Anthem Blue Cross and Blue Shield

BlueClassic 10 15/40/60/30%
Summary of Benefits and Coverage: What this Plan Covers & What it Costs Coverage Period: 01/01/2017 — 12/31/2017

Coverage for: Individual + Family | Plan Type: PPO

-

i’ | This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at https://eoc.anthem.com/eocdps/fi or by calling (855) 333-5735.

Important Questions Why this Matters:

What is the overall
deductible?

$1,500 single / $4,500 family
for In-Network Providers. Does
not apply to Primary Care visit,
Preventive care, Prescription
Drugs, and Specialist visit.
$3,000 single / $9,000 family
for Out-of-Network Providers.
Does not apply to Preventive
care.

You must pay all costs up to the deductible amount before this plan begins to pay for
covered services you use. Check your policy or plan document to see when the deductible
starts over (usually, but not always, January 1st). See the chart starting on page 3 for how
much you pay for covered services after you meet the deductible.

Are there other

deductibles for specific
services?

Yes. There is a separate $150
deductible per individual or
$300 deductible per family for
outpatient Tier 2 or Tier 3
prescription drugs.

You don't have to meet deductibles for specific services, but see the chart starting on page
3 for other costs for services this plan covers.

Is there an out—of—

pocket limit on my

expenses?

Yes; $3,500 single / $8,500
family for In-Network
Providers. $7,000 single /
$17,000 family for Out-of-
Network Providers.

The out-of-pocket limit is the most you could pay during a coverage period (usually one
year) for your share of the cost of covered services. This limit helps you plan for health care

expenses.

What is not included in

the out—of—pocket
limit?

Pre-Authorization Penalties,
Premiums, Balance-Billed
charges, and Health Care this
plan doesn't cover.

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

Questions: Call (855) 333-5735 or visit us at www.anthem.com

CO/L/F/BC 10 $15/50/70/30%-PPO/NA/NA/01-17

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.cciio.cms.gov or call (855) 333-5735 to request a copy.
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Important Questions | Answers Why this Matters:

Is there an overall The chart starting on page 3 describes any limits on what the plan will pay for specfic
annual limit on what No. covered services, such as office visits.
the plan pays?
If you use an in-network doctor or other health care provider, this plan will pay some or all
Yes, PPO. of the costs of covered services. Be aware, your in-network doctor or hospital may use an
Does this plan use a For a list of In-Network out-of-network provider for some services. Plans use the term in-network, preferred, or

network of providers? | providers, see www.anthem.com | paricipating for providers in their network. See the chart starting on page 3 for how this

or call (855) 333-5735. plan pays different kinds of providers.

Do I need a referral to No; you do not need a referral

. 1. iali You can see the specialist you choose without permission from this plan.

see a specialist? to see a specialist. specialist y P P

Are there services this Yes. Some of the services this plan doesn’t cover are listed on page 9. See your policy or plan
plan doesn’t cover? document for additional information about excluded services.
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the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and

Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use In-Network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common Medical Event

Services You May Need

Your Cost if
You Use an In-
Network

Your Cost if You
Use an Non-
Network

Limitations &
Exceptions

If you visit a health care provider’s office or
clinic

Primary care visit to treat an

Provider

Provider
30% coinsurance

injury or illness 325 copay per visit after deductible none
Specialist visit $50 copay per visit % colnsurance none
after deductible
Spinal Manipulation
Coverage for In-
Network Providers is
limited to 20 visits per
year. Deductible does
not apply to In-
Network providers.
Spinal Manipulation | Spinal Manipulation | Acupuncture and
Other practitioner office visit 51$25A copay per visit Not covered Massage Therapy visits
cupuncture Acupuncture count towards your

$25 copay per visit

Not covered

chiropractic limit
Acupuncture
Deductible does not
apply to In-Network
providers. Coverage is
limited to 20 visits per
year combined for
Acupuncture and
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Common Medical Event

Services You May Need

Your Cost if
You Use an In-
Network

Your Cost if You

Use an Non-
Network

Limitations &
Exceptions

Provider

Provider

Massage Therapy

Preventive

No charge

$50 / visit $500
copayment for

There may be other
levels of cost share that

care/screening/immunization covered facility are contingent on how
services services are provided.
If you have a test Lab — Office Lab — Office
10% coinsurance 30% coinsurance | Lab — Office
Diagnostic test (x-ray, blood after deductible after deductible none
work) X-Ray — Office X-Ray — Office X-Ray — Office
10% coinsurance 30% coinsurance none
after deductible after deductible
Imaging (CT/PET scans, 10% coinsurance 30% coinsurance none
MRIs) after deductible after deductible

If you need drugs to treat your illness or
condition

More information about prescription drug
coverage is available at

http:/ /www.anthem.com/pharmacvinformation

Tier] - Typically Generic

$15 copay per
prescription (retail
only) and $37.50

Not covered

Covers up to a 30 day
supply (retail
pharmacy) Covers up
to a 90 day supply
(home delivery
program) Specialty
drug network must be

pres;?§§Z§ ?}rlome used for In-network
delivery only) coverage. You pay
’ additional copays or
coinsurance on all tiers
for retalil fills that
exceed 30 days.
$40 copay per Covers up to a 30 day
prescription (retail Sllllpilxyl (re)taél r
Tier2 - Typically Preferred / only) and $120 pharmacy) Covers up
Brand copay pet Not covered to a 90 day supply
prescription (home (home dehvery
delivery only) program) Specialty

drug network must be
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Common Medical Event

Services You May Need

Your Cost if
You Use an In-
Network

Your Cost if You
Use an Non-
Network

Limitations &
Exceptions

Provider

Provider

used for In-network

coverage.
Covers up to a 30 day
ly (retail
$60 copay per supp
prescription (retail fhargr(l)asly) Covelrs P
Tier3 - Typically Non- only) and $180 o a 7H day Supply
. Not covered (home delivery
Preferred / Specialty Drugs copay pet .
prescription (home program) Specialty
deli ! drug network must be
clivery only) used for In-network
coverage.
Covers up to a 30 day
30% coinsurance supply (retail

Tier4 - Typically Specialty
Drugs

up to $250 per
prescription (retail
only)

Not covered

pharmacy) Specialty
drug network must be
used for In-network
coverage.

If you have outpatient surgery

Facility fee (e.g., ambulatory

10% coinsurance

30% coinsurance

surgery center) after deductible after deductible none
Physician/suteeon fees 10% coinsurance 30% coinsurance none
y & after deductible after deductible
If you need immediate medical attention Eimeroency room services 10% coinsurance Covered as In- Copay waived if
seney after deductible Network admitted.
YA
Emergency medical L0% comsurance Covered as In-
. after deductible for none
transportation Network
ground
Deductible does not
0 { -
Urgent care $50 copay per visit 30% coinsurance | apply to In-Network

after deductible

providers. Costs may
vary by site of service.

If you have a hospital stay

Facility fee (e.g., hospital room)

10% coinsurance
after deductible

30% coinsurance
after deductible

Coverage for In-
Network Providers and
Non-Network
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Common Medical Event

Services You May Need

Your Cost if
You Use an In-
Network

Your Cost if You
Use an Non-
Network

Limitations &
Exceptions

Provider

Provider

Providers combined is
limited to 30 day limit
per calendar Year for

Inpatient
Rehabilitation.
Physician /surecon fee 10% coinsurance 30% coinsurance none
Y g after deductible after deductible
If you have mental health, behavioral health, . Mental/Behavioral | Mental/Behavioral
Mental/Behavioral L .
or substance abuse needs .. Health Office Visit | Health Office Visit
Health Office Visit i .
P ey 30% coinsurance Deductible does not
Mental/Behavioral health Mental/Behavioral after deducul?le ap pl}.f to In-Network
. ) - .. | Mental/Behavioral | providers.
outpatient services Health Facility Visit [ .
" Health Facility Visit | Mental/Behavioral
- Facility Charges . e e
. - Facility Charges | Health Facility Visit -
10% coinsurance 4 -
. 30% coinsurance | Facility Charges
after deductible .
after deductible none
Mental/Behavioral health 10% coinsurance 30% coinsurance non
inpatient services after deductible after deductible one
Substance Use Slg)fsganc;;iUitse Substance Use Office
Office Visit ceves Visit

Substance use disorder

$25 copay per visit
Substance Use

30% coinsurance
after deductible
Substance Use

Deductible does not
apply to In-Network

outpatient services Fa.c1.hty Visit Facility Visit - providers. N
Facility Charges . Substance Use Facility
o) - Facility Charges iy i~
10% coinsurance o) - Visit - Facility Charges
. 30% coinsurance
after deductible . none
after deductible
Substance use disorder 10% coinsurance 30% coinsurance none

inpatient services

after deductible

after deductible

If you are pregnant

Prenatal and postnatal care

$50 copay

30% coinsurance
after deductible

Your doctot's charge
for delivery are part of
prenatal and postnatal
care Deductible does

6 of 21



Your Cost if You

Your Cost if

Common Medical Event Services You May Need VRIS IR RS ETHAIE =JImi EUICS &
Network Network Exceptions
Provider Provider
not apply to In-
Network providers.

Costs may vary by site
of service.

Delivery and all inpatient
services

10% coinsurance
after deductible

30% coinsurance
after deductible

Applies to inpatient
facility. Other cost
shares may apply
depending on services
provided.

If you need help recovering or have other
special health needs

Home health care

10% coinsurance
after deductible

Not covered

Coverage for In-
Network Providers is
limited to 100 visits per
year.

Rehabilitation services

10% coinsurance
after deductible

30% coinsurance
after deductible

Coverage is limited to
20 visits per year for
Physical Therapy.
Coverage is limited to
20 visits per year for
Occupational Therapy.
Coverage is limited to
20 visits per year for
Speech Therapy. Apply
to In-Network
Providers and Non-
Network Providers
combined. Costs may
vary by site of service.
Habilitation visits
count towards your
rehabilitation limit.

Habilitation services

10% coinsurance
after deductible

30% coinsurance
after deductible

Coverage is limited to
20 visits per year for
Physical Therapy.
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Your Cost if You
Use an Non-
Network
Provider

Your Cost if
You Use an In-
Network
Provider

Limitations &

Common Medical Event ;
Exceptions

Services You May Need

Coverage is limited to
20 visits per year for
Occupational Therapy.
Coverage is limited to
20 visits per year for
Speech Therapy. Apply
to In-Network
Providers and Non-
Network Providers
combined. Costs may
vary by site of service.
Habilitation visits
count towards your
rehabilitation limit.

Skilled nursing care

10% coinsurance
after deductible

30% coinsurance
after deductible

Coverage for In-
Network Providers and
Non-Network
Providers combined is
limited to 100 day limit
per year.

10% coinsurance

Durable medical equipment after deductible Not covered none
Hospice service No charge 3% colnsurance none
after deductible
If your child needs dental or eye care Eye exam Not covered Not covered none
Glasses Not covered Not covered none
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded setvices.)

e Bariatric surgery e Long- term care e Weight loss programs
e Cosmetic surgery e Preauthorization - You may have to pay
e Dental care (adult) for all or a portion of any test,
e Hearing aids Except for children up to equipment, service or procedure that is
age 18; 1 every 5 years. not preauthorized. To find out which

services require Preauthorization and to
be sure that Preauthorization has been
given, you may contact us.

e Infertility treatment

e DPrivate-duty nursing
e Routine eye care (adult)

e Routine foot care unless you have been
diagnosed with diabetes.

Other Covered Services (This isn’t a complete list. Check your policy ot plan document for other covered setvices and your costs for these

services.)

e Acupuncture
e Spinal Manipulation

e Most coverage provided outside the
United States. See
www.bcbs.com/bluecardworldwide

9 of 21


file:///C:/Users/jonesll/Downloads/bluecardworldwide

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep health
coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay
while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at (855) 333-5735. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions
about your rights, this notice, or assistance, you can contact:

ATTN: Grievances and Appeals Department of Labor, Employee Division of Insurance
700 Broadway Benefits Security Administration ICARE Section

Mail Stop CO0104-0430 (866) 444-EBSA (3272) 1560 Broadway
Denver, CO 80273 www.dol.gov/ebsa/healthreform Suite 850

Denver, Colorado 80202
(303) 894-7490
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Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does

provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This

health coverage does meet the minimum value standard for the benefits it provides.

Language Access Services:
WEREGRARE AW R E DL, SBSERHBERRBUVMEE R . WIREC2R, RFEMEAE ID R ERSrBEizE s P I 8.

Doo bee a’tah ni’'liigoo ef dooda’i, shikdaa adootwol finizinigo t'aa diné k’¢jifgo, t"aa shoodi ba na’alnfhi ya sidahi bich’j naabidiitkiid. E{f doo biigha daago ni
ba’nija’go ho’aatagii bich’j hodiilni. Hai’dag iini’taago efya, t'"aa shood{ diné ya atah halne’igif ni béésh bee hane’f wolta’ bi’ki st’niiligif bi’kéhgo bich’ hodiilni.

Si no es miembro todavia y necesita ayuda en idioma espafol, le suplicamos que se ponga en contacto con su agente de ventas o con el administrador de su
grupo. Si ya esta inscrito, le rogamos que llame al numero de servicio de atencién al cliente que aparece en su tarjeta de identificacion.

Kung hindi ka pa miyembro at kailangan ng tulong sa wikang Tagalog, mangyaring makipag-ugnayan sa iyong sales representative o administrator ng iyong
pangkat. Kung naka-enroll ka na, mangyaring makipag-ugnayan sa serbisyo para sa customer gamit ang numero sa iyong ID card.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About These Coverage

Examples:

These examples show how this plan might

cover

medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are

covered under different plans.

) This is
A not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of that
care will also be different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $5,445
B Patient pays $2,095

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

Sample care costs:

B Amount owed to providers: $5,400
B Plan pays $3,472
W Patient pays $1,928

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $137
Patient pays: Copays $1,751
Deductibles $1,500 Coinsurance $0
Copays $90 Limits or exclusions $40
Coinsurance $355 Total $1,928
Limits or exclusions $150
Total $2,095
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Questions and answers about the Coverage Examples:

What are some of the assumptions

behind the Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S. Department
of Health and Human Services, and aren’t
specific to a particular geographic area or
health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only on
treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network
providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage Example
helps you see how deductibles, co

payments, and coinsurance can add up. It

also helps you see what expenses might be

left up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example predict
my own care needs?

No. Treatments shown are just examples.
The care you would receive for this condition
could be different based on your doctor’s
advice, your age, how serious your condition
is, and many other factors.

Does the Coverage Example predict
my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition.
They are for comparative purposes only.
Your own costs will be different
depending on the care you receive, the
prices your providers charge, and the
reimbursement your health plan allows.

Questions: Call (855) 333-5735 or visit us at www.anthem.com

Can | use Coverage Examples to
compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAs) that help you pay out-of-pocket

expenses.

CO/L/F/BC 10 $15/50/70/30%-PPO/NA/NA/01-17

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.cciio.cms.gov or call (855) 333-5735 to request a copy.
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Language Access Services:

(TTY/TDD: 711)

Albanian (Shqip): Nése keni pyetje né lidhje me kété dokument, keni té drejté té€ merrni falas ndihmé dhe informacion né gjuhén tuaj. Pér té kontaktuar me
njé pérkthyes, telefononi (855) 333-5735

Ambharic (A7ICT):- NAHY Q12 977 0-9° T NAPT (0P K7 AC8T AT LUT 0028 1R 91T TF a(VF AAP T AQTCAL ATISIC (855) 333-5735 LLM-(v=
.(855) 333-5735 e Juail can jia | anill e pgaalinly b daall g Sanlall o gamall ol Gad comtiall faa Ll ol il gl 2lal i< 1Y ;(E*J.,Jl) Arabic

Armenian (huykpkl). Epl wju hwunwpnph htn juwydws hupgtp niukp, nnip hpwyniup niukp wydwp unwbiwg oqunipynit b
nbnklunynipintt dkp (kqyny]: Pupgquubsh htn junubjne hudwp quiquhwpbp hbnljw hkpwinuwhwdwpny (855) 333-5735:

Bassa (‘Bis) Wiidi1): M dyi dyi-dié-dz b& bédé ba cée-dz nia ke dyini, o md ni dyi-b2d2in-d2 bt ké gbo-kpa-kpa ké b kp5 dé t bidi-widiiiin
b6 pidyi. BE m ké wudu-ziin-nyd o6 gbo wudu ke, da (855) 333-5735.

Bengali (FTAT): I 92 S0 {E@ M0 (ST 95 ANS, ST AP AT RAREy TREAT M8 8 A7 3T ANSE AT o=
IFS (WISHA WY FAT AT S (855) 333-5735  —(©@ FA Bepe|

Burmese ([§$e0): 0Jongodenomds oodaoode) aofopt eedgsndoopdyp:fdon sagedaacoodypist 302303 mee(nyieg cusoepecdd
20§ omamoog qoaslal co8oad oS oomigs 088:58 comic[p8Ba8 of: (855) 333-5735 23 eslafdh

Chinese (F130) * WIREHASI A EEER - LA RS HEHEES REEGHBINIERN - A7 S aE - 5550 (855) 333-5735,

Dinka (Dinka): Na nor) thi€éc né ke de vi thorg, ke vin non lor) bé yi kuony ku wer aléu bé geer vic vin ne thor du ke cin wéu tiddué ke piny. Te kor vin
ba jam wéné ran ye thok geryic, ke yin cal (855) 333-5735.

Dutch (Nederlands): Bij vragen over dit document hebt u recht op hulp en informatie in uw taal zonder bijkomende kosten. Als u een tolk wilt spreken,
belt u (855) 333-5735.

aid Gadlo 13y Saf 5 Oledbl 485 13l 1 G G2l edoala Lie S0 Geal pa s Il e 485 _Syse 33 = (_w=yLs) Farsi
4o wlas (855) 333-5735 ooylas Lo e alid paryie S0 Lo 58588 gl JaaiSadlays glisyolas glo) 40 gl 4o

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.
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Language Access Services:

German (Deutsch): Wenn Sie Fragen zu diesem Dokument haben, haben Sie Anspruch auf kostenfreie Hilfe und Information in Threr Sprache. Um mit
einem Dolmetscher zu sprechen, bitte wihlen Sie (855) 333-5735.

Greek (EMnvind) Av éyete TuyOv anopieg oyetnd pe 10 Taeody Eyypapo, exete To dnaiwpa vo AafBete Bonbewa xou mAnpoyopies ot ywooa oog dweeav. Ia va
WANOETE e XATOLOV SLeppNVER, TNAEPwyNoTe oto (855) 333-5735.

~ ~ N

Gujarati (ASRUdl): 671 2l 2216y 2401 24U SITURL Ul 14 dl, SISURL VA AR DUl AU Hes e HUAL Hoadldl dud 21E512 9. getn «1 did

bl

5341 HIZ, 514 530 (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.

Hindi (T54T): 379R 39 I 59 Gedla ol & X & SIS 9227 ¢, al STIeT fel:Q[eeh e #1197 H AGE, 31X AT TTod Flel I SRR G |
GHITE A I &lel & [T, FHie L (855) 333-5735 |

Hmong (White Hmong): Yog tias koj muaj lus nug dab tsi ntsig txog daim ntawv no, koj muaj cai tau txais kev pab thiab lus ghia hais ua koj hom lus yam
tsim xam tus nqi. Txhawm rau tham nrog tus neeg txhais lus, hu xov tooj rau (855) 333-5735.

Igbo (Igbo): O bur u na 1 nwere ajyju 0 bula gbasara akwukwo a, 1 nwere ikike inweta enyemaka na ozi n'asusu g1 na akwughi ugwo ¢ bula. Ka gi na gkowa
okwu kwuo okwu, kpoo (855) 333-5735.

Ilokano (Ilokano): Nu addaan ka iti aniaman a saludsod panggep iti daytoy a dokumento, adda karbengam a makaala ti tulong ken impormasyon babaen ti

lenguahem nga awan ti bayad na. Tapno makatungtong ti maysa nga tagipatarus, awagan ti (855) 333-5735.

Indonesian (Bahasa Indonesia): Jika Anda memiliki pertanyaan mengenai dokumen ini, Anda memiliki hak untuk mendapatkan bantuan dan informasi
dalam bahasa Anda tanpa biaya. Untuk berbicara dengan interpreter kami, hubungi (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 (H&5E): COXECOLTRICHITERG bk, HBLEICRHBCD SETERTXERZTEHRE B EF N HDE
5. BIRCEETICE, 8553335735 [P BEEEEL
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Language Access Services:
Khmer (121): t0gSENSOMNNIHIS]SHOQMRMNINS: HAESUES S SwSHISHSMNMMaIUNE SN WSS Sy
iIEg NN mhgwEsURTY iUt 855) 333-5735 9

Kirundi (Kirundi): Ugize ikibazo ico arico cose kuri iyi nyandiko, ufise uburenganzira bwo kuronka ubufasha mu rurimi rwawe ata giciro. Kugira uvugishe
umusemuzi, akura (855) 333-5735.

Korean (2h0{): = ZAMO0i| CHal| O ot Z2AALO|2tE JUE B2, HSHA = o7t ME3t= HUZ FE =2 L G E &2 A7t
UL LICE S AR} O|OF7| BB & (855) 333-5735 2 2 2|5 A| 2.

Lao (W997290): Tuvauiarnavlognyonucentsind, uamdSoldsueorngoschs oy 2uucinwiznzegumlosegoan.
celgdunusincuwzn, loilumy (855) 333-5735.

Navajo (Dingé): Dii naaltsoos bika'igii {ahgo bina’idilkidge na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit hodoonih t'aadoo baah ilinigoo.
Ata’ halne’igii 1a’ bich’{" hadeesdzih ninizingo koj’ hodiilnih (855) 333-5735.

Nepali (F9TeiT): T(a 9T FITSITATL TUTSHT gl TIZE F A, ATE ATITHAT {7:9[0h TZART TAT SR TTH T4 G139 Zh TATEAT T
STHTIHT F2T IAHT ATH, FZT el Tdald (855) 333-5735

Oromo (Oromifaa): Sanadi kanaa wajiin walqabaate gaffi kamiyuu yoo qabduu tanaan, Gargaarsa argachuu fi odeeffanoo afaan ketiin kaffaltii alla argachuuf
mirgaa qabdaa. Turjumaana dubaachuuf, (855) 333-5735 bilbilla.

Pennsylvania Dutch (Deitsch): Wann du Frooge iwwer selle Document hoscht, du hoscht die Recht um Helfe un Information zu griege in dei Schprooch
mitaus Koscht. Um mit en Iwwersetze zu schwetze, ruff (855) 333-5735 aa.

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

Portuguese (Portugués): Se tiver quaisquer duvidas acerca deste documento, tem o direito de solicitar ajuda e informagdes no seu idioma, sem qualquer
custo. Para falar com um intérprete, ligue para (855) 333-5735.

Punjabi (fA=l): A 373 o TR== T< 38 AT'® I I3 I IT3 a8 HeE3 5o wiust 57 f55 Hee v Jearst Y3 a9 o wiftas g
31 iz oHE &8 3% a9 B, (855) 333-5735 I TE S|
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Language Access Services:

Romanian (Roména): Daci aveli intrebin refentoare la acest document, aveli dreptul sd primifi ajutor $iinformatu in imba dumneavoastrd in mod
gratuit. Pentru a vd adresa unui interpret, contactati telefonic (855) 333-5735.

Russian (Pycckmii): ecad 7 Bac eCTh KAKHE-AHOO BOIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH HMEETe MPaBo HA OECIAATHOE MOAVIEHHE TOMOIIH H

HHQOPMAIIHMY HA BAITEM A3bIKe. YTOOH CBA33THCA C TCTHBRIM IMEPEBOAUMKOM, TO3BOHHTE IO Tea  (855) 333-5735,

Samoan (Samoa): Afai e iai ni ou fesili e uiga 1 lenei tusi, e iai lou ‘aia e maua se fesoasoani ma faamatalaga i lou lava gagana e aunoa ma se totogi. Ina ia
talanoa 1 se tagata faaliliu, vili (855) 333-5735.

Serbian (Stpski): Ukoliko imate bilo kakvih pitanja u vezi sa ovim dokumentom, imate pravo da dobijete pomo¢ i informacije na vasem jeziku bez ikakvih
troskova. Za razgovor sa prevodiocem, pozovite (855) 333-5735.

Spanish (Espanol): 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.

Thai (Ine): avinudaianulag idendutanasatiuil vinud&nanaglasuanuadanazdayalumeizasvinulaalufianldane 1aainsg
(855) 333-5735 [NaWAALAURIN

Ukrainian (YkpaiHcbKa): SKIII0 V BaC BHHHKAIOTH 33IIHTAHHA 3 OPHBOAY IIOTO AOKVMEHTS, BH MA€TE IIPABO DE3KOINTOBHO OTPHMATH AOMNOMOIY H

HGp OPMAINEC BAIMOK PisHOR MOBOM0. [Ilo0 oTpHMATH MOCAYTH IepeKaaaada, 3aTesccpOHYHTE 34 HOMEPOM: (855) 333-5735.

S SRl v e S o deala alS S Jeala Sl gles e e Gy G gl ad Sl g dlse SE ST G o o S pgiun &1 :(52))) Urdu
SISy (855)333-5735 o

Vietnamese (Tleng V1et) Néu quy vi ¢ bat ky thic mic nao vé tai lidu nay, quy vl co quyen nhan sy trQ giup va thong tin bang ngdn nglt cua quy vi hoan
toan mién phi. Dé trao d6i voi mot thong dich vién, hay goi (855) 333-5735.

Y [TV IY T"0 "7 [N RO TN 'R UTYNINDDN DT (UL 1Y 0D T 1R OND DIVAIZNT DUT AV DI7RY OND 'R 2N (W TR) (Yiddish)
.(855) 333-5735 LOIN WXUTIWAN [N

Yoruba (Yorub4): Ti o bd ni eyikeéyii ibéré nipa ikosile Vi, 0 ni eto lati gba irinwo ati iwifin ni édé re lofee. B4 wa 6gbﬁfcj kan s(jr(_f-,pc (855) 333-5735.
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Anthem
BlueCross BlueShield -: v

Colorado Supplement to the Summary of Benefits and Coverage Form
Anthem BlueCross BlueShield
BlueClassic 10 RX ded $150/$300 15/40/60/30%

TYPE OF COVERAGE

1. Type of plan Preferred provider organization (PPO)
2. Out-of-network care covered?' Yes, but patient pays more for out-of-network care.
3. Areas of Colorado where plan is available Plan is available throughout Colorado.

SUPPLEMENTAL INFORMATION REGARDING BENEFITS

Important Notice: The contents of this form are subject to the provisions of the policy, which contains all terms, covenants and conditions of coverage. It
provides additional information meant to supplement the Summary of Benefits of Coverage you have received for this plan. This plan may exclude coverage
for certain treatments, diagnoses, or services not specifically noted. Consult the actual policy to determine the exact terms and conditions of coverage.

Description What this means
4. Deductible Period Calendar Year Calendar year deductibles restart each January 1.
5. Annual Deductible Type “Individual” means the deductible amount you

and each individual covered by the plan will
have to pay for allowable covered expenses
before the carrier will cover these expenses.
"Family" is the maximum deductible amount
that is required to be met for all family members
covered by the plan. It may be an aggregated
amount (e.g. $3000 per family) or specified and
the number of individual deductibles that must
be met (e.g. “3 deductibles per family”).

6. What cancer screenings The following screenings are covered under your benefits subject to the terms and conditions of
are covered? your certificate of coverage: colorectal cancer screening, PapTest, MammogramScreenings, and
Prostate cancer screenings.

Individual/Family

Anthem Blue Cross and Blue Shield is the trade name of Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO
Colorado, Inc. Independent licensees of the Blue Cross and Blue Shield Association. ®RANTHEM is a registered trademark of Anthem Insurance Companies,

Inc. The Blue Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.
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LIMITATIONS AND EXCLUSIONS

7. Period during which pre-existing
conditions are not covered for
covered persons age 19 and older? >

Not applicable; plan does not impose limitation periods for pre-existing
conditions.

8. How does the policy define a "pre-existing

Not applicable. Plan does not exclude coverage for pre-existing

conditions be entirely excluded from
the policy?

condition’? conditions.
9. Exclusionary Riders: Can an
individual’s specific, pre-existing No

USING THE PLAN

IN-NETWORK

OUT-OF-NETWORK

10. If the provider charges more for a
covered service than the plan
normally pays, does the enrollee

Yes, you will be responsible for paying the
difference between the Maximum Allowed
Amount and the non-participating Provider’s

arbitration clause?

have to pay the difference? No Billed Charges (sometimes called "Balance
billing"). The amounts you pay for Out-of-
Network Covered Services are in addition to
your balance billing costs.

11. Does the plan have a binding Yes

Questions: Call (855) 333-5735 or visit us at www.anthem.com

If you are not satisfied with the resolution of your complaint or grievance, contact

Colorado Division of Insurance

Consumer Affairs Section

1560 Broadway, Suite 850

Denver, CO 80202

Call 303-894-7490 (in-state toll-free 800-830-3745)
Email: insurance(@dora.state.co.us

If you need assistance to understand this document in Spanish, you may request it at no additional cost by calling the customer service number above.

Si usted necesita ayuda en espafiol para entender éste documento, puede solicitarla gratis llamando al nimero que aparece arriba.
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Endnotes

" "Network" refers to a specified group of physicians, hospitals, medical clinics and other health care providers that this plan may
require you to use in order for you to get any coverage at all under the plan, or that the plan may encourage you to use because it
may pay more of your bill if you use their network providers (i.e., go in-network) than if you don't (i.e., go out-of-network).

? Waiver of pre-existing condition exclusions. State law requires carriers to waive some or all of the pre-existing condition exclusion
period based on other coverage you recently may have had. Ask your carrier or plan sponsor (e.g., employer) for details.
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