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250 POS Summary of Benefits — Plan Year

This is only a brief summary of your coverage. Benefits apply when care is medically necessary. Services are covered up to the Maximum Allowable
Benefit (MAB). Network providers agree to accept the MAB as payment in full. However, if you receive services from a non-network provider,
under Self Referred benefits, it is your responsibility to pay the difference between the MAB and the provider’s charge.

Your Share of the Cost

You do not need a referral from your Primary Care Provider. Your benefit is determined by whether you
choose a provided in your designated network or an out-of-network provider.

Preventive Care
Immunization, lead screening, PSA (prostate screening),
mammograms and PAP smears
Routine physical exam for babies, children and adults
including family planning visits
Routine hearing exam
Routine vision exam (one exam each calendar year per
member)

In Network Benefits

Covered in full

Other Outpatient Care
Medical exam, injections (including allergy injections),
office surgery, and anesthesia
Early Childhood Intervention therapy services for children
up to age 3

$20 per visit to your PCP
$20 per visit to any SPC

Lab, X-ray and ultrasound

Short term rehabilitative therapy - physical, occupational,
or speech (unlimited)©

CT scan, MRI, PET scan, MRA outpatient facility fees

Covered in full

Surgery in hospital outpatient department or ambulatory
surgery center

$250 copayment per surgery

Inpatient Care (as a bed patient in an acute care hospital)

e  Semi-private room and board

e Physician in-hospital care, surgery, delivery, anesthesia,
lab, X-ray, CT scan, MRI, medical supplies, medication
and physical, occupational and speech therapy.

$250 copayment per admission

Covered in full

Skilled Nursing Facility and Rehabilitation Facility
Care

(limited to 100 combined days in a skilled nursing facility and
rehabilitation facility per member per calendar year)©

$250 copayment per admission

Durable Medical Equipment (DME)
(Unlimited)©
$200 deductible for external prosthetics

Covered in full

Other Services
e  Chiropractic visit (20 visits per member per plan year)
e  Chiropractic X-ray
e OBJ/GYN care (performed by an OB/GYN provider)
- Exam
- Maternity care (routine prenatal, delivery and postpartum)

$20 per visit
Covered in full

$20 per visit
$250 copayment per admission

Out of Network Benefits®
Covered up to MAB
Subject to:

$100 deductible per
member, no more than
$300 per family per plan
year

and

20% coinsurance up to
$400 per member, no more
than $1,200 per family per
plan year

Out-of-pocket maximum
$500 per member, no more
than $1,500 per family per
plan year

Some benefits are subject to
precertification
requirements. Refer to your
Subscriber Certificate for
details. Call 1-800-531-
4450 to precertify.

Emergency Room or Urgent Care Visit

e ER facility charge (copayment waived if admitted)

e Urgent Care facility charge

e ER/Urgent Care physician fee, CT Scan, MRI, medical
supplies, etc.

$150 per visit
$75 per visit
Covered in full

Same as Network Benefits

Ambulance (medically necessary emergency transport only)

© Any combination of benefits from either column count toward this maximum.

Covered in full

30 Services are covered up to the MAB. Out of network providers may bill you for amounts that exceed the MAB.
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Service Received Your Share of the Cost

In Network Benefits Out of Network Benefits®

Mental Health and Substance Abuse

e Outpatient services $20 copayment per visit
- Visit/consultation Subject to deductible and coinsurance

e Inpatient services
- Semi-private room & board $250 copayment per admission
- Physician visit Covered in full

Maximums for Services Subject to $250 Copayment
Individual Maximum $250 per member per plan year Not applicable. All services subject to
Family Maximum $500 per family per plan year out of network deductible and
coinsurance.

Out of Pocket Limitations
Medical Out-of-Pocket Limitation Once the Out-of-Pocket Limit is Not applicable. All services subject to
The Out-of-Pocket Limit includes all satisfied, you will not have to pay out of network deductible and
Deductibles, Coinsurance, and Copayments additional Deductibles, Coinsurance | coinsurance.

you pay during a Calendar Year. It does not or Copayments for the rest of the
include your Premium, amounts over the Plan Year. $6,350 per Member, per
Maximum Allowable Benefit, or charges for Plan Year $12,700 per family, per
non-covered Services. Plan Year

Prescription Drugs

Network Benefits Out-of-Network Benefits®

Covered medications, diabetic supplies and
contraceptive devices purchased at a network Retail (30 day supply):

pharmacy $10 copay /tier 1
$30 copay / tier 2
e Copayment applies to each fill, up to a 30- | $50 copay / tier 3
day supply for retail
¢ Includes maintenance drugs at a retail or 90 day supply available at retail for 3
mail order pharmacy copays
e Only certain drugs are considered Same as network benefits
“maintenance” and are available for a Mail Order (90 day supply):
supply greater than 30 days. $20 copay /tier 1
$60 copay / tier 2
e  Important notes: $100 copay / tier 3
- If you choose to buy a brand drug, you
pay the brand copay

Refer to your prescription drug program flyer
for details.
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Fitness Club Reimbursement $200 maximum reimbursement (limited to one member per enrolled household
per plan year)

Vision Hardware
(per member per plan year) Lenses (Maximum Reimbursement Amount)
$20 Single

$30 Bifocal

$40 Trifocal

$75 Lenticular

$75 Contacts

Frames (Maximum Reimbursement Amount)
$100 Frame
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d Limitations

The services listed below are not covered by this plan. Please review your Subscriber Certificate for complete details on exclusions and
limitations.

Services Not Covered

eAny service that is not medically necessary e Any service required by a third party (court ordered services are covered if all of the other terms
of the plan are met) e Claims for services received more than 12 months ago ¢ Complementary and Alternative Therapies/ Medicine ¢ Cosmetic
surgery e Custodial or convalescent care e Educational testing and therapy e Experimental and/or investigational services e Hospitalization for
conditions that are not covered e Human organ transplants other than those listed in the Subscriber Certificate as covered benefits e Mental health
services which do not usually result in favorable modification through short-term therapy e Miscellaneous devices, materials, and supplies,
including, but not limited to, hearing aids (except for children under 19), eyeglasses, contact lenses (except after cataract surgery), dentures and
support devices for the feet and corrective shoes e Permanent dental restoration, orthographic and most oral surgery e Personal comfort items e
Radial keratotomy or other surgery to correct vision e Routine podiatry e Services covered by government programs to the extent permitted by
law e Services for work-related illness or injury e Sterilization reversal

Anthem Blue Cross and Blue Shield has the right to recover its costs for care of:

o Injuries which are the responsibility of other parties e Services for which another insurance carrier or Medicare is primary e
Services related to illegal conduct

This is only a brief summary of your coverage.

This summary of benefits is not a contract. It is a general description of the benefits and exclusions of this plan. Complete information about all benefits, limitations
and exclusions is in the Subscriber Certificate, which will be mailed to you after you enroll. If you need further information, call Customer Service at 1-800-870-3122.
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Language Access Services:
Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call (855) 333-5735.

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

(TTY/TDD: 711)

A Gl Jle g0 @il o sleall g 5acLual] o Jpasd] Sl (G caiiwall ia Gl & jludind s/ Lt SIS 13 (4w 2)l) (Arabic)
(855) 333-5735 A adl 4an st

Armenian (huykpkl). Epl wyu thwunwpyph hin Juwyyws hupgkp nibbp, gnip hpwiynilp niakp
whfdwp unwbuy ogintpinil b nknkjuunipinili dkp jEqiny: Pupguwish hln finubynt hudup
qubquhbwpkp hkwnlywy hkpwjunuwhwdupny '(855) 333-5735

Chinese (F137) * WIEREASTHAFAISER » AARERE FEGHRE S & ST B
o WIFRBLEE 5 MEE » 5HELEE (855) 333-5735

S oyl Ty G o) eyl iw o) el oy o hw 4SS Sse o 1 (e L8) (Farsi)
Lo o50dS s/ S adlyyo glisyole gloj 40 s/aigje a0 Joo /) KaS 4 oledb/
oplad Lo s 0l id parpio S
. 4 u$ wla (855)333-5735

French (Frangais): Si vous avez des questions sur ce document, vous avez la possibilité d’accéder

gratuitement a ces informations et a une aide dans votre langue. Pour parler a un interprete, appelez
le (855) 333-5735.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou
jwenn ¢d ak enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (855) 333-5735.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere

assistenza e informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete,
chiami il numero (855) 333-5735

(Japanese) (AARER): COXE(OVWVTHICHSFALBRANGNIE. HBELCEISHLLOEETEHNTXIEEZTE
ME/IENNHNFET, BEIREEETICIE. (855) 333-5735 [CHEFECESLY,



Language Access Services:

Korean (B3 0): 2 20| Cisl ofmst 2o|Algtolate QIS H 2, HotollAl& stz AH8sH= Qo=
FREE U EEE €S dd7t AS LT S AL} 0|0p7|5t2{ B (855) 333-5735 = 22|StH A2,

(Navajo) (Dind): Dii naaltsoos bika’igii lahgo bina’iditkidgo nd bohénéedzd dod bee ahdodt’i’ t°44 ni nizaad k’ehji
bee nit hodoonih t*aadoo bdah {linigdd. Ata’ halne’igii ta> bich’i” hadeesdzih ninizingo koji’ hodiilnih (855) 333-
5735.

Polish (polski): W przypadku jakichkolwiek pytan zwiazanych z niniejszym dokumentem masz
prawo do bezplatnego uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiac¢
z ttumaczem, zadzwon pod numer (855) 333-5735.

(Punjabi) (v7h): 7 3773 foF er3ed 979 8t A8 I& 37 375 a8 HeZ 9 U] TH' [89 Hee W3 77Sad!
YUF FIE €T HiGaT J1 B eTHIE 318 98 F95 &, (855) 333-5735 I &7 Fd/

(Russian) (Pycckunn): ecnu y eac ecmb Kakue-nubo 80rnpockl 8 0MHoWweHuUU daHHo20 OOKyMeHmMa, 8bl
umeeme rpaso Ha becriamHoe rosyYyeHue NoMowWu U UHghopmayuu Ha sawem si3bike. Ymobbi
€8513ambCs C yCMHbIM r1epesodyuKoM, no3goHume o mesn. (855) 333-5735.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e
informacién en su idioma, sin costos. Para hablar con un intérprete, llame al (855) 333-5735.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may
karapatan kang humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap
sa isang tagapagpaliwanag, tawagan ang (855) 333-5735.

Vietnamese (Tleng Viét): Néu quy vi co bat ky thiac mac nao vé tai Ileu nay, quy vi co quyén
nhan sy trg gilp va théng tin bang ngdn ngit cua quy vi hoan toan mién phi. Bé trao ddi voi mot
théng dich vién, hay goi (855) 333-5735.

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free
language assistance services through interpreters and other written languages. Interested in these services? Call
the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services
or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as
a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O.
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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