Civil Rights Complaint forms are available at: https://www.hhs.gov/ocr/office/file/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at: https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov
https://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Notice of Language Assistance

English: ATTENTION. Language assistance is available at no cost to you.
You can ask for interpreter services, including sign language interpreters. You
can ask for materials translated into your language or alternative formats,
such as braille, audio, or large print. You can also request auxiliary aids

and devices at our facilities. Call our Member Services department for help.
Member services is closed on major holidays.

. Medicare, including D-SNP: 1-800-443-0815 (TTY 711),8a.m.to8 p.m., 7
days a week

. Medi-Cal: 1-855-839-7613 (TTY 711), 24 hours a day, 7 days a week

. All others: 1-800-464-4000 (TTY 711), 24 hours a day, 7 days a week
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g sl 3ol 7 3L 8 N lalia 8 ((TTY 711) 1-800-443-0815 :l= D-SNP <l i L <Medicare o
gl ol 7 sl 33cW24 (TTY 711) 1-855-839-7613 L= :Medi-Cal o
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Armenian: NhTUTINPESNPL: LEiquljut wowljgnipiniup hwuwbbkh E dkq mddwp: Inip Jupnn tp nunpt) putwdnp
pupgUuunipjul Swnwnipniubtp, wn pynid dtunkph (kqyh pupgdwihsubp: dnip upnn Gp jpungpk) dkp 1Eqyny
pupguuiudws ynipbp jud wyptnputpuyhtt dbwswthbp, htiswhuhp Bt ppuyp, dwyimgpnipiniup jud junsonp nunwnbuwlp:
“Inip Jupny tp twb nhut] odwtinul] wewlgnipjuts b umppbph hwdwp, npnup welw kb Ukp hwunwwnnipniuttpnid: Oqunipjut
hwdwp quuquhwptp dkp Bunuwdubph uvyuwuwpldwt pudh: Gunudubph vywuwpldwt pudhtp thwl Ehhdbwljui wnint
opknpht:

e Medicare, ukpwunju D-SNP" 1-800-443-0815 (TTY 711), 8 a.m.-hg 8 p.m.-p, pwpwpn 7 on

¢ Medi-Cal’ 1-855-839-7613 (TTY 711), opp 24 dwd, owpwpn 7 on
e Ujniu pnnpp 1-800-464-4000 (TTY 711), opp 24 dwd, owpwpn 7 op

Chinese: SR » Sl TAEHAZ B - (SETLSORAAN RILLI VRS » (03 ABIIE 5 - 6o USRI YORLB R ST 1
SRS A © ATE S~ BRI » A5 T UK I T e A 1 D T LRIt « 1A 2 b AR 5 SO LAY
B - ST B e SR R P -
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e Medicare, 1% D-SNP : 1-800-443-0815 (TTY 711) » /5 7 % » 47 8 S E0G | 8 15
e Medi-Cal : 1-855-839-7613 (TTY 711) » 55 7 K » &K 24 /NIt
o FrAHA IR TR ¢ 1-800-757-7585 (TTY 711) » 55 7 K » K 24 /\NIf

Ofipar o LS () e sie alen ) i€ Caul & 50 1) (ol des i ladd 3l e 3l 2 s el o) s 0BG sk 4y L) aelas i saiee s (ISl L4255 tFarsi
5 LS il i e inan b3 iy b la b e Jib o o alen ) eani€ il a1 G 8ls Gl o by liasd () 40 eadaes i ldae il i
al sy ans ) hand 3 celime) ladd a5 Gl Lo slime ] ciland 1y oSS <l ) gy L€ ol g Lo 581 e 3 1 LSS slaol&inn

2,80 i 4ia 55,57 3 ¢ pac 8 Ui maa 8 H(TTY 711) 1-800-443-0815 »_lei Lt : D-SNP JsLi <Medicare o
2,80 el A 55, 7 il el 24 53 ((TTY 711) 1-855-839-7613 »_leis s :Medi-Cal o
2,80 el aiia 55, 7 ¢yl Gl 24 53 ((TTY 711) 1-800-464-4000 o lei L Koo 3)) e 4ss @

Hindi: &aTeT &1 ST GeTddm 39eh faw fo=m fhell eosh & 3ueiets §1 319 gHIiNar it & fov 3 X §ohd ©, forad
TS olardsT & gy o e &1 3T WA T 3= o a1 dwfeus gy, S 99, 3ifEa, @ 93 e & 3neee
A & TAT T g Tord §) AT §AR FideT-chal W FeTeh AL 3T 3YHON [ 8 T T Feho 81 TGHAT & forw
§AN ek QaT fATeT &l @il Y| Ge&d Qa1 [qermer qeg ol ard & dg W@ &

e Medicare, T3 D-SNP enf&e & 1-800-443-0815 (TTY 711), &g 8 §of ¥ U 8 § dh, Iodig & 7 &t
e Medi-Cal: 1-855-839-7613 (TTY 711), = & @idg &2, dvae & 7 R+
o ST T 1-800-464-4000 (TTY 711), ot & iy ©¢, Teag & 7 oo

Hmong: FAJ SEEB. Muaj kev pab txhais lus pub dawb rau koj. Koj muaj peev xwm thov kom pab txhais lus, suav nrog kws txhais
lus piav tes. Koj muaj peev xwm thov kom muab cov ntaub ntawv no txhais ua koj yam lus los sis ua lwm hom, xws li hom ntawv
rau neeg dig muag xuas, tso ua suab lus, los sis luam tawm kom koj. Koj kuj tuaj yeem thov kom muab tej khoom pab dawb thiab
tej khoom siv txhawb tau rau ntawm peb cov chaw kuaj mob. Hu mus thov kev pab rau ntawm peb Lub Chaw Pab Tswv Cuab. Lub
chaw pab tswv cuab kaw rau cov hnub so uas tseem ceeb.

e Medicare, suav nrog D-SNP: 1-800-443-0815 (TTY 711), 8 teev sawv ntxov txog 8 teev tsaus ntuj, 7 hnub hauv ib lub vij
e Medi-Cal: 1-855-839-7613 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij
e Tag nrho lwm yam: 1-800-464-4000 (TTY 711), 24 teev hauv ib hnub, 7 hnub hauv ib lub vij

Japanese: ZHEE, Sin P AN— MIEEITIRIHWELET £, HRTIIFFEEREZLERP—EALKHTE ET, A5, K
RET, ST AR E, DRICOFHICHRSNTERRH O 7 4 —~ v FOBERZRD L Z N TS E9, Hhokx T
(TN AR BSOS D RS B K-> TR Y £, XENLERTTIT, MAEZEY — 2B EGR ZEV, MAEmIT I —e 23+
ZIMRH TIXEXL TR ¥ A,

e D-SNP %%t Medicare: 1-800-443-0815 (TTY 711). Fil 8 WA 2R1% 8 WE T, fEPME(L
e Medi-Cal: 1-855-839-7613 (TTY 711). 24 W#[i], 4EH (K
o ZDfh4AT: 1-800-464-4000 (TTY 711). 24 W[, 4FrpaEk

Khmer (Cambodian): WHGHGHINNAS WM ANANSIENUE SAMG UNUHAY HRMGIATIUNERUATD jJENRERURTDM &
FUIEMEHTETT R GIANAANRE RN SUMDMM ANUIHA YSBRIGRIG) A GMHARANU A8 URARG I HRRMGIEga
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BeislignutanaI8 99

« Medicare, jE§1i D-SNP: 1-800-443-0815 (TTY 711) Nt 8 {{Ifi £ 8 WU 7 IGANYWAMU)
e Medi-Cal: 1-855-839-7613 (TTY 711) 24 {WAUGWIG 7 i3AUYWaMU
o IEUING)52 1-800-464-4000 (TTY 711) 24 TENUANYUAG 7 IGANYWAIL
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A o9 mE 2 FH sk e A Pae
s _

o 7Fd AR A

e Medicare(D-SNP 3}), 5= 79 27 8A]~2 5 84|l 1-800-443-0815 (TTY 711) M o2 72
e Medi-Cal: 1-855-839-7613 (TTY 711), 5+ 7Y, 3} 24 A 7F
o 7]E}: 1-800-464-4000 (TTY 711), 5= 7Y, &7 241 7F

Laotian: Yupgaw. Jnaugosfisdavwasglomauiosdsens. nausauaasdSnauyagwaga, asudiquiswagal. gaugauaosla
cdonegudiuwagazegnay § sucuuSuiBudnasyyy, 1J9, 3 navdogzmaolng. vensniunauggauInse9Eioggos
09 uar gvenaunaugoylie lsrtautizegwonda. Wt tundSnaugzuadnzeguwon@adisgaoaugouifie. weaundANa
sruasnuludoludSudingigasiunage).

e Medicare, aowuidly D-SNP: 1-800-443-0815 (TTY 711), %Euguéq ;9 8 Tw9Ka9, 7 Subeafio
(9]

o Medi-Cal: 1-855-839-7613 (TTY 711), 24 201y90,7 Ddeati
9]

2,
R

o Su%: 1-800-464-4000 (TTY 711), 24 Sotu9al, 7 Shea

Mien: CAU FIM JANGX LONGX OC. Ninh mbuo duqv liepc ziangx tengx faan waac bun meih muangx mv zuqc heuc meih ndorqv
nyaanh cingv oc. Meih corc haiv tov taux ninh mbuo tengx lorz faan waac bun meih, caux longc buoz wuv faan waac bun muangx.
Meih aengx haih tov taux ninh mbuo dorh nyungc horngh jaa dorngx faan benx meih nyei waac a’fai fiev bieqc da’nyeic diuc daan,
fiev benx domh nzangc-pokc bun hluo, bungx waac-qiez bun uangx, a’fai aamx bieqc domh zeiv-linh. Meih corc haih tov longc
benx wuotc ginc jaa-dorngx tengx aengx caux jaa-sic nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Mborqv finx lorz
taux yie mbuo dinc zangc domh gorn ziux goux baengc mienh nyei dorngx liouh tov heuc ninh mbuo tengx nzie weih. Ziux goux
baengc mienh nyei gorn zangc se gec mv zoux gong yiem gingc nyei hnoi-nyieqc oc.

¢ Medicare, caux D-SNP: 1-800-443-0815 (TTY 711), yiem 8 dimv lungh ndorm taux 8 dimv lungh muonx, yietc norm leiz
baaix zoux gong 7 hnoi

e Medi-Cal: 1-855-839-7613 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz baaix zoux gong 7 hnoi

¢ Yietc zungv da’nyeic diuc jauv-louc: 1-800-464-4000 (TTY 711), yietc hnoi goux junh 24 norm ziangh hoc, yietc norm leiz
baaix zoux gong 7 hnoi

Navajo: GIHA. Tsé¢é’ naalkaah sidd’igii éi doo tt’éé’ iil’j” dah sidaa’igii. TH’é¢’god ttizi’igii éi tséé’ naalkaah sida’igii bikaa’ dah sidaaigii,
t’a’ii bik’eh dah na’atkaigii. T*4’ii éi t’é€’g60 th’izi’igii bik’eh dah deidiyos, t’a’ii éi bi’é¢’ bik’eh dah na’atkaigii bik’eh dah deidiyos. T’4’ii
bik’eh dah na’atkaigii bikda’ dah na’atkaigii t’aa attso bik’eh dah deidiyods. Bi’é¢’ naalkaah sida’igii bik’eh ha’a’aah. T 4’11 bik’eh dah
na’atkaigii éi bik’eh dah naazhjaa’igii bik’eh dah na’atkaigii.

8% KAISER PERMANENTE.



e Medicare, bikaa’ dah deidiyos D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. g66 8 p.m., 7 jj t’aata’i damoo
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 tI’ohch’ooli t’aata’i ji, 7 ji t’aata’i damoo
e T’4a al’3q: 1-800-464-4000 (TTY 711), 24 tf’ohch’ooli t’aata’i jj, 7 ji t’aata’i damoo

Punjabi: ﬁiMF?SﬂE’@IsH' Agfe3 3973 58 faat fan 8913 © GUseEd J| 3A e3fHe @ AT i3 7E 3¢ afg Age J, A K9
o6 SdeT @ IR T AHE I5| IH ANAIGMT & wingel 3T QY, i oA J9sfUs Ighc R wgefes d9s 34 & Jfd Ao JI
3ﬂ°rﬂ13°rY»FHd¢5:s' '3 AT 230 W3 GuaIat ﬁééﬁ%ﬂ&éél%@ﬂ‘?ﬂ&?%m@é|qsd|6qesa?rlﬂ8?éw'
Heret g fagrdl HY g &8 fos se Jfder J)

e Medicare, A f&9 D-SNP & HHS 3:1-800-443-0815 (TTY 711), FR3 8 SR S AWH 8 =0 3o, Ie3 2 7 fud
e Medi-Cal: 1-855-839-7613 (TTY 711), foa © 24 W2, ge3 ° 7 i
o Tt AS: 1-800-464-4000 (TTY 711), fos @ 24 w2, ge3 2 7 fs

Russian: BHUMAHUE! [1na Bac goctynHbl 6ecnnartHblie ycnyru nepesoga. Bl MoxeTe 3anpocuTb YCryri YCTHOrO nepeBoaa,

B TOM YmChe ycrnyrn nepeBogyrka si3bika XecToB. Bbl Takke MOXeTe 3anpocuTb MaTepuansl, nepeBedeHHble Ha Ball A3bIK UK

B anbTepHaTUBHbIX popmaTax, Hanpumep wpndtom bpanns, KpynHeiM LWPU@TOM 1nu B aygmodopmare. Bl Takke moxeTe
3anpocuTb JOMNOMNHUTENbHbIE NPUCNOCOBNeHNst U BCnoMoraTeribHble YCTPONCTBA B HALWMX yypexaeHusax. Ecnn Bam HyxHa
NMOMOLLIb, NO3BOHMTE B OTAEN 06CNyXMBaHUS y4acTHUKOB. OTaen obcnyXmBaHst yHaCTHUKOB He paboTaeT B AHW roCcyAapCTBEHHbIX
npasgHUKOB.

e Medicare, Bkntodaa D-SNP: 1-800-443-0815 (TTY 711), 6e3 BbixogHbix ¢ 8:00 go 20:00.
e Medi-Cal: 1-855-839-7613 (TTY 711), kpyrnocyTo4yHO 6e3 BbIXOOHbIX.
¢ Jlio6ble gpyrue noctasmku yenyr: 1-800-464-4000 (TTY 711), KpyrnocyTo4HO 6€3 BbIXOAHbIX.

Spanish: ATENCION. Se ofrece ayuda en otros idiomas sin ningun costo para usted. Puede solicitar servicios de interpretacion,
incluyendo intérpretes de lengua de sefias. Puede solicitar materiales traducidos a su idioma o en formatos alternativos, como
braille, audio o letra grande. También puede solicitar ayuda adicional y dispositivos auxiliares en nuestros centros de atencion.
Llame al Departamento de Servicio a los Miembros para pedir ayuda. Servicio a los Miembros esta cerrado los dias festivos
principales.

e Medicare, incluyendo D-SNP: 1-800-443-0815 (TTY 711), de 8 a. m. a 8 p. m., los 7 dias de la semana.
e Medi-Cal: 1-855-839-7613 (TTY 711), las 24 horas del dia, los 7 dias de la semana.
e Todos los otros: 1-800-788-0616 (TTY 711), las 24 horas del dia, los 7 dias de la semana.

Tagalog: PAUNAWA. May magagamit na tulong sa wika nang wala kang babayaran. Maaari kang humiling ng mga serbisyo ng
interpreter, kasama ang mga interpreter sa sign language. Maaari kang humiling ng mga babasahin na nakasalin-wika sa iyong
wika 0 sa mga alternatibong format, na tulad ng braille, audio, o malalaking titik. Puwede ka ring humiling ng mga karagdagang
tulong at device sa aming mga pasilidad. Tawagan ang aming departamento ng Mga Serbisyo sa Miyembro para sa tulong. Ang
mga serbisyo sa miyembro ay sarado sa mga pangunahing holiday.

e Medicare, kasama ang D-SNP: 1-800-443-0815 (TTY 711), 8 a.m. hanggang 8 p.m., 7 araw sa isang linggo
¢ Medi-Cal: 1-855-839-7613 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo
¢ Ang lahat ng iba: 1-800-464-4000 (TTY 711), 24 oras sa isang araw, 7 araw sa isang linggo

8% KAISER PERMANENTE.



Thai: svéiv dusn1sliiaNuHandasiuns=n Lanuimu"Luum’t?jam YNURINITAADSUUIANTAN FUHvR WA= Ha'le vihugunsaua
Wudatanas uar=raasvinu ma‘lusﬂunnaus] ifudnesiusad TWaLRa wiagianusuunlne mummsnmasngﬂnsm Aeida
wazalnsaiigiu'le f0uludnsuads Wshasadausaisaundnuadisiiavannurranda’le Hhausnisaudnazilavinnistuiunes
$12AANTHII

e Medicare 53ufia D-SNP: 1-800-443-0815 (TTY 711) 8.00 u. éiv 20.00 u.»3a 7 Jusaddav
e Medi-Cal: 1-855-839-7613 (TTY 711) anan 24 1H1ug w3a 7 Jusaddevi
o Auq M9niuam: 1-800-464-4000 (TTY 711) aran 24 1 1u9 wia 7 Jusaddau

Ukrainian: YBATA! lNocnyru nepeknagada HagatoTbcs 6e3kowToBHO. B1 MoxeTe 3anuwnT 3anuT Ha NoCyrn yCHOro nepeknagy,
30KpeMa MOBOH XecCTiB. Bu MmoxeTe 3pobutn 3annT Ha OTPUMaHHA MaTepianis, nepeknageHnx Ballo MoBot, abo B
anbTepHaTMBHUX (popmaTax, SK-0T HagpyKOBaHUM WpUGTOM Bpannga um Benvkum WpngToMm, a Takox y 3ByKoBoMy chopmarTi. Kpim
TOro, BU MOXeTe 3p0obuTn 3anuT Ha OTPUMAaHHSA JONOMIDKHMX 3acobiB i NPUCTPOIB Y 3aknagax Hawol Mepexi KoMnaHin. AKWwo Bam
notpibHa gonomora, 3atenedoHynTe y Bigain obcnyroByBaHHS KMieHTIB. Bigain ob6crnyroByBaHHS KIMEHTIB 3a4MHEHUN Y AepXKaBHi
cBATa.

e Medicare, 3okpema D-SNP: 1-800-443-0815 (TTY 711), 3 8:00 go 20:00, 6e3 BuxigHux.
¢ Medi-Cal: 1-855-839-7613 (TTY 711), uinogo6oBo, 6e3 BUXigHUX.
e Yci iHWi Hagaeadyi nocnyr: 1-800-464-4000 (TTY 711), uinogo6oBo, 6e3 BUXigHWX.

Vietnamese: LUU Y. Chung téi cung cép dich vu hd trg' ngdn ngwr | mién phi cho quy vi. Quy vj c6 thé yéu cau dich vu théng dich,
bao gom ca thdng dich vién ngdn ng ky hiéu. Quy vi c6 thé yéu cau tai liéu dugc dich sang ngon ngir clia quy vi hay dinh dang
thay thé, chang han nhw chi noi braille, bang dia thu am hay ban in khd chw I&n. Quy vi cling c6 thé yéu cau cac phwong tién va
thiét bi phu tro’ tai cac co' s& clia chiing tdi. Goi cho ban Dich Vu Hai Vién clia chiing t6i dé dwoc tro gitip. Ban dich vu hdi vién
khéng lam viéc vao nhirng ngay lé I&n.

e Medicare, bao gébm ca D-SNP: 1-800-443-0815 (TTY 711) 8 gib’ sang dén 8 gi® t6i, 7 ngay trong tuan.

e Medi-Cal: 1-855-839-7613 (TTY 711), 24 gi& trong ngay, 7 ngay trong tuan.
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711), 24 gid trong ngay, 7 ngay trong tuan.

8% KAISER PERMANENTE.
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Kaiser Foundation Health Plan, Inc.
Southern 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.

July 24, 2025



Your Kaiser Permanente Chiropractic Benefit

Benefit Highlights

Professional Services (ASH Participating Provider office visits) You Pay

Chiropractic office visits (up to a total of 20 visits per 12-month period) .. $5 per visit

Other You Pay
X-rays and laboratory tests that are covered Chiropractic Services............. No charge
Chiropractic supports and appliances ..........ccceceeeeeerererenieniereneneneneennenne 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.
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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:

e 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

e 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

e Services for asthma or addiction, such as nicotine addiction
e Hypnotherapy, behavior training, sleep therapy, and weight programs
e Thermography

o 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 £OC for information about the appeal process

e (T 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

e Ambulance and other transportation

e Education programs, non-medical self-care or self-help, any self-help physical exercise training, and any related
diagnostic testing

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

e 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

o Hospital services, anesthesia, manipulation under anesthesia, and related services

¢ Dictary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and
similar products

e Massage therapy

e 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.
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Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual + Family | Plan Type: PPO

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

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, www.acwajpia.com/member-agency-benefits/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other undetlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (800)

284-24066 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

$200/petrson or $600/ family for
All Providers.

Yes. Primary Care. Specialist

Visit. Preventive Care. Certain

Prescription Drugs. Vision Exam.

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

limit?

For more information see below.
No.

$2,000/petson or $4,000/ family
for In-Network Providers.
$2,000/person for Out-of-
Network Providers. This plan has
a separate Prescription Drug Out

of Pocket Maximum of
$5,350/member or

$10,200/ family for In-Network
Providers.

Pre-Authotrization Penalties,

Premiums, balance-billing
charges, and health care this plan

doesn't cover.

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.

CA/LG/Classic PPO Plan/1122/01-26
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Will you pay less if
you use a network

provider?

Do you need a referral

to see a specialist?

Yes. Prudent Buyer PPO/EPO.
See www.anthem.com/find-
care/?alphaprefix=WOA or call
(800) 284-2466 for a list of
network providers. Benefits and

costs may vary by site of service

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 Out-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

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

and how the provider bills.
No.

You can see the specialist you choose without a referral.

#4 Al 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

What You Will Pay

Limitations, Exceptions, &
Other Important Information

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

Morte information

about prescription
drug coverage is

available at
http://www.anthe

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)

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

$15/visit, deductible does not 20% coinsurance

___apply
$15/visit, deductible does not 20% coinsurance
apply -
No charge 20% coinsurance

20% coinsurance 20% coinsurance

20% coinsurance 20% coinsurance

$5/prescription plus 50%
coinsurance up to
$250/presctiption plus costs
in excess of the max allowed
amount (retail only)
$20/prescription plus 50%
coinsurance up to
$250/ prescription plus costs
in excess of the max allowed
amount (retail only))

$5/prescription (retail) and
$10/presctiption (home
delivery)

$20/prescription (retail) and
$40/presctiption (home
delivery)

Virtual visits (Telehealth)
benefits available.

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.

$350 maximum/service for Out-
of-Network Providers.

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

Maintenance medications are
subject to mandatory home
delivery services after two retail
fills have been dispensed at a
retail pharmacy. Maintenance
medications may also be filled at
Walmart, Costco, Sam’s Club,
Albertsons, Vons, Pavilions,
Safeway and Ralphs for a 90 day
supply at 2 X the retail copay.

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the least)

(You will pay the most)

m.com/pharmacyi $50/prescription plus 50% | You pay additional copays or
nformation/ Tvoically Non-Preferred Brand $50/prescription (retail) and coinsurance up to coinsurance on all tiers for retail
ari]g Ger}lferic drugs (Tier 3 $100/prescription (home $250/prescription plus costs | fills that exceed 30 days. Most
"8 ) delivery) in excess of the max allowed | home delivery is 90-day supply.
amount (retail only) For more information, refer to
“National Drug List” at
http://www.anthem.com/pharm
acvinformation/
$5 copay per prescription « o .
Typically Preferred Specialty (Generic Specialty); 20% See Prescription .Drug section
. . . Not Covered of the plan or policy document
(brand and generic) (Tier 4) coinsurance up to $100 per (e.g. evidence of coverage o
prescription (Brand Specialty) certificate).
Specialty Drugs: 30 day max
supply
If you have Facility fee (e.g., ambulatory 10% coinsurance 20% coinsurance $350 maximum/admission for
outpatient surgery center) 0 COMSHIANEE 0 COMMSHIANEE Out-of-Network Providers.
surgery Physician/surgeon fees 20% coinsurance 20% coinsurance none
. o Copayment waived if admitted.
Emergency room care $50/v1is;t, trh;n 20% Covered as In-Network 20% coinsurance for Emergency
If you need Colnsutance Room Physician Fee.
immediate Emergency medical o Non-emergency Out-of- .
medical attention  transbortation 20% coinsurance Covered as In-Network Network Ambulance Services are
transporiation limited to $50,000 per trip.
Urgent care $15/visit, —dej;pclt; ble does not 20% coinsurance none
10% coinsurance penalty if Out-
of-Network preauthorization is
If you have a Facility fee (e.g., hospital room) 10% coinsurance 20% coinsurance not 9bta1ned. L
hosital sta = maximum/day for Non-
P y Emergency Admissions to Out-
of-Network Providers.
Physician/surgeon fees 20% coinsurance 20% coinsurance none

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services

(You will pay the least)

Office Visit

$15/visit, deductible does not

apply
Other Outpatient
20% coinsurance

(You will pay the most)

Office Visit
20% coinsutrance
Other Outpatient
20% coinsurance

Office Visit
988 lifeline/mobile crisis team
covered as In-Network. Virtual
visits (Telehealth) benefits
available.
Other Outpatient

none

Inpatient services

10% coinsurance

20% coinsurance

10% coinsurance penalty if Out-
of-Network preauthorization is
not obtained. $600
maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers. 20%
coinsurance for Inpatient
Physician Fee.

Office visits

20% coinsurance

20% coinsurance

Childbirth/delivery professional
services

20% coinsurance

20% coinsurance

Inpatient: 10% coinsurance
penalty if Out-of-Network
preauthorization is not obtained.
$600 maximum/day for Non-
Emergency Admissions to Out-

If you are of-Network Providers. Maternity
pregnant I . " care may include tests and
;}iiil:th/ delivery facility 10% coinsurance 20% coinsurance services d'escribed elsewhere in
the SBC (i.e., ultrasound).
*Coverage includes fertility
preservation services, see
Fertility Preservation section.
Home health care 10% coinsurance 20% coinsurance 100 visits/benefit period.
If you need help Rchabilitation scrvices 20% colnsurance 20% colnsurance *See Therapy Services section.
T Habilitation services 20% coinsurance 20% coinsurance .
have other Skilled nursing care 10% coinsurance 20% coinsurance 10.0 days/bfaneﬁt p§r1od for
special health >ikﬂled nursing services.
needs Durable medical equipment 20% coinsurance 20% coinsurance See. il Medlcal
“ Equipment section.
Hospice services 10% coinsurance 10% coinsurance none

Children’s eye exam

No charge

$0 copayment up to plan's

Maximum Allowed Amount

*See Vision Services section.

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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What You Will Pay

C(.)mmon Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exceptions, .&
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)
If your child Children’s glasses Not covered Not covered
needs dental or Children’s dental check-up Not covered Not covered none
eye care

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 Glasses for a child e Infertility treatment e Long-term care
e Routine foot care unless you have been e Weight loss programs

diagnosed with diabetes

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 30 visits/benefit petiod

e Hearing aids 1 item(s)/ ear every 3 years e Most coverage provided outside the United combined with all other therapies

e Routine eye care (Adult) 1 exam/benefit States. See www.bcbsglobalcore.com e Private-duty nursing in a Home Setting only
period

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
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.cciio.cms.gov

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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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 (T'TY), https://www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Fssential 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:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
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 $200
B Specialist copayment $15
B Hospital (facility) coinsurance 10%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

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

Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $200
Copayments $30
Coinsurance $1,600
What isn’t covered
Limits or exclusions $100
The total Peg would pay is $1,930

B The plan’s overall deductible $200
B Specialist copayment $15
B Hospital (facility) coinsurance 10%
B Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (zzc/uding disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $7,655
In this example, Joe would pay:
Cost Sharing
Deductibles $200
Copayments $900
Coinsurance $24
What isn’t covered
Limits or exclusions $55
The total Joe would pay is $1,179

B The plan’s overall deductible $200
B Specialist copayment $15
B Hospital (facility) coinsurance 10%
B Other coinsurance 20%

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 $1,900
In this example, Mia would pay:
Cost Sharing
Deductibles $200
Copayments $50
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $550

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. También 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
| RYx V0N ‘AQ Jj.n.a;.“ él.'\S..u,; .iﬁ.)}é‘ {‘;)1‘“ QA'G Jj.n.a;h Eit 3 _2“\.\1‘:\ 3.715:1_‘ | PR
E_).J.nh r;ﬁ).“ér, L Jail SEJ.DLMJ‘L:_‘.SJ}‘AAH ﬂ'ﬁﬂdéﬂj!l.ﬂ.mud'l.u)bﬂ”ﬁ
ansty ol Bacliaall (e 2 3l 1-800-254-2721 f by Lalall 4 ool dillay e
1-800-927-4357 (TTY/TDD: 711) &1 1= CA & Cpalil

Armenian

Unwlug wpdtph [Gauywl dwnw)nLpjnluutp: “nLp Jwpnn Gp
pwuwynp pwnquuuhy unnwuw: Hncp Yupnn Gp unwliwig
thwuwnwpenrtn, npnup yuwpnned Gu abq hwdwp, huy npnautpp®
nLnwpyyned Bu a6p [Ggqyny: Oqunipjwu hwdwp quugwhwptp
utiq 4G 1D pwpwunind ULpywd hwdwpny Ywu 1-888-254-2721
hGnwhunuwhwdJwnny: Lhwgnighy oqunijwl hwdwn
quugqwhwntp CA Uywhnywgnpnipjwl pwdwuunitup®
1-800-927-4357 (TTY/TDD" 711)

Chinese

REES IR - TMoEEOEERG - ol DS T0E > ALk
XHEERRES A - LSS AFEE - SKHUSHE

o S ERAGHY ID -RETYIHEERE S0 - BEEE 1-888-254-2721 BTN
Hrgs - AHUSHA 778 - F52(FE 1-800-927-4357 (TTY/TDD: 711)

il CA Rl Bl ras

Farsi
S PENRN . PR U PENS LI - JPENG KT DN D SIS T PATRY PR RLA DREN
e Jle ) gl o Ll ol 4 aliad Ay s a gl el & Lad ol 4p Lad (gl ol
-254-2721 s led L asd Cypiae GOS8 jaz paie s pled Ll Lo Jlaial ;) ol
1-800-927- o Lol 4: CA 4u (i3 L iy (lain)) sl n 2,50 (il 888-1
2,8 34357 (TTY/TDD: 711)
Hindi
T eoeh #1717 QaT?| 31T T G STeT Y Hehed € | 3T gEaTdS
3T AT & Teal Hehel ¢ 3R FS I 39T A9 H Ge, b THerar
Hehd § | TETIAT & [T, 379 3TSET 1 R T 7T H«X o7 A7 1-888-
254-2721 IR &H Fict Y| 3TFH FEIdT & foIw HI STAT FameT r
1-800-927-4357 9X il &Y (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

mEOSFEY—E A, BWREHTrZ b TEET, CEAHEH
S CmA LT, EBELEV T L TEET, PR—
MV RGA. ID — RIZREi S TV D EEE T £7213 1-
888-254-2721 £ THEFHELZ &V, EHIZFELWMEFRIZONT
(X, B U 73 =THURBRES E TBEWSbEL E &V, Eif
&%+ 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

Qsﬁﬁ‘immﬁhﬁﬁnmﬂ HAHIGS gUTSY™ Uﬁ*fﬁ_ﬂ

HMHGS Qmmehﬁmmmgéjmﬁ fuILd

Sm}nﬁﬁma tﬁémﬁmﬁwmmms—ﬁﬁﬂ UENUNSW
magjmmaﬁtmtﬂﬁwatmemm sisisEmMms 1D mmmﬁ 4 1-
888-254- 2721°| NBEUSSWUISY & magsmmw‘htﬁﬁmmnum
CA mgidiiinie 1-800-927-4357 (TTY!TDD: 711)

Korean

S48 HAH AEIA. SYAIE @%Aliﬁ CELIL EMS AHotOlAH
HAHEE = UL HE Axs= Aot S = 240t He =z
2UHEE = UAsLIth & OI 2 2otAIH, Aot ID =01 LESt
U= HE L= 1-888-254-2721 B2 = Matoll =AlJ| gt LICH
E‘JE T=20| 220tAlH CA E& 20l 1-800-927-4357 (TTY/TDD:
71 Matolf = AIL.

Punjabi
Eﬁiéﬁmwﬁwmmgﬂa@@ﬂcHdléﬁ :sd'é)
U3 3 Y3 59 Aae 3 w3 9% TS I 1Y 39 39 9 ol Hew
et %WWBTW'?HWBEH‘?WH@W1 888-254-
2721. QH}EEB'ETCAWE@HT§TE1?|WH@1 -800-927-4357
(TTY/TDD: 711) B

Russian

[ocTynHbl GecnnaTtHble ycryrv nepesoaa. Bol moxeTe
BOCMONb30BaTbCs YCryramMmu nepeBoYMka. Bam mMoryT 3aumTatb
[IOKYMEHTbI BCIYX, @ HEKOTOPbIE U3 HUX MOTYT ObITb OTNpaBneHb!
BaM Ha BalleM si3blke. ECNn Bam Hy)XHa NMOMOLLb, NO3BOHWTE HaM
no HOMepy, YKazaHHOMY Ha Ballei naeHTUMKaLMOHHON KapTe

y4yacTHUKa nnaHa, unu no Homepy 1-888-254-2721. [ina nony4eHunsa
A0oNoNHUTENBHOW NOMOLLM NMO3BOHUTE B [lenapTamMeHT cTpaxoBaHus

wrtata 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

u3nrsanunisuuy bidaarlyans aaanisn Suatiiamamdale
ﬂmmmsmmanmsuuu finarulunisuasaeluaonlunimzasanla
wINnaIn1sANTIada Tdsansinnaisinin
nmmﬂ‘nm-isuuuumﬂwmmmmﬂmma 1-888-254-2721
UINRaINIsANTILUAaIRNEN TUsaTnsdneansunisyseiudouns
unanasiiialaii 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Dich vu Ngén ngi¥ Mién Phi. Quy vi co thé dwgc bb tri théng
dich vién. Quy vi co thé yéu cau ho doc tai liéu hoac guri cho
quy vi mét sé tai lieu bang ngén ngLr cta quy vi. Pé duoc tro
glup hay goi cho chung t6i theo s6 dién thoai dwoc ghi trén thé
ID cua quy vi hoac 1-888-254-2721. f)e duoc tro giup thém,
hay goi cho S& Bao hiém CA theo s6 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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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem® BlueCross

ACWA JPIA: CalCare HMO Plan

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual + Family | Plan Type: HMO

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, www.acwajpia.com/member-agency-benefits/. 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/sbe-glossary/ or call (800)

227-3641 to request a copy.

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

limit?

$0

Not Applicable.

$500/person or $1,500/ family for
In-Network Providets.
$6,100/person or $11,700/ family
for In-Network Pharmacy
services.

Premiums, balance-billing
charges, and health care this plan

doesn't cover.

Will you pay less if Yes. California Care HMO. See
you use a network www.anthem.com/ca or call 833-
provider? 913-2236 for a list of network

Do you need a referral

to see a specialist?

providers. Benefits and costs may
vary by site of service and how
the provider bills.

Yes.

See the Common Medical Events chart below for your costs for services this plan covers.

This plan has no deductible.

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.
gh you pay p y I

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

services.
This plan will pay some or all of the costs to see a specialist for covered services but only if
you have a referral before you see the specialist.

CA/LG/CalCare HMO Plan/2940/01-26
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Common What You Will Pay
Medical Event Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Primary care visit to treat an

Limitations, Exceptions, &

Other Important Information

Virtual visits (Telehealth)

injury or illness $10/visit Wit sover benefits available.
. . D . Virtual visits (Telehealth)
If you visit a Specialist visit $10/visit Not covered benefits available.
health care .
rovider’s office You may have to pay for services
lm Preventive care/screening/ that aten't preventive. Ask your
. . No charge Not covered provider if the services needed
immunization :
are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood No charge Not covered none
If you have a test work)
Imaging (CT/PET scans, MRIs) No charge Not covered none
$5/prescription (retail) and $5/prescription plus 50% Most home delivery is 90-day
Typically Generic (Tier 1) $10/prescription (home coinsurance up to supply. For more information,
delivery) $250/prescription (retail only) | refer to “CA National DMHC”
Typically Preferred Brand & $20/prescription (retail) and $20/presctiption plus 50%  at
Non-Preferred Generic Drugs $40/prescription (home coinsurance up to http://www.anthem.com/pharm
(Tier 2) delivery) $250/prescription (retail only) = acyinformation/
o . S o “See P tion D .
Typically Non-Preferred Brand $50/ prescription (retail) and $50/ presctiption plus 50% ee Prescription Drug section
If you need drugs . . $100/prescription (home coinsurance up to of the plan or policy document
and Generic drugs (Tier 3) . . . .
to treat your delivery) $250/presctiption (retail only) (e.g.. evidence of coverage or
illness or Typically Preferred Specialty certificate).
condition (brand and generic) (Tier 4)
More information | e Self-Administered Injectable | ® 20% coinsurance up to ® 50% coinsurance up to **Specialty Drug§ must be filled
about prescription = Drugs (except insulin) $100/prescription (retail) $250/prescription (retail through the Specialty Pharmacy.
drug coverage is and 20% coinsurance up to only) OuF of network b?ﬂeﬁts are not
available at $200/prescription (home available for Specialty Drugs.
http://www.anthe delivery)
m.com/pharmacyi
nformation/

e Specialty Pharmacy Program | e Applicable copay applies e Not covered
Certain specialty drugs may
be obtained through the
specialty pharmacy program.
Limited to a 30-day supply.
Please contact the customer
service number on the back

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

of your ID card to see if your
drug is on the specialty
pharmacy program or obtain
a list at anthem.com/ca.

(You will pay the least)

(You will pay the most)

If you ?mve Facility fee (e.g., ambulatory No charge Not covered none
outpatient surgery center)
surgery Physician/surgeon fees No charge Not covered none
Copayment waived if admitted.
Emergency room care $50/visit Covered as In-Network No charge for Emergency Room
Physician Fee.
.If you r.1eed Emergech. srelicn. $50/trip Covered as In-Network none
immediate transportation
medical attention Out-of-network only covered
Urgent care $10/visit Covered as In-Network \CX:)hneth(zl;to?Ji zg(e:aI.) Ic:)(r)rrrllz ;iifﬁ’
group.
If you have a Facility fee (e.g., hospital room) No charge Not covered none
hospital stay Physician/surgeon fees No charge Not covered none
Office Visit
Office Visit Office Visit 988 lifeline/mobile crisis team
. . $10/visit Not covered C(.)\.rered as In-Network. Virtual
If you need Qutpatient services Other Outpatient Other Outpatient v151Fls g clehealth) benefits
mental health, No charge Not covered ?g?}ll; Oe'ut atient
behavioral health, nonf
Z:nsl‘sl:ssteir\:cees No charge for Inpatient
Physician Fee In-Network
Inpatient services No charge Not covered Providers. No Coverage for
Inpatient Physician Fee Out-of-
Network Providers.
Office visits $10/visit Not covered Maternity care may include tests

If you are

pregnant

Childbirth/delivery professional
services

0% coinsurance

Not covered

Childbirth/delivery facility

and services described elsewhere
in the SBC (i.e., ultrasound).
*Coverage includes fertility

. No charge Not covered preservation services, see
services . . .
Fertility Preservation section.
Home health care No charge Not covered none

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/membet-agency-benefits/.
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Common
Medical Event

Services You May Need

In-Network Provider

What You Will Pay

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the

least ou will pay the most
y

Rehali Ltatlon services L o Not covered *See Therapy Services section
If you need help Habilitation services $10/visit Not covered y . :
recovering or ) . 10.0 days/ b§neﬁt p(.eﬂod for
have other Skilled nursing care No charge Not covered skilled nursing services for In-
special health Network Provlders.
needs Durable medical equipment No charge Not covered *See. Durable Medmal

Equipment section.

Hospice services No charge Not covered none
If your child Children’s eye exam No charge Not covered *See Vision Services section
needs dental or Children’s glasses Not covered Not covered '
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 Glasses for a child e Hearing aids e Long-term care

e Non-emergency care when traveling outside ~ ® Routine foot care unless you have been e Weight loss programs
the U.S. diagnosed with diabetes

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

e Acupuncture e Bariatric surgery e Chiropractic care 60 visits/benefit period
o Infertlity treatment — 3 oocyte egg e DPrivate-duty nursing in a Home Setting only combined with all other therapies via medical
retrievals/lifetime group and 30 visits/year via rider

e Routine eye care (Adult) 1 exam/benefit

period

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: Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,
https://www.dmhc.ca.gov/, 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

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/membet-agency-benefits/.
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buying 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.cciio.cms.gov

Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,
https://www.dmhc.ca.gov

Additionally, a consumer assistance program can help you file your appeal. Contact California Consumer Assistance Program, Operated by the California
Department of Managed Health Care, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, https://www.dmhc.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes.

Minimum FEssential 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 FEssential 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:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
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

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

hospital delivery)
B The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%
This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,730
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $70
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $130

B The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 0%
B Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
edncation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $7,389

In this example, Joe would pay:
Cost Sharing

Deductibles $0

Copayments $530

Coinsurance $0
What isn’t covered

Limits or exclusions $55

The total Joe would pay is $585

up care)
B The plan’s overall deductible $0
B Specialist copayment $10
B Hospital (facility) coinsurance 0%
B 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 $1,925
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $120
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $120

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: 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
L i (el o i€y Sl L1 0S5 A1 13) 940l 5 o 36 8 ankaia Ja cala
olialy 2, i€ Ayl ode o Jsaanll o Uyl oS 08 Lgde) 8 8 Sline s,
Al e 5l e Jlai) a y dilas el e Jpmall
1-888-254-2721. (TTY/TDD: 711)

Armenian

NhcurnkheE8NRL. Ywpnnwun'wd Gp Jupnw wyu bwdwyp:
Gt ny, UGUp Ywpnn Gup wnwywnyt) nnWt UGYh oqunipjnLup’
4tq hwdwp wju Yywpnwint hwdwp: e upnn Gp bwle wju
Lwdwyp unwuwy &6p |Ggyny: Wuydwn oquniejwlu hwudwp
huunpnud Gup wudhpwwbu quuqwhwpt® 1-888-254-2721.
(TTY/TDD: 711)

Chinese

EHE  CREFIMEN ? A g - RIS AEHEGE - U]
DUEELIEHEES B EH - FREEE) > SBrR1EE
1-888-254-2721. (TTY/TDD:711)

Farsi
FPSRAT JUBRY  Jut EOE R R ¥ PRV UBREY: [ DRNL . 35 UEUEN P U
22 oAl A o4 Ll S8 S Cpinas (San ol il gy (ALl 1) 43 D) e (S
54 Ob s il 0 S (o) il S B e Lkl TH g8 s s
1-888-254-2721. (TTY/TDD: 711) w22 58

Hindi

HEaqUT: AT HTT TE I 9& Hehe! &7 AT e, A 67 38 Tt &
fordY T A of o 21 TS I 3119 379 a7e7 & oY for@ar g
g1 fo:2[ceh Werardr & fAT, Foam qia 1-888-254-2721 W Fiel
Fi| (EEEEEREER711)

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 . ZOLEEHD N TEETN2HL LN TER
WSS, XETHZEANRRETY, £/, BAFBTRENE
IOXEEERTZITMA ZENTEET, BEOXZELZ
LD, 1-888-254-2721 (TTY/TDD:711) (2 Z i <
72U,

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.
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Khmner

NS IBHEMHNGHSIUEISITNSIS? 10HSS
UGS SHMAD WS

HMAHIGS S U0 SHOUR IS Ul A IU I AP TR
UENUS SIS SeS e

VY SIINUMIMU IS 1-888-254-2721.
(TTY/TDD: 711)

Korean

S2:0 HAE HCA == UOHIIR? IZ X 28 F2,
015 HOA = U= 5= Mol =2 = UAsLILh
Hotel 220z = HAIS SHOZ H0tE4A =5 UsLILH
Sz Mask=s =501 ERotdl 32,
1-888-254-2721H1 2 £ Ht £ Aol =&AL,

(TTY/TDD: 711)

Punjabi

éféﬁfﬁaﬁﬁuq Aee I7? A adt, 3w fErd ugs fee
3T HEE I3 Aae TF| 37 fer fiFSt & wust s feg < oy
Ao J1 He3 Hee 88, fdaur J94 333 feR '3 a8 a9
1-888-254-27211 (TTY/TDD: 711)

Russian

BAXHAA NHOOPMALIMA: MoxeTe nun Bbl NpovuTaTb JaHHOE
NUCbMO? Ecnu HeT, Halw cneumanucT NOMOXET BaMm B 3TOM. Bbl
TaKKe MOXeTe NosSly4YnTb JaHHOE NMUMCbMO Ha BalleM A3bike. Ons
nony4eHusa 6ecnnaTtHon NOMOLLY 3BOHUTE MO HOMeEpPY
1-888-254-2721. (TTY/TDD: 711)

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

ddy: A snamaauNngil lawda bl winama uaauunuillila
s mnsnaaly lasdnauaioaniainle AnEmNsnsaILe
Aauungindaulunimuasan latrunn
WAnnasn1sANIsmAauuy luian e TUsaTmsust laviudii
1-888-254-2721. (TTY/TDD: 711)

Viethamese )
QUAN TRONG: Quy vi co doc duwoc la thw nay khdng? Néu
khdng, chung téi cé thé nhe ai do giup quy vi doc. QuY Vi

cling ¢6 thé yéu cdu thu nay viét bang ngdn ngi clia quy vi.

Pé duoc tro giap mién phi, hay goi ngay dén sé
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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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 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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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem® BlueCross

ACWA JPIA: 2026 Consumer Driven Health Plan (CDHP)

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual + Family | Plan Type: PPO +
HSA

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, www.acwajpia.com/member-agency-benefits/. 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/sbe-glossary/ or call (800)

284-24606 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

limit?

Will you pay less if
you use a network

provider?

$1,700/person or $3,400/family
for In-Network Providers.

Yes. Preventive Care. Vision

Exam. For more information see
below. and some prescription
drugs as listed on the Carelon Rx
Safe Harbor List. For more
information see below

No.

$2,500/petson or $4,000/ family
for In-Network Providers.
$2,500/petson or $4,000/ family
for Out-of-Network Providers.
Pre-Authorization Penalties,

Premiums, balance-billing
charges, and health care this plan

doesn't cover.

Yes. Prudent Buyer PPO/EPO.
See www.anthem.com/find-
care/?alphaprefix=]PU or call
(800) 284-2466 for a list of
network providers. Benefits and

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 policy, the overall family
deductible must be met before the plan begins to pay.

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, the overall family out-of-pocket limit must be 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 Out-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

CA/LG/2026 Consumer Driven Health Plan (CDHP)/EV85/01-26
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Do you need a referral

to see a specialist?

costs may vary by site of service

and how the provider bills.
No.

services.

You can see the specialist you choose without a referral.

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

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

Common
Medical Event

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

Morte information

about prescription
drug coverage is

available at
http://www.anthe

m.com/pharmacyi
nformation/

Services You May Need

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)

20% coinsurance

20% coinsurance

No charge

20% coinsurance

20% coinsurance

$5/prescription (retail) and
$10/prescription (home
delivery) after deductible

$20/prescription (retail) and
$40/prescription (home
delivery) after deductible

$50/prescription (retail) and
$100/prescription (home
delivery) after deductible

What You Will Pay

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

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

After deductible:
$5/prescription plus 50%
coinsurance up to
$250/presctiption plus costs
in excess of the max allowed
amount (retail only)
After deductible:
$20/presctiption plus 50%
coinsurance up to
$250/presctiption plus costs
in excess of the max allowed
amount (retail only))
After deductible:
$50/presctiption plus 50%
coinsurance up to
$250/prescription plus costs

Limitations, Exceptions, &

Other Important Information

Virtual visits (Telehealth)
benefits available.

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.

$350 maximum/service for Out-
of-Network Providers.

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

On this plan, the Medical
Deductible applies to most
prescription claims.

Maintenance medications are
subject to mandatory home
delivery services after two retail
fills have been dispensed at a
retail pharmacy. Maintenance
medications may also be filled at
Walmart, Costco, Sam’s Club,
Albertsons, Vons, Pavilions,
Safeway and Ralphs for a 90-day
supply at 2 X the retail copay.
You pay additional copays or

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the least)

(You will pay the most)

in excess of the max allowed

amount (retail only)

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

$5 copay per prescription
(Generic Specialty) 20%
coinsurance up to $100 per
prescription (Brand Specialty)
after deductible

Not Covered

coinsurance on all tiers for retail
fills that exceed 30 days.

Most home delivery is 90-day
supply. For more information,
refer to “National Drug List” at
http://www.anthem.com/pharm
acyinformation/

*See Prescription Drug section
of the plan or policy document
(e.g. evidence of coverage or
certificate).

Specialty Drugs: 30 day max
supply

If you pave Facility fee (e.g., ambulatory 20% coinsurance 40% coinsurance $350 maximum/ adm1§s1on for
outpatient surgery center) - = Out-of-Network Providers.
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance none

. o Copayment waived if admitted.

Emergency room care $100/ VISIG, then 20% Covered as In-Network 20% coinsurance for Emergency
coinsurance -

If you need Room Physician Fee.
immediate Non-emergency Out-of-

medical attention

Emergency medical

transportation

20% coinsurance

Covered as In-Network

Network Ambulance Services are

limited to $50,000 per trip.

Utrgent care

20% coinsurance

40% coinsurance

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

$500 penalty if Out-of-Network
preauthorization is not obtained.
$600 maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers.

Physician/surgeon fees

20% coinsurance

40% coinsurance

none

If you need
mental health,
behavioral health,
or substance
abuse services

Outpatient services

Office Visit
20% coinsurance
Other Outpatient
20% coinsurance

Office Visit
40% coinsurance
Other Outpatient
40% coinsurance

Office Visit
988 lifeline/mobile crisis team
covered as In-Network. Virtual
visits (Telehealth) benefits
available.
Other Outpatient

none

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.Page 3 of 10
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Inpatient services

(You will

20% coinsurance

pay the least) (You will

40% coinsurance

pay the most)

$500 penalty if Out-of-Network

preauthorization is not obtained.
$600 maximum/day for Non-
Emergency Admissions to Out-
of-Network Providers. 20%
coinsurance for Inpatient
Physician Fee In-Network
Providers. 40% coinsurance for
Inpatient Physician Fee Out-of-
Network Providers.

Office visits

20% coinsurance

40% coinsurance

Childbirth/delivery professional
services

20% coinsurance

40% coinsurance

Inpatient: $500 penalty if Out-
of-Network preauthorization is
not obtained. $600
maximum/day for Non-
Emergency Admissions to Out-

If you are of-Network Providers. Maternity
pregnant Childbi . " care may include tests and
ildbirth/delivery facili . . . . .
services / y v 20% coinsurance 40% coinsurance services described elsewhere in
the SBC (i.e., ultrasound).
*Coverage includes fertility
preservation services, see
Fertility Preservation section.
Home health care 20% coinsurance 40% coinsurance 100 visits/benefit petiod.
If need hel Rehabilitation services 20% coinsurance 40% coinsurance See Therany Services section
ou need he T ; ; ; .
rezovering or P Habilitation services 20% coinsurance 40% coinsurance Py
. . . . 100 days/benefit period for
have other Skilled nutsing care 20% coinsurance 40% coinsurance Ay / . pe
special health skilled nursing services.
. . . . *See Durable Medical
needs Durable medical equipment 20% coinsurance 40% coinsurance : ;
e Equipment section.
Hospice services 20% coinsurance 20% coinsurance none
. . 0 copayment up to plan's
If your child Children’s eye exam No charge 3 . P . . .
needs dental of Maximum Allowed Amount | *See Vision Services section.
e G Children’s glasses Not covered Not covered

Children’s dental check-up

Not covered

Not covered

none

* For more information about limitations and exceptions, see the plan or policy document at www.acwajpia.com/member-agency-benefits/.Page 4 of 10
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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 Glasses for a child e Infertility treatment e Jong-term care
e Routine foot care unless you have been e Weight loss programs

diagnosed with diabetes

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 30 visits/benefit period

e Hearing aids 1 item(s)/ear every 3 years e Most coverage provided outside the United combined with all other therapies

e Routine eye care (Adult) 1 exam/benefit States. See www.bcbsglobalcore.com e Private-duty nursing in a Home Setting only
period

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.cclio.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
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.cciio.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 (T'TY), https://www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes/No.

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 Fssential Coverage, you may not be eligible for the
premium tax credit.

Page 5 of 10


http://www.bcbsglobalcore.com/
http://www.cciio.cms.gov/
http://www.healthcare.gov/
http://www.cciio.cms.gov/
https://www.insurance.ca.gov/

Does this plan meet the Minimum Value Standards? Yes/No.
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:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
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 $1,700
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services
like:

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $1,700
Copayments $0
Coinsurance $800
What isn’t covered

Limits or exclusions $60
The total Peg would pay is $2,560

B The plan’s overall deductible $1,700
M Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
edncation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $1,700
Copayments $600
Coinsurance $100
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $2,420

B The plan’s overall deductible $1,700
B Specialist coinsurance 20%
B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

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 $1,700
Copayments $10
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $1,910

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. También 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
| RYx V0N ‘AQ Jj.n.a;.“ él.'\S..u,; .iﬁ.)}é‘ {‘;)1‘“ QA'G Jj.n.a;h Eit 3 _2“\.\1‘:\ 3.715:1_‘ | PR
E_).J.nh r;ﬁ).“ér, L Jail SEJ.DLMJ‘L:_‘.SJ}‘AAH ﬂ'ﬁﬂdéﬂj!l.ﬂ.mud'l.u)bﬂ”ﬁ
ansty ol Bacliaall (e 2 3l 1-800-254-2721 f by Lalall 4 ool dillay e
1-800-927-4357 (TTY/TDD: 711) &1 1= CA & Cpalil

Armenian

Unwlug wpdtph [Gauywl dwnw)nLpjnluutp: “nLp Jwpnn Gp
pwuwynp pwnquuuhy unnwuw: Hncp Yupnn Gp unwliwig
thwuwnwpenrtn, npnup yuwpnned Gu abq hwdwp, huy npnautpp®
nLnwpyyned Bu a6p [Ggqyny: Oqunipjwu hwdwp quugwhwptp
utiq 4G 1D pwpwunind ULpywd hwdwpny Ywu 1-888-254-2721
hGnwhunuwhwdJwnny: Lhwgnighy oqunijwl hwdwn
quugqwhwntp CA Uywhnywgnpnipjwl pwdwuunitup®
1-800-927-4357 (TTY/TDD" 711)

Chinese

REES IR - TMoEEOEERG - ol DS T0E > ALk
XHEERRES A - LSS AFEE - SKHUSHE

o S ERAGHY ID -RETYIHEERE S0 - BEEE 1-888-254-2721 BTN
Hrgs - AHUSHA 778 - F52(FE 1-800-927-4357 (TTY/TDD: 711)

il CA Rl Bl ras

Farsi
S PENRN . PR U PENS LI - JPENG KT DN D SIS T PATRY PR RLA DREN
e Jle ) gl o Ll ol 4 aliad Ay s a gl el & Lad ol 4p Lad (gl ol
-254-2721 s led L asd Cypiae GOS8 jaz paie s pled Ll Lo Jlaial ;) ol
1-800-927- o Lol 4: CA 4u (i3 L iy (lain)) sl n 2,50 (il 888-1
2,8 34357 (TTY/TDD: 711)
Hindi
T eoeh #1717 QaT?| 31T T G STeT Y Hehed € | 3T gEaTdS
3T AT & Teal Hehel ¢ 3R FS I 39T A9 H Ge, b THerar
Hehd § | TETIAT & [T, 379 3TSET 1 R T 7T H«X o7 A7 1-888-
254-2721 IR &H Fict Y| 3TFH FEIdT & foIw HI STAT FameT r
1-800-927-4357 9X il &Y (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

mEOSFEY—E A, BWREHTrZ b TEET, CEAHEH
S CmA LT, EBELEV T L TEET, PR—
MV RGA. ID — RIZREi S TV D EEE T £7213 1-
888-254-2721 £ THEFHELZ &V, EHIZFELWMEFRIZONT
(X, B U 73 =THURBRES E TBEWSbEL E &V, Eif
&%+ 1-800-927-4357 (TTY/TDD: 711)
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Khmner

Qsﬁﬁ‘immﬁhﬁﬁnmﬂ HAHIGS gUTSY™ Uﬁ*fﬁ_ﬂ

HMHGS Qmmehﬁmmmgéjmﬁ fuILd

Sm}nﬁﬁma tﬁémﬁmﬁwmmms—ﬁﬁﬂ UENUNSW
magjmmaﬁtmtﬂﬁwatmemm sisisEmMms 1D mmmﬁ 4 1-
888-254- 2721°| NBEUSSWUISY & magsmmw‘htﬁﬁmmnum
CA mgidiiinie 1-800-927-4357 (TTY!TDD: 711)

Korean

S48 HAH AEIA. SYAIE @%Aliﬁ CELIL EMS AHotOlAH
HAHEE = UL HE Axs= Aot S = 240t He =z
2UHEE = UAsLIth & OI 2 2otAIH, Aot ID =01 LESt
U= HE L= 1-888-254-2721 B2 = Matoll =AlJ| gt LICH
E‘JE T=20| 220tAlH CA E& 20l 1-800-927-4357 (TTY/TDD:
71 Matolf = AIL.

Punjabi
Eﬁiéﬁmwﬁwmmgﬂa@@ﬂcHdléﬁ :sd'é)
U3 3 Y3 59 Aae 3 w3 9% TS I 1Y 39 39 9 ol Hew
et %WWBTW'?HWBEH‘?WH@W1 888-254-
2721. QH}EEB'ETCAWE@HT§TE1?|WH@1 -800-927-4357
(TTY/TDD: 711) B

Russian

[ocTynHbl GecnnaTtHble ycryrv nepesoaa. Bol moxeTe
BOCMONb30BaTbCs YCryramMmu nepeBoYMka. Bam mMoryT 3aumTatb
[IOKYMEHTbI BCIYX, @ HEKOTOPbIE U3 HUX MOTYT ObITb OTNpaBneHb!
BaM Ha BalleM si3blke. ECNn Bam Hy)XHa NMOMOLLb, NO3BOHWTE HaM
no HOMepy, YKazaHHOMY Ha Ballei naeHTUMKaLMOHHON KapTe

y4yacTHUKa nnaHa, unu no Homepy 1-888-254-2721. [ina nony4eHunsa
A0oNoNHUTENBHOW NOMOLLM NMO3BOHUTE B [lenapTamMeHT cTpaxoBaHus

wrtata 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

u3nrsanunisuuy bidaarlyans aaanisn Suatiiamamdale
ﬂmmmsmmanmsuuu finarulunisuasaeluaonlunimzasanla
wINnaIn1sANTIada Tdsansinnaisinin
nmmﬂ‘nm-isuuuumﬂwmmmmﬂmma 1-888-254-2721
UINRaINIsANTILUAaIRNEN TUsaTnsdneansunisyseiudouns
unanasiiialaii 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Dich vu Ngén ngi¥ Mién Phi. Quy vi co thé dwgc bb tri théng
dich vién. Quy vi co thé yéu cau ho doc tai liéu hoac guri cho
quy vi mét sé tai lieu bang ngén ngLr cta quy vi. Pé duoc tro
glup hay goi cho chung t6i theo s6 dién thoai dwoc ghi trén thé
ID cua quy vi hoac 1-888-254-2721. f)e duoc tro giup thém,
hay goi cho S& Bao hiém CA theo s6 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#
Page 9 of 10



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. |f 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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