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SUBJECT: Approval of the San Joaquin Valley Insurance Authority Participation

Agreement

REQUEST(S):

That the Board of Supervisors:

1. Authorize the Chairman to execute the SJVIA Participation Agreement with
the San Joaquin Valley Insurance Authority (SJVIA) retroactive to April 1,
2017 through December 31, 2018 for the purpose of participating in the
SJVIA health insurance programs (medical, dental, vision and prescription)
for eligible employees, retirees, and special districts. The agreement is
retroactive due to anticipated updated contract language recently completed
by SJVIA counsel.

2. Find that the Board had authority to enter into the proposed agreement as of
April 1, 2017 and that it was in the County’s best interest to enter into the
agreement on that date.

SUMMARY:
In October 2009, your Board approved the execution of a Joint Exercise of Powers
Agreement creating the San Joaquin Valley Insurance Authority (SJVIA) with the
County of Fresno. The SJVIA offers the County reduced fixed costs and medical
health insurance plans, a pharmacy program, as well as dental and vision
insurance for eligible employees, retirees, and special districts.

The 2016 SJVIA Participation Agreement was amended through March 31, 2017 to
reflect new SJVIA 2017 Plan Year medical, pharmacy, dental and vision rates. It



SUBJECT: Approval of the San Joaquin Valley Insurance Authority Participation
Agreement
DATE: April 10, 2018

was originally anticipated that updated contract language and provisions would be
completed by April 1, 2017, however, changes to this contract were not completed
until recently by SJVIA counsel. As a result, Human Resources & Development is
recommending that a new agreement be executed retroactive to April 1, 2017
through December 31, 2018.

The Board should note the following deviations from County contract protocol in
this agreement: 1) The forum for any disputes is Fresno County instead of Tulare
County and 2) the Dispute Resolution clause contains provisions that would require
the County to submit to arbitration.

FISCAL IMPACT/FINANCING:
Adoption of this agreement does not result in increased cost to the County.

LINKAGE TO THE COUNTY OF TULARE STRATEGIC BUSINESS PLAN:
Organizational Performance: Continuously improve organizational effectiveness
and fiscal stability. Provide for the stability of county operations through periods of
economic fluctuations, changing priorities and service demands.

ADMINISTRATIVE SIGN-OFF:

Rhonda Sjostrom
Human Resources Director

cC: Auditor-Controller
County Counsel
County Administrative Office (2)
San Joaquin Valley Insurance Authority

Attachment(s) SJVIA Participation Agreement
Exhibit A & B — April 1, 2017 — December 31, 2017
Exhibit A & B — January 1, 2018 — December 31, 2018



BEFORE THE BOARD OF SUPERVISORS
COUNTY OF TULARE, STATE OF CALIFORNIA

IN THE MATTER OF APPROVAL OF THE )

SAN JOAQUIN VALLEY INSURANCE ) Resolution No.
AUTHORITY PARTICIPATION ) Agreement No.
AGREEMENT

)

UPON MOTION OF SUPERVISOR , SECONDED BY
SUPERVISOR , THE FOLLOWING WAS ADOPTED BY THE
BOARD OF SUPERVISORS, AT AN OFFICIAL MEETING HELD APRIL 10, 2018,
BY THE FOLLOWING VOTE:

AYES:
NOES:
ABSTAIN:
ABSENT:

ATTEST: MICHAEL C. SPATA

COUNTY ADMINISTRATIVE OFFICER/
CLERK, BOARD OF SUPERVISORS

BY:

Deputy Clerk

*¥ k % & % & ok % Kk *k k k * k * * * &

That the Board of Supervisors:

1. Authorized the Chairman to execute the SJVIA Participation Agreement with the
San Joaquin Valley Insurance Authority (SJVIA) retroactive to April 1, 2017
through December 31, 2018 for the purpose of participating in the SJVIA health
insurance programs (medical, dental, vision and prescription) for eligible
employees, retirees, and special districts. The agreement is retroactive due to
anticipated updated contract language recently completed by SJVIA counsel.

2. Found that the Board had authority to enter into the proposed agreement as of
April 1, 2017 and that it was in the County’s best interest to enter into the
agreement on that date.



SJVIA PARTICIPATION AGREEMENT

THIS AGREEMENT (*Agreement”) is made and entered into this 15t day of April 1, 2017, by and
between COUNTY OF TULARE, a political subdivision of the State of California, hereinafter referred to as
"COUNTY OF TULARE", and the SAN JOAQUIN VALLEY INSURANCE AUTHORITY, a joint powers agency,
hereinafter referred to as “SJVIA",

WITNESSETH:

WHEREAS, the purpose of the SJVIA is to develop and provide various health insurance programs for
health, pharmacy, vision, dental, mental health and life insurance, including related administrative services for
such programs to be provided by the insurance provider(s) and the SJVIA and its agents and consultants
{collectively, “Various Benefits"), for the benefit of participating entities; and

WHEREAS, the COUNTY OF TULARE wishes to participate in the SJVIA Various Benefits for the
purpose of purchasing health insurance programs, and/or other benefits in a cost-effective manner for its
participating employees; and

WHEREAS, the COUNTY OF TULARE elects to participate in the selected SJVIA health insurance
programs as referenced in Exhibit “A" (collectively, “SELECTED PROGRAMS"), for the benefit of participating
entities; and

WHEREAS, the COUNTY OF TULARE and the SJVIA now desire to enter into this Agreement to secure
the COUNTY OF TULARE's commitment to remit premium payments to the SJVIA for the Various Benefits to
be provided under the Insurance Contract and by the SJVIA and its agents and consultants, as provided herein.

WHEREAS, a true and correct copy of a summary of applicable SJVIA health insurance programs is
attached hereto and incorporated herein by reference as Exhibit “A”; and

WHEREAS, the SJVIA represents that it will contract with Insurance Providers which will provide its
Various Benefits under the terms and conditions of a written contract between the SJVIA and the Insurance
Pravider (the “Insurance Contract’) for each of the COUNTY OF TULARE’s participating employees; and

WHEREAS, the SJVIA represents that the rates for the Various Benefits under the SELECTED
PROGRAMS to he provided under the Insurance Contract and by the SJVIA, including the costs of its agents
and consultants, are set forth in Exhibit “B" which is attached hereto and incorparated herein by reference; and

WHEREAS, the COUNTY CF TULARE and the SJVIA now desire to enter into this Agreement to secure
the COUNTY OF TULARE's commitment to remit premium payments to the SJVIA for the Various Benefits to
be provided under the Insurance Contract, and the COUNTY OF TULARE's portion of the costs of the 8JVIA's
agents and consultants, as provided herein.

NOW THEREFORE, in consideration of their mutual promises, covenants and conditions, the Parties
agree as follows:

1. ENTITY COUNTY OF TULARE's OBLIGATIONS: The COUNTY OF TULARE acknowledges
that this agreement requires a commitment to participate in SJVIA Various Benefits effective April 1, 2017
through December 31, 2018. Within ten business days of the date that SJVIA is required under the Insurance
Contract to pay any insurance premium and/or similar charge to the Insurance Provider, the COUNTY OF
TULARE shall remit to SJVIA the amount necessary to pay the required premium payment based on the
intervals of such payments under the Insurance Contract.

The COUNTY OF TULARE may also patticipate in SELECTED PROGRAMS as referenced in Exhibit “A" and
shall comply with all applicable terms and provisicns of the Insurance Contract and this Agreement, effective
April 1, 2017. The attached rates in Exhibit "B” reference only the SELECTED PROGRAMS the COUNTY OF
TULARE is electing. Exhibit “B" also references the effective term such rates apply to the COUNTY OF



TULARE which are effective April 1, 2017 through December 31, 2017 and January 1, 2018 through December
31, 2018. The COUNTY OF TULARE agrees that it may only elect to participate in additional health insurance
programs, or elect to make changes to the SELECTED PROGRAMS, through subsequent amendment to this
agreement or separate agreement. Subsequent renewals are based on the SJVIA underwriting guidelines.
The SJVIA is underwritten and renewed as a single risk pool using actuarially based underwriting standards.

2. SJVIA'S OBLIGATIONS: The SJVIA shall approve and execute related Insurance Contracts.
Following execution of the Insurance Contracts, (i) SJVIA shall make available the fully-executed copy of the
Insurance Contract to COUNTY OF TULARE, {ii) SJVIA shall enforce SJVIA's rights under the Insurance
Contract for the benefit of COUNTY OF TULARE, and (iii) SJVIA shall perform SJVIA’s obligations under the
terms and conditions of the Insurance Contracts, including making timely payment of premium payments,
and/or any similar charges, necessary tc keep the Insurance Contracts in full force and effect.

3. MODIFICATION: Any matters of this Agreement may be modified from time to time but only by
the written consent of all the parties hereto without, in any way, affecting the remainder hereof.

4. NON-ASSIGNMENT: Neither party hereto shall assign, transfer, or subcontract this Agreement
nor their rights or duties under this Agreement without the prior written consent of the other party hereto.

3. AUDITS AND INSPECTIONS: The SJVIA shall at any time during usual SJVIA business hours,
upon request by the COUNTY OF TULARE, and as often as the COUNTY OF TULARE may deem necessary,
make available to the COUNTY OF TULARE for examination all SJVIA records and data for inspection,
examination, and audit by the COUNTY OF TULARE with respect to the matters covered by this Agreement.
SJVIA shall be subject to the examination and audit of the State Auditor General for a period of three (3) years
after final payment under contract (Government Code section 8546.7).

b. NDTICES: The persons having authority to give and receive notices under this Agreement and
their addresses include the following:

COUNTY OF TULARE SJVIA

Rhonda Sjostrom Paul Nerland

Human Resource Director SWVIA Manager

2500 West Burrel Ave 2220 Tulare Street, 14t floor
Visalia, CA 93291 Fresno, CA 93721
rsjostro@co.tulare.ca.us pnerland@co.fresno.ca.us

Any and all notices between the COUNTY OF TULARE and the SJVIA provided for or permitted under
this Agreement shall be in writing and shall be deemed duly served when personally delivered to cone of the
parties, orin lieu of such personal service, when deposited in the United States Mail, postage prepaid,
addressed to such party.

7. GOVERNING LAW: The parties agree that for the purposes of venue, performance under this
Agreement is to be in Fresno County, California. The rights and obligations of the parties and all interpretation
and performance of this Agreement shall be governed in all respects by the laws of the State of California.

8. TERM: This Agreement shall become effective beginning at 12:01 a.m. on April 1, 2017 and
shall terminate on December 31, 2018.

9. TERMINATION:
a. The terms of this Agreement, and the health insurance programs, Administrative Services,

and/or SJVIA Staff Costs to be provided hereunder, are contingent on the approval of funds
by the COUNTY OF TULARE. Should sufficient funds not be allocated, the services



provided may be modified, or this Agreement terminated at any time by giving SJVIA 120
days advance written notice.

b. Notwithstanding any other provision of this Article, if the COUNTY OF TULARE fails to make
in full any payment when due pursuant to Article 1, the SJVIA shall have the right, in its sole
discretion, to terminate this Agreement, without notice, effective at the expiration of the last
pericd for which full premium payment was made. Notwithstanding such termination or
suspension, the SJVIA, in its sole discretion, may accept late payment or delinquent
amounts and, upon acceptance, this Agreement may be reinstated retroactively to the last
date for which full premium payment was made. Any such acceptance of a delinquent
payment by the SJVIA shall nct be deemed a waiver of this provision for termination of this
Agreement in the event of any future failure of the COUNTY OF TULARE to make timely
payments of any amounts due under this Agreement.

10. SEVERABILITY: Inthe event any provisions of this Agreement are held by a court of
competent jurisdiction to be invalid, void, or unenforceable, the Parties will use their best efforts to meet and
confer to determine how to mutually amend such provisions with valid and enforceable provisions, and the
remaining provisions of this Agreement will nevertheless continue in full force and effect without being impaired
or invalidated in any way.

11, DISPUTE RESOLUTION: Any controversy or dispute between the parties arising out of this
agreement shall be submitted to mediation. The mediator will be selected by mutual agreement. If the matter
cannot be resolved through mediation or if the parties cannot agree upon a mediator the matter shall be
submitted to arbitration and such arbitration shall comply with and be governed by the provisions of the
California Arbitration Act, of the California Code of Civil Procedure.

12, ENTIRE AGREEMENT: This Agreement constitutes the entire agreement between the SJVIA
and COUNTY OF TULARE with respect to the subject matter hereof and supersedes all previous agreement
negotiations, proposals, commitments, writings, advertisements, publications, and understandings of any nature
whatscever unless expressly included in this Agreement.

13. COUNTERPARTS: This Agreement may be executed in one or more original counterparts, all of
which together will constitute one and the same agreement.

i
i
fit

(Go to next page for signatures)



AGREEMENT BETWEEN COUNTY OF TULARE AND THE

SAN JOAQUIN VALLEY INSURANCE AUTHORITY

SAN JOAQUIN VALLEY INSURANCE
AUTHORITY:

By

Pete Vander Poel
SJVIA Board President

Date:

REVIEWED & RECOMMENDED FOR APPROVAL

By

Paul Nerland
SJVIA Manager

COUNTY OF TULARE

By

Steven Worthley
Chairman, Board of Supervisors

Date:

ATTEST:

By

Michael C. Spata, County Administrative
Officer/Clerk of the Board of
Supervisors

APPROVED AS TO LEGAL FORM:

By




Exhibit A — April 1, 2017 — December 31, 2017
_ SJVIAPPO Zero
Anthem %  Custom PPO 0/500/20/90/70

Fuplrmge
Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.
Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have anidentification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.
In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits and/or days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums. Plan maximums and other important information appear in italics.
Benefits are subject to all terms, conditions, limitations, and exclusions of the Policy.

sujauag Odd

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount
is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges.
For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the
reasonable and customary value. Members may be responsible for any amount in excess of the reasonable and customary

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible

For PPO Providers & Other Health Providers None

For non-PPO Providers $500/member; $1,000/amily

Deductible for non-Anthem Blue Cross PPD hospital or None

residential treatment center

Deductible for non-Anthem Blue Cross PPD hospital or $250/admission (waived for emergency admission)
residential treatment center if utilization review not obtained

Deductible for emergency room services $100visit (waived if admitied directly from ER)
Annual Out-of-Packet Maximums (no cross application)

PPO Providers & Other Health Care Providers $2,000/memberfyear; $4,000/family/year
Non-PPO Providers $5,000/memberfyear; $10,000/family/year

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum,
the member remains responsible for non-PPO providers & other health care providers, costs in excess of the covered expense.

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’

Hospital Medical Services (subject to utilization review
for inpatient services, waived for emergency admissions)

¥  Semi-private room, meals & special diets, 10% 30%

& ancillary services (benefit imited fo $6060/day)
» OQutpatient medical care, surgical services & supplies 10% 30%

(hospiial care other than emergency room care) (benefil imiled lo $600/day)
Ambulatory Surgical Centers
¥ Outpatient surgery, services & supplies 10% 30%

(henefit imited io $350/day)

Skilled Nursing Facility (subject to utilization review)
» Semi-private room, services & supplies 10% 10%
{imited o 100 days/calendar year)

Hospice Care {subject io utitization review)

¥ Inpatient or outpatient services No copay?
for member with up to one year life expectancy; family
bereavement services

1The percentage copay far non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 These providers are not represented in the Anthem Blue Cross PPO network.

anthem.com/ca Anthem Blue Cross  (P-NP) Effective 01/2017 Printed 11/28/2016



Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay!

Home Health Care (subject to utilization review)

# Services & supplies from a home health agency 10% 10% with authorization
(limited to combined 100 prior authonzed visits/calendar year,
one visit by a home health aide equals four hours or less; not covered
while member receives hospice care)

Home Infusion Therapy (subject to utilization review)

# Includes medication, ancillary services & supplies; 10% 10%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services

Physician Medical Services

#»  Office & home visits $20Nvisit: 30%

# Hospital & skilled nursing facility visits 10% 30%

> Surgeon & surgical assistant; anesthesiologist or anesthetist 10% 30%

#  Drugs administered by a medical provider 10% 30%
(certain drugs are subject to ulilization review)

Diagnostic X-ray & Lab

# MRI, CT scan, PET scan & nuclear cardiac scan 10% 30%
(subject to utilization review)

» Other diagnostic x-ray & lab No copay 30%

Preventive Care Services

Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPV, diabetes, cholesterol,

blood pressure, hearing and vision immunizations, health education, No copay 30%

intervention services, HIV testing), and additional preventive care

for women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care

Services required by federal and state law.

Physical Therapy, Physical Medicine & Occupational $25Misit 30%

Therapy

Chiropractic Services (up io 12 visits/calendar vear; additional $25Nvisit 30%

visits may be appraved, if medically necessary)

Speech Therapy

# Qulpatient speech therapy following injury or $20Mvisit 30%
organic disease

Acupuncture

#  Services for the treatment of disease, illness or injury $25Misit? $25Nvisits
{limited o 20 visits/calendar vear)

Temporomandibular Joint Disorders

#  Splint therapy & surgical treatment 10% 30%

Pregnancy & Maternity Care

# Physician office visits $20Mvisit? 30%

»  Prescription drug for elective abortion (mifeprisione) 10% Not covered

Normal delivery, cesarean section, complications of pregnancy

& abortion

# Inpatient physician services 10% 30%

> Hospital & ancillary services 10% 30%

{beneiit fimited 1o $600/day)
#  Family planning counseling $20/visit Not covered

" The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2The dollar copay applies only to the visit itself. An additional 10% copay applies for any services perfomed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3 Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),

or a dentist {D.D.5.).



Govered Services PPO: Per Non-PPQ: Per

Member Copay Member Copay’
Organ & Tissue Transplants (subject to utilization review;
specified organ transplants covered only when performed
al a Center of Expettise [COE])
¥» Inpatient services provided in connection with 10%
non-investigative organ or tissue transplants
» Transplant travel expense for an authorized, No copay
specified fransplantata COL
(reciplent & companion transportation limited fo 6 Wips/episode
& $250/person/trip for round-trip coach airfare, hotel limited to 1
roam double accupancy & $100/day tor 21 days/irip, ather
expenses limiled to $25/day/person for 21 daysfinp, donor
Iransportalion limited to 1 trip/episode & $250 for round-irip
coach airfare, hotel limited to $100/day for 7 days, other
expenses limited fo $25/day for 7 days
Bariatric Surgery {subject to utiization review; medically
necessary surgery for weight loss, only for marbid obasily,
covered only when performed at a Center of Expertise
[COE)Y)
¥ Inpatient services provided in connection with medically 10%
necessary surgery for weight loss, only for morbid obesity
» Bariatric travel expense when member’s home No copay

is 50 miles or more from the nearest Bariatric CME
(member's ransportation to & from CME limited

to $130/persondip for 3 trips Ipre-surgical visi, initial
surgery & one follow-up visit]; ane companion's
transportation to & from CME limited 1o $130/person/trip
for 2 trips {inilial surgery & one follaw-up vistt], hatel for
member & one companion limiled fo one room

double occupancy & $100/day for 2 days/rip, or a5
medically necessary, for pre-surgical & follow-up visit;
hotel for one companion fimited to ohe room double
occlpancy & $100/day for duration of member's

inttiat surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/rip)

Diabetes Education Programs {requires physician supervision)

» Teach members & their families about the disease $20Mvisit 30%
process, the daily management of diabetic therapy &
seli-management training

Prosthetic Devices
» Coverage for breast prostheses; prosthetic devices to 10% 30%
restore a method of speaking; surgical implants;
artificial imbs or eyes; the first pair of contact lenses
or eyeglasses when required as a result of eye surgery;
& therapeutic shoes & inserts

Durable Medical Equipment
» Rental or purchase of DME including , 10% 30%
dialysis equipment & supplies, home medical equipment,
prostheticlorthotics (hearing aids benefit
available for one hearing aid per ear every three years, breast pump
and supplies are covered under preventive care at no charge for in-network)

Related OQutpatient Medical Services & Supplies

»  Ground or air ambulance transportation, services 10%:2
& disposable supplies

» Blood transfusions, blood processing & the cost of 10%:2
unreplaced blood & blood products

¥ Autologous blood {sef-donated blood coliection, 10%?

lesling, processing & storage for planned surgery)

1 The percentage copay for non-emergency senvices from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 These providers are not represented in the Anthern Blue Cross PPO network.



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay!

Emergency Care
# Emergency room services & supplies 10% 10%

{$100 deductible waived if admitted)
# Inpatient hospital services & supplies 10% 10%
> Physician services 10% 10%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subyject to utilization review; 10% 30%

waived for emergency admissions) {benefit limitad to $600/day)
# Inpatient physician visits 10% 30%
Qutpatient Care
»  Facility-based care {subject to utilization review; 10% 30%

waived for emergency admissions) {benefit limited 1o $600/day)
# OQulpatient physician visits $20Mvisit? 30%

{(Behavigral Health treatment tor Autism & Pervasive
disorder will be subject to pre-setvice review)

" The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 The dollar copay applies only to the visit itself. An additional 10% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any experimental or investigative procedure or medication

Bul, If member 15 denied benefits because it 15 determined that the requested treatment

Iz expenmental or investigative, the member may request an ndependent medical review,

as desoribed in the Evidence of Caverage (EOC).

Outside the United States. Services or supplies furnished and billed by a provider outside

the United States, unless such services or supplies are fumished in connection with urgent care

o &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felony, as long as any Injuries are not a result of a medical condtion or an act of
domestic violence; or () any release of nuclear energy, whether or not the result of war, when
government funds are available for the treatment of illness ar injury arising from the release

of nuclear energy

Mot Covered. Services received before the member's effective date. Services received

afterthe member's coverage ends, except as specified as covered inthe EOC

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum
Work-Related. Work-related conditions if benefits are recovered or can be recovered, either by
adjudicalion, selflement or otherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as to whether benefits may be recovered for those conditions pursuant to
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Code Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by a local,
state or federal gavernment agency, except when payment under this plan is expressly required by
federal or state law. We will not cover payment for these services if the member is not required to
pay for them or they are given to the member for free.

Services of Relatives. Professional services received from a person living inthe member's

home or who is related to the member by blood or marniage, except as specified as covered

inthe EGC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
nocharge would be made in the absence of insurance coverage or ather health plan coverage,
except services recelved al a non-governmental charitable research hospital. Such a hospital must
meet the following guidelines

1. it must be internationally known as being devoled mainly to medical research;

2 atleast 10% of its yearly budget must be spent on research not directly related to
patient care;

3 at least one-third of its gross income must come from donations or grants other than gifts
or payments for patiert care;

4 it must accepl patients who are unable to pay, and
5. two-thirds of it patients must have condilions directly related to the hospital's research
Nut Specifically Listed. Services not specifically listed inthe plan as covered services

Private Contracts. Services or supplies provided pursuant Lo a private contract between the
member and a pravider, for which reimbursement under Medicare pragram is prohibited, as
specified in Section 1802 @2 U5 C. 1396a) of Title XV of the Social Security Act

Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an outpetient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation.
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, except as specified as covered inthe EQC

Orthodontia. Braces, other orthadontic appliances or arthodontic services

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teeth, treatiment to the teeth or gums, or trealment to
or for any disorders for the temparomandibular (jaw) joint, except as specified azcoveredinthe
EOC. Cosmetic dentd surgery or other dental services for beautification

Hearing Aids or Tests

Optometric Services or Supplies. Optometric services, eye exercises including orthoplics
Routine eve exams and routine eye refractions, as specified as covered in the EOC.

Eyeglasses or contact lenses, except as specified as covered inthe EOC

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered

inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to correct
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectory. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does net apply to medically nocessary trealments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervasa. Surgical treatment for morbid obesity iscovered as described in the
Evidence of Coverage (EOC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but not limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamele intrafallopian transfer

Surrogate Mother Services. For any services or supplies provided lo a person nof covered under
the plan in connectionwith & surrogate pregnancy (ncluding, but not limited to, the bearing of a
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as an integral part of a brace, shoe inserts that are custom molded to the petient, or therapeutic
shoes and inserls designed to treal fool complications due to diabeles, as specifically steted inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for environmental change ar physical therapy. Services provided by a rest hame,

a home for the aged, a nursing home or any similar facility. Services provided by a skilled nursing
facility or custodial care or rest cures, except as specified as covered inthe ECC

Health Club Memhberships. Health club memberships, exercise equipment, cherges from a
physical fiiness instrustor or persanal trainer, or any cther charges for activities, equipment or
facilities used for developing or maintaining physical filness, even If ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, fygiene or beaulification

Education or Counseling. Educational services or nutritional counseling, except as specified

as covered Inthe EQC. This exclusion does nol apply 1o counseling for the trealiment of anorexia
nervosa or bulimia nervosa

Food or Dietary Supplements. Nuinitional and/or dietary supplements, except as provided inthis
plan or as required by law. This exclusion includes, but is not imited to, those nutritional formulas
and dietary supplements that can be purchased over the counter, which by law do not requirement
either awrilten prescription or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consultations provided by telephone

or facsimile machine

Routine Exams or Tests. Routine physical exams or tests which do not direcily treal an actual
ilness, injury or candition, including those required by employment or govemment authority,
except as specified as covered inthe EQC

Acupuncture. Acupunciure trealmenl, except as specified as covered inthe EOC. Acupressure
or massage to control pain, treat iliness or promate health by applying pressure to one or mare
specific areas of the body based on dermalomes or acupunclure poinis

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
carrecting refractive defects of the eye such as nearsightednes s (myopia) andfor astigmatism.
Contact lenses and everlasses required as a result of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during a covered inpalient confinement or as specified
gscavered inthe EOG

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medicalions
and insulin, excepl as specified as covered in the EQC. Any non-prescription, aver-the-counter
patent or proprietary drug or medicine. Cosmetics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be oblained from the specialty
pharmecy program, but, which are oktained from a retail pharmacy, are not cavered by this plan
Member will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceplive devices prescribed for birth control except as specified

as cavered in the EOG.

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or outpatient services of a private duty nurse
Lifestyle Programs. Programs fo aller one’s lifestyle which may include but are not imited to dief,

exercise, imagery or nutrition. This exclusion will not apply to cardiac rehabilitation programs
approved by Us

Wigs.

Third Party Liahility — Anthem Blue Cross is entitled to reimbursement of benefits paid if the
member recovers damages from a legaly liable third party

Coordination of Benefits — The benefits of this plan may be reduzed if the member has any other
group health or dental coverage so that the senvices received from all group coverages do not
exceed 100% of the covered expense

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

Blue Cross Association.
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Fuplrmge
Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being o
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.
Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have anidentification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.
In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits and/or days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums. Plan maximums and other important information appear in italics.
Benefits are subject to all terms, conditions, limitations, and exclusions of the Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount
is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges.
For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the
reasonable and customary value. Members may be responsible for any amount in excess of the reasonable and customary
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When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible

For PPO Providers & Other Health Providers None

For non-PPO Providers $500/member; $1,000/amily

Deductible for non-Anthem Blue Cross PPD hospital or None

residential treatment center

Deductible for non-Anthem Blue Cross PPD hospital or $250/admission (waived for emergency admission)
residential treatment center if utilization review not obtained

Deductible for emergency room services $100visit (waived if admitied directly from ER)
Annual Out-of-Packet Maximums (no cross application)

PPO Providers & Other Health Care Providers $2,000/memberfyear; $4,000/family/year
Non-PPO Providers $5,000/memberfyear; $10,000/family/year

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum,
the member remains responsible for non-PPO providers & other health care providers, costs in excess of the covered expense.

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’

Hospital Medical Services (subject to wtilization review
for inpatient services, waived for emergency adimissions)

¥  Semi-private room, meals & special diets, 10% 30%

& ancillary services (benefit imited fo $6060/day)
» OQutpatient medical care, surgical services & supplies 10% 30%

(hospiial care other than emergency room care) (benefil imiled lo $600/day)
Ambulatory Surgical Centers
¥ Outpatient surgery, services & supplies 10% 30%

(henefit imited io $350/day)

Skilled Nursing Facility (subject to utilization review)

»  Semi-private room, services & supplies 10% 10%
{imited o 100 days/calendar year)

Hospice Care {subject io utitization review)

¥ Inpatient or outpatient services No copay?
for member with up to one year life expectancy; family
bereavement services

1The percentage copay far non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.

2 These providers are not represented in the Anthem Blue Cross PPO network.

anthem.com/ca Anthem Blue Cross  (P-NP) Effective 01/2017 Printed 11/28/2016



Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay!

Home Health Care (subject to utilization review)

# Services & supplies from a home health agency 10% 10% with authorization
(limited to combined 100 prior authonzed visits/calendar year,
one visit by a home health aide equals four hours or less; not covered
while member receives hospice care)

Home Infusion Therapy (subject to utilization review)

# Includes medication, ancillary services & supplies; 10% 10%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services

Physician Medical Services

#»  Office & home visits $20Nvisit: 30%

# Hospital & skilled nursing facility visits 10% 30%

> Surgeon & surgical assistant; anesthesiologist or anesthetist 10% 30%

#  Drugs administered by a medical provider 10% 30%
(certain drugs are subject to tilization review)

Diagnostic X-ray & Lab

# MRI, CT scan, PET scan & nuclear cardiac scan 10% 30%
(subject to utilization review)

» Other diagnostic x-ray & lab No copay 30%

Preventive Care Services

Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPV, diabetes, cholesterol,

blood pressure, hearing and vision immunizations, health education, No copay 30%

intervention services, HIV testing), and additional preventive care

for women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care

Services required by federal and state law.

Physical Therapy, Physical Medicine & Occupational $25Misit 30%

Therapy

Chiropractic Services (up io 12 visits/calendar vear; additional $25Nvisit 30%

visits may be appraved, if medically necessary)

Speech Therapy

# Qulpatient speech therapy following injury or $20Mvisit 30%
organic disease

Acupuncture

#  Services for the treatment of disease, illness or injury $25Misit? $25Nvisits
{limited o 20 visits/calendar vear)

Temporomandibular Joint Disorders

#  Splint therapy & surgical treatment 10% 30%

Pregnancy & Maternity Care

# Physician office visits $20Mvisit? 30%

»  Prescription drug for elective abortion (mifeprisione) 10% Not covered

Normal delivery, cesarean section, complications of pregnancy

& abortion

# Inpatient physician services 10% 30%

> Hospital & ancillary services 10% 30%

{beneiit fimited 1o $600/day)
#  Family planning counseling $20/visit Not covered

" The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 The dollar copay applies only to the visit itself. An additional 10% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3 Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),

or a dentist {D.D.5.).



Govered Services PPO: Per Non-PPQ: Per

Member Copay Member Copay’
Organ & Tissue Transplants (subject to utilization review;
specified organ transplants covered only when performed
al a Center of Expettise [COE])
¥» Inpatient services provided in connection with 10%
non-investigative organ or tissue transplants
» Transplant travel expense for an authorized, No copay
specified fransplantata COL
(reciplent & companion transportation limited fo 6 Wips/episode
& $250/persontrip for round-trip coach airfare, hotel limited to 1
roam double accupancy & $100/day tor 21 days/irip, ather
expenses limiled to $25/day/person for 21 daysfinp, donor
Iransportalion limited to 1 trip/episode & $250 for round-irip
coach airfare, hotel fimited to $100/day for 7 days, other
expenses limited fo $25/day for 7 days
Bariatric Surgery {subject to utiization review; medically
necessary surgery for weight loss, only for marbid obasily,
covered only when performed at a Center of Expertise
[COE)Y)
¥ Inpatient services provided in connection with medically 10%
necessary surgery for weight loss, only for morbid obesity
» Bariatric travel expense when member’s home No copay

is 50 miles or more from the nearest Bariatric CME
(member's transportation to & from CME limited

to $130/persondip for 3 trips Ipre-surgical visi, initial
surgery & one follow-up visit]; ane companion's
transportation to & from CME limited 1o $130/person/trip
for 2 trips {inilial surgery & one follaw-up vistt], hatel for
member & one companion limiled {o one room

double occupancy & $100/day for 2 daysArip, or a5
medically necessary, for pre-surgical & follow-up visit;
hotel for one companion fimited to ohe room double
occlipancy & $100/day for duration of nember's

inttiat surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/rip)

Diabetes Education Programs {requires physician supervision)

» Teach members & their families about the disease $20Mvisit 30%
process, the daily management of diabetic therapy &
seli-management training

Prosthetic Devices
» Coverage for breast prostheses; prosthetic devices to 10% 30%
restore a method of speaking; surgical implants;
artificial imbs or eyes; the first pair of contact lenses
or eyeglasses when required as a result of eye surgery;
& therapeutic shoes & inserts

Durable Medical Equipment
» Rental or purchase of DME including , 10% 30%
dialysis equipment & supplies, home medical equipment,
prostheticlorthotics (hearing aids benefit
available for one hearing aid per ear every three years, breast pump
and supplies are covered under preventive care at no charge for in-network)

Related OQutpatient Medical Services & Supplies

»  Ground or air ambulance transportation, services 10%:2
& disposable supplies

» Blood transfusions, blood processing & the cost of 10%:2
unreplaced blood & blood products

¥ Autologous blood {sef-donated blood coliection, 10%?

lesling, processing & storage for planned surgery)

1 The percentage copay for non-emergency semvices from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 These providers are not represented in the Anthern Blue Cross PPO network.



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay!

Emergency Care
# Emergency room services & supplies 10% 10%

{$100 deductible waived if admitted)
# Inpatient hospital services & supplies 10% 10%
> Physician services 10% 10%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subyject to utilization review; 10% 30%

waived for emergency admissions) {benefit limitad to $600/day)
# Inpatient physician visits 10% 30%
Qutpatient Care
»  Facility-based care {subject to utilization review; 10% 30%

waived for emergency admissions) {benefit limited 1o $600/day)
# OQulpatient physician visits $20Mvisit? 30%

{(Behavigral Health treatment tor Autism & Pervasive
disorder will be subject to pre-setvice review)

" The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 The dollar copay applies only to the visit itself. An additional 10% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any experimental or investigative procedure or medication

Bul, if member 15 denied benefils because 11 1s determined that the requested treatment

Is experimental or investigative, the member may request an independent medical review,

as desoribed in the Evidence of Caverage (EOC).

Outside the United States. Services or supplies furnished and billed by a provider outside

the United States, unless such services or supplies are fumished in connection with urgent care

o &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felony, as long as any injuries are not a result of a medical condition or an act of
domestic violence; or (2) any release of nuclear energy, whether or not the result of war, when
gavernment funds are available for the treatment of illness or injury arising from the releaze

of nuclear energy

Mot Covered. Services received before the member's effective dale. Services received

afterthe member's coverage ends, except as specified as covered inthe EOC

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum
Work-Related. Work-related conditions if benefits are recovered or can be recovered, either by
adjudicalion, selflement or otherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as to whether benefits may be recovered for those conditions pursuant to
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Code Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by a local,
state or federal gavernment agency, except when payment under this plan is expressly required by
federal or state law. We will not cover payment for these services If the member is not required to
pay for them or they are given to the member for free.

Services of Relatives. Professional services received from a person living inthe member's

home or who is related to the member by blood or marniage, except as specified as covered

inthe EGC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
nocharge would be made in the absence of insurance coverage or ather health plan coverage,
excepl services recelved al a non-governmental charitable research hospital. Such a hospital must
meet the fallowing guidelines

1. it must be internationally known as being devoled mainly to medical research;

2 atleast 10% of its yearly budget must be spent on research not directly related to
patient care;

3 at least one-third of its gross income must come from donations or grants other than gifts
or payments for patiert care;

4 it must accepl patients who are unable to pay, and
5. two-thirds of it patients must have condilions drectly related to the hospital s research
Nut Specifically Listed. Services not specifically listed inthe plan as covered services

Private Contracts. Services or supplies provided pursuant Lo a private contract between the
member and a pravider, for which reimbursement under Medicare program is prohibited, as
specified in Section 1802 @2 U5 C. 1396a) of Title XV of the Social Security Act

Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an cutpatient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation.
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, except as specified as covered inthe EQC

Orthodontia. Braces, other orthadontic appliances or arthodontic services

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teeth, treatiment to the leeth or gums, or treaiment to
or for any disorders for the temparomandibular (jaw) joint, except as specified azcoveredinthe
EOC. Cosmetic dentd surgery or other dental services for beautification

Hearing Aids or Tests

Optometric Services or Supplies. Optometric services, eye exercises including orthoplics
Routine eve exams and routine eye refractions, as specified as covered in the EOC.

Eyeglasses or contact lenses, except as specified as covered in the EOC

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered

inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to correct
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectory. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does nol apply to medically nocessary trealments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervasa. Surgical treatment for morbid obesity iscovered as described inthe
Evidence of Coverage (EOC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but not limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamele intrafallopian transfer

Surrogate Mother Services. For any services or supplies provided lo a person nof covered under
the plan in connectionwith & surrogate pregnancy (ncluding, but not limited to, the bearing of &
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as an integral part of a brace, shoe inserts that are custom malded to the patient, or therapeutic
shoes and inserls designed to treal fool complications due to diabeles, as specifically steted inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for environmental change ar physical therapy. Services provided by a rest hame,

a home for the aged, a nursing home or any similar facility. Services provided by a skilled nursing
facility or custodial care or rest cures, except as specified as covered inthe EQC.

Health Club Memhberships. Health club memberships, exercise equipment, cherges from a
physical fiiness instrustor or persanal trainer, or any cther charges for activities, equipment or
facilities used for developing or maintaining physical filness, even If ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, fygiene or beaulification

Education or Counseling. Educational services or nutriional counseling, except as specified

as covered Inthe EQC. This exclusion does nol apply 1o counseling for the trealiment of anorexia
nervosa or bulimia nervosa

Food or Dietary Supplements. Nuiritional and/or dietary supplements, except as provided in this
plan or as required by law. This exclusion includes, but is not imited to, those nutritional formulas
and dietary supplements that can be purchased over the counter, which by law do not requirement
either awrilten prescription or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consultations provided by telephone

or facsimile machine

Routine Exams or Tests. Routine physical exams or tests which do not direcily treal an actual
ilness, injury or candition, including those required by employment or government authority,
except as specified as covered inthe EQC

Acupuncture. Acupunciure frealmenl, except as specified as covered inthe EOC, Acupressure
or massage to control pain, treat iliness or promate health by applying pressure to one or more
specific areas of the body based on dermalomes or acupunclure poinis

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
carrecting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism.
Contact lenses and everlasses required as a result of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during a covered inpatient confinement or as specified
gscavered inthe EOG

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medicalions
and insulin, excepl as specified as covered in the EQC. Any non-prescription, aver-the-counter
patent or proprietary drug or medicine. Cosmetics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be oblained from the specialty
pharmecy program, but, which are oktained from a retail pharmacy, are not cavered by this plan
Member will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceplive devices prescribed for birth control except as specified
gscavered inthe EOG

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or outpatient services of a private duty nurse
Lifestyle Programs. Programs fo aller one's Ifestyle which may include but are not limited to diet,

exercise, imagery or nutrition. This exclusion will not apply to cardiac rehabilitation programs
approved by Us

Wigs.

Third Party Liahility — Anthem Blue Gross is entitled to reimbursement of benefits paid if the
member recovers damages from a legaly liable third party

Coordination of Benefits — The benefits of this plan may be reduzed if the member has any other
group health or dental coverage so that the senvices received from all group coverages do not
exceed 100% of the covered expense

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

Blue Cross Association.
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Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections ofthe Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.gov/ebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits andior days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums.

Plan maximums and other important information appear in italics. Benefits are subject to all terms, conditions, limitations, and exclusions of the
Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount. Non-Participating Providers & Other Health Care Providers-
(includes those not represented in the PPO provider network)-Reimbursement amount is based on: an Anthem Blue Cross rate or fee schedule, a
rate negotiated with the provider, information from a third party vendor, or billed charges. For Medical Emergency care rendered by a Non-
Participating Provider or Non-Contracting Hospital, reimbursement may be based on the reasonable and customary value. Members may be
responsible for any amount in excess of the reasonable and customary

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible for all providers $500/member; $1,000/family

Deductible for non-Anthem Blue Cross PPO hospital or $250/admission (Wwaived for emergency admission)
residential treatment center

Deductible for non-Anthem Blue Cross PPO hospital or $250/admission (Wwaived for emergency admission)
residential treatment center if utilization review not obtained

Deductible for emergency room services $100Nisit (waived if admitted directly from ER)
Annual Out-of-Pocket Maximums (no cross application)

PPO Providers & Other Health Care Providers $3,000/memberfyear; $6,000/family/year
Non-PPO Providers $10,000/memberiyear; $20,000/family/year

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum, the
member remains responsible for non-PPQ providers & other health care providers, costs in excess of the covered expense

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’

Hospital Medical Services (subject to utilization review
for inpatient services, waived for emergency admissions)

¥ Semi-private room, meals & special diets, $250/admission +20% 40%

& ancillary services (henafit limited to $600/day)
» Oulpatient medical care, surgical services & supplies 20% 40%

(hospital care other than emergency room care) {benefit imited to $600/day)
Ambulatory Surgical Centers
¥ Outpatient surgery, services & supplies $125/surgery + 20% 40%

(benefit imited fo $350/day)

Skilled Nursing Facility {subject to wtilization review)
»  Semi-private room, services & supplies 20% 20%
(limited to 100 days/calendar year)

Hospice Care {subject io wtilization review)

¥ Inpatient or outpatient services No copay?
for members with up to one year life expectancy;
family bereavement services

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPQ providers is based on the scheduled amount. 2 These providers are not represented
in the Anthem Blue Cross PPO network.
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Covered Services PPO: Per Non-PPO: Per
Member Copay Member Gopay'

Home Health Care {subject ta utilization review)

> Services & supplies from a home health agency 20% 20% with authorization

(timited lo combined 100 prior autharized visils/calendar year, one visit by a

home health aide equals four Rotirs or less; not covered
while member receives hospice care)

Home Infusion Therapy (subject {o ulilization review)

#  Includes medication, ancillary services & supplies; 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; [ab services
Physician Medical Services
»  Office & home visits $35Mvisit: 40%
{dediictible waived)
» Hospital & skilled nursing facility visits 20% 40%
# Surgeon & surgical assistant; anesthesiologist or anesthetist 20% 40%
# Drugs administered by a medical provider 20% 40%
(certain drugs are subject ta utilization review)
Diagnostic X-ray & Lab
# MRI, CT scan, PET scan & nuclear cardiac scan 20% 40%
{subject to Utitization review)
»#  Other diagnostic x-ray & lab No copay 40%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision immunizations, health education, No copay 40%
intervention services, HIV testing), and additional preventive care (deductible waived)
for women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.
Physical Therapy, Physical Medicine & Occupational $25Nvisit 40%
Therapy (deductible waived)
Chiropractic Services (up to 12 visits/calendar year; adoftional $25hisit 40%
visits may be approved, if medically hecessary) {deductible waived)
Speech Therapy
# Outpatient speech therapy following injury or organic disease $35Mvisit 40%
{deductible waived)
Acupuncture
#  Services for the freatment of disease, illness or injury 20%° 40%?
{limited lo 20 visits/calendar year)
Temporomandibular Joint Disorders
# Splint therapy & surgical treatment 20% 40%
Pregnancy & Maternity Care
»  Physician office visits $35Mvisit: 40%
{dediictible waived)
#» Prescription drug for elective abortion (mifepristone) 20% Not covered
Normal delivery, cesarean section, complications of pregnancy
& abortion
# Inpatient physician services 20% 40%
» Hospital & ancillary services $250/admission + 20% 40%
{beneflt imited to $600/day)
» Female Sterilization {including tubal ligation and counseling/consultation)  No copay Not covered
»  Male Sterilization 20% Not covered
#  Family Planning counseling $35Mvisit Not covered
(deductible waived)

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2The dollar copay applies only to the visit itsef. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),

or a dentist {D.D.5.).



Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’
Organ & Tissue Transplants {subject ta utilization review;
specified organ lransplanis covered only when performed
at a Center of Expertise [COE])
# Inpatient services provided in connection with $250fadmission + 20%

non-investigative organ or tissue transplants

¥# Transplant travel expense for an authorized,
specified transplantata COE
{recipient & companion ransportation limiled [o 6 Irips/episode
& $250/persondirip for round-inip coach airfare, hote! imied o 1
room double occupancy & $100/day for 21 days/rip, other
axpenses limited to $25/dayiperson for 21 daysirip, donor
transpariation limited to 1 trip/episada & $250 for round-trip
coach airfare, hotel limited to $T00/day for 7 days, other
expenses limited to $25/day for 7 days)

No copay (deductible waived)

Bariatric Surgery (subject (o utilization review; medicaily
necessary surgery for weight loss, only for morbid obesity,
covered only when performed o a Center of Expertise
[COE]

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

% Bariatric travel expense when member's home
is 50 miles or more from the nearest Bariatric CME
(member's ransportation to & from CME limifed
to $130/persondrip for 3 lrips [pre-surgical visk, initial
surgery & one follow-up visil]; one companion’s
transportation to & from CME limited to $130/personftrip
for 2 trips finitial surgery & one follow-tip visit); hatel for
member & one companion limited fo one room
double occupancy & $100/day for 2 daysrip, or a5
medicatly necessary, for pre-surgical & follow-up visit;
hotel for ane companion limited to one room double
scoupancy & $100/day for duration of member's
initial surgery slay for 4 days; other reasonable expenses
limited ta $25/0ay/person for 4 days#rip)

$250/admission + 20%

No copay (deductible waiver)

Diabetes Education Programs (requires physician supervision)

» Teach members & their families about the disease
process, the daily management of diabetic therapy &
self-management training

$354visit 40%
{deductible waived)

Prosthetic Devices
¥ Coverage for breast prostheses; prosthetic devices to 20% 40%
restore a method of speaking; surgical implants; artificial
limbs or eyes; the first pair of contact lenses or eyeglasses
when required as a result of eye surgery; & therapeutic shoes
& inserts
Durable Medical Equipment
¥ Rental or purchase of DME including , 20% 20%

dialysis equipment & supplies, home medical equipment,
prostheticlorthotics (hearing aids benefit

available for one hearing aid per ear every three years, breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

»  Ground or air ambulance transportation, services
& disposable supplies

» Blood transfusions, blood processing & the cost of
unreplaced blood & blood products

» Autologous blood fself-donated blood collection,
testing, processing & storage for planned surgery)

20%
20%?

20%?

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.

2 These providers are not represented in the Anthem Blue Cross PPO network.



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay'

Emergency Care
» Emergency room services & supplies 20% 20%

{3100 deductible waived if admitted)
# Inpatient hospital services & supplies $250/admission + 20% $250/admission + 20%
» Physician services 20% 20%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subject to ulilization review; $250fadmission + 20% 40%

waived for emergency agmissions) (benefit limited to $600/day)
# Inpatient physician visits 20% 40%
Outpatient Care
¥» Facility-based care {subject to utilization review; 20% 40%

waived for emargency admissions) {benefit imited o $600/day)
#  Qulpatient physician visits $35Misit? 40%

( Behavioral Health treatment for Autism & Pervasive (deductible waived)

Disorder will be subject to pre-service review)

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
3 The dollar copay applies only to the visit itself. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Plan Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any expenmental or investigalive procedure or medication

But, if member is denied benefits because it is determined that the requested treatment

1s experimental or investigative, the member may request an independent medical review,

as described in the Evidence of Coverage ([EOC)

Outside the United States. Services or supplies furnished and billed by & provider outside

the United States, unless such services or supplies are fumished in connection with urgent care
o &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felany, as long as any injuries are not a result of a medical condition or an act of
domestic violence; or (2) ary release of nuclear energy, whether or not the result of war, when
government funds are available for the treatment of iliness or injury anising from the release

of nuclear energy

Mot Covered. Services received before the member's effective date. Services received

after the member's coverage ends, except as specified as covered inthe EQC

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum
Work-Related. Work-related conditions If benefits are recovered or can be recovered, ether by
adjudicalion, selflement or olherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as to whether benefits may be recovered for those conditions pursuant to
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Code Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by

a local, state or federal gavernment agency, except when payment under this plan is expressly
required by federal or state law We will nol cover payment for ihese services if the member is not
required to pay for them or they are given to the member for free

Services of Relatives. Professional services received from a person living inthe member's
home or who is related to the member by blood or marniage, except as specified as covered
inthe EQC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
no charge would be made in the absence of insurance coverage or other heallh plan coverage,
except services recelved at a non-governmental charitable research hospital Such a hospital
must meet the following guidelines:

1. it must be internationally known as being devoted mainly to medical research;
2 atleast 10% of its yearly budget must be spent on research not directly related to

patient care;
3 at least one-third of its gross income must come from donations or grants other than gifts

or payments for patiert care;
4. it must accept patients who are unable to pay; and
5. two-thirds of it patients must have condilions directly related to the haspital's research
Mot Specifically Listed. Services not specifically listed inthe plan as covered services
Private Contracts. Services or supplies provided pursuant Lo a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.5.C. 1396a) of Title XWII of the Social Security Act
Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an autpatient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, except as specified as covered inthe EOC
Orthodontia. Braces, other orthodonlic appliances or orthodonlic services
Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teelh, trealment to the leeth or gums, or frealment o
or for any disorders for the temparomandibular (jaw) joint, except as specified ascoveredinthe
EOC. Cosmetic dentd surgery or other dental services for beautification
Hearing Aids or Tests

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered in the EOC
Eyeglasses or contact lenses, except as specified as covered inthe EQC

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered
inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to carrect
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectomy. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specificaly listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does net apply to medicafly necessarytreatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa Surgical frealment for morbid obesity is covered as described in the
Evidence of Coverage [EQC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but nat limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamete intrafallopian transfer

Surrogate Mother Services. For any services or supplies provided to & persan not covered under
the plan in connectionwith & surrogate pregnancy (ncluding, but nat limited to, the bearing of &
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as anintegral part of a brace, shoe inserts that are custom malded to the patient, or therapeutic
shoes and inserls designed fo treal fool complicalions due to diabetes, as specifically staled inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for enviranmental change ar physical therapy. Services provided by a rest home,

& home for the aged, a nursing home or any similar facility. Services provided by & skilled nursing
facility or custodial care or rest cures, excepl as specified as covered inthe EOC

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fiilness instructor or personal trainer, or any clher charges for activities, equipment or
facilities used for developing or maintaining physical fitness, even if ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, hygiene or beautification

Education or Counseling. Educalional services or nutntional counseling, except as specified
as covered in the EQC. This exclusion does nol apply 1o counseling for the trealment of anorexia
nenvosa or bulimia nervosa

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided inthis
plan ar as required by law. This exclusion includes, but is not limited to, those nutritional formulas
and dietary supplements that can be purchased over the counter, which by law do not requiremnent
either awrillen prescription or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consulletions provided by telephone
or facsimile machine.

Routine Exams or Tests. Routine physical exams or tests which do not directly treat an actual
illness, injury or condition, including those required by employmert or government authonity,
except as specified as covered in the EQOC

Acupuncture. Acupunciure frealment, except as specified as covered inthe EOC, Acupressure
or massage 1o control pain, treat illness or promate health by applying pressure to one or mare
specific areas of the body based on demrmatomes or ecupuncture points

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
carrecting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism
Contact lenses and eyeglasses required as a resull of 1his surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during & covered inpatient confinement or as specified as coverad
inthe EOC.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the EOC. Any non-prescription, over-the-counter
patent or proprietary drug or medicine. Cosmelics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmasy drugs that must be obtained from the specialty
pharmacy program, but, which are chtained from a retail pharmacy, are nol covered by this plan
Mermber will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for birth control except as specified
ascovered inthe EOC

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or culpatient services of a privale duty nurse

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to dief,
exercise, imagery or nutriion. This exclusion will not apply to cardiac rehabilitation programs
approved Dy Us.

Wigs.

Third Party Liability — Anthem Blue Gross is entilled fo reimbursement of benefits paid if the
member recovers damages from a legally liable third party

Coordination of Benefits — The benefits of this plan may be reduced If the member has any other
group health or dental coverage so that the services received from all group coverages do nat
exceed 100% of the covered expense

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

Blue Cross Association.
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Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections ofthe Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits andior days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums.

Plan maximums and other important information appear in italics. Benefits are subject to all terms, conditions, limitations, and exclusions of the
Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount. Non-Participating Providers & Other Health Care Providers-
(includes those not represented in the PPO provider network)-Reimbursement amount is based on: an Anthem Blue Cross rate or fee schedule, a
rate negotiated with the provider, information from a third party vendor, or billed charges. For Medical Emergency care rendered by a Non-
Participating Provider or Non-Contracting Hospital, reimbursement may be based on the reasonable and customary value. Members may be
responsible for any amount in excess of the reasonable and customary

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible for all providers $500/member; $1,000/family

Deductible for non-Anthem Blue Cross PPO hospital or $250/admission (Wwaived for emergency admission)
residential treatment center

Deductible for non-Anthem Blue Cross PPO hospital or $250/admission (Wwaived for emergency admission)
residential treatment center if utilization review not obtained

Deductible for emergency room services $100Nisit (waived if admitted directly from ER)
Annual Out-of-Pocket Maximums {no crass application)

PPO Providers & Other Health Care Providers $3,000/memberfyear; $6,000/family/year
Non-PPO Providers $10,000/memberiyear; $20,000/family/year

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum, the
member remains responsible for non-PPQ providers & other health care providers, costs in excess of the covered expense

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’

Hospital Medical Services (subject to utilization review
for inpatient services, waived for emergency admissions)

¥ Semi-private room, meals & special diets, $250/admission +20% 40%

& ancillary services (henafit limited to $600/day)
» Oulpatient medical care, surgical services & supplies 20% 40%

(hospital care other than emergency room care) {benefit imited to $600/day)
Ambulatory Surgical Centers
¥ Outpatient surgery, services & supplies $125/surgery + 20% 40%

(benefit imited fo $350/day)

Skilled Nursing Facility {subject to wilization review)
»  Semi-private room, services & supplies 20% 20%
(limited to 100 days/calendar year)

Hospice Care {subject io wtilization review)

¥ Inpatient or outpatient services No copay?
for members with up to one year life expectancy;
family bereavement services

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPQ providers is based on the scheduled amount. 2 These providers are not represented
in the Anthem Blue Cross PPO network.
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Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay'

Home Health Care {subject ta utilization review)

> Services & supplies from a home health agency 20% 20% with authorization

(timited lo combined 100 prior autharized visils/calendar year, one visit by a

home health aide equals four Rotirs ar less; not covered
while member receives hospice care)

Home Infusion Therapy (subject {o ulilization review)

#  Includes medication, ancillary services & supplies; 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; [ab services
Physician Medical Services
»  Office & home visits $35Mvisit: 40%
{dediictible waived)
» Hospital & skilled nursing facility visits 20% 40%
# Surgeon & surgical assistant; anesthesiologist or anesthetist 20% 40%
# Drugs administered by a medical provider 20% 40%
(certain drugs are subject ta utilization review)
Diagnostic X-ray & Lab
# MRI, CT scan, PET scan & nuclear cardiac scan 20% 40%
{subject to Utitization review)
»#  Other diagnostic x-ray & lab No copay 40%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision immunizations, health education, No copay 40%
intervention services, HIV testing), and additional preventive care (deductible waived)
for women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.
Physical Therapy, Physical Medicine & Occupational $25Nvisit 40%
Therapy (deductible waived)
Chiropractic Services (up to 12 visits/calendar year; adoftional $25hisit 40%
visits may be approved, if medically hecessary) {deductible waived)
Speech Therapy
# Outpatient speech therapy following injury or organic disease $35Mvisit 40%
{deductible waived)
Acupuncture
#  Services for the freatment of disease, illness or injury 20%° 40%?
{limited lo 20 visits/calendar year)
Temporomandibular Joint Disorders
# Splint therapy & surgical treatment 20% 40%
Pregnancy & Maternity Care
»  Physician office visits $35Mvisit: 40%
{dediictible waived)
#» Prescription drug for elective abortion (mifepristone) 20% Not covered
Normal delivery, cesarean section, complications of pregnancy
& abortion
# Inpatient physician services 20% 40%
» Hospital & ancillary services $250/admission + 20% 40%
{beneflt imited to $600/day)
» Female Sterilization {including tubal ligation and counseling/consultation)  No copay Not covered
»  Male Sterilization 20% Not covered
#  Family Planning counseling $35Mvisit Not covered
(deductible waived)

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2The dollar copay applies only to the visit itself. An additional 20% copay applies for any senvices performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),

or a dentist {D.D.5.).



Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’
Organ & Tissue Transplants {subject ta utilization review;
specified organ lransplanis covered only when performed
at a Center of Expertise [COE])
# Inpatient services provided in connection with $250fadmission + 20%

non-investigative organ or tissue transplants

¥# Transplant travel expense for an authorized,
specified transplantata COE
{recipient & companion lransportation limiled [o 6 rips/episode
& $250/persondirip for round-inp coach airfare, hote! imied to 1
room double occupancy & $100/day for 21 days/rip, other
axpenses limited to $25/dayiperson for 21 daysirip, donor
transpariation limited to 1 trip/episada & $250 for round-trip
coach airfare, hotel limited to $T00/day for 7 days, other
expenses limited to $25/day for 7 days)

No copay (deductible waived)

Bariatric Surgery (subject (o utilization review; medicaily
necessary surgery for weight loss, only for morbid obesity,
covered only when performed o a Center of Expertise
[COE]

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

% Bariatric travel expense when member's home
is 50 miles or more from the nearest Bariatric CME
(member's ransportation to & from CME limifed
to $130/persondrip for 3 lrips [pre-surgical visk, initial
surgery & one follow-up visil]; one companion’s
transportation to & from CME limited to $130/persontrip
for 2 trips finitial surgery & one follow-tip visit); hatel for
member & one companion limited fo one room
double occupancy & $100/day for 2 daysrip, or a5
medicatly necessary, for pre-surgical & follow-up visit;
hotel for ane companion limited to one room double
scoupancy & $100/day for duration of member's
initial surgery slay for 4 days; other reasonable expenses
limited ta $25/0ay/person for 4 days#rip)

$250/admission + 20%

No copay (deductible waiver)

Diabetes Education Programs (requires physician supervision)

» Teach members & their families about the disease
process, the daily management of diabetic therapy &
self-management training

$354visit 40%
{deductible waived)

Prosthetic Devices
¥ Coverage for breast prostheses; prosthetic devices to 20% 40%
restore a method of speaking; surgical implants; artificial
limbs or eyes; the first pair of contact lenses or eyeglasses
when required as a result of eye surgery; & therapeutic shoes
& inserts
Durable Medical Equipment
¥ Rental or purchase of DME including , 20% 20%

dialysis equipment & supplies, home medical equipment,
prostheticlorthotics (hearing aids benefit

available for one hearing aid per ear every three years, breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

»  Ground or air ambulance transportation, services
& disposable supplies

» Blood transfusions, blood processing & the cost of
unreplaced blood & blood products

» Autologous blood fself-donated blood collection,
testing, processing & storage for planned surgery)

20%
20%?

20%?

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.

2 These providers are not represented in the Anthem Blue Cross PPO network.



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay'

Emergency Care
» Emergency room services & supplies 20% 20%

{3100 deductible waived if admitted)
# Inpatient hospital services & supplies $250/admission + 20% $250/admission + 20%
» Physician services 20% 20%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subject to ulilization review; $250fadmission + 20% 40%

waived for emergency agmissions) (benefit limited to $600/day)
# Inpatient physician visits 20% 40%
Outpatient Care
¥» Facility-based care {subject to utilization review; 20% 40%

waived for emargency admissions) {benefit imited o $600/day)
#  Qulpatient physician visits $35Misit? 40%

( Behavioral Health treatment for Autism & Pervasive (deductible waived)

Disorder will be subject to pre-service review)

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
3 The dollar copay applies only to the visit itself. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Plan Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any expenmental or investigalive procedure or medication

But, if member is denied benefits because it is determined that the requested treatment

Is experimental or investigative, the member may request an independent medical review,

as described in the Evidence of Coverage ([EOC)

Outside the United States. Services or supplies furnished and billed by & provider outside

the United States, unless such services or supplies are fumished in connection with urgent care
OF @n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felany, as long as any injuries are not a result of a medical condition or an act of
domestic violence; or (2) ary release of nuclear energy, whether or not the result of war, when
government funds are available for the treatment of iliness or injury anising from the release

of nuclear energy

Mot Covered. Services received before the member's effective date. Services received

after the member's coverage ends, except as specified as covered in the EQC

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum
Work-Related. Work-related conditions If benefits are recovered or can be recovered, ether by
adjudicalion, selflement or olherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as to whether benefits may be recovered for those conditions pursuant 1o
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Code Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by

a local, state or federal gavernment agency, except when payment under this plan is expressly
required by federal or state law We will nol cover payment for ihese services if the member is not
required to pay for them or they are given to the member for free

Services of Relatives. Professional services received from a person living inthe member's
home or who is related to the member by blood or marniage, except as specified as covered

inthe EQC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
no charge would be made in the absence of insurance coverage or other heallh plan coverage,
except services recelved at a non-governmental chantable research hospital Such a hospital
must meet the following guidelines:

1. it must be internationally known as being devoted mainly to medical research;
2 atleast 10% of its yearly budget must be spent on research not directly related to

patient care;
3 at least one-third of its gross income must come from donations or grants other than gifts

or payments for patiert care;
4. it must accept patients who are unable to pay; and
5. two-thirds of its patients must have conditions directly related to the haspital's research.
Mot Specifically Listed. Services not specifically listed inthe plan as covered services
Private Contracts. Services or supplies provided pursuant Lo a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.5.C. 1396a) of Title XWII of the Social Security Act
Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an cutpatient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, except as specified ascovered inthe EOC
Orthodontia. Braces, other orthodonlic appliances or orthodonlic services
Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teeth, treatiment to the leeth or gums, or trealment to
or for any disorders for the temparomandibular (jaw) joint, except as specified ascoveredinthe
EOC. Cosmetic dentd surgery or other dental services for beautification
Hearing Aids or Tests

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered in the EOC
Eyeglasses or contact lenses, except as specified as covered inthe EQC

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered
inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to correct
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectomy. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does net apply to medicafly necessarytreatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa Surgical frealment for morbid obesity is covered as described in the
Evidence of Coverage [EQC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but nat limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamete intrefallopian transfer

Surrogate Mother Services. For any services or supplies provided to & persan not covered under
the plan in connectionwith & surrogate pregnancy (ncluding, but nat limited to, the bearing of &
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as anintegral part of a brace, shoe inserts that are custom malded to the patient, or therapeutic
shoes and inserls designed to treal fool complications due to diabeles, as specifically steted inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for enviranmental change ar physical therapy. Services provided by a rest home,

& home for the aged, a nursing home or any similar facility. Services provided by & skilled nursing
facility or custodial care or rest cures, excepl as specified as covered inthe EOC

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fiilness instructor or personal trainer, or any clher charges for activities, equipment or
facilities used for developing or maintaining physical fitness, even if ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, hygiene or beautification

Education or Counseling. Educalional services or nutntional counseling, except as specified
as covered in the EQC. This exclusion does nol apply 1o counseling for the trealment of anorexia
nenvosa or bulimia nervosa

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided inthis
plan ar as required by law. This exclusion includes, but is notlimited to, those nutritional formulas
and dietary supplements that can be purchased over the counter, which by law do not requiremnent
either awrillen prescription or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consulletions provided by telephone
or facsimile machine.

Routine Exams or Tests. Routine physical exams or tests which do not directly treat an actual
ilness, injury or condition, including those required by employment or government authonity,
except as specified as covered in the EQOC

Acupuncture. Acupunciure frealment, except as specified as covered inthe EOC, Acupressure
or massage 1o control pain, treat illness or promate health by applying pressure to one or mare
specific areas of the body based on demrmatomes or asupuncture points

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
carrecting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism
Contact lenses and eyeglasses required as a resull of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during & covered inpatient confinement or as specified as coverad
inthe EOC.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the EOC. Any non-prescription, over-the-counter
patent or proprietary drug or medicine. Cosmelics, heallh or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmasy drugs that must be obtained from the specialty
pharmacy program, but, which are chtained from a retail pharmacy, are nol covered by this plan
Mermber will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for birth control except as specified
ascovered inthe EOC

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or culpatient services of a privale duty nurse

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to diet,
exercise, imagery or nutriion. This exclusion will not apply to cardiac rehabilitation programs
approved Dy Us.

Wigs.

Third Party Liability — Anthem Blue Gross is entilled fo reimbursement of benefits paid if the
member recovers damages from a legally liable third party

Coordination of Benefits — The benefits of this plan may be reduced If the member has any other
group health or dental coverage so that the services received from all group coverages do nat
exceed 100% of the covered expense

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

Blue Cross Association.
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Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections ofthe Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits and/or days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums.

Plan maximums and other important information appear in italics. Benefits are subject to all terms, conditions, limitations, and exclusions of the
Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount
is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges.
For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the
reasonable and customary value. Members may be responsible for any amount in excess of the reasonable and customary value

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible for all providers $1,000/member; $2,000/family

Deductible far non-Anthem Blue Cross PPO hospital or None

residential treatment center

Deductible for non-Anthem Blue Cross PPO hospital or §250/admission (waived for emergency admission)
residential treatment center if utilization review not pbtained

Deductible far emergency room services $100isit fwaived if admitted directly from ER)
Annual Out-of-Packet Maximums (ho cross application)

PPO Providers & Other Health Care Providers $4,000/memberfyear; $8,000/family/year
Non-PPO Providers $10,000/memberiyear; $20,000/family/year

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum, the
member remains responsible for non-PPO providers & other health care providers, costs in excess of the covered expense.

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay’

Hospital Medical Services (subject to utilization review
for inpatient services, walved for emergency admissions)

¥ Semi-private room, meals & special diets, $1,000/year? + 20% 50%

& ancillary services (benafit limiled 1o $600/day)
¥ Outpatient medical care, surgical services & supplies 20% 50%

(hospital care other than emergency room care) (benefit imited fo $6060/day)
Ambulatory Surgical Centers
» Oulpatient surgery, services & supplies $250/surgery + 20% 50%

(benefit limited to $350/visit)

Skilled Nursing Facility (subject ia utilization review)
¥  Semiprivaie room, services & supplies 20% 20%
(imited to 100 daysicalendar year)

Hospice Care {subject o Utilization review)

¥ Inpatient or outpatient services; for members No copay
with up to one year life expectancy; family
Bereavement services

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 Applicable to the Annual Out-of-Pocket maximums.

anthem.comfca Anthem Blue Cross  (P-NP) Effective 0172017 Printed 11/28/2016
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Covered Services PPD: Per Non-PPD: Per
Member Copay Member Gopay'

Home Health Care {subject ta utilization review)

> Services & supplies from a home health agency 20% 20% with authorization
(timited lo 100 prior authorized visits/calendar year, one visil by a
home health aide equals four Rotirs or less; not covered
while member receives hospice care)

Home Infusion Therapy (subject {o ulilization review)

# Includes medication, ancillary services & supplies;) 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; [ab services

Physician Medical Services

»  Office & home visits $45hvisit? 50%
{dediictible waived)

» Hospital & skilled nursing facility visits 20% 50%

# Surgeon & surgical assistant; anesthesiologist or anesthetist 20% 50%

# Drugs administered by a medical provider 20% 50%
(certain drugs are subject to utilization review)

Diagnostic X-ray & Lab

# MRI, CT scan, PET scan & nuclear cardiac scan 20% 50%
{subject to Utitization review)

»#  Other diagnostic x-ray & lab No copay 50%

Preventive Care Services

Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPV, diabetes, cholesterol,

blood pressure, hearing and vision immunizations, health education, No copay 50%
intervention services, HIV testing), and additional preventive care (deductible waived)

for women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care

Services required by federal and state law.

Physical Therapy, Physical Medicine & Occupational $25/Nvisit 50%

Therapy (deductible waived)

Chiropractic Services (up to 12 visits/calendar year; adoftional $25hisit 50%

visits may be approved, if medically hecessary) (dediictible waived)

Speech Therapy

# Outpatient speech therapy following injury or organic disease $45hvisit 50%
{deductible waived)

Acupuncture

#  Services for the freatment of disease, illness or injury 20%° 50%?

{limited lo 20 visits/calendar year)

Temporomandibular Joint Disorders

# Splint therapy & surgical treatment 20% 50%

Pregnancy & Maternity Care

»  Physician office visits $45Mvisit: 50%
{dediictible waived)

#» Prescription drug for elective abortion (mifepristone) 20% Not covered

Normal delivery, cesarean section, complications of pregnancy

& abortion

# Inpatient physician services 20% 50%

» Hospital & ancillary services $1,000/yeart + 20% 50%

{beneflt imited to $600/day)

» Female Sterilization(inciuding tubal figation and counseling/consultation) No copay Not covered

»  Male Sterilization 20% Not Covered

»  Family planning counseling $45hvisit Not covered

(deductible waived)

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2The dollar copay applies only to the visit itself. An additional 20% copay applies for any senvices performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

3Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),
or a dentist {D.D.5.).

4 Applicable to the Annual Out-of-Pocket maximurns



Covered Services

PPO: Per Non-PPO: Per
Member Copay Member Copay’

Organ & Tissue Transplants {subject ta utilization review;

specified organ lransplanis covered only when performed

at a Center of Expertise [COE])

# Inpatient services provided in connection with
non-investigative organ or tissue transplants

¥# Transplant travel expense for an authorized,
specified transplantata COE
{recipient & companion transportation limited [o 6 Irips/episode
& $250/persondirip for round-inip coach airfare, hote! imied o 1
room double occupancy & $100/day for 21 days/rip, other
axpenses limited to $25/dayiperson for 21 daysirip, donor
transpariation limited to 1 trip/episada & $250 for round-trip
coach airfare, hotel limited to $T00/day for 7 days, other
expenses limited to $25/day for 7 days)

$1,000/year® + 20%

No copay (deductible waived)

Bariatric Surgery (subject (o utilization review; medicaily
necessary surgery for weight loss, only for morbid obesity,
covered only when performed o a Center of Expertise
[COE]

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

% Bariatric travel expense when member's home
is 50 miles or more from the nearest Bariatric COE
(member's ransporiation to & from COL limited
to $130/personfrip for 3 Irips [pre-surgical visit,
initial surgery & one follow-up visit]: one companion’s
fransportation te & from COE limited to $130/person/irip
for 2 trips finitial surgery & one follow-up visit);
hatei for member & one cempanion limitad to one raom
double occupancy & $100/day for 2 daysiiip, or a5
medicatly necessary, for pre-surgical & follow-up visit;
hotel for one companion fimited 1o one room double
sooupancy & $100/day for duration af member's initial
surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/rip)

$1,000/year® + 20%

No copay (deductible waiver)

Diabetes Education Programs {requires physician supervision)

» Teach members & their families about the disease $45hvisit 50%
process, the daily management of diabetic therapy & {deductible waived)
sel-management training

Prosthetic Devices

» Coverage for breast prostheses; prosthetic devices to 50% 50%
restore a method of speaking; surgical implants; artificial
limbs or eyes; the first pair of contact lenses or eyeglasses
when required as a result of eye surgery; & therapeutic shoes
& inserts

Durable Medical Equipment

¥ Rental or purchase of DME including 50% 50%

dialysis equipment & supplies, home medical equipment,
prosthetic/orthotics (hearing aids benefit

available for one hearing aid per ear every ihree years, breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

%» Ground or air ambulance transportation, services
& disposable supplies

¥ Blood transfusions, blood processing & the cost of
unreplaced blood & blood products

¥ Autologous blood (seff-donated blood coliection,
tesling, processing & storage for planned surgery)

20%?
20%?

20%:2

1 The percentage copay for non-emergency senvices from non-Anthem Blue Cross PPO providers is based on the scheduled amount.

2 These providers are not represented in the Anthem Blue Cross PPO network.
3 Applicable to the Annual Out-of-Pocket maximums



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay'

Emergency Care
» Emergency room services & supplies 20% 20%

{3100 deductible waived if admitted)
# Inpatient hospital services & supplies $1,000/year + 20% 20%
» Physician services 20% 20%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subject to ulilization review; $1,000/year® + 20% 50%

waived for emergency agmissions) (benefit limited to $600/day)
# Inpatient physician visits 20% 50%
Outpatient Care
¥» Facility-based care {subject to utilization review; 20% 50%

waived for emargency admissions) {benefit imited o $600/day)
#  Qulpatient physician visits $45hvisit? 50%

(Behavioral Health treatment for Autisin & Pervasive Disordar (deductible waived)

will be subject to pre-service review)

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 The dollar copay applies only to the visit itself. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3 Applicable to the Annual Out-of-Pocket maximums

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Plan Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any expenmental or investigalive procedure or medication

But, if member is denied benefits because it is determined that the requested treatment

1s experimental or investigative, the member may request an independent medical review,

as described in the Evidence of Coverage ([EOC)

Outside the United States. Services or supplies furnished and billed by & provider outside

the United States, unless such services or supplies are furnished in connection with urgent care
o &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felany, as long as any injuries are not a result of a medical condition or an act of
domestic violence; or (2) ary release of nuclear energy, whether or not the result of war, when
government funds are available for the treatment of iliness or injury anising from the release

of nuclear energy

Mot Covered. Services received before the member's effective date. Services received

after the member's coverage ends, except as specified as covered in the EQC.

Excess Amounts. Any amounts in excess of covered expense or any Medical Benefit Maximum
Work-Related. Work-related conditions If benefits are recovered or can be recovered, erther by
adjudicalion, selflement or otherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as towhether benefits may be recovered for those conditions pursuant 1o
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Gode Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by

a local, state or federal gavernment agency, except when payment under this plan is expressly
required by federal or stale law. We will not cover payment for these services if the member 1S not
required to pay for them or they are given to the member for free

Services of Relatives. Professional services received from a person living inthe member's
home or who is related to the member by blood or marriage, except as specified as covered
inthe EQC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
no charge would be made in the absence of insurance coverage or other heallh plan coverage,
except services recelved at a non-governmental charitable research hospital. Such a hospital
must meet the following guidelines:

1. it must be internationally known as being devoted mainly to medical research;
2 atleast 10% of its yearly budget must be spent on research not directly related to

patient care;
3 at least one-third of its gross income must come from donations or grants other than gifts

or payments for patiert care;
4. it must accept patients who are unable to pay; and
5. two-thirds of its patients must have condilions directly related to the haspital's research
Mot Specifically Listed. Services not specifically listed inthe plan as covered services
Private Contracts. Services or supplies provided pursuant Lo a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.5.C. 1396a) of Title XWII of the Social Security Act
Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an outpetient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation
Mental or nervous disorders or substance abuse, including rehabilitative care in refation to these
conditions, except as specified as covered inthe EQOC
Orthodontia. Braces, other orthodonlic appliances or orthodonlic services
Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teelh, treatment to the leeth or gums, or treatment to
or for any disorders for the temparomandibular (jaw) joint, except as specified ascoveredinthe
EOC. Cosmetic dentd surgery or other dental services for beautification
Hearing Aids or Tests.

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered in the EOC
Eyeglasses or contact lenses, except as specified as covered inthe EQC

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered
inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to correct
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectory. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does net apply to medicafly necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical trealment for morbid obesity is covered as described in the
Evidence of Coverage [EQOC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but nat limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamete intrefallopian transfer

Surrogate Mother Services. For any services or supplies provided to & persan not covered under
the plan in connectionwith & surrogate pregnancy {including, but nat limited to, the bearing of &
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as anintegral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic
shoes and inserls designed to treal fool complications due to diabeles, as specifically steted inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for enviranmental change ar physical therapy. Services provided by a rest home,

& home for the aged, a nursing home or any similar facility. Services provided by & skilled nursing
facility or custodial care or rest cures, excepl as specified as covered inthe EQC

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical filness instructor or personal trainer, or any clher charges for activilies, equipment or
facilities used for developing or maintaining physical filness, even if ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, hygiene or beautification

Education or Counseling. Educalional services or nutntional counseling, except as specified
as covered in the EQC. This exclusion does nol apply 1o counseling for the trealment of anorexia
nenvosa or bulimia nervosa

Food or Dietary Supplements. Nutritional andfor digtary supplements, except as provided in this
Plan or as required by law. This exclusion includes, but 1s not imited to, those nutnitional formulas
and dietary supplements that can be purchased over the counter, which by law do not requiremnent
either awnilen prescription or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consulletions provided by telephone
or facsimile machine.

Routine Exams or Tests. Routine physical exams or tests which do not directly treat an actual
ilness, injury or condition, including those required by employmert or government authonity,
except az specified as covered inthe EQC

Acupuncture. Acupunciure frealment, except as specified as covered inthe EOC, Acupressure
or massage 1o control pain, treat illness or promate health by applying pressure to one or mare
specific areas of the body based on demrmatomes or asupuncture points

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
sarrecting refractive defects of the eye such as nearsightedness {myopia) and'or astigmatism
Contact lenses and eyeglasses required as a resull of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during a covered inpatient confinement or as specified as covered
inthe EOC.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the EOC. Any non-prescription, over-the-counter
patent or proprietary drug or medicine. Cosmelics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmasy drugs that must be obtained from the specialty
pharmacy program, but, which are chtained from a retail pharmacy, are nol covered by this plan
Mermber will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for birth control excent as specified
ascovered inthe EOC

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or culpatient services of a privale duty nurse

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to diet,
exercise, imagery or nutriion. This exclusion will not apply to cardiac rehabilitation programs
approved Dy Us.

Wigs.

Third Party Liability — Anthem Blue Cross is enlilled to reimbursement of benefits paid if the
member recovers damages from a legaly liable third party

Coordination of Benefits — The benefits of this plan may be reduced If the member has any other
group health or dental coverage so that the services received from all group coverages do nat
exceed 100% of the covered expense

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

Blue Cross Association.
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Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections ofthe Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what
might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also
contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web
site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may
also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The number
of visits and/or days allowed for these services will begin accumulating on the first visit andfor day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums.

Plan maximums and other important information appear in italics. Benefits are subject to all terms, conditions, limitations, and exclusions of the
Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.
Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the
difference between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount
is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges.
For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the
reasonable and customary value. Members may be responsible for any amount in excess of the reasonable and customary value

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense
& actual charges, as well as any deductible & percentage copay.

Calendar year deductible for all providers $1,000/member; $2,000/family

Deductible for non-Anthem Blue Cross PPO hospital or None

residential treatment center

Deductible for non-Anthem Blue Cross PPO hospital or $250/admission (walved far emergency admission)
residential treatment center if utilization review not obtained

Deductible for emergency room services $100Nisit {waived if admilted directly from ER)
Annual Out-of-Packet Maximums (no cross application)

PPO Providers & Other Health Care Providers $4,000/memberfyear; $8,000/family/year
Non-PPO Providers $10,000/memberfyear; $20,000/familyfyear

The following do not apply to out-of-pocket maximums: non-covered expense. After a member reaches the out-of-pocket maximum, the
member remains responsible for non-PPQ providers & other health care providers, costs in excess of the covered expense.

Lifetime Maximum Unlimited
Covered Services PPO: Per Non-PPO: Per
Member Copay Member Copay"

Hospital Medical Services (subject to utilization review
for inpatient services, waived for emergency admissions)

»  Semi-private room, meals & special diets, $1,000/year + 20% 50%

& ancillary services (benefit limited to $600/day)
¥ Oulpatient medical care, surgical services & supplies 20% 50%

(hospital care other than emergency room care) {benefit imited ta $600/0ay)
Ambulatory Surgical Centers
» Oulpatient surgery, services & supplies $250/surgery + 20% 50%

{benefit imited to $350/visit)

Skilled Nursing Facility (subject ta utilization review)
> Semi-private room, services & supplies 20% 20%
(limited to 100 daysicalendar year)

Hospice Care {subject io wilization review)

¥ Inpatient or outpatient services; for members No copay
with up to one year life expectancy; family
Bereavement services

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 Applicable to the Annual Out-of-Pocket maximums.

anthem.comfca Anthem Blue Cross  (P-NP) Effective 12-19-16 Printed 11/28/2016
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Covered Services PPD: Per Non-PPD: Per
Member Copay Member Gopay'

Home Health Care {subject ta utilization review)

> Services & supplies from a home health agency 20% 20% with authorization
(timited lo 100 prior authorized visits/calendar year, one visil by a
home health aide equals four Rotirs or less; not covered
while member receives hospice care)

Home Infusion Therapy (subject {o ulilization review)

# Includes medication, ancillary services & supplies;) 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; [ab services

Physician Medical Services

»  Office & home visits $45hvisit? 50%
{dediictible waived)

» Hospital & skilled nursing facility visits 20% 50%

# Surgeon & surgical assistant; anesthesiologist or anesthetist 20% 50%

# Drugs administered by a medical provider 20% 50%
(certain drugs are subject to utilization review)

Diagnostic X-ray & Lab

# MRI, CT scan, PET scan & nuclear cardiac scan 20% 50%
{subject to Utitization review)

»#  Other diagnostic x-ray & lab No copay 50%

Preventive Care Services

Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPY, diabetes, cholesterol,

blood pressure, hearing and vision immunizations, health education, No copay 50%
intervention services, HIV testing), and additional preventive care (deductible waived)

for women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care

Services required by federal and state law.

Physical Therapy, Physical Medicine & Occupational $25Nvisit 50%

Therapy (deductible waived)

Chiropractic Services (up to 12 visits/calendar year; adoftional $25hisit 50%

visits may be approved, if medically hecessary) (dediictible waived)

Speech Therapy

#  Outpatient speech therapy following injury or organic disease $45hvisit 50%
{deductible waived)

Acupuncture

#  Services for the freatment of disease, illness or injury 20%° 50%?

{limited lo 20 visits/calendar year)

Temporomandibular Joint Disorders

# Splint therapy & surgical treatment 20% 50%

Pregnancy & Maternity Care

»  Physician office visits $45Mvisit: 50%
{dediictible waived)

#» Prescription drug for elective abortion (mifepristone) 20% Not covered

Normal delivery, cesarean section, complications of pregnancy

& abortion

# Inpatient physician services 20% 50%

# Hospital & ancillary services $1,000/yeart + 20% 50%

{beneflt imited to $600/day)

» Female Sterilization(inciuding tubal figation and counseling/consultation) No copay Not covered

»  Male Sterilization 20% Not Covered

»  Family planning counseling $45hvisit Not covered

(deductible waived)

The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2The dollar copay applies only to the visit itself. An additional 20% copay applies for any senvices performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.

3Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),
or a dentist {D.D.5.).

4 Applicable to the Annual Out-of-Pocket maximurns



Covered Services

PPO: Per Non-PPO: Per
Member Copay Member Copay’

Organ & Tissue Transplants {subject ta utilization review;

specified organ lransplanis covered only when performed

at a Center of Expertise [COE])

# Inpatient services provided in connection with
non-investigative organ or tissue transplants

¥# Transplant travel expense for an authorized,
specified transplantata COE
{recipient & companion transportation limiled 1o 6 Irips/episode
& $250/persondirip for round-inp coach airfare, hote! imied to 1
room double occupancy & $100/day for 21 days/rip, other
axpenses limited to $25/dayiperson for 21 days#rip, donor
transpariation limited to 1 tripsepisode & $250 for round-trip
coach airfare, hotel limited to $700/day for 7 days, other
expenses limited to $25/day for 7 days)

$1,000/year® + 20%

No copay (deductible waived)

Bariatric Surgery (subject (o utilization review; medicaily
necessary surgery for weight loss, only for morbid obesity,
covered only when performed af a Center of Expertise
[COE]

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

% Bariatric travel expense when member's home
is 50 miles or more from the nearest Bariatric COE
(member's ransporiation to & from COL limited
to $130/personfrip for 3 Irips [pre-surgical visit,
initial surgery & one follow-up visit]: one companion’s
fransportation te & from COE limited to $130/person/irip
for 2 trips finitial surgery & one follow-up visit);
hatei for member & one cempanion limitad to one raom
double occupancy & $100/day for 2 daysiiip, or a5
medicatly necessary, for pre-surgical & follow-up visit;
hotel for one companion limiled to one room double
sooupancy & $100/day for duration af member's initial
surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/rip)

$1,000/year® + 20%

No copay (deductible waiver)

Diabetes Education Programs {requires physician supervision)

» Teach members & their families about the disease $45hvisit 50%
process, the daily management of diabetic therapy & {deductible waived)
sel-management training

Prosthetic Devices

» Coverage for breast prostheses; prosthetic devices to 50% 50%
restore a method of speaking; surgical implants; artificial
limbs or eyes; the first pair of contact lenses or eyeglasses
when required as a result of eye surgery; & therapeutic shoes
& inserts

Durable Medical Equipment

¥ Rental or purchase of DME including 50% 50%

dialysis equipment & supplies, home medical equipment,
prosthetic/orthotics (hearing aids benefit

available for one hearing aid per ear every ihree years, breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

%» Ground or air ambulance transportation, services
& disposable supplies

¥ Blood transfusions, blood processing & the cost of
unreplaced blood & blood products

¥ Autologous blood (seff-donated blood coliection,
tesling, processing & storage for planned surgery)

20%?
20%?

20%:2

1 The percentage copay for non-emergency senvices from non-Anthem Blue Cross PPO providers is based on the scheduled amount.

2 These providers are not represented in the Anthem Blue Cross PPO network.
3 Applicable to the Annual Out-of-Pocket maximums



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay'

Emergency Care
» Emergency room services & supplies 20% 20%

{3100 deductible waived if admitted)
# Inpatient hospital services & supplies $1,000/year + 20% 20%
» Physician services 20% 20%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care {subject to ulilization review; $1,000/year® + 20% 50%

waived for emergency agmissions) (benefit limited to $600/day)
# Inpatient physician visits 20% 50%
Outpatient Care
¥» Facility-based care {subject to utilization review; 20% 50%

waived for emargency admissions) {benefit imited o $600/day)
#  Qulpatient physician visits $45hvisit? 50%

(Behavioral Health treatment for Autisin & Pervasive Disorder (deductible waived)

will be subject to pre-service review)

1 The percentage copay for non-emergency services from non-Anthem Blue Cross PPO providers is based on the scheduled amount.
2 The dollar copay applies only to the visit itself. An additional 20% copay applies for any services performed in office (i.e., X-ray, lab, surgery), after any applicable deductible.
3 Applicable to the Annual Out-of-Pocket maximums

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,
in detail.



Classic PPO Plan Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined
Experimental or Investigative. Any expenmental or investigalive procedure or medication

But, if member is denied benefits because it is determined that the requested treatment

1s experimental or investigative, Ihe member may request an independent medical review,

as described in the Evidence of Coverage ([EOC)

Outside the United States. Services or supplies furnished and billed by & provider outside

the United States, unless such services or supplies are fumished in connection with urgent care
o &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt
to commit a felany, as long as any injuries are not a result of a medical condition or an act of
domestic violence; or (2) ary release of nuclear energy, whether or not the result of war, when
government funds are available for the treatment of iliness or injury anising from the release

of nuclear energy

Mot Covered. Services received before the member's effective date. Services received

after the member's coverage ends, except as specified as covered in the EQC.

Excess Amounts. Any amounts in excess of covered expense or any Medical Benefit Maximum
Work-Related. Work-related condilions if benefils are recovered or can be recovered, either by
adjudicalion, selflement or otherwise, under any workers’ compensation, employer's liability law
or occupational disease law, whether or not the member claims those benefits. If there is a dispute
of substantial uncertainty as to whether benefits may be recovered for those conditions pursuant to
workers” compensation, we will provide the benefits of this plan for such conditions, subject to a
right of recovery and reimbursement under California Labor Gode Section 4903, as specified as
covered in the EQC

Government Treatment. Any services the member actually received that were provided by

a local, state or federal gavernment agency, except when payment under this plan is expressly
required by federal or state law We will nol cover payment for ihese services if the member i not
required to pay for them or they are given to the member for free

Services of Relatives. Professional services received from a person living inthe member's
home or who is related to the member by blood or marniage, except as specified as covered
inthe EQC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which
no charge would be made in the absence of insurance coverage or other health plan coverage,
except services recelved at a non-governmental charitable research hospital. Such a hospital
must meet the following guidelines:

1. it must be internationally known as being devoted mainly to medical research;
2 atleast 10% of its yearly budget must be spent on research not directly related to

patient care;
3 at least one-third of its gross income must come from donations or grants other than gifts

or payments for patiert care;
4. it must accept patients who are unable to pay; and
5. two-thirds of its patients must have conditions directly related to the hospital's research
Mot Specifically Listed. Services not specifically listed inthe plan as covered services
Private Contracts. Services or supplies provided pursuant Lo a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.5.C. 1396a) of Title XWII of the Social Security Act
Inpatient Diagnostic Tests. Inpatient room and board charges inconnection with a hospital stay
primerily for diagnostic tests which could have been performed safely on an outpetient basis
Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, except as specified as covered inthe EQOC
Orthodontia. Braces, other orthodonlic appliances or orthodonlic services
Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, denlal services, extraction of teelh, treatment to the leeth or gums, or treatment to
or for any disorders for the temparomandibular (jaw) joint, except as specified ascoveredinthe
EOC. Cosmetic denta surgery or other dentel services for beautification
Hearing Aids or Tests.

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered in the EOC
Eyeglasses or contact lenses, except as specfied as coverad inthe EOC.

Outpatient Occupational Therapy. Cuipalient ccoupational therapy, excepl by a home health
agency, hospice, or home infusion therapy provider, as specified as covered inthe EOC.
Outpatient Speech Therapy. Cuipalient speech therapy, except as specified as covered
inthe EQC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance
This exclusion does nat apply to reconstructive surgery (that is, surgery performed to correct
deformilies caused by congenital or developmental abnormealities, iliness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectory. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatnc reasons

Commercial Weight Loss Programs. Weight loss programs, whether or nat they are pursued
under medical or physician supervision, unless specifically listed as covered inthis plan

This exclusion includes, but s not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does net apply to medicafly necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical frealment for morbid obesily 1s covered as described in the
Evidence of Coverage [EQOC)

Sterilization Reversal.

Infertility Treatment. Any services or supplies fumished in connection with the diagnosis and
treatment of infertility, including, but nat limited to diagnostic tests, medication, surgery, artificial
insemination, invitro fertilization, stenlization reversal and gamete intrefallopian transfer

Surrogate Mother Services. For any services or supplies provided to & persan not covered under
the plan in connectionwith & surrogate pregnancy {including, but nat limited to, the bearing of &
child by another woman for an infertile couple)

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as anintegral part of a brace, shoe inserts that are custom malded to the patient, or therapeutic
shoes and inserls designed to treal fool complications due to diabeles, as specifically steted inthe
EQC

Air Conditioners. Airpurifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for enviranmental change ar physical therapy. Services provided by a rest home,

& home for the aged, a nursing home or any similar facility. Services provided by & skilled nursing
facility or custodial care or rest cures, excepl as specified as covered inthe EQC

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fiilness instructor or personal trainer, or any clher charges for activities, equipment or
facilities used for developing or maintaining physical filness, even if ordered by a physician. This
exclusion also applies to health spas

Personal ltems. Any supplies for comfort, hygiene or beautification

Education or Counseling. Educalional services or nutntional counseling, except as specified
as covered in the EQC. This exclusion does nol apply 1o counseling for the trealment of anorexia
nenvosa or bulimia nervosa

Food or Dietary Supplements. Nutritional andfor distary supplements, except as provided in this
Plan or as required by law. This exclusion includes, but 1s not imited to, those nutnitional formulas
and dietary supplements that can be purchased over the counter, which by law do not requiremnent
either awnilen prescription or dispensing by alicensed pharmacist

Telephone and Facsimile Machine Consultations. Consulletions provided by telephone
or facsimile machine.

Routine Exams or Tests. Routine physical exams or tests which do not directly treat an actual
ilness, injury or condition, including those required by employmert or government authonity,
except az specified as covered inthe EQC

Acupuncture. Acupunciure frealment, except as specified as covered inthe EOC, Acupressure
or massage 1o control pain, treat illness or promote health by applying pressure to one or mare
specific areas of the body based on demrmatomes or asupuncture points

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
carrecting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism
Contact lenses and eyeglasses required as a resull of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during a covered inpatient confinement or as specified as coverad
inthe EOC.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the EOC. Any non-prescription, overthe-counter
patent or proprietary drug or medicine. Cosmelics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmasy drugs that must be obtained from the specialty
pharmecy program, but, which are chtained from a retail pharmacy, are not covered by this plan.
Mermber will have to pay the full cost of the specialty pharmacy drugs obtained from a retail
pharmacy that should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for birth control except as specified
ascovered inthe EOC

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe EOC

Private Duty Nursing. Inpatient or culpatient services of a privale duty nurse

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to diet,
exercise, imagery or nutriion. This exclusion will not apply to cardiac rehabilitation programs
approved Dy Us.

Wigs.

Third Party Liability — Anthem Blue Cross is entitled to reimbursement of benefits paid if the
member recovers damages from a legaly liable third party

Coordination of Benefits — The benefits of this plan may be reduced If the member has any other
group health or dental coverage so that the services received from all group coverages do nat
exceed 100% of the covered expense

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

Blue Cross Association.
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Anthemf Lumenos® Health Savings Account (HSA)

" Custom LHSA 289 (2500/90/50)
Rx Copay after Deductible

Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what

might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also

contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web

site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may

also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

sujauag Odd

This Lumenos plan is an innovative type of coverage that allows an insured person to use a Health Savings Account to pay for routine
medical care. The program also includes fraditional health coverage, similar to a typical health plan, that protects the insured person against
large medical expenses.

The insured person can spend the money in the HSA account the way the insured person wants on routine medical care, prescription drugs
and other qualified medical expenses. There are no copays or deductibles to satisfy first. Unused dollars can be saved from year to year to
reduce the amount the insured person may have to pay in the future. If covered expenses exceed the insured person’s available HSA
dollars, the traditional health coverage is available after a limited out-of-pocket amount is paid by the insured person.

Certain Covered Services have maximum visit andfor day limits per year. The number of visits and/or days allowed for these services will
begin accumulating on the first visit andfor day, regardless of whether your Deductible has been met.

The insured person is responsible for all costs over the plan maximums. Plan maximums and other important information appear in italics.
Benefits are subject to all terms, conditions, limitations, and exclusions of the Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.

Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the difference
between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount is based
on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges. For Medical
Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the reasonable and customary
value. Members may be responsible for any amount in excess of the reasonable and customary value.

Participating Pharmacies & Mail Service Program-members are not responsible for any amount in excess of the prescription drug maximum allowed amount.
Non-Participating Pharmacies-members are responsible for any expense not covered under this plan & any amount in excess of the prescription drug
maximum allowed amount. When using non-participating providers, the insured person is responsible for any difference between the covered
expense & actual charges, as well as any deductible & percentage copay.

When using the outpatient prescription drug benefits, the insured person is always responsible for drug expenses which are not
covered under this plan, as well as any deductible, percentage or dollar copay.

Calendar year deductible for all providers
(applicable lo medical care & prescriplion drug benefits)
¥ Individual insured person $2 500/individual insured person
¥ Insured family {includes insured employee & ons or more $5,000/insured family
members of the empioyee’s family; no coverage may be paid
for any member of a family unless this $5,000 deductible is met)

Deductible for hospital if utilization review not nbtained $250/admission {waived for emergancy admission)

Annual Qut-of-Packet Maximums (in-network/out-of-netwark
out-of-pocket maximums are exclusive of each other; inclides
calendar year deduclible & prescription drug covered expense)
»

¥ Forall Providers & Other Health Care Providers $5,000/individual insured person; $10,000/insured

& all Participating Pharmacies family/year
The following do not apply to out-of-pocket maximums: costs in excess of the covered expense & non-covered expense. After an individual
insured person or insured family {includes insured employee & one or more members of the employee’s family) reaches the out-of-pocket
maximum for all medical and prescription drug covered expense the individual insured person or insured family incurs during that calendar
year, the individual insured person or insured family will no longer be required to pay a copay for the remainder of that year. The individual
insured person or insured family remains responsible for costs in excess of the covered expense when provided by non-participating
providers and other health care providers; non-covered expense.

Lifetime Maximum Unlimited

anthem.comfca Anthem Blue Cross Life and Health Insurance Company  (P-NP) Effective1-1-17 Printed 11/28/2016



Covered Services

Traditional Health Coverage
Insured Person Copay

In-Network Out-of-Network
{(Insured is also responsible
for charges in excess of
covered expense.)
Hospital Medical Services (subject to utilization review
for inpatient services; waived for emergency admissions)
> Semi-private room, meals & special diets, 10% 50% up to $580 plan
& ancillary services payment per day
»  Oulpatient medical care, surgical services & supplies 10% 50%
(hospital care other than emergency room care) (henefit imited to $350/day)
Ambulatory Surgical Centers
# Outpatient surgery, services & supplies 10% 50%
{benefit limited to $350/day)
Skilled Nursing Facility (subject fo utilization review)
»  Semi-private room, services & supplies 10% 10%
{limited lo 100 days/calendar year)
Hospice Care {(subject fo uiilization review)
{$70,000 combined maximum per member per lifetime)
# Inpatient or outpatient services for insured persons 10% 10%
with up to one year life expectancy; family bereavement services
Home Health Care (subject io utifization review)
»  Services & supplies from a home health agency 10% 10%
(limited to 100 visits/calendar year, one visit by a
home health aide equals four hours or less; not covered
while insured person receives hospice care)
Home Infusion Therapy
# Includes medication, ancillary services & supplies; 10% 10%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services
Physician Medical Services
¥» Office & home visits 10% 50%
» Hospital & skilled nursing facility visits 10% 50%
» Surgeon & surgical assistant; anesthesiologist or anesthetist 10% 50%
#  Drugs administered by a medical provider 10% 50%
(cerlain drugs are subject ta utilizatian review)
Diagnhostic X-ray & Lab
# MRI, CT scan, PET scan & nuclear cardiac scan 10% 50%
(suivject to Ltilization ravigw)
» Other diagnostic x-ray & lab 10% 50%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive
screenings (including screenings for cancer, HPY, diabetes, cholesterol,
blood pressure, hearing and vision immunizations, health education, No copay 50%
intervention services, HIV testing), and additional preventive care {(deductible waived)
for women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.
Physical Therapy, Physical Medicine & Occupational 10% 50%
Therapy, including Chiropractic Services
(limited fo 12 visits/calendar year; additional visits
may be approved, If medically necessary)
Speech Therapy
# Qulpatient speech therapy following injury or organic disease 10% 50%




Covered Services

Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
(insured is also responsible
for charges in excess of

covered expense.)

Acupuncture
»  Services for the treatment of disease, illness or injury 10%! 50%!

(imited to 20 visits/calendar year)
Temporomandibular Joint Disorders
¥ 5plint therapy & surgical treatment 10% 50%
Pregnancy & Maternity Care
»  Physician office visits 10% 50%
¥ Prescription drug for elective abortion {imifeprisione) 10% 50%
Normal delivery, cesarean section, complications of pregnancy
& abortion
¥ Inpatient physician services 10% 50%
» Hospital & ancillary services 10% 50%

(benefit imited ta $580/day)

Organ & Tissue Transplants (subject to utilization review;
specified organ ransplants covered only when performed
at a Center of Expertise J[COE])

¥ Inpatient services provided in connection with
non-investigative organ or tissue transplants

» Transplant travel expense for an authorized, specified
transplant at a COL (recipient & companion fransportation
limited to 6 trips/episcde & $250/nerson/trip for round-trip
coach airfare hotel imited to 1 room double occupancy &
$100/day for 21 daysftrip, other expenses fimited lo
$25/day/person for 21 days/rip; donor transpartation
fimited 1o 1 Inp/episode & $250 for roung-irip coach airfare,
hatel timited o $100/day for 7 days, olher expenses limiled lo
325/day for 7 days)

10%

No copay

Bariatric Surgery (subject tc utiization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at a Center of Expertise [COL]

)

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

» Bariatric travel expense when insured person’'s home is
50 miles or more from the nearest bariatric COE
{insured person's fransportation fo & from COE limited to
$7130/persondrip for 3 Irips [pre-surgical visit, initial surgery
& one follow-up visitl; one companion’s transportation lo &

from COE limited to $130/persondrip for 2 trips finitial surgery

& one follow-up visitl; hotel for instired person & one

companion limited to one room double occupancy & $100/day

for 2 daysfirip, or as medically necessary, for pre-surgical &
foliow-up visit; hotel for ane companion fimited to one room

tloubie accupancy & $100/day for duration of insured person’s
initial surgery stay for 4 days; other reasonable expenses limiled

Io $25/dayiperson for 4 days/rip)

10%

No copay

Diabetes Education Programs (requires physician supervision)

» Teachinsured persons & their families about the disease
process, the daily management of diabetic therapy &
sel-management training

10% 50%

T Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (D.P.M.),

or a dentist (D.D.3.).



Covered Services Traditional Health Coverage
Insured Person Copay
In-Network Qut-of-Network
{(Insured is also responsible
for charges in excess of
covered expense.)

Prosthetic Devices

» Coverage for breast prostheses; prosthetic devices 10% 10%
to restore a method of speaking; surgical implants;
artificial limbs or eyes; the first pair of contact
lenses or eyeglasses when required as a result of
eye surgery; wigs for alopecia resulting from
chemotherapy or radiation therapy; & therapeutic shoes
& inserts for insured persons with diabetes

Durable Medical Equipment

Rental or purchase of DME including 10% 10%
dialysis equipment & supplies, home medical equipment,

prosthetics/orthotics (hearing aids benefit

available for one hearing aid per ear every three years; breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

#  Ground or air ambulance transportation, services 10%!’
& disposable supplies

» Blood fransfusions, blood processing & the cost 10%!
of unreplaced blood & blood products

» Autologous blood (self-donated blaod collection, 10%!

lesting, processing & storage for planned strgery)

Emergency Care

» Emergency room services & supplies 10% 10%
» |npatient hospital services & supplies 10% 10%
#  Physician services 10% 10%

Mental or Nervous Disorders and Substance Abuse
Inpatient Care

»  Facility-based care f{subject to uililization review; 10% 50%

waived for emergency admissions) thenefit limited to $580/day)
# Inpatient physician visits 10% 50%
Qutpatient Care
¥» Facility-based care (subject to utilization review; 10% 50%

waived for emergency admissions) (henefit imited to $350/day)
» Oulpatient physician visits 10% 50%

(Behavioral Health treatment for Awism & Pervasive Disarder
will be subject Io pre-service review)

" These providers are not represented in the Anthem Blue Cross PPO Network.



Covered Services
{For Outpatient Prescription Drugs)

Traditional Health Coverage
Per Insured Person Copay for Each Prescription or Refill

Outpatient Prescription Drug Benefits

{Until the calendar year deductible is satisfied, the insured person pays
the prescription drug ,maximum allowed amount and nol the copays fisted below.)

» Retail Pharmacy

#» Preventive immunizations administered by a retail pharmacy - No copay (deductible waived)
» Female oral contraceptives generic and single source brand No copay (deductible waived)
» Generic drugs §7

» Brand name formulary drugs’.2 $25

»  Self-administered injectable drugs, except insulin $25

Home Delivery

¥» Female oral contraceptives generic and single source brand No copay

»  Generic drugs $14

» Brand name formulary drugs'2 $50

»  Self-administered injectable drugs, except insulin $25

Specialty pharmacy drugs

{may anly be oblained through the speciaily pharmacy prograim)

» Generic drugs $7

» Brand name formulary drugs' $25

¥ Self-administered injectable dugs, exceptinsulin $25

Non-participating Pharmacies
(compound drugs & specialty pharmacy drugs not covered at relail
participating pharmacies)

Insured person pays the above retail phaimacy copay pius:
30% of the remaining prescription drug maximum allowed
amount & costs in excess of the maximum amount allowed

Supply Limits?
¥ Retail Pharmacy (participating and non-participating)

» Home Delivery
¥  Specialty Pharmacy

30-day supply; 60-day supply for federally classified
Schedule Il attention deficit disorder drugs that require

a triplicate prescription form, but require a double copay;

6 tablets or units/30-day period for impotence and/for

sexual dysfunction drugs (available only atretail pharmacies)
90-day supply

30-day supply

1 Mandatory Generic Substitution: If an insured person requests a brand name drug when a generic drug substitution exists, the insured person pays the generic drug
copay plus the difference in cost between the negotiated rate for the generic drug and the brand name drug, but not more than 50% of our cost of the prescription drug.
Mandatory generic substitution does not apply when it has been determined that the brand name drug is medically necessary for the insured person.

2 When the member's physician has specified “dispense as written” (DAW) for formulary brand drugs, the copay for brand name formulary drugs will apply. When the
member’s physician has not specified DAW for formulary brand drugs, the member pays the generic drug copay plus the difference in cost between the drug negotiated rate
for the generic drug and the brand name formulary drug, but not more than 50% of the drug negotiated rate. Some drugs may also be subject to a review for Medical

Necessity by Anthem Blue Cross Life and Health Insurance Company.

3 Supply limits for certain drugs may be different. Please refer to the Cetificate of Insurance for complete information

The Outpatient Prescription Drug Benefit covers the following:
QOutpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician

for the treatment of phenylketonuria.
Insulin

Diabetic supplies (i.e., test strips and lancets)

VYVVVYVY VYVVVY V¥V

drug formulary.

Syringes when dispensed for use with insulin and other self-injectable drugs or medications

Prescription oral contraceptives; contraceptive diaphragms. Contraceptive diaphragms are limited to one per year.
Injectable drugs which are self-administered by the subcutaneous route {under the skin) by the patient or insured person.
Drugs that have Food and Drug Administration (FDA) labeling for self-administration

All compound prescription drugs that contain at least one covered prescription ingredient

Prescription drugs for treatment of impotence andfor sexual dysfunction are limited to organic {non-psychological) causes.
Inhaler spacers and peak flow meters for the treatment of pediatric asthma.

Smoking cessation products requiring a physician’s prescription.

Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription

This Summary of Benefits is a brief review of benefits. Once enrolled, insured persons will receive a Certificate of Insurance,
which explains the exclusions and limitations, as well as the full range of covered services of the plan in detail,



Lumenos HSA Plan — Exclusions and Limitations

Benefits are not provided for expenses incurred for or in connection
with the following items:

Not Medically Necessary. Services or supplies that are nol medically necessary, as defined

Experimental or Investigative. Any experimental or investigalive procedure or medicalion

But, if insured person is denied benefits because it is determined that the requested freatment

is experimental or investigative, the insured person may request an independent medical review,
as descnbed inthe Cerlificate.

Outside the United States. Services or supplies furnished and billed by a provider oulside
the United Stales, unless such services or supplies are furnished in connection with urgent care
OF &n emergency

Crime or Nuclear Energy. Conditions that result from (1) the insured person's commission

of or attempt to commil a felony, as long as any INjuries are not a resull of @ medical condtion or an
act of domestic viclence; or (2) any release of nuclear energy, whether or not the result of war,
when government funds are available for the treatment of iiness or injury arising from the release
of nuclear energy

Not Covered. Services received before the insured person’s effective date. Services received
afterthe insured person’s caverage ends, except as specified as covered inthe Certificate.

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum

Work-Related. Work-related conditions if benefils are recovered or can be recovered, erther by
adjudication, setlement or otherwise, under any workers' compensation, emplayer's liability law
or occupational disease law, whether or nat the insured person claims those benefits. If there

is a dispute of substantial uncertainty as to whether benefits may be recovered for those conditions
pursuant {0 workers' compensation, we will provide the benefits of this plan for such canditions,
subject to aricht of recovery and reimbursement under California Labor Code Section 4903,

as specified as covered in the Certificate:

Government Treatment. Any services the insured person actually received thal were provided
by a local, state or federal government agency, except when payment under this plan is expressly
required by federal or stale law. We will not cover payment for these services If the insured person
15 not required to pay for them or they are given to the insured person for free

Services of Relatives. Professional services received from a person living inthe insured person’s
home or who 15 related lo the insured person by blood or marriage, excepl as specified as covered
inthe Certificate

Voluntary Payment. Services for which the insured person has no legal obligation to pay,

or for which no charge would be made inthe absence of insurance coverage or other health plan
coverage, excent services received & a nonrgavernmental charitable research hospital

Such a hospital must meet the following guidelines

1. it must be internationally known as being devoted mainly to medicel research;
2 at least 10% ofits vearly budget must be spent on research not directly relatedto patient care;

3t least one-third of its grass income must come from donations or grants other than gifts
or payments for patient care;

4 it must accept patients who are unable to pay; and
5 two-thirds of its patients must have conditions directly related to the hospital's research
Not Specifically Listed. Services nat specifically listed inthe plan as covered services

Private Contracts. Services or supplies provided pursuant lo a privale conlract between the
insured person and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 42 U 5 .G 1396a) of Title XMl of the Social Security Act

Inpatient Diagnostic Tests. Inpalient room and board charges in connection with a hospital stay
primarily for diagnostic tests which could have been performed safely on an outpalient basis

Mental or Nervous Disorders. Academic or educational testing, counseling and remediation.
Mental or nervous disorders or substance abuse, including rehabilitative care inrelation io these
condtions, except as specified as covered in the Certificate

Orthodontia. Braces, other orthodontic appliances or orthodontic services

Dental Services or Supplies. Denlal plates, bridges, crowns, caps or other denlal prostheses,
dental implarts, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disarders for the temporamandibular {jaw) joint, except as specified as coveredinthe
Certificate. Cosmetic dental surgery or other dental services for beautification

Hearing Aids or Tests unless otherwise noted

Optometric Services or Supplies. Oplomelric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered in the Certificate
Evedlasses or contact lenses, except as specified as covered in the Certificate

Outpatient Occupational Therapy. Outpatient occupational therapy, except by a home health
agency, hospice, or home infusion therapy provider, az specified as covered in the Certificate.

Outpatient Speech Therapy. Outpatient speech therapy, except as specified as covered
inthe Certificate

Cosmetic Surgery. Cosmelic surgery or other services performed solely for beauification

or to alter or reshape normal (including aged) structures or tissues of the body to improve
appearance. This exclusion does nat apply to recanstructive surgery (that is, surgery performed

to correct deformities caused by congenital or developmental abnormalities, iliness, or injury for the
purpose of impraving bodily function or symptomatology orio creale a normal appearance),
including surgery performed to restare symmetry following mastectomy. Cosmetic surgery does not
become reconstructive surgery because of psychological or psychialric reasons

Scalp Hair Prostheses. Scalp harr prostheses, including wigs or any form of hair replacement,
except as specified as covered in the Certificate

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered in this plan.

This exclusion includes, but is not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting pragrams

This exclusion does not apply to medicaffy nocessary treatments for morbic obesity or dietary
evaluations and counseling, and behavioral modification pragrams for the treatment of anarexia
nervosa or bulimia nervosa. Surgical frealment for morbid obesity Is covered as described in the
Certificate.

Sterilization Reversal.

Infertility Treatment. Any services or supplies furnished in connection with the diagnosis and
treatment of infertility, including, but not limited to diagnostic tests, medication, surgery, artificial
insemination, in vitro fertilizalion, stenlizalion reversal and gamete infrafallopian iransfer

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogale pregnancy (including, but not limited to, the bearing of a
child by ancther woman for an infertile couple).

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as an integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic
shoes and inserts designed Lo treat fool complicalions due lo diabetes, as specifically staled in the
EOC

Air Conditioners. Air purifiers, air conditioners or humidifiers

Custodial Care or Rest Cures. Inpalient room and board charges in connection with a hospital
stay primarily for enwironmental change or physical therapy. Custodial care or rest cures,

except as specified as covered in the Certificate. Services provided by a rest home, ahome

for the aged, a nursing home or any similar facility. Services provided by a skilled nursing feclily,
except as specified as covered in the Certificate

Health Club Memberships. Health club memberships, exercise equpment, charges from a
physical fitness instructor or personal trainer, or any other charges for activilies, equipment or
facililies used for developing or maintaining physical fitness, evenif ordered by a physician. This
exclusion also appliesto health spas.

Personal ltems. Any supplies for comfort, hygiene or beautification

Education or Counseling. Educational services or nutritional counseling, except as specified
ascovered inthe Cerlificate. This exclusion does not apply to counseling for the freatment of
anorexia nervosa or bulimia nervosa

Food or Dietary Supplements. Nutritional andfor diefary supplements, except as provided inthis
plar or as required by law. This exclusion includes, but is not imited to, those nuintional formulas
and dietary supplements that can be purchased over the counter, which by law da not requirement
either awritten prescriplion or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consultations provided by telephone,

except as specified as covered in the Certificate, or facsimile machine

Routine Exams or Tests. Routine physical exams or tests which do nol directly treat an aclual
liness, injury or condition, including those required by employment or gowernment authorily,
except as specified as covered in the Certificate

Acupuncture. Acupunciure treatment, except as specified as covered inthe Certificate
Acupressure or massage to control pain, treat iliness or promate health by applying pressure
to one or mare specific areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarnily for the purpose
of correcting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism
Contactlenses and eyeglasses required as a result of this surgery.

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physicel
medicing, except when provided during a covered inpatient confinement or as specified as covered
inthe Certificate.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the Centificate. Mon-prescription, over-the-counter
patent or proprietary drug or medicines. except as specified as covered in the Certificate
Cosmetics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty phammacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are nat covered by this plan
Insured person will have to pay the full cost of the specialty pharmacy drugs obtained from
a retail pharmacy that should have been ohtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for hith control except as specified
ascovered inthe Certficate.

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe Certficate

Private Duty Nursing. Inpatient or outpatient services of a private duly nurse

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to dief,
exercise, imagery or nutrition, except as specified as covered in the Certificate. This exclusion will
nat apply to cardiac rehabiltation programs approved by Us

Clinical Trials. Services and supplies in connection with clinical trials, except as specified
ascovered inthe Certficate.



Lumenos HSA Rx Copay after Deductible Plan — Exclusions and Limitations (Continued)

Outpatient prescription drug services and supplies are not provided
for or in connection with the following:

Immunizing agents, biological sera, blood, blood products or blood plasma

Hypodermic syringes &lor needles, except when dispensed for use with insulin & other
self-injectable drugs or medications

Drugs & medicalions used o induce sponlaneous & non-spontanecus abarlions

Drugs & medicalions dispensed or administered in an outpatient selling, including outpalient
hospital facilities and physicians’ offices

Professional charges in connection with administering, injecting or dispensing drugs

Drugs & medications that may be obtained without a physician’s written prescription, except insulin

or niacin for cholesterol lowenng and certain over-the-counter drugs approved by the Pharmacy
and Therapeutics Committee to be included inthe prescription drug formulary

Drugs & medications dispensed by or while confined in & hospital, skilled nursing facility,
rest home, sanalorium, convalescent hospital or similar facility

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician,
except contraceptive diaphragms, as specified as covered in the Certificate

Services or supplies for which the insured persan is not charged
Ohygen
Cosmetics & health or beauty aids

Drugs labeled "Caution, Limited by Federal Law to Investigational Use,” or Mon-FDA approved
investigational drugs. Any drugs or medications prescribed for experimental indications

Any expense for a drug or medication incurred in excess of the prescription drug maximum allowed
amount

Drugs which have not been appraved for general use by the State of California Department of
Health Services or the Food and Drug Administration. This does not apply to drugs that are
medically necessary for a covered condition

Drugs to eliminate or reduce dependency on, or addiction lo, tobacco and tobacco produsts.

Thizs does not apply to medically necessary drugs that the insured person can only get with a
prescription under state and federal law

Drugs used primarily forcosmetic purposes (e.q., Retin-A forwrinkles). However, this will not apply
to the use of this type of drug for medically necessary ireaiment of @ medical condilion other than
one that is cosmetic

Drugs used primarily to freat infertility {including, but not limited to, Clomid, Pergonal and Metrodin),

unless medically necessary for anather covered condition.

Anarexiants and drugs used for weight loss, except when used 1o {reat morbid obesily
(e g., diet pills & appetile suppressants)

Drugs obtained outside the U S unless they are fumished in connection with urgent care
o an emergency

Allergy desensilization products or allergy serum
Infusion drugs, except drugs thal are self-administered subcLianeously

Herbal supplements, nutritional and distary supplements except for farmulas for the treatment
of phenylketonuria

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent
except insulin. This does nol apply If an aver-the-counter equivalent was tried and was in effective

Compound medications unless

a Thereis dl least one component in it that 1s a prescription drug, and

b. Itis obteined from other than a participaling pharmacy. Insured person will have to pay the
full cost of the compound medications if insured person obtains drug at a
non-participating pharmacy.

Specialty pharmeacy drugs that must be obtained from the specialty pharmeacy program, but,

which are obtained from a retail pharmacy are not covered by this plan. Insured person will have

to pay the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that
insured person should have obtained from the specialty pharmacy program.

Third Party Liability - Anthem Blue Cross Life and Health Insurance Compary is entitled
to reimbursement of benefits paid if the insured persan recovers damages from alegally liable
third party

Coordination of Benefits — The bensfits of this plan may be reduced if the insured persen
has any other group health or dental coverage so that the services received from all group
coverages do not exceed 100% of the covered expense

Lumenos plans provided by Anthem Blue Cross Life and Health insurance Company.
Independent licensee of the Biue Cross Association. € ANTHEM and LUMENOS are
registered trademarks of Anthem Insurance Companies, inc. The Blue Cross name and
symbof are registered marks of the Blue Cross Association.



1. f SJVIA HDPPO 2500 BlueCard
Anthemf Lumenos® Health Savings Account (HSA)
Custom LHSA 289 (2500/90/50)
Rx Copay after Deductible

Anthem believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As permitted by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacted. Being
a grandfathered health plan means that this plan may not include certain consumer protections of the Affordable Care Act that apply to other plans, for
example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with
certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do not apply to a grandfathered health plan and what

might cause a plan to change from grandfathered health plan status can be directed to Anthem at the telephone number printed on the back of your
member identification card, or contact your group benefits administrator if you do not have an identification card.  For ERISA plans, you may also

contact the Employee Benefits Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol.goviebsalhealthreform. This Web

site has a table summarizing which protections do and do not apply to grandfathered health plans. For nonfederal govemmental plans, you may

also contact the U.S. Department of Health and Human Services at www.healthreform.gov.

This Lumenos plan is an innovative type of coverage that allows an insured person to use a Health Savings Account to pay for routine
medical care. The program also includes fraditional health coverage, similar to a typical health plan, which protects the insured person
against large medical expenses.

The insured person can spend the money in the HSA account the way the insured person wants on routine medical care, prescription drugs
and other qualified medical expenses. There are no copays or deductibles to satisfy first. Unused dollars can be saved from year to year to
reduce the amount the insured person may have to pay in the future. If covered expenses exceed the insured person’s available HSA
dollars, the traditional health coverage is available after a limited out-of-pocket amount is paid by the insured person.

Certain Covered Services have maximum visit and/or day limits per year. The number of visits andfor days allowed for these services will
begin accumulating on the first visit and/or day, regardless of whether your deductible has been met.

The insured person is responsible for all costs over the plan maximums. Plan maximums and other important information appear in italics.
Benefits are subject to all terms, conditions, limitations, and exclusions of the Policy.

Explanation of Maximum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.

Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the difference
between the provider's usual charges & the maximum allowed amount.

Non-Participating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount is based
on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges. For Medical
Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the reasonable and customary
value. Members may be responsible for any amount in excess of the reasonable and customary value.

Participating Pharmacies & Mail Service Program-members are not responsible for any amount in excess of the prescription drug maximum allowed amount.
Non-Participating Pharmacies-members are responsible for any expense not covered under this plan & any amount in excess of the prescription drug
maximum allowed amount. When using non-participating providers, the insured person is responsible for any difference between the covered
expense & actual charges, as well as any deductible & percentage copay.

When using the outpatient prescription drug benefits, the insured person is always responsible for drug expenses which are not
covered under this plan, as well as any deductible, percentage or dollar copay.

Calendar year deductible for all providers
(applicable lo medical care & prescriplion drug benefits)
¥ Individual insured person $2 500/individual insured person
¥ Insured family {includes insured employee & ons or more $5,000/insured family
members of the empioyee’s family; no coverage may be paid
for any member of a family unless this $5,000 dedictible is met)

Deductible for hospital if utilization review not nbtained $250/admission {waived for emergancy admission)

Annual Qut-of-Packet Maximums (in-network/out-of-netwark
out-of-pocket maximums are exclusive of each other; includes
calendar year deduclible & prescription drug covered expense)
»

¥ Forall Providers & Other Health Care Providers $5,000/individual insured person; $10,000/insured

& all Participating Pharmacies family/year
The following do not apply to out-of-pocket maximums: costs in excess of the covered expense & non-covered expense. After an individual
insured person or insured family {includes insured employee & one or more members of the employee’s family) reaches the out-of-pocket
maximum for all medical and prescription drug covered expense the individual insured person or insured family incurs during that calendar
year, the individual insured person or insured family will no longer be required to pay a copay for the remainder of that year. The individual
insured person or insured family remains responsible for costs in excess of the covered expense when provided by non-participating
providers and other health care providers; non-covered expense.

Lifetime Maximum Unlimited

anthem.comfca Anthem Blue Cross Life and Health Insurance Company  (P-NP) Effective1-1-17 Printed 11/28/2016
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Covered Services

Traditional Health Coverage
Insured Person Copay

In-Network Out-of-Network
{(Insured is also responsible
for charges in excess of
covered expense.)
Hospital Medical Services (subject to utilization review
for inpatient services; waived for emergency admissions)
» Semi-private room, meals & special diets, 10% 50% up to $580 plan
& ancillary services payment per day
»  Oulpatient medical care, surgical services & supplies 10% 50%
(hospital care other than emergency room care) (henefit imited to $350/day)
Ambulatory Surgical Centers
# Outpatient surgery, services & supplies 10% 50%
{benefit limited to $350/day)
Skilled Nursing Facility (subject fo utilization review)
»  Semi-private room, services & supplies 10% 10%
{limited lo 100 days/calendar year)
Hospice Care {(subject fo uiilization review)
{$70,000 combined maximum per member per lifetime)
# Inpatient or outpatient services for insured persons 10% 10%
with up to one year life expectancy; family bereavement services
Home Health Care (subject io utifization review)
»  Services & supplies from a home health agency 10% 10%
(limited to 100 visits/calendar year, one visit by a
home health aide equals four hours or less; not covered
while insured person receives hospice care)
Home Infusion Therapy
# Includes medication, ancillary services & supplies; 10% 10%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services
Physician Medical Services
¥» Office & home visits 10% 50%
» Hospital & skilled nursing facility visits 10% 50%
» Surgeon & surgical assistant; anesthesiologist or anesthetist 10% 50%
#  Drugs administered by a medical provider 10% 50%
(cerlain drugs are subject ta utilizatian review)
Diagnhostic X-ray & Lab
# MRI, CT scan, PET scan & nuclear cardiac scan 10% 50%
(subject to Ltilization ravigw)
» Other diagnostic x-ray & lab 10% 50%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive
screenings (including screenings for cancer, HPY, diabetes, cholesterol,
blood pressure, hearing and vision immunizations, health education, No copay 50%
intervention services, HIV testing), and additional preventive care {(deductible waived)
for women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.
Physical Therapy, Physical Medicine & Occupational 10% 50%
Therapy, including Chiropractic Services
(limited fo 12 visits/calendar year; additional visits
may be approved; if medically necessary)
Speech Therapy
# Qulpatient speech therapy following injury or organic disease 10% 50%




Covered Services

Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
(insured is also responsible
for charges in excess of

covered expense.)

Acupuncture
»  Services for the treatment of disease, illness or injury 10%! 50%!

(imited to 20 visits/calendar year)
Temporomandibular Joint Disorders
¥ 5plint therapy & surgical treatment 10% 50%
Pregnancy & Maternity Care
»  Physician office visits 10% 50%
¥ Prescription drug for elective abortion {imifeprisione) 10% 50%
Normal delivery, cesarean section, complications of pregnancy
& abortion
¥ Inpatient physician services 10% 50%
» Hospital & ancillary services 10% 50%

(benefit imited ta $580/day)

Organ & Tissue Transplants (subject to utilization review;
specified organ ransplants covered only when performed
at a Center of Expertise J[COE])

¥ Inpatient services provided in connection with
non-investigative organ or tissue transplants

» Transplant travel expense for an authorized, specified
transplant at a COL (recipient & companion fransportation
limited to 6 trips/episcde & $250/nerson/trip for round-trip
coach airfare hotel imited to 1 room double occupancy &
$100/day for 21 daysftrip, other expenses fimited lo
$25/day/person for 21 days/rip; donor transpartation
fimited 1o 1 Inp/episode & $250 for roung-irip coach airfare,
hatel timited o $100/day for 7 days, olher expenses limiled lo
325/day for 7 days)

10%

No copay

Bariatric Surgery (subject tc utiization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at a Center of Expertise [COL]

)

¥ Inpatient services provided in connection with medically
necessary surgery for weight loss, only for morbid obesity

» Bariatric travel expense when insured person’'s home is
50 miles or more from the nearest bariatric COE
{insured person's fransportation fo & from COE limited to
$7130/persondrip for 3 Irips [pre-surgical visit, initial surgery
& one follow-up visitl; one companion’s transportation lo &

from COE limited to $130/persondrip for 2 trips finitial surgery

& one follow-up visitl; hotel for instred person & one

companion limited to one room double occupancy & $100/day

for 2 daysfirip, or as medically necessary, for pre-surgical &
foliow-up visit; hotel for ane companion fimited to one room

tloubie accupancy & $100/day for duration of insured person’s
initial surgery stay for 4 days; other reasonable expenses limited

Io $25/dayiperson for 4 days/rip)

10%

No copay

Diabetes Education Programs (requires physician supervision)

» Teachinsured persons & their families about the disease
process, the daily management of diabetic therapy &
sel-management fraining

10% 50%

T Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.0.), a podiatrist (0.P.M.),

or a dentist (D.D.3.).



Covered Services Traditional Health Coverage
Insured Person Copay
In-Network Qut-of-Network
{(Insured is also responsible
for charges in excess of
covered expense.)

Prosthetic Devices

» Coverage for breast prostheses; prosthetic devices 10% 10%
to restore a method of speaking; surgical implants;
artificial limbs or eyes; the first pair of contact
lenses or eyeglasses when required as a result of
eye surgery; wigs for alopecia resulting from
chemotherapy or radiation therapy; & therapeutic shoes
& inserts for insured persons with diabetes

Durable Medical Equipment

Rental or purchase of DME including 10% 10%
dialysis equipment & supplies, home medical equipment,

prosthetics/orthotics (hearing aids benefit

available for one hearing aid per ear every three years; breast pump

and supplies are covered under preventive care at no charge for in-network)

Related Outpatient Medical Services & Supplies

#  Ground or air ambulance transportation, services 10%!’
& disposable supplies

» Blood fransfusions, blood processing & the cost 10%!
of unreplaced blood & blood products

» Autologous blood (self-donated blaod collection, 10%!

lesting, processing & storage for planned strgery)

Emergency Care

» Emergency room services & supplies 10% 10%
» |npatient hospital services & supplies 10% 10%
#  Physician services 10% 10%

Mental or Nervous Disorders and Substance Abuse
Inpatient Care

»  Facility-based care f{subject to uililization review; 10% 50%

waived for emergency admissions) thenefit limited to $580/day)
# Inpatient physician visits 10% 50%
Qutpatient Care
¥» Facility-based care (subject to utilization review; 10% 50%

waived for emergency admissions) (henefit imited to $350/day)
» Oulpatient physician visits 10% 50%

(Behavioral Health treatment for Awism & Pervasive Disarder
will be subject Io pre-service review)

" These providers are not represented in the Anthem Blue Cross PPO Network.



Covered Services
{For Outpatient Prescription Drugs)

Traditional Health Coverage
Per Insured Person Copay for Each Prescription or Refill

Outpatient Prescription Drug Benefits

{Until the calendar year deductible is satisfied, the insured person pays
the prescription drug ,maximum allowed amount and nol the copays fisted below.)

» Retail Pharmacy

#» Preventive immunizations administered by a retail pharmacy - No copay (deductible waived)
» Female oral contraceptives generic and single source brand No copay (deductible waived)
» Generic drugs §7

» Brand name formulary drugs’.2 $25

»  Self-administered injectable drugs, except insulin $25

Home Delivery

¥» Female oral contraceptives generic and single source brand No copay

»  Generic drugs $14

» Brand name formulary drugs'2 $50

»  Self-administered injectable drugs, except insulin $25

Specialty pharmacy drugs

{may anly be oblained through the speciaily pharmacy prograim)

» Generic drugs $7

» Brand name formulary drugs' $25

¥ Self-administered injectable dugs, exceptinsulin $25

Non-participating Pharmacies
(compound drugs & specialty pharmacy drugs not covered at relail
participating pharmacies)

Insured person pays the above retail phaimacy copay pius:
30% of the remaining prescription drug maximum allowed
amount & costs in excess of the maximum amount allowed

Supply Limits?
¥ Retail Pharmacy (participating and non-participating)

» Home Delivery
¥  Specialty Pharmacy

30-day supply; 60-day supply for federally classified
Schedule Il attention deficit disorder drugs that require

a triplicate prescription form, but require a double copay;

6 tablets or units/30-day period for impotence and/for

sexual dysfunction drugs (available only atretail pharmacies)
90-day supply

30-day supply

1 Mandatory Generic Substitution: If an insured person requests a brand name drug when a generic drug substitution exists, the insured person pays the generic drug
copay plus the difference in cost between the negotiated rate for the generic drug and the brand name drug, but not more than 50% of our cost of the prescription drug.
Mandatory generic substitution does not apply when it has been determined that the brand name drug is medically necessary for the insured person.

2 When the member’s physician has specified “dispense as written” (DAW) for formulary brand drugs, the copay for brand name formulary drugs will apply. When the
member’s physician has not specified DAW for formulary brand drugs, the member pays the generic drug copay plus the difference in cost between the drug negotiated rate
for the generic drug and the brand name formulary drug, but not more than 50% of the drug negotiated rate. Some drugs may also be subject to a review for Medical

Necessity by Anthem Blue Cross Life and Health Insurance Company.

3 Supply limits for certain drugs may be different. Please refer to the Certificate of Insurance for complete information

The Outpatient Prescription Drug Benefit covers the following:
QOutpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician

for the treatment of phenylketonuria.
Insulin

Diabetic supplies (i.e., test strips and lancets)

VYVVVYVY VYVVVY V¥V

drug formulary.

Syringes when dispensed for use with insulin and other self-injectable drugs or medications

Prescription oral contraceptives; contraceptive diaphragms. Contraceptive diaphragms are limited to one per year.
Injectable drugs which are self-administered by the subcutaneous route {under the skin) by the patient or insured person.
Drugs that have Food and Drug Administration (FDA) labeling for self-administration

All compound prescription drugs that contain at least one covered prescription ingredient

Prescription drugs for treatment of impotence andfor sexual dysfunction are limited to organic {non-psychological) causes.
Inhaler spacers and peak flow meters for the treatment of pediatric asthma.

Smoking cessation products requiring a physician’s prescription.

Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription

This Summary of Benefits is a brief review of benefits. Once enrolled, insured persons will receive a Certificate of Insurance,
which explains the exclusions and limitations, as well as the full range of covered services of the plan in detail,



Lumenos HSA Plan — Exclusions and Limitations

Benefits are not provided for expenses incurred for or in connection
with the following items:

Not Medically Necessary. Services or supplies that are nol medically necessary, as defined.

Experimental or Investigative. Any experimental or investigalive procedure or medicalion

But, if insured person is denied benefits because it is determined that the requested freatment

is experimental or investigative, the insured person may request an independent medical review,
as descnbed inthe Cerlificate.

Outside the United States. Services or supplies furnished and billed by a provider oulside
the United Stales, unless such services or supplies are furnished in connection with urgent care
OF &n emergency

Crime or Nuclear Energy. Condifions that resut from (1) the insured person's commission

of or attempt to commil a felony, as long as any INjuries are not a resull of @ medical condtion or an
act of domestic viclence; or () any release of nuclear energy, whether or not the result of war,
when government funds are available for the treatment of iiness or injury arising from the release
of nuclear energy

Not Covered. Services received before the insured person’s effective date. Services received
afterthe insured person’s caverage ends, except as specified as covered inthe Certificate.

Excess Amounts. Any amounts in excess of covered expense or the lifelime maximum

Work-Related. Work-related conditions if benefils are recovered or can be recovered, either by
adjudication, setlement or otherwise, under any workers' compensation, emplayer's liability law
or occupational disease law, whether or nat the insured person claims those benefits. If there

is a dispute of substantial uncertainty as to whether benefits may be recovered for those conditions
pursuant {0 workers' compensation, we will provide the benefits of this plan for such canditions,
subject to aricht of recovery and reimbursement under California Labor Code Section 4903,

as specified as coveredinthe Certificate:

Government Treatment. Any services the insured person actually received thal were provided
by a local, state or federal government agency, except when payment under this plan is expressly
required by federal or state law. We will not cover payment for these services If the insured person
15 not required to pay for them or they are given to the insured person for free

Services of Relatives. Professional services received from a person living inthe insured person’s
home or who 15 related lo the insured person by blood or marriage, excepl as specified as covered
inthe Certificate

Voluntary Payment. Services for which the insured person has no legal obligation to pay,

or for which no charge would be made inthe absence of insurance coverage or other health plan
coverage, excent services received & a non-governmentel charitable research hospital

Such a hospital must meet the following guidelines

1. it must be internationally known as being devoted mainly to medical research;
2 at least 10% of its vearly budget must be spent on research not directly relatedto petient care;

3t least one-third of its grass income must come from donations or grants other than gifts
or payments for patient care;

4 it must accept patients who are unable to pay; and
5 two-thirds of its patients must have conditions directly related to the hospital's research
Not Specifically Listed. Services nat specifically listed inthe plan as covered services

Private Contracts. Services or supplies provided pursuant to a privale conlract between the
insured person and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 42 U 5 .G 1396a) of Title XMl of the Social Security Act

Inpatient Diagnostic Tests. Inpalient room and board charges in connection with a hospital stay
primarily for diagnostic tests which could have been performed safely on an outpalient basis

Mental or Nervous Disorders. Academic or educational testing, counseling and remediation
Mental or nervous disorders or substance abuse, including rehabilitative care in relation to these
condtions, except as specified as covered in the Certificate

Orthodontia. Braces, other orthodontic appliances or orthodontic services

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implarts, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disarders for the temporamandibular {jaw) joint, except as specified as coveredinthe
Certificate. Cosmetic dental surgery or other dental services for beautification

Hearing Aids or Tests unless otherwise noted

Optometric Services or Supplies. Oplomelric services, eye exercises including orthoptics
Routine eye exams and routine eye refractions, as specified as covered inthe Certificate
Evedlasses or contact lenses, except as specified as covered in the Certificate

Outpatient Occupational Therapy. Outpatient occupational therapy, except by a home health
agency, hospice, or home infusion therapy provider, as specified as covered in the Certificate.

Outpatient Speech Therapy. Outpatient speech therapy, except as specified as covered
inthe Certificate

Cosmetic Surgery. Cosmelic surgery or other services performed solely for beaufification

or to alter or reshape normal (including aged) structures or tissues of the body to improve
appearance. This exclusion does nat apply to recanstructive surgery (that is, surgery performed

to correct deformities caused by congenital or developmental abnormalities, iliness, or injury for the
purpose of impraving bodily function or symptomatology orio creale a normal appearance),
including surgery performed to restare symmetry following mastectomy. Cosmetic surgery does not
become reconstructive surgery because of psychological or psychialric reasons

Scalp Hair Prostheses. Scalp harr prostheses, including wigs or any form of hair replacement,
except as specified as covered in the Certificate

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered in this plan.

This exclusion includes, but is not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs

This exclusion does not apply to medicaffy nocessary treatments for morbic obesity or dietary
evaluations and counseling, and behavioral modification pragrams for the treatment of anarexia
nervosa or bulimia nervosa Surgical treatment for morbid obesity 1s covered as described inthe
Certificate.

Sterilization Reversal.

Infertility Treatment. Any services or supplies furnished in connection with the diagnosis and
treatment of infertility, including, but not limited to diagnostic tests, medication, surgery, artificial
insemination, in vitro fertilizalion, stenlizalion reversal and gamete infrafallopian iransfer

Surrogate Mother Services. For any services or supplies providedto a person not covered under
the plan in connection with a surrogate pregnancy {including, but not limited to, the bearing of a
child by ancther woman for an infertile couple).

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used
as an integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic
shoes and inserts designed Lo treat fool complicalions due lo diabetes, as specifically staled in the
EOC

Air Conditioners. Air purifiers, air conditioners or humidifiers

Custodial Care or Rest Cures. Inpalient room and board charges in connection with a hospital
stay primarily for enwironmental change or physical therapy. Custodial care or rest cures,

except as specified as covered in the Certificate. Services provided by a rest home, a home

for the aged, a nursing home or any similar facility. Services provided by a skilled nursing faclily,
except as specified as covered in the Certificate

Health Club Memberships. Health club memberships, exercise equpment, charges from a
physical fitness instructor or personal trainer, or any cther charges for activilies, equipment or
facililies used for developing or maintaining physical fitness, evenif ordered by a physician. This
exclusion also appliesto health spas.

Personal ltems. Any supplies for comfort, hygene or beautification

Education or Counseling. Educational services or nutritional counseling, except as specified
ascovered inthe Cerlificate. This exclusion does not apply to counseling for the freatment of
anorexia nervosa or bulimia nervosa

Food or Dietary Supplements. Nutritional andfor diefary supplements, except as provided inthis
plar or as required by law. This exclusion includes, but is not imited to, those nuintional formulas

and dietary supplements that can be purchazed over the counter, which by law da not requirement
either awritten prescriplion or dispensing by a licensed pharmacist

Telephone and Facsimile Machine Consultations. Consultations provided by telephone,

except as specified as covered in the Certificale, or facsimile machine

Routine Exams or Tests. Routine physical exams or tests which do nol directly treat an aclual
liness, injury or condition, including those required by employment or gowernment authorily,
except as specified as covered in the Certificate

Acupuncture. Acupuncture lrealmenl, except as specified as covered inthe Cerificale
Acupressure or massage to control pain, treat iliness or promate health by applying pressure
to one or mare specific areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarnily for the purpose
of correcting refractive defects of the eye such as nearsightedness (myopia) andfor astigmatism
Contactlenses and eyeglasses required as aresult of this surgery

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physicel
medicing, except when provided during a covered inpatient confinement or as specified as covered
inthe Certificate.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs or medications
and insulin, except as specified as covered in the Centificate. Mon-prescription, over-the-counter
patent or proprietary drug or medicines. except as specified as covered in the Certificate.
Cosmetics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty phammacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are nat covered by this plan
Insured person will have to pay the full cost of the specialty pharmacy drugs obtained from
a retail pharmacy that should have been ohtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for hith control except as specified
ascovered in the Gertificate.

Diabetic Supplies. Prescription and non-prescription diabetic supplies except as specified
ascovered inthe Certficate

Private Duty Nursing. Inpatient or outpatient services of a private duly nurse

Lifestyle Programs. Programs 1o alter one’s lifestyle which may include but are not limited to diet,
exercise, imagery or nutrition, except as specified as covered in the Certificate. This exclusion will
nat apply to cardiac rehabiltation programs approved by Us

Clinical Trials. Services and supplies in connection with clinical trials, except as specified
ascovered inthe Certficate.



Lumenos HSA Rx Copay after Deductible Plan — Exclusions and Limitations (Continued)

Outpatient prescription drug services and supplies are not provided
for or in connection with the following:

Immunizing agents, biological sera, blood, blood products or blood plasma

Hypodermic syringes &lor needles, except when dispensed for use with insulin & other
self-injectable drugs or medications

Drugs & medications used to induce sponlaneous & non-spontanecus abarlions

Drugs & medicalions dispensed or administered in an outpatient selling, including outpalient
hospital facilities and physicians’ offices

Professional charges in connection with administering, injecting or dispensing drugs

Drugs & medications that may be obtained without a physician’s written prescription, except insulin

or niacin for cholesterol lowenng and certain over-the-counter drugs approved by the Pharmacy
and Therapeutics Committee to be included inthe prescription drug formulary

Drugs & medications dispensed by or while confined in & hospital, skilled nursing facility,
rest home, sanalorium, convalescent hospital or similar facility

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician,
except contraceptive diaphragms, as specified as covered in the Certificate

Services or supplies for which the insured persan is not charged
Ohygen
Cosmetics & health or beauty aids

Drugs labeled "Caution, Limited by Federal Law to Investigational Use,” or Mon-FDA approved
investigational drugs. Any drugs or medications prescribed for experimental indications

Any expense for a drug or medication incurred in excess of the prescription drug maximum allowed
amount

Drugs which have not been appraved for general use by the State of Califomia Department of
Health Services or the Food and Drug Administration. This does not apply to drugs that are
medically necessary for a covered condition

Drugs to eliminate or reduce dependency on, or addiction lo, tobacco and tobacco produsts.

Thizs does not apply to medically necessary drugs that the insured person can only get with a
prescription under state and federal law

Drugs used primarily forcosmetic purposes (e.q., Retin-A forwrinkles). However, this will nat apply
to the use of this type of drug for medically necessary ireaiment of @ medical condilion other than
one that is cosmetic

Drugs used primarily to freat infertility {including, but not limited to, Clomid, Pergonal and Metrodin),

unless medically necessary for ancther covered condtion.

Anarexiants and drugs used for weight loss, except when used 1o {reat morbid obesily
(e g., diet pills & appetile suppressants)

Drugs obtained outside the U S. unless they are fumished inconnection with urgent care
o an emergency

Allergy desensilization products or allergy serum
Infusion drugs, except drugs thal are self-administered subcLianeously

Herbal supplements, nutritional and distary supplements except for farmulas for the treatment
of phenylketonuria

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent
except insulin. This does nol apply If an aver-the-counter equivalent was ried and was in effective

Compound medications unless

a Thereis dl least one component in it that is a prescription drug; and

b. Itis obteined from other than a participaling pharmacy. Insured person will have to pay the
full cost of the compound medications if insured person obtains drug at a
non-participating pharmacy.

Specialty pharmecy drugs that must be abtained from the specialty pharmeacy program, but,

which are obtained from a retail pharmacy are not covered by this plan. Insured person will have

to pay the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that
insured person should have obtained from the specialty pharmacy program.

Third Party Liability - Anthem Blue Cross Life and Health Insurance Compary is entitled
to reimbursement of benefits paid if the insured persan recavers damages from alegally liable
third party

Coordination of Benefits — The bensfits of this plan may be reduced if the insured persen
has any other group health or dental coverage so that the services received from all group
coverages do not exceed 100% of the covered expense

Lumenos plans provided by Anthem Blue Cross Life and Health insurance Company.
Independent licensee of the Biue Cross Association. € ANTHEM and LUMENOS are
registered trademarks of Anthem Insurance Companies, inc. The Blue Cross name and
symbof are registered marks of the Blue Cross Association.
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Prescription Drug Copays

30 Day Supply:

Generic 510
Formulary 520
Non-Formulary $35

DAW 1 - No Cost Differential

90 Day Supply:

Genetric $20
Formulary sS40
Non-Farmulary SA0

DAW 1 - No Cost Differential

Annual Out-of-Pocket Maximum

DAW 2 - Non-Formulary + Cost Difference

DAW 2 - Non-Formulary + Cost Difference

Mail

Generic 520
Formulary 540
Non-Formulary 560

DAW 1 - No Cost Differential
DAW 2 - Non-Formulary + Cost Difference

Specialty Medication Copay:
30% {$100.00 max.)

** Specialty medications are covered at a 30-day
supply only. **

Individual $2,000
Family 54,000
Exclusions

Hair Treatments
Pigmenting/Depigmenting
Anti-wrinkle

Fluoride Preps

Misc. Medical Supplies
OTC Medications
Miscellaneous Injectables
Taradol {excluded at mail)
Zyvox (excluded at mail)

This is not g complete summary of benefits. Additional limitations and exclusions may apply.

Effective January 1, 2017



Disclosure Form

SJVIA - County of Tulare
Customer ID 32189

Member Services 1-800-464-4000
Home Region: Northern California

Principal benefits for

Kaiser Permanente Traditional Plan

(1/1/17—=12/31117)

Health Plan believes this coverage is a "grandfathered health plan” under the Patient Proteclion and Affordable Care Act. If you have
questions about grandfathered health plans, please call our Member Service Contact Center.

Accumulation Period

The Accumulation Period for this plan is 1/1/17 through 12/31/17 (calendar year).

Out-of-Pocket Maximum(s) and Deductible(s)

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation
Period once you have reached the amounts listed below.

Amounts Per Accumulation Period

Self-Only Coverage
(a Family of one Member)

Family Coverage
Each Member in a Family of

Family Coverage
Entire Family of two or more

two or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None Nong
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits ........................ $25 per visit
Most Physician Specialist Visits ... e $25 per visit
Routine physical maintenance exams, including well-woman exams ....................... No charge
Well-child preventive exams (through age 23 months) ... No charge
Family planning counseling and consultations ..o e No charge
Scheduled prenatal care exams No charge
Routine eye exams with a Plan Optometrist........... No charge
Urgent care consultations, evaluations, and treatment ... $25 per visit
Most physical, occupational, and speech therapy ..o $25 per visit
Outpatient Services You Pay

Outpatient surgery and certain other outpatient procedures

............... $25 per procedure

Allergy injections (including allergy serum) $3 per visit
Most immunizations (including the vacGiNe) .........c.oooiiiiiie e No charge
Most X-rays and laboratory testS. ... s No charge
Covered individual health education counseling .... No charge
Covered health education programs ... e No charge
Hospitalization Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs

Emergency Health Coverage

............. $250 per admission

You Pay

Emergency Department viSils ..o e $100 per visit
Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see
"Hospitalization Services" for inpatient Cost Share).

Ambulance Services You Pay
AMDUIANGE SaIVICES. et anees $50 per trip
Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:

Most generic items at a Plan Pharmacy or through our mail-order service

$10 for up to a 100-day supply

Most brand-name items at a Plan Pharmacy or through our mail-order service .... $20 for up to a 100-day supply

Most specialty items at a Plan Pharmacy

Durable Medical Equipment (DME)

You Pay

$20 for up to a 30-day supply

DME items in accord with our DME formulary guidelines

............... 20% Coinsurance

Mental Health Services You Pay

Inpatient psychiatric hospitalization ... $250 per admission
Individual outpatient mental health evaluation and treatment ... $25 per visit

Group outpatient mental health treatment. ... $12 per visit

(coniinues)




Disclosure Form {confinued)
Chemical Dependency Services You Pay

Inpatient detoxifiCAtION ... ... et $250 per admission

Individual outpatient chemical dependency evaluation and treatment...................... $25 per visit

Group outpatient chemical dependency treatment......... $5 per visit

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) .......coooiie No charge

Other You Pay

Eyeglasses or contact lenses every 24 months ..o ienicen e e Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period) ..o No charge

Prosthetic and ortholic devices ... ... e No charge

All Services related to covered infertility treatment ... 50% Coinsurance

[ Lots] Sl ot = R o= [ = YN No charge

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, please refer to
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).

4158274.42.1.5000471876




Disclosure Form

SJVIA - County of Tulare
Customer ID 32189

Member Services 1-800-464-4000
Home Region: Northern California

Principal benefits for

Kaiser Permanente Deductible HMO Plan

(1/1/17—=12/31117)

Accumulation Period

The Accumulation Period for this plan is 1/1/17 through 12/31/17 (calendar year).

Out-of-Pocket Maximum(s) and Deductible(s)

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation

Period once you have reached the amounts listed below.

For Services that are subject to the Plan Deductible or the Drug Deductible, you must pay Charges for covered Services you receive
during the Accumulation Period until you reach the deductible amounts listed below. All payments you make toward your
deductible(s) apply to the Plan Out-of-Pocket Maximum amounts listed below.

Self-Only Coverage

Amounts Per Accumulation Period (a Family of one Member)

Family Coverage
Each Member in a Family of

Family Coverage
Entire Family of two or more

two or more Members Members
Plan Out-of-Pocket Maximum $3,000 $3,000 $6,000
Plan Deductible $1,000 $1,000 $2,000
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits..........
Most Physician Specialist Visits ...
Routine physical maintenance exams, including well-woman exams ........
Well-child preventive exams (through age 23 months) ...

Family planning counseling and consultations

Scheduled prenatal care exams ...
Routine eye exams with a Plan Optometrist...........

Urgent care consultations, evaluations, and treatment

Most physical, occupational, and speech therapy ..o

Outpatient Services

You Pay

$20 per visit (Plan Deductible doesn't apply)
$20 per visit (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)
$20 per visit (Plan Deductible doesn't apply)
$20 per visit after Plan Deductible

Outpatient surgery and certain other outpatient procedures......................
Allergy injections (including allergy Serum) .......ccoooee e ceeeee e
Most immunizations (including the vaccing) ...........cooooiiiiee e,
Most X-rays and laboratory tests . ...

20% Coinsurance after Plan Deductible
No charge after Plan Deductible

No charge (Plan Deductible doesn't apply)
$10 per encounter after Plan Deductible

Preventive X-rays, screenings, and laboratory tests as described in the EOC ...._..... No charge (Plan Deductible doesn't apply)

MRI, Most CT, and PET SCaNS oo

Covered individual health education counseling ....

Covered health education programs ...

Hospitalization Services

You Pay

$50 per procedure after Plan Deductible
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)

Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs

Emergency Health Coverage

You Pay

20% Coinsurance after Plan Deductible

Emergency Department visits ...

20% Coinsurance after Plan Deductible

Note: This Cost Share does not apply if you are admitted directly to the hospital as an inpatient for covered Services (see

"Hospitalization Services" for inpatient Cost Share).
Ambulance Services

You Pay

Ambulance ServiCes. ...,

Prescription Drug Coverage

You Pay

$150 per trip after Plan Deductible

Covered outpatient items in accord with our drug formulary guidelines:

Most generic items ata Plan Pharmacy ........ccooovve e
Most generic refills through our mail-order service ... iiiiiiiniiiineeen.
Most brand-name items at a Plan Pharmacy .............ccooooii i,

Most brand-name refills through our mail-order service..........................

doesn't apply)
doesn't apply)
doesn't apply)

doesn't apply)

$10 for up to a 30-day supply (Plan Deductible
$20 for up to a 100-day supply (Plan Deductible
$30 for up to a 30-day supply (Plan Deductible

$60 for up to a 100-day supply (Plan Deductible

(coniinues)




Disclosure Form {confinued)

Most specialty items at a Plan Pharmacy .. ... e $30 for up to a 30-day supply (Plan Deductible
doesn't apply)

Durable Medical Equipment (DME) You Pay

DME items in accord with our DME formulary guidelines..........oooovvviiiiiciiinecieecies 20% Coinsurance (Plan Deductible doesn't apply)

Mental Health Services You Pay

Inpatient psychiatric hospitalizalion .. ... e 20% Coinsurance after Plan Deductible

Individual outpatient mental health evaluation and treatment .................................. $20 per visit (Plan Deductible doesn't apply)

Group outpatient mental health treatment. ... $10 per visit (Plan Deductible doesn't apply)

Chemical Dependency Services You Pay

Inpatient detoxifiCatioN ... ... et 20% Coinsurance after Plan Deductible

Individual outpatient chemical dependency evaluation and treatment...................... $20 per visit (Plan Deductible doesn't apply)

Group outpatient chemical dependency treatment......... $5 per visit (Plan Deductible doesn't apply)

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) .........ccoooeeiieiiiinnna. No charge (Plan Deductible doesn't apply)

Other You Pay

Skilled nursing facility care (up to 100 days per benefit period) 20% Coinsurance after Plan Deductible

Prosthetic and orthotic devices ..., No charge (Plan Deductible doesn't apply)

All Services related to covered infertility treatment ... 50% Coinsurance (Plan Deductible doesn't apply)

(o] e oT=or= ] = T PP No charge {Plan Deductible doesn't apply)

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, please refer to
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).

4158274.42.2.5000471877 embedded




Provided by American Specialty Health Plans of California, Inc. (ASH Plans)

1. Find an ASH Plans Participating Provider near you:

¢ Go to ashlink.com/ash/kp, or
s Call 1-800-678-9133 (TTY 711), Monday through Friday,

from 5 a.m. to 6 p.m. Pacific time
#. Schedule an appointment.
3. Pay for your office visit when you arrive for your appointment.

{See the reverse for more details.)

S American Specialty Health
?iaﬁseiﬁalémﬁﬁlia i W% KAISER PERMANENTE.



YOUR KAISER PERMANENTE

CHIROPRACTIC BENEFIT

i Cost Sharing and :Office Visit Maximums

Services

Chiropractic Services are covered when provided Office visit cost share: $10 copay per visit
by a Participating Provider and medically necessary | yerino visit limit: 30 visits per year
to treat or diagnose Neuromusculoskeletal . . . . . .
Chiropractic appliance benefit: If the amount of the appliance in the ASH Plans fee

Disorders. You can obtain services from any ASH
Y schedule exceeds $50, you will pay the amount in excess of $50, and that payment will

Plans Participating Provider without a referral from

2 Plzan Physician. not apply toward any applicable deductible or out-of-pocket maximum.

Covered chiropractic appliances are limited to: eloow supports, back supports, cervical
collars, cervical pillows, heel litts, hot or cold packs, lumbar braces and supports, lumbar
cushions, orthotics, wrist supports, rib belts, home traction units, ankle braces, knee
braces, rib supports, and wrist braces.

Office visits: Covered Services are limited to Medically Necessary Chiropractic Services authorized and provided by ASH Plans Participating
Providers except for Emergency Chiropractic Services and Services that are not available from Participating Providers or other licensed
providers with which ASH cantracts to provide covered care. Each office visit counts toward any visit limit, if applicable, even if an adjustment
is not provided during the visit.

X-rays and laboratory tests: Medically necessary X-rays and laboratory tests are covered at no charge when prescribed as part of covered
chiropractic care and a Participating Provider provides the Services or refers you to another licensed provider with which ASH contracts for
the Services.

ASH Plans contracts with Participating Providers and other licensed providers to provide covered Chiropractic Services, including laboratory
tests, X-rays, and chiropractic appliances. You must receive covered services from a Participating Provider or another licensed provider with
which ASH contracts, except for Emergency Chiropractic Services, Urgent Chiropractic Services, and services that are not available from
Participating Providers or other licensed providers with which ASH contracts to provide covered Services that are authorized in advance by
ASH Plans. The list of Participating Providers is availakle on the ASH Plans website at ashlink.com/ash/ke or from the ASH Plans Customer
Service Department toll free at 1-800-678-2133 (TTY users call 711}, weekdays from 5 a.m. to 6 p.m. The list of Participating Providers is
subject to change at any time without notice.

;:How to obtain services

To obtain covered services, call a Participating Provider to schedule an initial examination. If additional services are required, verification that
the Services are Medically Necessary may be required. Your Participating Provider will request any medical necessity determinations. An ASH
Plans clinician in the same or similar specialty as the provider of Services under review will decide whether the Services are or were Medically
Necessary Services. ASH Plans will disclose to you, upon request, the process that it uses to authorize, modify, delay, or deny a request for
authorization. If you have questions or concerns, please contact the ASH Plans Customer Service Department.

CHIRO 142 NCAL_453 SCAL (9/16)



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

:Second: Opinions

You may request a second opinion in regard to covered Services by contacting another Participating Provider. A Participating Provider may
also request a second opinion in regard to covered Services by referring you to another Participating Provider in the same or similar specialty.

Your Costs

When you receive covered Services, you must pay your Cost Share amount as described in the Chiropractic Services Amendment of your
Health Plan Evidence of Coverage. The Cost Share does not apply toward the Plan Out-of-Pocket Maximum described in the Health Plan
Evidence of Coverage.

We cover Emergency Chiropractic Services and Urgent Chiropractic Services provided by both Participating Providers and Non—Participating
Providers. We do not cover follow-up or continuing care from a Non-Participating Provider unless ASH Plans has authorized the services in
advance. Also, we do not cover services from a Non-Participating Provider that ASH Plans determines are not Emergency Chiropractic
Services or Urgent Chiropractic Services.

Getting Assistance.

If you have a question or concern regarding the services you received from an ASH Plans Participating Provider or another licensed provider
with which ASH contracts, you may call ASH Plans Customer Service Department toll free at 1-800-678-9133 (TTY users call 711), weekdays

from 5 a.m. to é p.m. Pacific time.

You can file a grievance with Kaiser Permanente regarding any issue. Your grievance must explain your issue, such as the reasons why you
believe a decision was in error or why you are dissatisfied with Services you received. You may submit your grievance orally or in writing to
Kaiser Permanente as described in your Health Plan Evidence of Coverage.

‘Exclusions:and Limitations

* Services for asthma or addiction, such as nicotine addiction

¢ Hypnotherapy, behavior training, sleep therapy, and weight programs
* Thermography

* Experimental or investigational services

¢ CT scans, MRIs, PET scans, bone scans, nuclear medicine, and any other types of diagnostic imaging or radiology other than X-rays covered
under the “"Covered Services” section of your Chiropractic Services Amendment

¢ Ambulance and other transportation
¢ Education programs, nonmedical self-care or sel-help, any self-help physical exercise training, and any related diagnostic testing
* Services for pre-employment physicals or vocational rehabilitation

¢ Air conditioners, air purifiers, therapeutic mattresses, chiropractic appliances, durable medical equipment, supplies, devices, appliances, and
any other item except those listed as covered in your Chiropractic Services Amendment

¢ Drugs and medicines, including non-legend or proprietary drugs and medicines

* Services you receive outside the state of California except for Emergency Chiropractic Services and Urgent Chiropractic Services

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

¢ For Chiropractic Services, adjunctive therapy not associated with spinal, muscle, or joint maniculations

¢ Dietary and nutritional supplements, such as vitamins, minerals, herbs, herbal products, injectable supplements, and similar products
¢ Massage therapy

* Services provided by a chiropractor that are not within the scope of licensure for a chirapractor licensed in California

¢ Maintenance care (services provided to members whose treatment records indicate that they have reached maximum therapeutic benefit)

CHIRO 142 NCAL_453 SCAL (9/16)



YOUR KAISER PERMANENTE CHIROPRACTIC BENEFIT

: Definitions:

ASH Plans: American Specialty Health Plans of California, Inc., a California corporation.

Chiropractic Services: Services provided or prescribed by a chiropractor (including laboratory tests, X-rays, and chiropractic appliances) for the
treatment of your Neuromusculoskeletal Disorder.

Emergency Chiropractic Services: Covered Chiropractic Services provided for the treatment of a Neuromusculoskeletal Disorder which
manifests itself by acute symptoms of sufficient severity (including severe pain) such that a reasonable person could expect the absence of
immediate Chiropractic Services to result in serious jeopardy to your health or body functions or organs.

Neuromusculoskeletal Disorders: Conditions with associated signs and symptoms related to the nervous, muscular, or skeletal systems.
Neuromusculoskeletal Disorders are conditions typically categorized as structural, degenerative, or inflammatory disorders, or biomechanical
dysfunction of the joints of the body or related components of the motar unit {muscles, tendons, fascia, nerves, ligaments/capsules, discs, and
synaovial structures), and related neurological manifestations or conditions.

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.

Urgent Chiropractic Services: Chiropractic Services that meet all of the following requirements:

¢ They are necessary to prevent serious deterioration of your health, resulting from an unforeseen illness, injury, or complication of an existing
condition, including pregnancy.

¢ They cannot be delayed until you return to the Service Area.

This is only a summary and is intended to highlight only the most frequently asked questions about the benefit, including cost shares. Please refer
to the Chiropractic Services Amendment of the Kaiser Foundation Heafth Plan, Inc., Evidence of Coverage for a detailed description of the
chiropractic benefits, including exclusions and limitations, Emergency Chiropractic Services, and Urgent Chiropractic Services.

Kaiser Foundation Health Plan, Inc. (Health Plan), contracts with American Specialty Health Plans of California, Inc. (ASH Plans), to make the ASH
Plans network of Participating Providers available to you. You can obtain covered Services from any Participating Provider without a referral from
a Plan Physician. Your Cost Share is due when you receive covered Services. Please see the definitions section of your Chiropractic Services
Amendment of the Kaiser Foundation Health Plan, Inc., Evidence of Coverage for terms you should know.

American Specialty Health &% KAISER PERMANENTE.
Plans of Caifomia
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ATTENTION: If you speak English language assistatice services, free of charge, are available to wou. Call 1-
B00-678-9133 (TTY: 1-877-257-27467.
rmsl cals A E00-675-91331 faJ;LLﬂal sl Al g e Ml acluadl e aaa i eds M SN a1 dde gala
(BFT-257-2746- 1 2l 5
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TEqulpui gy gr e Sumugm pe ik Swbqubiapbp 1-200-678-9133 (TTY (hbmannpug) 1-277-

257-2746):
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CATA & T8 HTTTRET STl § af 778 T HFc 5 76T TErral Jand 39 eer § 1-800-672.9133 (TTY: 1-
RT7-257-2746) O HIaT F |

LIS CEEV: ¥og tias koj hats lus Hmoob, covkev pabtxoglus, muaj kevpab dawb raun keoj.  Hu raw 1-200-
B7E-0133 (TTY: 1-B77-257-2748).

IEEIE  HESREINLSES. BHOSEFTE JFIRLTET . 18006780133 (TTY:L-
8T7-257-2746) ET. BESEICT B IZS .
@ ThEEEEnEon @ menis, heTiamTETIR fninmm & GTETENT W TwHID 1-2800-aT8-2133 CTTY 1-8??-25?-2?46}1

3

70| EI2ME AEFAIS B2, 20 AR HHIAS 222 01254 £ USLICH 1-200-672-0123

(TTY: 1-877-257- 274 22 HEkl T4 A 2.

T Do ol s TN o Dee vini go Bind Bizaad, waad boo 48 bndln o™ 68

i Bdifladh 1-BO0-6TE-0133 (TTY: 1-B77-257-2746).
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fiprs fiog: & A1 Uit S 9, =7 o (89 AafesT Aer S0s Bl Hes BUs ey 1 1-200-678-5133 (TTY:
1-877-257-2746) '2 =8 =4

BHHMAHHE: Ecms EBITOEOpITe Ha Py CCEOR ASBIEE, TO EAM A0 CTYIIHEI be cIITaTHEL: WoITyTH MepeEO A,
Zrormme 1-B00-678-9133  (remeraiin 1-877-257-2746).
ATENCION: sihabla espafiol tiene a su disposicitn servicios gratuitos de asistenicialingiistica. Llame al 1-

B00-675-9133 (TTY: 1-877-257-27467.
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PATNAWA: Fung nassasalita kang Tagalog, maaan kang sanmarit ng mga sethisvo ng talons sawika nang
walang bavad, Tumawras sa 1-800-675-91 353 (TTY: 1-877-257-2748).

fion: digamrarerinogamun aaBuin swomdanuan Wi Tna 1-800-678-31 33 (TTT: 1-877-257-2748)
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County of Tulare

Your Two Delta Dental
Plan Options

The choice is yours. When it comes
to-dentat health, you want benefits
that provide you with the hest balance
of value and coverage. Dalta Denial
PPOS™ and -Deltafare® USA both

affer cormprehensive dental coverage,
guality care and éxcellent customer
seivica, Each plan has its own
advantages,**

The PP plangives you the freedom
to choose any dentist, and the
appartunity for meaningful savings on
vour treatment costs when you vistt-

a PPO dentist, With a DeltaCare USA.
plan, wien you receive ireatment from
your assigned dentist you have the
canvenience of knowing what your
copayinent is for covered precedures
before yourvisit,

You have the option to setect either
ane of these twe autstanding dental
betiefits plans, both administerad by
one of the faremost dentat benefits
organizations in the United States.
Select either Delta Dental PPO or
Deitai’are USA. Whicheverplan yoil
choose, we ook forward 10 providing
you with the excellent dentist access,
preat coverage and friendly sepvica
that so many enratlees have come to
expect.

*  InTexas, Deltz Dental offers a
Dental Provider Qrganization
{DPO) Pian.

¥ See hack page for the
underwritars.of these plans in
yourstate.

This bookiet provides highlights about both dental plans to help you select the caverage option that best fits your needs. ltisnot intended or designed to
serva as an Evidencs of Coverage or benefit booklet, For complate information ahout your coverage, processing policies, limitations and exclusions, please
rafer toyour Evidence of Coverage or Benefit bosidel, If you still have gueéstions abbut voor coveiaie, slaase conlachyour group's benefits administrator,

BL_CYP PPO_LUSA_DOBC_08.04.2011




Plan Features

Copayments/coinsurance

Coverage

Dentist network

Transitions from previeus

Orthedontic treatment
in progress

e L AR R R A T 0 s TP, SO

Out-oi-ares coverage

Llaims

{whes covered under prios plan)

Authatization for speciaity
care Ergatment

Deductibles and maximyums

o Covered services pald at applicabie
percentage — for example, fillings are

* Wide range of covered services
s No exclusions for maost pre-existing
conditions

= Noreferral required for specialty care

covered gt B0% of allowed amount —yoll

o Freedom to choose any licensed dentist

= Change dentists any time without
conrtacting Delta Dentai

plan

pian

¢ Coverage is provided only for treatment
starfed and completed afteryour effactive
gate of coverage undaithe Delta Dental

e Covered procedures have predetermined
dollar copayments forservices provided by
network dentists (this maans out-of-porket
costs are predictable)

= Plan covers nearly 300 procedures

= Nocopayments or low capayments for
nest diagnostic and preventive services

= No exclusions for are-existing canditions or
missing feeth

= Yoo must gelect a dentist front a list of
network dental facilities and you must visit
this dentist to.yeceive benefifs

« Easy refervals to a [arge specialty care
network

= Ability to change selected or assigned
natwork dantists via relephans or Interket

o Coverage is pravided endy for reatment
started and complated after your effective
date of coverage under the plan

o Plan will paythe reraining amount
of the total case fee not paild by your

orthodoniic coverage)

¢ Preauthoization is not required

e Visit any licensed dentiss

to most plan designs

farmey demtal plan (when plan includes

T M RV VS PR EV T F R Y E T R

= Deductibles and annuz! maximums apply

¢ Delta Dental dentists file claim forms.and
aocent payment direcily from Delta Denial
s Non-Delta Dental dentists may require
paymeant up front, and requive you to file a
clairn for reimbursement,

e Covars new enrallees who, on the effactive
date of their coverage, gre in activa
freatmeant started under their previous
employer-sponsared dental plan

» Enrollees are responsible far all %
copayments and fees subject to the
arovisions of their priar dental plan

e Preauinionzation is required for réatment
provided by a specialist

e Your DaltaCara USA dentist will coordinate
your sheckalty care treatment authorization:

e Limitad to emergency care provision

= No annuzl deductible or annual dollar
maximuims

o Mo claim forms required
= You oniy need to pay the specified
capayment at the time of yourvisit




OUT-OF-POCKET COSTS

=
L—-:E AMOUNTYOU SAVT

T AMOUNTYGY PAY

Hiustration showing sample enralize
share af cast for informasion purpases
ey, Actual dentisk fees and zonbsact
alowancns witl vary by region,
proceduire and by grolp captract,

We're pleased 10 be yoir partner In maintaining great oral heatlth, The Delta Dental PPO*

plan males it easy foryou to find a dentist, and easy fo control your casts whén you visit a
network dentist, Here are sorne of the great things you'll need to kinow about enrolling with

Delta Dental:

= Save money with a Delta Dental PPO
dentist, Qur PPO network dentists
accept reduced fees for covered
services they provide you, sovou’ll
ustaliy pay the feast when you
visit 2 PPO network dentist. This
alsa ensures Delta Dental dentists
wan't balance bill you the differerice
netween the confracted amount and
theirusuat fee.

» Yisit the dentist of your choice.
Want to visit a non-Delta Dental
dentist? No problar, You can visit
any licensed dentist, bul your costs
are usually lowast when yousea a
PPCr dentist,

= Many network dentists to cheose
fram. Since Delta Dental offers
access to some of the largest dantist
networks in the U.S,, chances are
there’s awide choice of networlc
dentists nearyour honie or office.
Four out of Five dentists nationwide

ara contracted Delta Dental dentists,
giving more enroilees convenient
access to more dentists, Visit us at
deltadentalins.com g search our
dentist directory by location

or snecialty.

Easy to use your benefits,

Whenyou visit a Delta Dental dentist,
pay only your nortion for services,
Delta Dental dentists will fle claim
forms foryou and receive payment
directly from us, Many non-Ueita
Dental dentists ask that vou pay

the entire cost up front and wait

for reimbursement.

Delta Dental’s Online Services make
getting information quick and easy.
Acciessyour benefits and eligibility,
print ID cards and getinformation
about your.claims. And check out
Deita Dental’s orat hezith resources
fortips and informafion that ean help
keep your smite healthy,

* fin Texas, Dalta Dentad isuranice Company Gffers a Dental Provider Organization (DPO) plan.




Plan Benefit Highlights for:  COUNTY OF TULARE
Group No: 18128

1 Primary enrolles, spouse and eligible dependent childien (o the end of
1 the month dependent turns age 26

Deductibles Delta Dental PPG dentigts:

Nong

Non-Delta Dental PPQ dentists:

Deductibles waived for Delta Dental PPO dentists: None
Diagnostic & Preventive (D& P)? | Non-Delta Dental PPO dentists: Yas

Maximums 81,000 per person each calendar year
7 sl . Basic Benefits Major Benefits Prosthodontics Crthpdontics 6
Waiting Period(s} Nonhe Maone Nona Norne i':%
O -~
oS e ety Denfal PPO - ]
o d i AR - " . £
DeitaDenta!PPGdenstﬁ G e dentiste® o o o0
Diagnostic & Praventive £
Bervices (D& P 100 % 100 % %
Exams, clzaning and x-rays Y
Basic Services 80 % 80 % %
Fillings and simpie tocth axtractions i
Endodontics (oot canais; 30 % 80 %
Covered Under Basic Services
Pe‘riodmmcs {g:gm freatment) 80 % 80%
Covered Under Basic Services - o
Oral Su rgery ' R0 % B0 %
Covared Under Basic Services
Major Services
Crowns, inlays, ontays and cast 56% ‘ 50 %
restorations
Frosthodentics . 50 9% 50 %
Bridges, denturas and implants
Orthodontic Benefils 0% 50-%,
| Adults and dependent children e
Orthodontic Maximums L3500 Litetime.
; 100 %
Dental Accident Benefits (separate $1,000 maximum per {5eparate $1,000 maximum per
person par calendar vear) person per calendar year)

= Limitations or waiting periods may agply for some benefits; same services may be excluded from your plan,
Reimbursement is based on Delta Dental maximum contract allowances and not necessarily each dentist’s
submitted fees.
** Reimbursement is based on PPO contracted fees far PP dentists, Premier contracted fees for Premier
dentists and program allowance for non-Delta Dental dantists.
Delta Dental of California -0 L oo e LT e ind Address
s s e L Gustomer . Service o o lalms Address
e 1OOFI1’SISt .. R BOO-7ERBOLE . & ;
SanFranciscoiCA 94105 N B . " .. " .. - Sacranme
deltadentalins.com
This benefit inforrnation is not intendsd or designed o replace orseive as the plan’s BEvidence of Coverage or
Summaiy Plan Description, If you have speciiic questions regarding the benefits, limitations or exclusions for your
plan, please consull your company’s benefits representative

HLT_PRO_200L_DDE-(Rav B/6/2015)



Fasy
Friendly
Accessible-

Seiecta
PPT chentist

Schedulean
apnointment.

Regeiue
dental
care

Pay only-
patient’s
share (9
dantist

No hassle.

Save monay with a Deita Dental
PPOS™ deptist

Although you can visit any dentist,
vou'll ustally pay lesswhean you visit
a Delta Dental PPO dentist,

» PPO dentists agree to accept Delta
Dental contracted faes as full
payment.

e Your share of the bill will itkely
be lower than whenyou visita
non-Deltz Dental dentist,

Find a Delta Dental PRO dentist

Delta Dental PPO, our preferred
provider organization (PPO)-plan,*
provides access to the largest network
of its kind nationwide,

Your oui-of-pocket costs are ustially
lowest when'yvou visit a PPO dentist,

To find the most current lsting of our
network dental cffices;

# Visit ourwebsite and click on
“Firid a Dentist” on eur home page.

» Setect "Dalta Dental PPO” as your
plan network,

Is your dentist & Delta Dental

PPO dentist?

We recomiend that you verify vouy
current dentist’s participation in the
Drelta Dental PPO network, Simply
asking if a dentist “accepts Delta
Dental” does not guarantee he or
she is.g PO dentist.

s Ask specifically iFhe or sheis a

contiacted Deita Deiital PPO dentist.

e Yau should verify your dentist’s
particination hefore each dental
appointmant.

Maximum choice

The Delte Dental Premier® natwork —
ourlarger netiwark consisting of nearly
80 pefcent of dentists nationwide —
provides cost-saving features and is
the next best option ifyou can't find

a PPO dentist. You can find a Premier
dentist using our ontineg dentist
directory.

» Premier dentists’ contracted fees are
usuatly somewhat higher than PPO
dentists® contractaed fees.

+ Pramier dentists wilt not bill you
above their coniracted fees, so
you stitl receive cost protections
not available with a non-Delta
Dental gdentist.™

Easy to use

e Mo il card is reguired to veceive
services; simply provide the dentat
office with yéur naime, date of birth
and social security or enrolles
i number.

= No claim forms 1o file — Delta Dental
dentists file claim foyms tor you
and aceept payment directly from
Delta Dental.

<

After a claim has been processad,
you will receive g dental benefils
statement from Delta Dental.

This decument lists-the services
provided, the costs of the dental
treatment and the amount of any
fees you owe your dentist,

* in Texas, Delta Dentalinsurance Company offers 2 Pental Provider Organization (OPO) plan.

** Plaase review your Evidence of Coverage, Summary Plan Desciiption or Group Denial
Service Contract for specific details about your plan’s dentist network,




Dual coverage/Coardinaiion

of benefits

If your spouse higs coverage with
another dental plan, vou or your farmily
members may be covered by both
denkal plans.*

s The two plans wiil ikely coordinate
henefits to potentially lower your
out-of-pocket costs.

e Asl your dentist to submit the othey
plai’s Explanation of Berefits with
the Delte Dental claim form and
we'll take It from there,

Orthodontic traatment in progress
Ifyour Delta Dental plan includes
orthadantic benefits, payment for
arthodaontic teeatment In progress
depends on the specific provisions
of your plan, Typically, treatment in
progress 15 coverad and Delts Dentat
begins paving during the Hrst eligible
month, Under sotme plans, however,
you may not be efigible for workin
progress or you may lose eligibility
ifyour coverage has lapsed for mare
than 30 or 60 days.

Transitioning from anaother plan?

Deltz Denfal covers treatment started
and completed after your plan’s
effective date of coverage. Ifyou have
any dental freatment in progress when
vour coverage begins — siich as root
canals, crowns and bridgewoik — those
expenses are not covered by Delia
Dental. Those coests may either be your
responsibitity orthat of vour previeus
dental carrier.

Yisit our website:
deltadantalins.com

On ourwebsite, you can:

¢ Find a dentist in cur online directory
s Peviaw hanefits

e Check claim status

s Print an 1B card and much more

To access seme senvices, you'll need

to log in: simply enter your user name
and password in the designated
hoxes and subimit. If you are visiting
our website for the first time, you'll
need fo complete 3 quick one-time
registration pocess by clicking the
“Register Today” link,

Tall o your dentist about your

health and treatment options

When yau visit the dentist, be sure fo
shiare your dental and medical history
and any prior complications, Dentists
can identify signs of more serious
health conditions and shoutd be made
aware of health information that may
ba critical to your dental care,

Questions about your plan?

if you have questions, yoli can ciieck
your benefits, eligibility and claims
information on our wehsite or on our
interactive voice respanse telephone
line, For more information, you may
also contact us through sur wehsite
or call one of our helpful muliitingual
Customer Service representativas
toil-free during business hours.

*Group-specific exceptions fay apply. Please review your Evidence of Coverage, Summary Plan
Doscrption or Group Dewtat Service Cantract forspecific detalls aboutyourplan’s-coordination
of benefits; including rles for determining primary and secondary coverage.

R sroilelloy

‘izuir sipibe Yt hedBn ol Wy

Weliness Program

fFind &il 6f gurdental
health resources,
ingliuding risk
assessivient quizzas,
articles, videos and
3 free newsiatier
sithseription at:
miysmileway.com,




Select from among the

many conveniently located
DeltaCare USA contracted
general dentists. To find

the most currept listing of
DeltaCare USA dental offices:

Yigit our welsite and
click.en “Find a Dentist”

o our home page.
Select "Deltalare USAY

as your blan network,
oR
Catl Customer Seyvice

for help in finding a
DelaCare USA dentist,

Welcome to DeltaCare USA - quality, convenience, predictabla costs

DeltaCare USA (administered by Delta Dental Insurance Company) provides you
and your family with quality dental benefits at an affordable cost. The

DeltaCare USA program is designed fo encourage you and your family to visit the
dentist regularly to maintain your dental health.

When you enroll, you select a confract dentist to provide services. The
DeltaCare USA network consists of private practice dental facilities that have
been earefully screened for guality.

Enreil in DeltaCare USA and yoir'tl enjoy these features;

Quality

e Extensive benefits for
you and your family

& No restrictions
on pre-existing
conditions, except for
waork in prograss

= Large, stable network
of dentists, so you
can erijoy a leng-term
relationship with your
dentist

Convanience

& Ng claim farms to.
complete

e Easy access to
specialty care

e Expanded husiness
hours for toli-free
custoimor service,
from 5 aum. to & blin,,
Pacific time

Prediciabls costs
& No deductibles

e Ou-aofpacket costs
are clearly defined

s Qut-of-area dental
emergency coverage
up to $100 per
emaorgency

e No annual oriifetime
dallar maximams

Administered by Deita Dental Insurance Company




SCHEDULE A
Description of Benefits and Copaymenis

The Benefits shown below are performed as desmed sppropriate by the atiending Contrast Dentist subject to the limilations and
sxoiusions of the Program, Please refer to Schedule 0 for further darification of Benefits. Envollees should discuss ali treatmeant
optione with their Contract Dentist prior to services being rendered.

Texi that appears in italics helow is specifically intendad to clarify the delivery of Benefits under the DeltaCare USA Program
and is not to be interpreted as CDT-20186 procedure codes, descripiors or nomenciature that are under copyright by the
American Dental Assoeiation. The American Dontal Asmmatton may periodically change COT codes or definitions. Such
updated codes, descriptors and nomenclaturs may be used to describe these covered procedures In compliance with federal

lagistation.
ENROLLEE
CODE  DESCRIFTION PAYS
DO100-BO%Gs 1. DIAGNOSTIC
DO120 Periodic oral evaluaton ~ established DatIENt .. i e e s raaar e s vrs s ar e ene e e ee e en e eseene No Cost
D040 Limited oral evaluation - problem ousad Lo e No Cost
D0145  Cral evalugtion for a patient undef three yeats of age and coungsling with rrlmary CArEGIVE! L.y No Cost
DD150  Comprehensive oral evaluation - naw or established patient ... Mo Cost
D016¢ Detailed and extensive oral evaliation - problem foctsed, BY FEPOM i e e e n No Cost
DOA70 Re-svaluation - limited, prablem focused (ostablishad patient; nof post-oparative VISIt) .o ceec e, Mo Cost
D017 Resevaluation - post-oparative offioe VISIE L. o i G e e No Cosi
00180 Comprehensive periodontal evaluation - hew or éstablished patient ... Mo Cost
D090 Soresning of @ PAUANt L..iivii i PSPPI No Cost
D081 Assessment Of @ DaUBIL L i i it et e e e s g e e Mo Cost
DO210  Intraoral - complete serles of radioghaphic | lmages fimited fo 1 series every 24 months oo vrveriinnannnen No Cost
DO220  intracral - periapical first radicgraphic IMBYE ..vvviverrenrreon e e e eran s e No Cost
DO230  intracral - periapical each additional radiographic image ... et e e e s ara e e s a Mg Cost
G240 Intracral - pcclusal radiographiC MBS o i i s e e e rinraes No Cost
D0250  Extrackai - 20 préjeéction radicgraphic image created using a statichary radiation source, dand detector ............ Mo Cost
00251 Extracral posterior dental radingraphie IMBAE i i v s s e e e Mo Cost
00270 Bitewing - single radiographic image ... B ST TSRO vreraeeeas Do Cost
DOZ72 Bitewings - iwo radiographiC BTIBGEE 1 or. e o i ae e ot e e e ee e ae e e n e en e e e e r e e e e e e e Mo Cost
30273 Bitewings three radiographic IMages (v e e e re et s T No Cost
20274 Bitewings - four radiographic images. - limifed fo T series avery S.momths .o v s e No Cost
00277 Vertical bitawings - 7 10 8 radiographic IMadss .o i e e e e e No Cost
20330 Panoramic radiographic IMAGE ..o ar s vrarran tsrsasis s s s sarnn st raen e e e et e am e eean e No Cost
D0415 Collection of microorganisds Tor culture and sensitivity ... e s No Cost
D425 Carles suscenlibiliy 108I8 L i e e e e e e e Na Cast
DO4GD Pualp witaliby IBSIS Lo e e e et e e ena s g ne Mo Cost
00470 Biagnostic ¢asls ...t o e e e an e e e e e nas Na Cost
(36472 Accession of tissue, gross examinstion, prepar at‘on and transmission of wriiten repoit - avaifable only when
performed in conjunction vwith @ Covered BIGDSY oo vt s et No Cost
D0473  Accession of tissue, gross and microscopic examination, preparation and transmission of writien report -
avallable only when performed in conjunclion with a covered BIOPSY ..o ciiiriniiiens i vl Fe s Mo Cost
D474  HAccession of tissus, gross and microscopic examination, including assessment of surgical margins fGl presence
of disease, praparation and transmission of written report - availatle on/y when pcrrormed in comjunction with a
COVRIBT DICPSY +o it e ettt a s S e et e e e e . e G v .. No Cost
DOGOT  Caries risk assessment and documentation, with a finding of Eo W mk firited to childrers age 3 t0 19, T every 3
T O O U PP wreenreens Mo Gost
DOB02  Caries risk assessment and documentation, with 8 finding of moderale risk - dmifed fo chiltren age 310 19, 1
avery 3 years ........ OO PO PO No Cost
De603 Car.es risk assessment and documentation, with a finding of high tisk - fimifed fo children age 3 fo 19 1 every
R S OO P e rre e e et ieeEeaans No Cost
20099 Unspeclf ied dxagnostic procedure by report - mchrdes o?’ﬁce vistt, per visit {in ad(’,tfon 10 ofhior SCRAEES) v MNo Cost
D1000-D1988 . PREVENTIVE
DANM0  Prophiviaxis cleaning - adult - 7 per 8 month period ... R TR e sae e maenae e nn s s Mo Cost
D110 Additional prophylaxis cleaning - adult {within the 6 month period) ... e re ety s arns ereaeraant ST $45.00




D126 Prophylaxis cleading - child - 1 per 8 month period ..o i No Coat

D120 Additional prophvlaxis cleaning - child (within the 8 monih periad) ..o et s e v $35.00
D1206 Tepical application of fluoride varnish - 7 D1206 or DY208 per & month periad . vt nioanes MO C08E
D1208 Topical application of fluaride - excluding vamish ~ 1 D1206 or D1208 par 6 mm?h ﬂenod R USRI s § 8 |
D1310 MNutritianal counseling for contrel of dental disease ... No Cost
D1320 Tobacce counssling for the control and prevention of araldisease ..o Mo Cost
D330 Qratb Nygiang INSHLCHONS i s i e iaianian R SR .. No Cost
D1381 Sealant - per tooth - iimited fo parmarnient molars :‘hrough age 15 oniieane. e rm e aa e er e e e e s . Me Cost
D1352 Preventive resin restoration in a moderats to mgh cargs risk pationt - permanent zomh - fimitad fo permanent

malars threugh age T8 oo b P S Mo Cost
D1353  Sealant repair » per tooth « fimited to pormanem‘ moic.rs fnrough age 15 ... meveiins et he e e i vE e kh s No Cost
D1364 Interim caries arresting medicament application - 1 per & month periotd .o e Na Cost
D150 Space maintainer ~ fixed - unilateral ... e e o . verenenens NO Gost
01515 Space maintainer - fixed - bilateral ..o P e iaaena PTUNOR rrareranes e e NO GOS8
D1520 Space maintainer - removable - gnilateral ... ... e e e ra e reaeenn e ennzannn e raeaeaeaans Mo Cost
015325 &pace maintainer - refnovable - bllateral ... et No.Cest
D1550 Re-cament or re-pond space maintainer ..o e e e e D, No Cost
D555 Removal of fixed 2pace mainlainer o it i e e e e e i e e Mo Caost

D20060-37933 il REGTORATIVE

- Includes polishing, all adhesives and bmd.ng agents, indirect puity capplng, bases, liners d@nd scid gtch procedures,

- When there are more than six crowns ip the same treatment plan, an Corollee may be charged an addifforial $128.00 ger crown, boyond
the 8th unit,

-~ Reglacement of crowns, infays and oniays reguires the existing restoration o ke 5+ years ofd,

* Mame brand, Jaboratory processed orin-ofiice processed c=ovma;pmf;as proeduced through speclalized lechnigua or materials are
material upgrades. The Contract Dentist- may charye sn additional fes not to excesd $325.00 in additor t2 the listed Copayment, Refer lo
Lirnitation of Benefits #4 for additionst information.

02140 Amalgam - ghe surface, primary or penmanent ... . PSRt v e e MO Gost
D2180 Amalgam - two swrfaces, Primary of DermmEnant . .v v e et e e et re e n et e et e e r e e n e ... No Cost
Q2180 Amalgam - three surfaces, primary of peomanent ... e e e PSRN No Cost
L2161 Amalgam ~ four of more surfaces, primary o pefmarent ... Tt e b s S Mo Cost
02330 Resin-hased composite - one surface, anterior .............. Crreaeaeeanes e ek e e e et s e n g anns ivens Mo Cost
(32331 Resin-based composite - two surfaces, anterior ............. e e aen e inra e ans e areae ey ans ST Mo Cost
D2332 Resin-based composite - three surfaces, anterior ... PR e e tnran e rn e o n Ko Cost
02335 Resin-hased composite - four-of more surfaces or invelving incisal angle (anterior) ...l o ibeeeriinnn ,e... MO Cost
2390 Resin-basad composite crown, anterior (Lo o ienoa, S R S S U R e Mo Cost
02391 Resin-based composite - ohe surface, posterior ................. PSRRI ceeretannes $25.00
D2392 Resin-based composite - two sufaces, pOSISHGT .. tviuenis S .. 830,06
02393 Resin-based composite - three surfaces, posterion «............. ST eneves PR e $35.00
02394 Resin-based comiposite - Tour or more surfaces, posterion ...civiriienn, PN $40.00
02510 inlay - metallic - ON8 BUMACE v verin e erincnaannes erirenr b ettt e e No Cost
D2520  Intay - matallic - bag surfaces ... B RO SO PP P No-Cost
02530 Inlay - matailic - tree or more SUTECES L ooiiiin i, e ierareiaes e e ber e h e Cereaneaes Ho-Cost
02542 Onlay - metalic - Two SUTATES i vt a e s e e amrneneraens e et voees MO Cost
D2543 Oniay - mefallic - three sudaces ..., PPN No Cost
02544 Onlay - metaliic - four or more swfaces ... U aimreenas heversaraen J PPN Mo Cost
D2616 Inlay - porcelsiniCeramic « ONe SUFFRGET ...t r e arcimn e e rie e s rer e sh st ia s ar s anerans T $50.00
D2620 Iniay - percelain/caramic - two surfaces™ ... i P O USSP $60.00
D2830 Infay - porcalain/ceramic - three or more: suifaces™ ..o T S S O $65.00
D2642 Onlay ~ poreslain/ceramic - Wwo surfaces™ ..o, OO, e ere et f e ereees .. $55.00
D2643 Cnlay - porcelainiceramic - three surfaces” ... T PTO DT PPN $65.00
D2644 Ontay - porcelain/ceramic - four of More SUTACES" .. e $70.00
12650 inlay - vesin-hased composiie - orie swface .......... B PP N e 31500
D2851 Infay - rasin-based composite - o surfages . D SRR S ey $20.00
D2652 Inlay - resin-based composite - thiee of more surfaces ... e nasrsrgar ey r e raaaas IR SUTT 230.00
D2662 Onlay - resin-based composita - W SUITACES .ivcrivrrcirariri e s s inaranrrinsaes TR, v 525.00
02683 Onlay - resin-based composite - three surfaces . ..o...vvin e s e . $35.00
02654 Cnlay - resin-based composite - foUr or more surfaces ... bonevans rerrrneaaes et Errira e aaareae - 55000
02710 Crown - resin-based composite (indirect} . Mo Cost




D2712
D2720
Dz721
Darzz
D2740
02750
D275
DZ2752
02780
D2781
D2782
027583
D27s0
D27
D2792
D2794
22810
02315
D2820
DZ521
D2029
DZ830
02831
D2032
D2933
D2640
D2941
D2o4g
02950
D2951
02852
02653
£2654
Dz2855
D285y
028680

D2es1
D962

D2871
(22980
D2ast
D2e82
02983
02990

Crown - % fesin-based composité (ingireet) ............ TR Vv v e e et ea s No Cost

Crown - resin with high nable.metal ........... et irar et ere s enrs anisasanns R . NI eeren $20.00
Crown -~ fesin with predominantly base métal ... ... N e fareena rrneee e neeanie. $15.00
Crowr - rasin with noble matal .o e U, . R $20.00
Crown - porcelain/ceramic substrate® ... e U $85.00
Crown ~ porcelain fused to high noble metal® ... TN et e ar s m e e e e $70.00
Crown - porcelain fused to predominantly base metal ....ooooeei. N O S S ieeieanaie ianieiares $55.00
Crowh - porcelaif fused to noble matal ... SO At efsa et eavAtuetteaeeeaanrearaa it it raaas $60.00
Crowin - 3% cast high noble metal . AP Cenre e e e ncnas $70.00
Crown - ¥ cast pi‘@domina'raﬂy BASE META] ... e ez S SUUR s $55.00
Crown - % cast noble metal ..o . r et e s et a e e e $60.00
R R A e YTty T U PR $70.00
Crowin - full cast high noble metal ... T I i PN v $70.00
Crown - fult cast predominantly base metal «.virien e dar e e e s e $55.00
Crown - full ©ast NOBIE MER] ..vitv s e ccie e et ve i arnnssarees e e e et $60.00
Crown = BEAMILM o o ieiteirarerur s ararares s rrennrs e s nes feasarasnaibirannsnsnons e e e s e re e v $70.00
Re-cement o re-hond inlay, onlay, veneer or partial coverage resteration ..o Mo Cost
Re-cament or re-bond indirectly fabricated or prefabricated postand core ..ooovvin, et e e g e iran Mo Cost
Re-Cament OF FE-H0NG CrOW L.t iivie e iarasarats s e e esemr mrm oo acacanaraeasantantts baevarsseinsasse s vs s s aen No Cost
Reattachment of tooth fragment; ncisal edge oF CUSE LARITEHOMN v ivvr o Na Cost
Prefabricatsd porcelaindceramic crown - primary toeth - anterior ... P P S Vereraesrennis weeans No-Cost
Prafabricated =stainless steel crown - primary tooth .. cvnn e, et er e nanararen Cvvrean awerenrean reresarneeie MO Cost
Prafabricated stainless steel crown - permanent ool oo et e  No Cost
Prefabricatad resin crown - anterior primary 0ooth o e N Mo Cost
Prefabricated staintess stee! arown with resin window - anterior primary footh ... P Nenerar i .. Mo Cost
Protactive restoratlon ..o SO Mo Cost
intarim therapeutic restoration - primary denfifion ... TP MNo Cost
Restorative foundation for an indirsct restoralion ... TR P RS .. Mo Cost
CTore: buildug, including any pins when requived ... e e m e nat i kvt ras e rsuerra e r e e e Na Cost
Pin retention - per tooth, in addition o restoration ... e rgarae e e nens et sarreens No Cost
Post and core in addiion to crown, indirectly fabricated - includes canal preparation No Cost
Each additional indirecily fabricated post - same tooth - inglides canal mreparalion ..o veriees e reeenanss. NO Cost
Prafabricated post and oore in addiiion to crown.- base metal post; inciudes canaf preparafion ..o No Cost
Fost remaval i R P T e No Cost
Each additional ps cfab"irated post - same tnoih base mm‘a! posz‘ inciudes canal preparafion ... O, No Cost
Labial veneer {resin laminate) - chalrside - firifed fo roplacemcnt of srgmﬁcanf fonth structurs loss due to catieg
Tl 2T £ R T SO SO TS ST S $245.00
Labial venser {resin laminate) - -abozc.tory limited fo :solacen"enr of s;gmfscani tooth siructure foss dus to caries
of fraclure .o B USRI S RO $295.00
Labial veneer {porcalain {amma e) - ]abora’cory - fimited o replacement of significant tootn structurs loss due to
GBS OF FFACTHIE +ioevn it ciserniereiesesirasninrannsninas N At rea e rurnaeerer e eanas $2345.00
Additional procedures to consiruct new ceown under existing pc riial dentme framewrk ............................... $14.00
Crown repair necessitated by restorative material Tallule ... i e e No Cost
inlay repair necessitated by restofative matertal failure .. P ereanuraea JURN wieies MNeo Cost
Onlay repair necessitated by restorative material Talure ... cescnrmrsme e craresesaneni s N0 COSE
Veneser repair necessitated by resiorative matetial faliure ..... v raea e st v byt fee e feaeeeens Mo Cost
Resin infiltration of mc:ment smiaoth surface lesions - imited lo permanent mo}ar.: througih age 15 ...vveeeeo. oo No Cost

D3000-0399% IV, ENDCDONTICS

D3110
23120
D3220

D322
Daza2
D3230
03240

Pulp cap -~ dirgct {exciudinin final restoratfon} .o i i e e erinraracnrer e reuraraan No Cost
Pulp cap - indirect {exciuding final FESIOratitnd ...ivi i e e s s TR No Cost
Therapeutic pulpstomy {excluding final restoration} - removal of pLip coronal to-the dentinocemental junction and

application of medicament ... e e PN e e v e e .. Mo Cost
Pulpal detwidement, primaty and permanem 1= 1 T NIRRT No Cosi
Partial pulpotomy for apexegenesis - permanant tooth with mcomp!ete root developiment ... e I reeenanee Mo Cost
Pulpal therapy (resorbable filling) ~ anterior, primary tooth {excluding final restoration) ... SO No Cost

Pulpal therapy {rescrbable filling) - posterior, primary toath {excluding final restoration) ... No Cost




03319
03320
03330
Da33
D333z
D3333
D3346
03347
03348
3351
D33&2

D3353

D3410
D3421
03425
03428
3427
03430
F¥3450
D3920

Root canal - endodontic theraby, anrterior tooth {excluding final restaration) ... et e an 320.00
Root canal- endodontic therapy, bicuspid tooth {excluding final restoration) ... Gemreere e n e s eans eren $44.00
Roat canal - endodontic therapy, moiar {exduding final restoration} ........ v emecenneen Ceerdr e v s o $80.00
Treatment of root canal obstruction; nen-surgical 800888 .. i ineicennne [T S I SN - $40.00
Incomplete endodontic therapy; inoperable, unrestorable or. {rgcmma too‘fh ............................................... $40.00
Internal root repair of perforation defects oo OO e rarane e $40.00
Retreatrnent of pravious root canal therapy - anterior i SR v creres $35.00
Retreatment of previous rost caral therapy - bieuspld ..o, ST et e e $50.00
Retreatment of previous root canal therapy - molar ........ TN P et et n e a s $95.00
Apesification/recalcification - initial visit (apical closure/calcific repair of perfofziuonf root resorption, etey .......... $55.00
Apaxification/racalcification - interim medication replacerent (apical closure/calcific repair of gerfo'atlons roat

resofplion, pulp space disinfection, ete.) ... PR e e A A e 4 A vt K o n e ee e en s eeen s vne e an s $45.00
Apexification/recalcification - final visit (includes r‘bmmet-—“d roa? canal tnerapy apicai clostre/calcific rapair of o
nefforations, oot resorption, 810} ..., S D P P P $45.00
ARICoECRMY = ANTRMHOT vt ci e i rri e rre e e st e ar e e e aene e ne b na Car i TN PO Mo Cost
Apiceectemy - bicuspid (first oot} i it eaer e R N Cost
Apicoectomy ~molar Jirst root) Lo e e RN enenrns No Cost
Apicoectomy (each additional raot) v e e aeu e e fanh ke et u e anrra e e e an e e as Na Cost
Periradicular surgery without apicosctony ..... e csereas rereeen e A a et fereerns Mo Cost
Retrograde filling -~ per rool ... O S e .. Mo Cost
Rooi aryadtalion = par 1008 .. oioee i seiies Cre bt e d e £ i e eaaa s e e TR RPURTRT s No Cost
Hemisection (inciuding any root removal) not including root canal t[’*ena,_.y ............................................... No Cost

D4000-243%% V. PERIODONTICS
- includes presperativi and postoperative evalualions and lreatment undsr 8 Judal anssihells.

04210
04211
D4z242
04240
54241
D4245
D42449
4260
4261
D263
D4264
D4266
04257
D4270
04273
D4274
04278
D4277
B4278
54283

D4285

D434

Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces pay guadrarnit ... No Cost

Gingivectomy or gingivoplasty - dheto thrée contigiious feath or tooth bounded spaces per quadrant ... ST Na Cost

Gingivectomy of gingivopiasty 1o allow access for restorative procedure, pertooth ..., ..., hereresiharre s Ceeaen . Mo Cost

Gingivat flag procedure, including root plafurg four of miare cnntigt,ous teeth or tooth bounded spaces per

a2l 2 o R O S YU SO SPPPR PO PP PP -...Mo Cost

Gingival flap procedure, mt‘lumnq root p!anmg one to three con’ngLouq tesath or toath beunded spsces par

guadrant ......... e e et e UTTT ORI e e ST reen e Mo Cost

Apically pomtlonod fap ... revesrveni s WEniarsrareraesns P et e e 345.00

Clinicat crown langthening - hard H88HE i rrer e s s et i b pr s en s ihe ae e e aees it s $45.00

Osseous surgery (including slevation of a full thmknees flap and cioeum )~ four or more co’ahguou teeth or teoth

bounded spaces per quadrant ... e e es At enttes % e Rt ue e e e e ereavasrata s awuaas b e $75.00

Ossecus surgery {including eEevatxon of a fuii thxc!\heas ﬂdl:} and ciosue) ane to three configuous teeth or tooth

BOURCEE SPACES PEE GUETIANT «vrus i ier e or e vrnis e et irrer e rar e ses oo e e ats s e e et eae b e e ettt $60.00

Bone replacernant grafi - first site in quadrant ... e et ts i tetE i aryENarere e ernn e er i erannehn e et s raerat e $128.00

Bone replacement grait - each additional site in quadrant ... et dn e e o en e eretitenis vevnraa $45.00

Guided tissue regeneration - resorhable barrer, per SHEe . o e $100.00

Guided tissue regensration - nonresorbable barrier, per site (intludas mambrans ramoval) .. $140.00

Pedicle S0t HESUE graft BrOCeIUIE . e ottt it s e e st s s et s e s rae s e s $125.00

Autogencus connective tissue graft procedurs (including donor and recipient surgical sites) first footh, implant, or
adentulous 10oth POSHION IR GEAT oo et e r it s s s e et e e e e e $75.00

Distal or proximal wadgs procedure {whan not performead in conjunction with surgical procedures in the same

ANBIOMICEEBIOB} o revereser s e re e e a e e SOV ceevrenase No Cost

Non-attogenaus connactive tissue graft (including rec"pibni site and donor material) first tooth, implant, or

adentulous tooth positioh 0 Grafl .o v acnes e e e r e tnr e an et ey neAu At 4 e A e g e s $115.00

Free soft Ussue graft procedure (including recipient and d.mor surgicatl sites) first tooth; implant; or ed@r*u!euq

toath position iy graft ... U U PP UUROR PR TUPURTRUTRTIN & 174 0|

Frea Soft tissue grafl procedurs (inciuding racap-eni and dorior surgical sites) eac}- additionat contiguous footh,

implant, ar adantulous tatth position in 8ame graft 8l i e s $125.00

Auttigenbus connective tissue grafl procedure (inciuding donor and recipient surgical sites) - each additional

contigtious tooth, implant or edentulous tooth position. in same grafisite ... $45.00

Non-zautogenéus connaective tissue graft procedure (including recipient surgical site and donor matetial) - each

additional contiguous tooth, Implant or edentulous teoth position in same graft site ... vcaninne. 38800

Peripdantal scaling and root planing - four or more teeth per quadrant - limiied (o 4 quddfa s during an/ 12

consecutive months . erraen Mo Cost




D4342
D4355
D4381
D4381
D4o10

D4810
D422

Perigdorital scaling and root plaring - che {o thrse teeth per quadyant - fimited 1o 4 quadranis.during any 12
B e T T R 1o 1 - PP P No Cost

Full mouth dehridement to enable comprehensive evaluation and diagnosis - Lm:t‘cd to :,ec?frr'em' a2

CONSREUIVA TTIOMAS . et et te it er s sessat s esasestuenneransesraeasnesrneeasnsensuraransinnzoriamnsisnezereaiionnnsienenes WO GOSE

Localized delivery of antimiorabiat agents via a ccnf;olled release vehicle Into diseas sed oravicular tissue, par
tooth - for each of i@ first o feeth freated within a guadrant folfowing roo planing or periodontal maintenance .. $860.00
Localized defivery of antimicrobial agenis via @ cortrolied refeass vehicle info diseased crevicular tissue, per
tooth - for an additional tooth trealed in the same quadrant following reot planing or periodontal maintsnance ..... No Cost

Pericdontal maintenance - Nmited fo 1 trealment each 6 month peidod . ...coooioiinnin, O No Cost
Additional periodontal mainienance (within the 8 manth perod) e e RN $65.00
Gingival irrigation - Per QUATIANT «.. v et e s ey s e et e s ... No Cost

DS000-DEESY VI PROSTHODONTICE (removable)

- For all listed dentures and parisl.dentures; Copayment includes after delivery adjustiments and fissue sonditioning, if needed, for the first
six moenths after placerment. The Enrcliee must conlinue (o be eligible, and the service must.be meaea af the Contract Dendisl's facifity
where the denfure was orginally daifvered.

- Rebases, rehnﬁs ang tissue conditioning are fimited fo T perdenture during any 12 consectlive montha.

- Replacement of & denture ora partiaf denture regires the exisiing deniure fo ke 5+ years ofd,

DL11a
38120
D5130
D5140
[BRA N
05212
05213

D214

05221
D5222
D5223

05224

05225
05226
D&281
D5440
5411
D542
05422
[I5810
05520
05810
D&620
05630
D5640
D5EB0
DAGED
DSET
05674
D5710
05714
D720
D5721
D5730
D573%
D5740
D5741

Complete denture - maxillary ....... eeveri e ORI PORUTURIP e 7500
Complete denture - mandibolar ... ... S N P SR SR S PP e R $75.00
immediate denfure - Maxillary ....ooviicem i vn s e s U reerrariaen S SO S S $845.00
immediate denture - mandibular ........... P PP berer e barer e ans e $85.00
haxilary partial denture - resin base {including any Loment ot clesps resta and Z@Mh) ............................. %806.00
Mandioular partial denture - resin hase (including any convantional clasps, rests and @) v .. $80.00
Maxidary partial denture - cast metal frarmework-with resin denture bases (including any conventional clasps,
T et B =11 1) S O TP PP . $95.00
Mandibular partisf daniurs - cast metal framework with rasin denture bas (mc;udsm any convaniional clabpc _
Pests 800 TEBINY i e e e e s e e T e PPN $95.00
immediate maxillary paial denture - rgsin base (ncluding any corvent.omi {,!asos reste and teeth) frreeeee BEO.0G
immediate mandibular partial denture - rasin base {incltding any cenventional claspé, rests and teeLh) ........ e $BOOC
immediate maxiliary partial denture - cast melal frameweork with resin denture bases (including any sonrventional

clasps, rests and 18RI oo e eearia e ge e s er s e e besiesatsaatsearrnrnnesisans creve e 295,00
Immediate mandibular partial denture cast meta! sramowork with resin denfure bases (inshud: ng an:y
conventional clasps, rests and téeth) oL $95.00
Maxitlary pariial denture - fisxible base {including any clasps._ rasts and teeth) o ..o 318500
Mandibular partial denture - flexibie base (nciuding any olasps, rasts and feeth) e $195.00
Removable unilateral partial denture - one piece cast metaf {including clasps and teeth) ..., $30.00
Adjust complete denture ~ MEXHIRIY ..ot e e e cia s e e o Cost
Adjust complete danfure - MANTHIGIAE v e o s e g r e r e ™Me Cost
Adjust partigh dentuire - MENHIBIY L e e e Mo Cost
Adjust parfial dentire =< MandiBUIBE ...ttt rocnrr s cene e ne e e e e Cens e s e enaee oo NO COSE
Repair broken commlets domiuis DaSe o it e ... Mo Cost
Replaca missing or broken taeth - complete demure {@ach 0] ... No Cost
Rapair resin dentore BASE .....covcccvvrciisninnsines e ey e e e ae e s v Mo Cost
Repair cast framaworl Veer i e PP No Cost
Repair or replace broken riasp - partooth (..o O SN No Cost
Haplace broken teeth - par fodth et e evarens B U P UPOU U SR MNo Cost
Add tocth to existing parfial dentUie ..........eeeerinrs e s nsnne s ssansesesn e e NG GO8L
Add clasp 1o axisting parial denfiire - paronth L e No Cost
Replace all teeth and acryiic on cast metal framework {MAKIHAIY) oo e $85.00
Raplace all teeth and acviic on cast meta! ramework (mar'dmuar) ........... e e ar e e $65.00
Rébase complete maxillary dentura ..o S SR SRR et i eeenee 530.00
Rebase complete MandibUlar dentlre ..o s i e s s s ar e $30.C0
Rebase maxillary partial denlllre o i i et e e $30.00
Rebase mandibular partial denfiire . ey e et e arreeseeeiyanrriner e eeas e eesnneeaen $30.00
Reline complete maxilary danture (ChalfsiBel (.. i i e Mo Cost
Reling complate mandibular Senture: (ChArSIIE) .v v e e e et e ar - No Cost
Reline mayillary parfial denture {CRAITSIGR) - ot ittt it s e ee e ee e eie e s s e ee e cnsaa e e ee e s e e e Mo Gost

Reling mandibular paitial denture {chairside) No Cost




D5750
DE751
D37E0
D5761
06820
Dba21
05850
5851

Reling complate maxillary denture (aBoratany) .o e e e $25.00

Reling complate mandibular denture (aboratory) ... et e s a s e L. $25.00
Reline maxillary partial denturs {laboratory) ..o U PR e ner et aerr e s an e aras $25.00
Reline mandibutar partial denture (laberatory) ooveiiiin e, Cereriven BT e ns SRR SRR O $25.00
tnterim partial denture (maxiliary) - fimited to 1 in any 12 consecuwe rmnfhs R No Cost
interim partial denture (mandibutar) - limited to 1 in any 12 conscculive months ..o No Cost
Tissue condilioning, maxillary ... e b e e e e v aen b e e ra e ervreianes Fieaearenean bereean Ceserane R S .. No Cost
Tissue conditioning, mandibular .o, PP No Cost

05000-0509%  VIL MAXILLOFACIAL PROSTHETICS - Mot Coverad
DEOSD-DA1SY VL IMPLANT SERVICES - Not Coveraed

DE200-06389  IX. PROSTHODONTICS, fixed {each retainer and each pontic constitutes a unitin a fixed partial denturs

{bridgel)

- When a crown andfor paniic excaeds six unifs in the same freatment plan, an Enrciles may be charged an addifionatl $125.00 par unil,
beyond the 8th unit.

- Replacerment of a crown, pentic, Inlay, enlay or siress breaker requirss the existing bridge to he 5+ vears old.

* Mame brand, faboratory processed or in-cffice processed crowns/pontics preducad thiough specialized lachnique or maleriais are
material upgrades. The Contract Dentizt may charge an additional fae nof to exceed $325.00 in addition o the lisled Copaymeht, Refer to
Lirsfiaticn of Berefits #4 for addifional information.

D6205
DE210
06211
D&Z12
D214
D6240
D241
D6242
6245
D6250
08251
D6252
P&600
D601
08602
D603
6604
DEGOS
DBE06
DER07
D6605
D809
DEG10
NG61t
DE612
D613
DE614
D6615
DAE710
D6720
06721
DA722
D6740
DETS0
06751
D6752
D780
06781

FPontic - indirect resin Dased COMPOSIE v iiriarvi v ar s aeams e s vas s ernacrsrenraerbnaeesnnncs et aaans e $30.00
Pontic - cast high noble metal .o erevrerreaaranen reeenas weerren O TORUPUUPR. ¥ 4 4 X 6 1
Pontic - casl predominantly base metal oo Crirtenicen paanrene anacrreerencns e h et e s $£5.00
Pantic - cast noble Mmetal o s e T TP $80.00
Pontic - titanium ........ TR b tieneeieaee S TN v e 370.00
Pontic - porcelain fused to high nable metal” ... S eresianecsinaar P A e 570.00
Pantie - poreslain fused to predomidantly base matal .ovovn i wrvraearvine R S v 555,00
Pontic - porcelain fused 1o neble metal .. e e bt e 860,60
Pontic - porcelain/ceramic” oo ORI P P . &70.0D
Pontic - resin with high noble metal .......... ennaren e e e a e e e RPN L $30.00
Pontie - resin with tredominantly base matal ... o PPN R $15.00
Pontis - resin with poble metal oo PPN e N e e e s s nnan ey $20.00
Ratainar inlay - porcelain/ceramic, two surfaces ... ereien P SR e e n e $60.00
Retainer inlay - porcelainfcaramic, thres or More SUMBCES v e e irenena e re s riraraiaian £65.00
Retainer inlay - cast high noble metal, two surfaces ..., ireraeeans . v §70.00
Retainer inlay - cast high nable metal, three or mors surfaces ooinvie . e e . §70.00
Retainer inlay - cast predominanitly base metal, two surfaces ..., e e e . Mo Cost
Rétainar inlay - cast predominantly base metal, three or more surfaces ..o veenenierenennssianeans WO Dost
Retainer inlay - cast noble metal; two surfaces ... e I, N T $50.00
Retainer inlay - cast noble metal, three of More SUMBCES L. v ra i i e e e e $60.00
Retainer onlay - porealain/ceramic, tTWa SUITATES v vuaiicvssonrrrsinraessmransrsssnosecscermsnnernesinenens P800
Retainer onlay - poreelainiceramic, three or more SUITAc8S ..ovviiiasiin v e PO e raraanaies e $85.00
Retainar anlay - cast high. noble metal, two surfaces ... rvr vt nen e rars et ety ey e nnn e $70.00
Retainer onlay ~ cast high noble metal, three or more surfaces ..., e et e $70.00
Retainer onlay -~ cast predoninantly base metal, two surfacss ..o TR SR T No Cost
Retainer onfay - cast predominantly base matal, three of moré surfacés ... O P No Cost
Retainer onlay - cast noble metal, two surfaces e O G PN $60.00
Retainaer ocrlay - cast noble metal, three or maore surfacas ..........e. e e e et r et r i werrern $60.00
Retainer crown - indirect resin based compasite ... e IR ST P rerens $30.00
Retainer crown - resin with high noble metal oo e e e niinn $30.00
Retainer crown - resin with predominantly base metal ... SOOI et ae i nea g i e e e . $1E00
Ratainer crown -~ resin with noble matal Lo, et n e et e e s eanars ieieeerazennn $20.00
Retaingr crown -~ poreslain/ceramic® ..ooiiiriiacianons. e N v srarerresn e e vrreras $70.0

Retainer crown - poreelain fused fo high noble metal® ... et Arerenrerenrerasirrarais $70.400
Retainer crown - porselain. fusad to pradominantly base metal ... PP $5E.00
Retainer crown - porcetaln fused to neble metal Lo oo et U 1§ 2§10
Retainar crown - 34 cast high noble metal ... U, N U $76.00
Retginer crown - % cast pradominanily base matal $55.00




06762
D&783
D5740
DE791
De7a2
DE7e4
06930
D654o
D&ERG

Retainer trown - % cast noble metal v.o........ RPN et $60.00

Retairiar crown - 34 porcelain/ioaramic® o i TR TR ST draererern e $70.00
Retainer crown = full cast high noble metal ... e U S e beeees $70.00
Retfainer crown - full cast predominanily base metal ............. e Feeraenr s reeer e e 350,00
Fetairiar orowr - TUll 625t NOBIE B8 1 or it it et ir e e et e et e s et et earne e s e rererienn $60.00
Retafier crown -~ tHanium o, et nat st s Ve a e en et et et an et et ae e i $70.00
Re-camant or re-bond fiked p;-rtm! denture ... ST e v rirerisrennis A h e e araray ey .. No Cost
Stress breaker ......... R D P P O No Cost
Fixed partial denture rapair necebbtiat-ad bv restorative material fa:luro PSPV NORUIPPOUPRPINE |1+ X 875 =1

D7000-D7998 X, ORAL AND MAXILLOFACIAL SURGERY
- Insludes preoperative and postoperative evalustions and fraatiment inder a facal anasthelic.

o7
7140
D7210

37220
07230
D7240
D741
L7250
07251
L7270
07280
L7282
7283
L7268
D7316
B7311
D7320
07324
D7455
7451
57471
D7472
D7473
07510
D760
D7570
D797

Extraction, coronal reémnants ~ deniduous 100 . i e e e No Cost
Fxtraction, erupted footh or exposed roat (elavation andfor forcaps ramaval) . i i i No Cost
Surgical refooval of erupted tooth requiring rernoval of hone and/or secticning of tooth, and including elevation of

rivcopertosieal fap I INGICRIET v i e s e r s rr e e e e e s e g e an e $10.00
Removat of impactad tooth - soft tissue ....o..ocvvenrn, efeenaens U UTOR I, Feennes e e s . 15.00
Removal of impadted tooth = partialy DODY .. i e e e e et et e $25.00
Removal of opacted tooth - completely bony ... N vk r s trar e $35.00
Remaoval of impacied tooth - sompletely beny, with unusual surgieal compligations ......coovev e e $50.00
Surgical remowal of residual footh roois {culling procedure) ................ e e e e AN Raben e er e s A e e res MNo Cost
Coronectomy ~ intentional partial toath removal ... i ST U ORI e e v 550,00
Tooth relmplantation and/or stabilization of accidentally svulsed or dlqpiacpd f1570 14 NPT $35.00
Surgical actess of an unerupled footh ...l ST e e hes e e e ra gy ey a crrerrsieesian $25.00
Maobilization of erupted or malpdsitionad tooth 1o &l eTUption ... cesrans $25.00
Placemeant of device to facilitate eruption of impacied tooth ..o et teaeetaareaeesenaaeranae v WO Cost
innisional biopsy of oral tissue - soft - does not inchuds pathology laboratory proceduras ... Parvrira e No-Tost
Alveotoplasty in conjunction wilh extractions - four of more teslh or tooth spaces, per guadrant ..o No Cost
Alvenlopiasty in coniunetion with extractions - ons to three feath or tosth spaces; perquadrant ... .. No Cost
Alvacioplasty notin conjunction with extréictions - four or more feeth of tooth spaces, per quadrant .................. No Cost
Alvegioplasty not in conjunation with axdractions - one to thres teeth or tooth spaces; per guadrant ... arenaeva No Cost
Remaval of banign edontagenic cyst of tumor - fesion diameter up L0 1235 0M (o, Feeenninnon Mo Cost
Femoval of benign odoriogenic cyst or tumor < lesion diameter greater than 1.25om .o No Cost
Remaval of lateral exostosis {maxilla or mandibie) .o No Cost
Removal of tords palatinus .....ocvieceenivieens e e ereaeen emerieeins et SN MNo Cost
Removal of torus mandibulars ..o o, TP SR TR TP S e S No Cost

Incision and draingge of abscess - intracral soft tissue
Franulactomy ~ also known as frenactomy or frenatomy - separate procadura nat incidernital to another procedure Mo Cost
Exciston of hyperplastic tissue - per arch ..o eer s e nra et nren e rer ey rrenr e an res renoas No Cost
Exaision of pericoronal gingiva ... R S PRI ST e akiaere A ere s e re e nench o raas Mo Cost

D8060-D8s8g X ORTHODONTICS

~ The lisied Copaymant for each phase of arthodonlic treatment (fmited, interceptive or comprahensive) cavers up to 24 months of active
trealient. Beyand 24 months, an adoitional monthiy fee, not to exceed $125.060, may appiy.

- Thé Retantion Copayment includes adiustments and/or office visits uf to 24 months.

Doz10
D322
DO330
DO240
nO350
DO351
nO470

D210
Do470

Pre and past orthodontic recerds include:

The benefit for pre-treativiont records and diagnostic services ihcludas: ... .. T S SO eaeeiren v £200.00
Intracral ~ complete series of radiographic images

Temographic survey

Panoramic radiographic image

pils) saphalometric radiographic image - acquisition, measurement and ahalysis

2D araiffacial shotograghic irnages obtainad intracrally or exiraorally

3D photographic image

Diagnostic casts

The bapefit for post-treatmant records includes: ... i SO ferrrre e 370,00
Intracral - complete series of radiographicimages
Diagnosic casts




D8a10
Dg020
D3030
DEC40
D850
£8060
DROTO
D8R0
D80Y0
DABAED
DI8E70
08680
bara1
DB693
D864
[piislele]

Limited arthodorntic treatment of the primany danbition ... e r s e e s et . $728.00

Limited oithodontic treatmeént of the transitional dentition - child oradolescent foage 18 i $725.00
Limited orthodontic treatment of the adolescent dentition - adofescaniic age 18 ...iien e i $725.00
Lirnited orthodontic treatment of the aduit dantition - adulfs, including coverad depsndent adull ch;fdre“n ............ $825.00
interceptive orthodentic freatment of the primary denfifion ... $725.00
Intarcaptive arthodentic treatment of the transitional dentifon ... tirian i s $725.00
Comprehensive drthodontic téatient of the transitional dentition - ¢filld or adofescent fo ags 19 ... $1.700.00
Comprehensive orthodontic trestment of the adolescent deniiion - adoiescent fo age 1D e $1,700.00
Compretensive orthadaontic treatment of the adult dentition ~ adults, including coverad depentent adult chifdren . 51,900.00
Pra-orthadontin treatment examination to monitor growth and development ... N $25.60
Pericdic prihodonlic treatment visit - includad in comprehensive 6886 88 .i...ciiriiiiiie i No Cost
Orthedontic retention (removal of appliances, construction and placement of rernevable retainersy ... $275.00
Remavabia arthodontlc refainer adjustment ............. e einenveienees i eieeaierien T ORI TN .. No Cost
Re-bond or fe-camant fixad retainar - fimiited 1o 7 per 8 month PEHOT . ivier oo e crcrnc e e neeneenenn. MO Cost
Repair of fixad retainers, includes reatiachment - miled fo 2 par & moath pericd ..o No Sost
Unspecified orthodontic procedure, by report - includes freatmant planiing SESSION wivi s e $100.00

Nageo-08989 X ADJUNCTIVE GENERAL SERVICES

D110
28211
hgz12
Do215
De218
09223
Da243
08310
D3430
Da440
DBALG
DEa32
p5933
09834
DYG35
9a40
09843
D951
poss2
Pagrs

29286

Dagay

Palliative {emergercy) traatment of dental pain - minor procedure ... ... Cererts s saran FOTUDTTR TP e No Cost
Regional block anesthesia ... e T U SRS T Mo Cost
Trigaminal division hlock anasthasia . v e rnrn .. No Cost
Local angsthesia in conjunction with operative or surgicsl procedurss ... O S No Cost
Evaluation for deep sedation of genaral anestnesia ..o v . R No Cost
Deep sedation/genaral anasthasia - each 15 minute Increment ... s ... $80.00
intravencus moderate {conscious) sedation/anaigesia - each 15 minute incremant .o e $80.00
Conguitation - diagnostic service provided by dentist or physician othier than requesting derdist ar physician ....... Mo Cost
Office visi for ahservation {(during regularly schaduled hours) - no other services parformed ... R e eraraas Nog Cost
Office visit - after regulary scheduled NOUS e U TUTUT U TIURORUR et $20.00
Case presentation, detalied and exiensive reatment planning ,.............. e et e No Cost
Claaning and inspection of removable complete denture, maxiliary ... e e s e Na Cost
Clesning and inspection of remavable complete denture, mandibufar ... No Cost
Cleaning and inspactian of remavable pai rtial denture, maxilary ..o beeerenr e e e No Gost
Claaning and inspection of removable partial denture, mandibular .o eresraers e . No Cast
colusal guard, by report -~ fimited fo 1 in 3 years ... rerearienens braeae PRI SRR §75.00
Ocolusal guard adjustment ..o e RSP . $10.0G
Oenlusal adjiustment, limited ... P et e bt e ks e a e R No Cost
Occlusal adjustment, complete ............ O U PO S U p Mo Cost
Externat blsaching for home apolication, per arch; includes malerials and 'abracation of custom Irays fmited to
one hieaching fray and ge! for two weeks of seffireatment ...... SRRSO $125.00
Missad appointmertt - withow! 24 hour notice - per 15 minutes of appointment time - up fo an overall maximum
OF B0.00 v1usssvrvsarasenesanssatesenssasnnnsssesasan s rnsesssnnssrees seemrmam s st eeta e hesEEL bR b s £s L a bR S Sa s e e en s ar et ren e n i S par i $10.00
Canceled appointmeant - erhout z4 hour nofme per 15 mmutsq of 9pp3rntment time - up to an overali maximum
GF 84000 o it e s e B PR $10.00

if services for a listad procedue are perfonmsad by the assigned Contract Dentist, the Enrelles pays the spedilied Copayruent. Listed
procedures which require a Dentist to provide Specialist Services, and are referred by the assigned Contract Dentist, must be authorized
by Delta Dental. The Enrollee pays tha Fopaymmt specified for such servicas,

Procedures not isted above are not covered, howaeve:, may be available at the Contract Dentist's "filed faes," "Fllad fess” mean the
Contract Dentist's fees on file with Delta Dental. Qdesti ns regarding these fees should be directed tothe Gustornar Service department.
at 800-422-4234.




SCHEDULE B

Limitations of Benefits

g

o0

The frequency of carain Benefits is limited. All frequency Emitations are listed in Schedule A, Description of Benalits ahd
Copaymeits.

if the Enrollee accepts a treatimant plan from the Contract Dentist that includes any combination of more than six crowns, hiidge
pontics and/or bridgs retainars, the Enrolleg may be charged an additional $100,00 above the listed Copayment for each of thase
senvicas after the sixth unit bas baen pravided.

Genetal anesthesia and/or intravenous sedation/analgesia s limited to reatment by a contracted pral surgeen and In conjunction
with an approved referai for the removal of one or mora partial or full bony impactions, (Procedures D7230, D7240,; and D7241).

Senefits provided by a pediatric Dentist are limited to children through age seven foliowing an attempit by this assigned Contract
Daptist o reat the child and upon pror authorization by Delta Dental, lass applicable Conayraants, Exceptions for medicat
conditions, regardtess of age limitation, will be considered on an individual basis.

The cost {0 an Enrclles receiving orthedontic reatment whose coverage is cancelled or terminated for any reason will be based on
tha Cnntract Qrthadontist's usual fee for the traatment plan. Tha Contract Grihodontist will prorats tha amount for the numbear of
months remaining fo complets treatment, The Enmllze makes payment direcily o the Contract Grthodentist as arranged.

Orthodantic treatment in progress islimited to naw DeltaCare USA Enroliees whoe, at the time of their ariginal affective data, are
in active treatment started undar theéir previots employer sponsored dental plan, 85 long as thay continte to be eligible under the
DieltaCare: USA Program. Active treatment means tooth movement has begun. Enrollees are responsibie for all Copaymenis and
fees subject to the provisions of their prior dental plan. Deita Dantal is financially responsible enly for amounts unpaid by the priar
dental plan for qualifying orthodentic cases.

Exclusions of Benefits

-
'

3.

e

m

o

©

-
=

Any procedure that is not specifically listed under Schedule A, Description of Benefits and Copayments.

Any procadure that in the profassional apinion of the Contract Dentist:

a. has peof prognosis for a sticcessful result and réasanable longavity based on the condition of the tooth ortegth and/or
surrounding structures, or

B s incansistant with generally accepiad standards for dentistry.

Services solsly for cosmelic purposes, with the exception of procedure DS975 (External hieaching for home application, per arch),
or for conditions that are aresult of hereditary or developmental defects, such as cleft palate, upper and lower jaw malformations,
congenitaily missing feeth and feeth thal are discolored or jacking enamel, except for the treatment of newborn children with
congenital defects or birth sbnormalities.

Paorcelain crowns, poreslain fused to matal, cast metal or resin with metai type crowns and fixed partial dentures {bridges) for childran
under 16 years of age.

Last or stolen apaliancas incloding, hut nat imited to, full or partisl denfures, spacs maintainers, crovwns and fixed partial dentures
{bridges).

Proceduras, appliances o restaration if the purpose is to change vertical dimension, or 1o diggnose or treaf abnormal conditions of
the temporomandibular ioint (TN

Fracious metal for removable appliances, metaliic or petmanent soff bases for complate deniures, poreelain denture teeth,
precision abutments for rernovable partials of fixed partiah dentures (overfays, implants, and appliances associated therewith) and
personalization and characterization of complete and partial dentutes,

implant-supported dental appliances and attachmants, implant nlacement, maintenance, removal ard all other servicas gssoviated
with 2 dental replant.

Consultations for non-coveared benefits,

Dental services réceived from any dertal facility othigr than the assigned Contratt Dentist, 2 preastiorized dental spaciatist, ora
Contract Orthodentist except for Emargeney Services as desaribed in the Cantract and/or Evidence of Coverage.

. All related fees for admission, use, or stays in a hospital, out-patient surgery centet, extended cars fadility, orother simifar care

faciliby.

2. Prescription drugs.




13.

4.
15,
18.
17.

18.

Dental expenses inourred in connaction with any denatal or orthodontic procadure started before the Earcllee’s €ligibility with the
DeliaCare USA Program. Examples include: teeth prepared for crowns, root canals in progress, full or partial denturas for which an
irmprassion has hean taken and erthodantics unless qualified for the orthodontic freatinent in pregress provision.

tost, stolen ar broken oithodontic appliances,
Changes in orthodoniic treaiment necessitated by accident of any kind.
Myoiunctional and parafunctional appliances andfor theraples, with the excention of prosedurs DBUA0 (beclusal guard, per report).

Composite or cararmic bracksts, lingual adaptation of arthodentis bands and other specislized or cosimetic alternatives to standard
fixed and removable srthodontic appliances.

Treatment or-applisnces thal are provided by a Dentist whose practice specializes in prosthodentic services.




Quality
Convenience
Predictable -
Costs

Selecta -
- DeltaCsre USA
dentist

Recehve your
welcome L

- Sthedule an
appolntment

Recaive
deital
care

Fay omilyyolr
CODEYITENT
directly te
dentict

-+ No paperwork.
No hassle.

Save money with 3 DeliaCare® USA
dentist

DeltaCare USA plans feature:
2 Setcopayments.

e Mo annual deductibles and no
maximums for covered benefits.

& Low out-0f-pocket costs for many
diagnostic and preventive services
{surk as-professional cleanings
and regiiar dentat exams).

Choosing your DeltaCare USA dentist
When yoeu-enroll, you choose from
many conveniently located DeltaCare
USA contracted general dentists to
receive benefits under your plan.

To find the mast current listing.of
DeltaCare USA network dental offices:

« Visitour website and dick ug
“Frd a Dentist” on gur home page.

s Select “DeltaCare USA” as your
plan networl,

You can also call Customer Service
for help in finding a dentist.

Yisit your DeltaCare USA dentist

You must visit your setected DeltaCare
LISA dientist to receive benefits undey
yeur plan.

e [fyou do hot setect a dentist, we will
select a denltist for vou,

« Family members may selecta
differant dentist for freatment within
the covered sarvice area. Refarto
youl plan bookiet for details,

» You can change your selected
network déntist by telegphone or
through ourwebsite.

e Changes received by the 21t of the
montt: will be effective the first day
of the foliowing month.

Easy to use

& We witl notify veur DeltaCare USA
dentist shout your enrcliment
in the plan and stherimportant
details ahout yvour coverage such
as dependent information, group
pumber and anroltes 1D number,

o NoiD card is reguired tu receive
sefvices; simply provide the dental
pffice with your rame, date of birth
and social security-or enrollee
1D pumber.

s With DeitaCare USA, there are no
claim forms to submit. And, since
you are responsible oniy for the
copayment at the time of treatment,
vou will aobreceive a claims
statement,

L]

Predictable costs:you'lifind a-
complete list of covered procedures,
copayinents, plan lmitations and
‘exclusions in your plan bookiet,

Speckaity care and authorizations

i you reguire treatment from a specialist,
your BeltaCare USA general dentist
will conrdinate any referrals for yon.

liv some states, Deita Dental must
nre-authorize any dental services,
with the exception of emergency
treatment, that are not performad by
your DeltaCare USA general dentist.
Please refer to your plan booklef for
specific details abeutyour plan.




Dual coverage/Covrdination

of benefits

[Fyour spouse has coverage with
another dental plan, you or your family
members may be covered by both
derital plans.®

+ We do not coordinate benefits with
the otlier plan when you recaive
treatment from your DeltaCare USA
genaral dentist. However, if you
receiveauthorized treatment from a
specialist {such as an oral surgeon),
we will conrdinate benefits with the
ather catrier.

&

Ask your specialist to submit the
gther plan’s explanation of benefits
with the Deltalare USA claim form
and we'tl take it from there,

Grthodontiz treatment in progress
DeltaCare USA has an orthodontic
treatment-in-progress provision that
allows new enroltees to continue
treatment with their cument
orthadontist, as long as the enrcllee
is in active treatment staried under
his ar her previous em ployer-sponsared
dental plan, Enrollees are responsible
for all capayrients dnd fees subject
to the provisions of their prior

dental plan.**

Transitioning {iom another plan?

Yousr DettaCare USA plan cover
treatment startad and completed
onby afteryour plan’s effactive date
of coverage. fyou have any dental
treatment i progress whern yaur
coverage hegins —root canals in
progress, teeth prepared for crowns
and denturss for which an impression
has been taken — those expanses are
not covered by your DeltaCare USA
plan, However, DeltaCare USA plans
have ng exchusion for pre-existing
dental conditions or missing teeth.

Visit our website;
deltadentatins.com

On ourwebsite, you gan:

&

Find a dentist inour online directory
s Beview Denefits

o

verify eligibility
» Printan i3 card and much more

o access some services, you'll need

ta login: simply eoter your username
and password In the designated
boxes and submit. IFyou are visiting
our website for the first time, youli
need to complete a guick one-time
registration process by clicking

the “RBegister Torday™ tink.

Questions about yaor plan?

ifyou have questions, you can

check viour beriefits and eligibitity
infarmation on aur wehsite or on our
in‘teracﬁ\(e yoice response t'eie‘phone‘
ing. For more information, you may
alew eontact us throtgh our website
or catt ane of our helpful multilinguat
Customer Service representatives
todb-free during husiness haurs.

* Group-specific exceptions may 2pply. Pleasa réview your plan bookiet for specific dataiis
ahoutyour plan's coordination of benefits, including rufes for. determining primary and

SECOﬂd&t'y’ foverage.:

¥* This proviston may not apply to all plans. Please referto yeur plan booklet for specifie

coverage detalls,

Expanded bisiness hours/:
toikfres cusiomer sevice

Gut-af-ares
&mpIgency coverage

Qrihiadontic. (reatment
- progress pravision




Find all of our dental Kealth
resources, including risk
assessment guizzes, articles,
Adeos and a free newsleiier
subscription, at: mysmilewsy.com.

facebook.com/deltadentalins
twitter.com/deltadentaling
youtubie.comydelfadentalins

eliz Dantal PO I undemwiitten by
Delta Dental insyrance Companyin AL,
D, L, GA, LA, M5, MT, KV and UT and by
not-forprofll dental service companies

in these stafes: €A - Dalia Bentalof
California, P, MD - Delta Dental of
Pannzylvaniz, NY ~ Delta Dentat of New
York, ine¢., DE - Delta Dental of Delaware,
Ine., WY - Dielia Dentat of West Virginia,
In Texas, Deita Dental nsyrmnce Company
piovides & Dental Brovider-Orsanization
{DPOY plan.

Deftalare® USA s undereritten i these
siates by these entities: AL — Alpha
Dental of Alzbama, Inc.; CA— Delta
Dental of California, AR, C0O, 1A, MY,

OR, B, €, WA, Wi, WY — Dentegra
Insurarce Company: DE, FL, GA, KS, TN,
Wi and Washingten, 0.6, — Delis Dantal
tnsurance Comipany; HI, 1, 4 KY, MB,.
MO, ML, T — Alpha Dental Programs,
e UT — Alpha Dentalof Utah, ine.;

MY — Delte Dental of New Yorl, Inz,; PA —
Dielta Danta) of Pennsylvania; VA — Delta
Dental of Virginia, Delia Dental insurance
Company acts s the DeéltaCare S
adrrinistrator in ali these sfates. These
companies are financially 1esponsible for
thair own produtcts,

We Keep You Smiling

Advancing dental health and access through exceptional dental benefits service,

technology and professional suppott,

Delta Dental Customar Service

Delta Dental PPO

Call 800-765-6003

100 First.Street

San Francisca, CA 94105

Dettalare USA

Call 800-422-4234
P, Bux 1803
Alpharetia, GA 30023

16778 (3.24.2016

£3




Your Vision
enefits Summary

Get the best in eye care and eyewear with COUNTY OF TULARE
and VSP® Vision Care.

Using your V5P benefit is sasy.

« Create an account at vsp.com. Once your plan is effective,
review your benefit information.

+ Find an eye care provider who's right for you. The decision
is yours to make—choose a VSP doctor, a participating retail
chain, or any ocut-of-network provider. To find a VSP provider,
visit vsp.com or call 800.877.7195.

+ At your appointment, tell them you have VSP. There's no ID
card necessary. If you'd like a card as a reference, you can
print one cn vsp.com.

That's it! We'll handle the rest—there are no claim forms to
complete when you see a VSP provider.

Primary Eye Care

As a VSP member, you can visit your VSP doctor for medical
and urgent eye care. Your VSP doctoer can diagnose, treat, and
menitor common eye conditions like pink eye, and more serious
conditions like sudden vision loss, glaucoma, diabetic eye
disease, and cataracts. Ask your V3P doctor for details.

Cholce in Evewsar

From classic styles to the latest designer frames, you'll find
hundreds of options. Choose from featured frame brands

like bebe®, Calvin Klein, Cole Haan, Flexon®, Lacoste, Nike, Nine
West, and more’. Visit vep.com to find a Premier Program
location that carries these brands. Prefer to shop online? Check
out all of the brands at Eyeconic.com, VSP's online eyewear
store.

Plan Information

VSP Coverage Effective Date: 01/01/2017
VSP Provider Network: VSP Choice

SAN JOAQUIN VALLEY INSURANCE AUTHORITY and VSP provide
you with an affordable eyecare plan.

'Brands/Promotion subject to change.

#2014 Vision Service Plan. All rights reserved. V8P, VSP Visicn care for life, and Wellvision Exam
are registered trademarks of Vision Service Plan. Flexcn is a registered trademark of Marchon
Eyewear, Inc. All other company names and brands are trademarks or registered trademarks
of their respective cwners.

e

Vision are for fite

+ Focuses on your eyes and overall
wallness $10
- Every 12 months

Wellvision
- Exam

PfeSCI‘iptiOﬁGlaSSES i L L L i L L L i L L i L 325

S + $130 allowance for a wide selection
of frames

+ 8150 allowance for featured frame
brands (see 'Extra Savings' below)

+ 20% savings on the amount over your
allowance

« $70 Costce® frame allowance

= Every 24 months

= Single vision, lined bifocal, and lined
S trifocal lenses

“Lenses... .. .+ Polycarbonate lenses for dependent
3 i L L i i Chlldren

+ Every 12 months

Included in
Prescription

“Frame
SR Glasses

Included in
Prescription
Glasses

= Standard progressive lenses $55
Gonnnn = Premium progressive lenses $95 - 8105
cLens:ononninn - Custom progressive lenses $150 - $175
-Enhancements . « Average savings of 20-25% on other
SR lens enhancements

« Every 12 months

+ $120 allowance for contacts and
contact lens exam (fitting and
evaluation)

+ 15% savings on a contact lens exam
{fitting and evaluation})

- Every 12 months

Contacts. ..
: (IDStead :Of:::
“glasses)

30

+ Treatment and diagnosis of eye
conditions like pink eye, vision loss
and monitoring of cataracts,
glaucoma and diabetic retinopathy.
Limitations and coordination with
medical coverage may apply. Ask
your VSP doctor for details.

+ As needed

Primary

CEyecars: $20

Glasses and Sunglasses

» Extra $20 to spend on featured frame brands. Ge to
vsp.com/specialoffers for details.

= 20% savings on additional glasses and sunglasses,
including lens enhancements, from any VSP provider
within 12 months of your last WellVision Exam.

Retinal Screening
« No more than a $39 copay on routine retinal screening
as an enhancement to a WellVision Exam

-Extra Savings

Laser Vision Correction

= Average 15% cff the regular price or 5% cff the

promotional price; discounts only available from
centracted facilities

Visit vep.com for details, if you plan to see a provider other than a VSP network provider.

Exam ...... - Up 10 $45 Lined Trifocal Lenses. ... up to $65
Frame ..... .. up to $70 ;
. -, Progressive Lenses ... Up to $50
Single Vision Lenses ... up to $30
Contacts ...

Lined Bifocal Lenses up to $105

p to $50




Exhibit B - April 1, 2017 - December 31, 2017

Anthem Blue Cross

Anthem $0 $878.65 $1,756.37 $1,603.29 $2,662.81
Anthem $500 $661.64 $1,323.94 $1,212.57 $2,088.17
Anthem $1000 $581.20 $1,161.58 $1,065.82 $1,770.73
Anthem $2500 $550.83 $1,100.79 $1,010.06 $1,678.12
Kaiser

Kaiser HMO $305.20 $1,586.43 $1,437.98 $2,367.67
Kaiser DHMO $625.56 $1,227.16 $1,112.86 $1,828.77
Kaiser Senior Advantage Rates

Subscriber with Medicare $303.25
Subscriber with Medicare + Spouse Non-Medicare $1,084.48
Subscriber with Non-Medicare + Spouse with Medicare $1,084.49
Subscriber with Medicare + Spouse with Medicare $582.54
Subscriber with Medicare + Child Non-Medicare $936.03
Subscriber with Medicare + Children Non-Medicare $936.03
Subscriber with Medicare + Spouse with Medicare + Child Non-Medicare $1,363.79
Subscriber with Medicare + Spouse with Non-Medicare + Child Non-Medicare $1,865.73
Subscriber with Non-Medicare + Spouse with Medicare + Child Non-Medicare $1,865.74
Subscriber with Medicare + Spouse with Medicare + Children Non-Medicare $1,363.79
Subscriber with Medicare + Spouse Non-Medicare + Children Non-Medicare $1,865.73
Subscriber with Non-Medicare + Spouse with Medicare + Children Non-Medicare $1,865.74

SJVIA Dental & Vision Rates

Delta Dental DPPO $3543 $61.42 $69.60 $103.32
Delta Dental DHMO $25.04 $42.96 $43.26 $62.35
V5P Vision $4.76 $8.04 $8.51 $12.68

Page 1 2017 Exhibit B - County of Tulare



FEG m%m%mm

owared sipenss

H .
(903 H : oot
= : H H mm :
5 : P =¥
RS i : H 2o
e : AR

: DE

&
EN

o8 betwean the

Y
4

i
i
@Y

§ &0

W

=
: F &
: 2 =4 : :
=5 & > i m
&y & b : :
& = : , m
&% 5 B : W !
& « & 8 LB m
£ F o 23 : SN <
1% ® & = TS ;
& i & 5 s % ;
= & &3 - 2 SEE e o |
=0 - 5 Bk cgs B 5
m m M.m & W e : : :
Ly

1ot
b
=
H

¥

Py s MW Wmiﬁ ;
o ; i :
53 2 ot i | :
2 & H ” :
4 o H ; ;
3 oW H H ; :
Bt wn Lowd | 1S ‘..‘r.”\l m
.3 = = WW : :
E = ) :
m 2o e LR [
a3 o L : mM. o
& ZE R g -y L
e oy B ;e Lo Py
@82 P 3 fen PR
iy 4 et Amay T e} e LA D
el PRI SRR S oo Dk .
o = ARF L<i S N
% 2 =

&

14
3

H
DY

vy 4

sorvic
s
e Pre

187 He
3]

Eigl
- mmw S ...... 2 et
= O E 2

I3
5

LY
X,

»
i
i
'

tor
/X%

»
s

t

art
Frmm |

L
Y
H

g

N

wedl 3%

5
it
fu
t

miobor 31, 3610 & LA County of Tuls

i’iéﬂﬁ}f

FRO and
Bie tor non-Anther Biug Dross B

. g

& il wuaw m».aw 5 =
3 P e "

& v SiRE&SA e

: f w B e S A o

o ; 2 e = N g 2

5 ovved ] i 2y o

7 s P it i v

e 2 H M»% =W

- e e 3 [ e o

2 % T e = Gh O

= S @2 T e e Sy [

. ,ma & ! DD 5L s 0

2 ] Ha g ieh i< eI

A

x
]
13



B B
Mambar {1

wa

<

7 provider

e
Gl
2




o : @ ) ;
&% : e = :
s H g ]
: & A >y
; : . .
: : 1 =
H H = o8
: H o &)
H : o L]
; : & (s
: : A =
' L A
[
o
HE. 3
PR
: w;m :
P H e
FeNp 2
oL = -
i &0 o3 =& %
. 2 wM, o &
: e G = == et
"w.ﬂ..as : =
" &
m o~
: p
; o~ Tedd
: & By
= oo
; Faly e
: R T E
P A H
H 5 £ oak nmm W~
i b o oo
5 & E i
@ wem , o
i gl ; 3
= 5 W o A lony

]
et
SR

or rior,
foore

¢

et
iwes & 5

i

iy
=

T3
5

&, O
.I

o

ol 5o

i

1]

e

Frye
H
A

g9

W

atient Mad

&
T,
3 3
’ = & i» = Mww M.J.w.
] = o &3 %
TE A = s A2 o
= E D 5y i
I8 5 » = B
et e : - o DR
[ Do :
e

i
H
H

£
3

B

S E A A

Frn

o
o



e

B

feares




A iedion |
ay, tiafle

ss e 22 et

o

S

 sirtim

D

poeis

i o3

g

H

ApLrt

SRR

DRI e f

sabatar
e

s e e,
b oo v

T

gt

=g

i, wt

i Ciazeen
TR LR,

SRR

AT
ROHL S

e

A

Haxdn frug At 4 1

oo

:
§ g

Son
o

s Saw Vit

it

il






§ 0§ L RS IRFI R

1358

£

R SR

HE ; 3 WS
: : & :
i < = :
-0 - 5 :
[ R, b W
s : (R ey :
P EFTe = 5
T - S Mw wm”. P e ES
y [ - ; £z & he ; ool
o = [ : - BN ] ! B ko
o et - H R L as I g o = .
P S = e | oitid PO S L 2ol =62
o = > S H LR 5 SoOW R et &2
Yo 25 e - R i Do A W a4 o)
g = i = . S SRk af i % IR &G
B2 I e S
i b s g

s

Rt
R

i

e : :
o . o= P T :
<o 3 RO HEEH 5 - : <
: . R PR T PR : e
£ F e L Sy PE ; ot
] ﬂ,.,un..vw [ N “.64»" H i
BRI b4 : < & b
S PR % ¥ <
GO o ; W... s “
P x 2
C B P
P R

b

!

5
2

+
H

f

”

25

aey

(>4
¥

red Laning
b
copny,

¥
H

%. Henelin

145
g

$ars, met
o

3] = Tew

s : S |

:: 2 R &

& @ ™o Th
e U

s}
]

i
L6
¥g Fros
3 & por
bl

.
1S
Sl
e
A
X
3

Ln
bttt

HiZRn dZie
ALY ARF

Custom Classic PR BO0I3E/A0/60

S5 County of Tulars

f_iii

55
F055

o~
b

Ampun
;’&

ELAME

%

pel

Py
k"

2

317

B
&

w7 Mgl
Care

S35

&
I
%
S

traatment centar if ¢

¥
e

i

i
any i

Hovwr

Bl

Rt
fth

rtar

&
s

By
o]
er
e B
3
&

!

103

Ly

7
%
.
i

2

z
it
vtz

5, 46 WH
213
4

R an
At

5

for emergency won
t
r

5 of Mzximy

sie for ngn

By
shrdentis

Y,
te for norneAnd
i

4
5

%

[H

Y

s,
H

Euplang

Doduch



: 3 o
e e R o
” o 2N < Fis) <
; s 3 £ =l o
: . e e :
; ) T :
: & O H
Pl b - s .
o % & B :
e o o o :
e il . E :
w8 : b = 5 :
£ S 2]
ey P Lo : ETe i &
& [ mE A b R 2
b PALE by e b

;

e
]
o
§

2

i s =
2 o3
g >

ixzowdons
e

qi

&

il

A

B

By
SRR
fF R

i

g ae

bk o

Y

RS

e

B
Rt

£

¥

- g R
e &
& i

i

%

GG |

%
5

sy bR SUIEONS

oy
regranay & Matarn

et



R T
?r*i"‘z":’w{ w;e:w

Ssliadmission + 20%

Mo copay feductibie saiad)

3
u;

i b
(nf f,1 EAN Tt

L‘i.:sbaé-ws Sdueation Pro .
’ " NREVEY: 43%
ionchictible welved)

fraraista B

i “fE{cI;. 135 »‘t.—l*’ I 3




o te
LS P
& )
B
Hi}
L
)
e
. e
=2 3
.3 i L
+ i3 s
- N e
) o T
bRy Ghe
o I
i
i 5
&= a
e B
hh

7

PP

e

A,

]
A

H

e
)
"
P2

P
32 s
TE ERIE
M o
B Eop
b 9T
i R
) Sl oa
] W
x4 s
5 S
N
- b
i B
e =
iy b
o 3 b
3 3
o x :
BTN i
- W
R i
w8 8
. ar
ORL hid
&Rz %1
o &
. [t
: B -
: g
: gy Lo
e B : v .
2= H &
e ‘ W oy
o b v
ek ta TR o




ny

T rmadia

[

ot

X0
i

iy

SRR

e

e Sl M

sty
P

L ol

e e et

e

ol PR

o s

P

DN

g ot

ahnns

et
sy

e

vl e







MR SRRENS

e
44

o

)
i
4

i

[

2ty W

G

i

[

)
P

dio

2

he covered sxpengs

tHEH
ye3

-

¥

s pe
,
(]

§

~an» T b= - -

g 2
o o

o S

i ST

5
H

oty

J
R

ittt

H

ang
amdnr day i
ol

=
L
&
=
o
e
D
b
% ~
ok £ £ W
bt =5 ] T :
Y [ 5t & mn : m
= - 3 :
) = Do & | o
- : H £ ! W ==
e & - & B A
& P i g - P
= i e
=2 & Mu o= i o
- by - e o
S & = R G N
8 g S - &
o b x s i o
o LS R s

Fafg

&

)

org, membere

18354

i

e

SH0A County of T
Custom Dlassic PP

= et [ Lo 3
== % ° é om o
Sood 5 ) & - a2
; Len o w
S & B - mm,v 2 k5 G
% T dhe B R
.ﬁﬁz@ =5 P L TR R
bl 5ok o
Paagane Fl m [ e o

H
3

E

(321
fzuth

i A4
sy

i

o
ul

sH

using

=

. T Dus .
2 fiierad £ Cam &
b 4 Ben 5 41 B ) &L
. b4 & iy i = :
: £ - ] = i
x oy s =) e i)
S S B IR & 58
= G 3 e - e n”
w3 = ¢ o ¥ ‘ e B
I o = Iy Lol W
- : £ Ry = P & &
mw T £ s 3 3 e o7 .
o 53 ¢ " L S 4 H
i) 5 o i if P % i F
= s SRR =i L R ; &
= 2 = % %, 2 & O &
= F o = = ] s
o~ v S ~ i -
el d? P B - B Lol HE
L e Bl Lk ur T
<= 0o WS f48 ]
ko LS Y 45 i
G DWA QT RS -
. O

7 = =
- PN e
Pk 5
Himn w4

.un» H

mbuiatory Sur
Y

Daductibie for ho

rasider

g
Aot
&
-

When



o

i

Fatal

L gt
it monk
7 Bz

3
+

X

H

I

[
SR

- 553
o T
h

o7

F i
e
Loy

S LT
e

3 i g
HRH

o,
=

e
LR

¢

g

f

el

Foray B Lad

e

ok

o

W=

T

E

% RER

T £ A
o ol

?

b

et

ulali ks

B
EURM

1R

foiaesy
Xt

;

wid By

Bt

i

u B Dopupationg

sivat Hindinke

2
M

4.

T

ey

irfrd

2o

Ee

" P

o AT

T

Mo
Lr

IS

5

1%

ST
i
e

4

2

Gy b

STVEHIAN

o2
2

o

Lalati)
w0

paef o BiBK

3t

R

o

Lz

7w

&

4
K

e 4

i
¢

It

‘

&

MR

PR T

Rt
Pyl

(s

53

t

Rk

bH

e
3



w-(:a;:ay _ ?Jis’zwi:sf Gy’

Crgan &’E‘*:‘v,aw Trangpt
5 (‘:‘ :e QFM? s a‘ﬁ ;
#a Denfor of F zgzazif 6 L
3 E{ [3 n Nt say

Ny ooty (faruntibly vaved)

-1
R

1t Jor Lyf".;’y.: e

?eaaf :’ ¢ 7 vk

atic ravie, 5 s’ﬂey?y
zm!y for peorbid shesity,
Contar of Expeiliss

';, sEriCES ) pennecion with m
; i sy for m

Y RETE i3 2

fo 3 15 arsondt sfr &mrf forg a'!gfw: v,

frifist surgery & ong fa.’ﬂwm,; yishE ohe companig s
sranporiation o & o COE friffed o 8130 osrsontdlp
fop @ briog Foitial sorgery & oos Pliveug visll

hodel forspmbar éz ung cormpandon Sled 6 onie oo
detiie cooupanny 4 $100ey for 24 ‘9;:«;5!*- of 48
riedinally nenssnary, fn pro-surginal & feltvwup
s3f I
p

huiad § :z;f D SERPENGS frdend 10 06 mam s:;wfﬂ@
conpancy & SO0y o duralion of ripmliet’s infilal
;m,v:y 5.%3; for 4 fuys ofhor rogsonnble oxpenses
firnitad to $2hrdayinersan for 4 dapsin)

i &t f»-*z,.. i



Hamber

vy e
E\-' o RN

or Marvous Dleorders and Bulbsisnas Abams
nvsg__rn "r\{.:‘

Faofity-Daned e feuldes! iz ;,fﬂcsz??r-"ﬁ‘“f‘t 2N B 0w+ #% S

waiged By &"'ﬁ&b‘”ﬁ s sediss fnnat Brded i S000M
B et phaaician sty H% i
Txagatiant Gars
B Favi % 5%

st iTranafit Smifed o FECGHS

[ Ien
e

in Summary of Bonelin ix 2 bvlef revien of Denafle, Once evolisd, membars will recelvs a Comidned Es-‘ changg of Toveresgse and
Eé:sm eyurs Fovm, which ausdaing the evohimions and limitations, a2 voll a8 the ol rengs of Sovord setyices of the plan,
F dtai.



REHEHD

Lo

£ i 0

Al

t s

Lo

PRHCR

Gy Gt

4]

s
i IR

BT
L
TG

S

e

g

ey

Dhpipres
Thg

Ky

i

SR

HRR e

L S0

el

LRI EE

oo L 1







h

PG Benefils m_

i

{8

i

It
1
B

4 sad
SE
o

i

& H
: 2 :
- B B

=1 i H

e 33

et
st
=
bl
3 ™)
P e & )
& HE»E = 3
ERTI s I ox
wom W 1) s
R 4 &
=TT o A
< 0T A Eay =
o B F &
¥, R Wl K
=L ]

TN
Lot _5{(!

;

S

‘} n
LR

e At
P
AER?
st

¥
‘

<

4

t

£

o

Lumenos? Health Bavings Aocount (HEBA)

o
]
—
Loy
Rk
Bl bl
o 5 =
= @ @ o
mz.w e JEE % w
Lha = b =2 P ny
N RasNE SeE = | 5 e
= i % :
ok St = n«um ! > ,M
e - i T~ : ot =
Fooo g JEC I rm & : & b=
SN E cgggasd T W
i P B s A = ;
R = = BE 2338 ”. i
) = 4 o g TR oo R '
A & £ 2E ymad |
= —_— & % B k& : kY
ﬁw u.vzf% 2 - m\. ﬂ umw o @ &
£5% o @ o el i : 3§
3 ¥ @ = ; 5y -t
£ H SR Se B = £ 53
ﬁw M A O Gy o) 3 3
B G S 2s & . i
R 5 & ¥
] :
-~

G5

3
% N
e B bag
=3 B ) .
= i oo 33 ;2
& B 3 oo o 8
g T o oh o = -
- =z g oy [
e [y OB ow N RE)
B & 51 Ay
SgEd = 3 =
SERE 5 :

9K
{

ki Lings
i

i

NN

serOoE

7
o

28

i1

o

FLFIEE

i

4

oLl

onnf M
axh

30 unds
&

&
Rieeed b o
ERE o Lo
: & P
LE & 0 g
e Tx o (93 e

IR el & R
: : b S
i 2 5] =

TRLE i3 0 S



e D
e

e
RIS

oy,

HESEieS

AT

Y0 4

£

DR




-

f

o respansi
$5 %

& i : :
b H H ;
=T & H H :
sax i :
N i :
.28 i ¢
B i :
TR AL H :
; TS W H :
' g o) H 2
s F RS H :
vy . e -~ 4 B
[ A H H ol
L B o H [l <y o
HE e i RoAT iy H ¥ (X F]
PR i ;
- " i H i |
e : t : : ol
G w A, 5
LR G : : : a
- . L . 0
i H H s : St
ey @ : i | 5 o =
& 85 H i : <3 } o> S
: : i — pd =
T i ; : A
=3 : H '
H et H H ]
LRy T : H '
R : £ :
T s : i :
[ : i
B : : :
Eox : i
iy H :
m T b P s o G
: z= : = H RO b ;
: P oo I [reger [ IR
' - ; st H Pt ot ymm i
: : H !
: : i i
: 4 H :
: : H |
: : H |
: : B i
: : H i
H H H | o
i : H A
H H H H £ Ner
: ; i | s F
: : i : toes
' : £ i ot 3
i : : e R
H : R D one g
t r i - CE S S Mn_
: 2k = e BET R
- 1 e Hoa e d
H " 5 B & i 8
: = B g E
s ] Cs =@
; o« & [S RN )

.
/

o ob
W

2R 1B

by & o wu
& & = - &
% L = o s
Y 8 % 2
& . & ] =
o G S L 2. B e
B 3 Eea 3 &
e e 3L ea ,,
i 2N . e X Do) NS .
: o= 2 ,..,,w ® R & 3 2 b3 H b
: B R o
= e 5o & -z T PR
AR : ...w I : 'Y ‘3 : wm
L o :
s E £ 5 o & T ¥ 2 &
) -m bit] b : o w...w Mm LT : w.w..
% Sy ED : R g w 3 E
HERIE Y m 5 EHE ; z &
5 Fel £ o : 230y & 2 5 &
B PR : oW gl - 3 an
TR Dogr pE : TN e &N 33 iR B
RiERLES m G B s & £ 2 £
SN : g g 5 4 g
S R C R £ & =3
BIE oo : & L 3
2i45 H : L ) -
TiEcEIE = ! P b 8 o
s o - BTN H Do & L P
[N P S 1 : B Al wh &

Tee
Prey
»




&b ey S i
% I & ;
T w : : i i
A : : a5 ;
: : : i !
o T : H gt B
o : : i o W
o o : H a2 & ;
pER-E : gk ] :
o mm, : A2 et ;
o : : T E '
S : E5 = ;
K : b B
& : T g
£ : = =
(R s : w2 i s e o 2
N .D_.n . [ H o oy R »...m. 3 e um
o e i H [} i) s T -
A5 o : il aiu [ PRy
= = =2
; £ o .
- s et
: e W
Tad Eibly
: R e}

RY
=Y
o

S -
H = 3 <% i}
: B - ! B
H = =2 L P
: - £ ) s
H 230 B LR -
: By % L o
! i , i W :
: B omnid & R R
: s 5 e ik \w =
: o E 4
: [ i T
: L E oo =
: o 4 0 S T
: o S [P e
: G R TR vr
B s " L o TS
: B : i Y o
: b it i B
D o
HE

55 : :
i £ o P
L B : o Q O
LA S g A % E -
: 3 oW 3. :
e 3 L5 B i L
L H g bl & =
B e o HOR Sy & -
e D oas T 2 S LI
g2, CE B E e pEw G ik
e A Dl AR N ARTLS ) Py AR Ao AOIEE




4
3

clers!

¢

.

1o Rafii

S

S & & e =5

fn Y P £ i e

3 R L2 = o3 53
- N T — i

& & e o3

i
s
&
L
it
o

Praser

i

iH
oy Tor Bl

ONE EF Ve

r.w i iz
..... . i 3

) P e, o
P G = e ke

3
£
%
3
acelvs g Cartifionte of ingurancs,

of
B
3B
i
Honep
Lo,
At
ppt

& A

5
B
e
Tt
»
-
»
5.
b
;_
2

o
=
2
: Sl 3 X &
P B 5 & e
[ ] T = Qo o=
s : - > s
ige oyl . A2 i - W
Ry e [aed ] by o wow
PR 2 &= i = N
Fovgi g S i 5 5 5
e 3 e ; 2 = = 3 b
; ey . 5 w £ @
2ok 3 e 2 = 2o
8. M“” : & LMH W 3 k= S =%
i : a2 B = A o &
& Y m = E = 5 = 2 3
B ian =) ”W = £y o . 8 £ 32
&S & o - i e : el B 2
P B e oy | ;o & : £ w5 g 3 B
& OO Lo r L & o 93 R+
B L P A w13 B =3 o3 & S il
Tl g a0 & D B we 92 W g O
= : 3 mEES gL @ 8 &
o : : e ©on 5.5 4 = 2
i ” : W & FosE et 2o
= : ; o3 28T 5 R e Pl
pd : ; =~ 5 Lo = R ] &=
4 e 5 L m Fx e 2 TaE= oW
ball = : o : . w ol - Lk G Rl e &
o % 3 Lg : & L £ e B ER &~
e o v : No : v, - O gs & - o N h;” W
i D P 4 : A3 : = @ ﬁ = = = m: o & o= o3
B & i : a2 F- - a2 P LB R E i oam
o= £ : > S S g uE L = & 2t
5l L - : ES ; w . . < s s o 22
83 23 & F = o o2 & & & 3
2o i =B o & ~i 8 & = = w ¥ o8
e AR 8B £ R = & I o L
= R e D 5 P i e o oy o SOy wo
EEX = s E & 9 g =3 S & &= g
HEOR ] o pig] & Siz ky e a O e e T3
: . == o : & — o =g TR gt
: TE I R W . e oot £ s kg
&3 g2 B g & = g 2 3
w R 5 = 5 a & &= = & s
o3 ¥® oy > & e = =
=2 - o £ i g % & £
3y 2 P = o = e 3 mw B gl
— ® o 2 o T i o N L] G o
[ LTI R o fa B i 4
oo E 2 o 2 A - B oo s o b3
b= I 5o e O Yo Eh) : & o b & L2
o e g ! > e ! s : 3 s Pl e o
i B el w SR B D o = Fa &
o wy W .w.um % N!Lmnw” e W o . m,u S.Nw
e " e vy iy ! Pt T St - ",
H L A ey B i D AR T T ) e
m : 2R - = -y .Mw : %,w.w DER I w2 w E & = %
i =5 & o = BB 5 it = P
[« 3 o & = FERD BEE B U T B o
= 2 H 25 K ZE L BB & o & gy
3 >E & £y =m gy 0F wEA B 3
& REE .58 B _SE my et - £ 5 £
WA | £ & om o 2 UoBeEBi8g frmes 210 2 5 & > e
& § 8 o B o HeBigs SR R 2 - 5 & e
2 : oI R U S S G O i S R i S e ¥ s g s
w E e Dk L OE £ % 23 % = N &
o SR 5O om RS &V om S8R O 5T £5 e e
-~ P 5 e N i ot £z b = TSI 2 oy o 2 T W
pree Lo &R I S S -3 B PRiving ;! The ey
& ol TR Sl o B . 1 o e B - o = £ 3
o W wmoH oW Ry R ko R e ] 2 2.
. R A ey R R m oty E = 53 1 B o=
0o w & Ww HOoEoeamiex B oF &£ e B R 5 = = =
W E T 12 o i b b C 4R 1 e | e . o Lo Zan L e 3 -
¥ WA G E SR LR S B3R X S GEE GBS OGS Wy
2 PE ' d - o &
L) ; -

iF
5
4
kS
%
b
%
w
¥
B
&
im
S
i
»






LUMEnns Plan - Duchusions and Limils

Siak Tl

WHETREAE

B L L

LRI
it ot Tag cpepownd g

sty R RIA,

heiineny e

Wit g
44 H

HE HOERtoy,

b

WG o

N PP WY
i s R s i

£y L

Sdion. i SHTH
LIRS The






-

Ey

wifryp By &

v g

FEoela

i

i anrihor

ric

FEH

Fit i

i

i

LA

FRINEARGEY
o '}a'(:‘r‘ B

k2

T,

7S nuEeed i

75

Fors

SEEE S ERL

£k

o

o g

if

-
H

ra o | e ow

i

1wy

nLeks

lare

3

1A Countyof T

N
o,
%o
O
L+
=
oo
W
Se
S
%
LE
-
wa

@y e v

ey oad sieraiiees

[
[14

i

Yen,
3
-
e g
%3
&
&h
el EH
.i’:.é'
0w
""‘,:E =
SEom
k4

da

[

T

v

30

Hpwd s

x

ption Benet

o

Presc

-
-

oo
Lol
S e
A
o L":‘:
i Ly
[oN .
3 E
ol
A
S
b
i

L
e
WA
S
e B
wh P
oo W
D3 >
% ooy
vy e
AR c{,-'
o
FOE b
= o
oy M
PR N
I

FETETET

iy st T

B

T SR

2

rpnge i

IS Y SOROEE £

Wk of

2
bied

A

39

I
3

SO EEY

H

ET

ayoent

DELEG O G

Doy 3

aanen

Fas

EatE

I

3

TR

W

EmpiRy Health Member Services

SEELE

TR I-EEE-S0

35

FEAGETA

pr




S




HEY

EH

it

&

Y

a1 o R By T g B M L woan
e S T PR “ w2 ¥
2 o o & W B oh B R owR b E T %
; 2 5oaoeh SOOI+ I+ N i s &
R o gL e o o B o - o L
5 2 PR E . OGP e L EA N i wee TSR
3 = B RO 5 E® TS o TUE o
i i TR frgie Lom gon .8 b 2 it Lo
o byl o B R F e VR un B oW # & ® i oo
w : Ewm oy roy oy, € & ke 3 3 &
& & e ¥ o SR R B B Haon
o e b H P A e Jui
2 z ] SR R AR A SR T R P B i oo
b ! -~ R-CRR-L L e T n g #owy 2 N
7 IR A v 5 BoR FE ; ol -
s Z % B w5 o ke 20 & “ b n o oe
JON i & Fomom o {:., o . [~ o ',:; o
o E SR Mo BB " w2 & " (SO L
A I R e N A & 3 T 4y
bt I TP S woE 2 ?(;.{ - e 5 4 : oM
L R A - s roan T Bea oo
Ehs U g WoaE g i w ETEgy
O R 94' SRR B
o BoORE Y R - e TSR E"_E,
SR EE LA cEE w3 & 2 idey
Err L S A ; = g R
# &, wE P o o B L 5 B G om
H H S B ohe A ) ooom ol XA
i TR LR w5 = o Sl
bk o oo L . o & i o
e . R A A s EE I {S " i 9% '1:
o 5 £oEEE oy o % Eooo B & o
oom woo PR ETSE S Bk ow o= & ] :
wOE oo P S M- Wocgkom Hop o o G
& E = A m R A Y W D E o ES R SR < S B
. b NN SR Y % S5cge ot Tl o A %
k& £ g 5 WO E G N I A A I T B
&= g & woEOHMRE . F e ¥R F oog 439 =
. RN wpow X oy ohy A woEn F it
o B @ A coE Taaw ¥ BUade 0 FoE g B R G & i
R om T e g dE R o P 008w oo E 3 oG & =
[ e e WG omoonr oo S R : W ™ W
oo 5 - 3O 95 oW B on H o w 20w 20 e e
ez e Men Cme B Tur At B T o] b pey ar . e 7
on : g R & C LT I~ P I S T fa oo M B - bl
Ar o E i B om E R B oa S W & oF o B HOE R O o i el
. . Ey wom Ay E Y . . A bl P Er A ? ‘
S T O A R - B E g wo B o o % i
R OE o EEL Lo R oy owHW AT @y W R o b ow EoN & 5
BoE oo R D Ry 2N LR U e BUWOL 2ol 2w b E oy 2o £
o R - o &’“ PR o4 & :":’ o w é‘g e ;_‘ & S e w2 vt g e O ﬂ:
A M Py b o - H T o il F Poogr Ul
£ o Fo AR eooE SO B D B e a B W oo Mo BOE ow
Lo owow o w 5 2 3 5 by Box oo Y oE oA
EARN I I o PG omE OB ¥ OB on oo F = A
- P eI % b ok EC S % [ I
B oE G nors o PR o= & W e ) 3 oy i
3 i ? B W o S e YT 2 b= g I It
. BoGoTh - L TR oA m 8oz = FOE
v o s L PO A B T O o
Yoz AR ISP VIR T OB s & F = we i B
s & o~ um L A & 7 i
=
3 b &
o

3

Wi Of e
7
+

3
i

]

2

L
n
fig
£
g
X
Feug

B
Bin
b
G
i
&
e

ZE 55 O B
= . & A oL
L A HE =Y
‘,)_.:: oy - o ?S
oo Ny moa
ol e o7
& L
o s
G o
PRrEES EEE
TE -
g o
hy 5 o
.g:: [ b
E s
EN < ?3
o Q":: A
e P e
e M Y
% = E
o 5
E" ooy
A P R
V‘J.! i rh 42
pie N o i)
Sre n L
Zond e
R TS
s ;o
gt & fe e
' ALE
W T e
o P
W R L3N
P o
oy Eaa
P =
i = B
- U Jat "
o
i
[
L G
PO+
i

H
A

%
Y0
i

e
(R I

)
W

DY R

A 1243

R

e Lo

& [T

et e

3 & ow

o wo
R B 2 e
S Wi o500






Digclosere Fovm
ERGETE SIVIACOUNTY GF TULARE
Principal Beanefits for

Kaiser Permansnis ”E'ﬁdé%%*maﬁ Plan §3/1/18-12/31/18)

ndfsthered hoaith plan™ wnder the Patien: Protection and affordsbee Cire Aok i vou hies quesions

Health
about g
_,i‘cc-:uml i ion Pcrwss

fan befioves s

i our Bember Servios Con

""" e

T Accusmid 248 {osfendar yearl

8-l Potker

R R,

For Zondt

thes rpsk ol the Acpurmintion

T W DL Ay By Iere Cost Sk

= 2l hpp

T Eawsty Cowirs
ach Membey in 3 Far

:',; uf t,-v(, of mar:

3T
o

Amountz Per Scrumtation Periad

S;,Ef-» E*g Covirage

{z Farsiby of one Mamber?

oy
) oy
;Q'
Q.
.’3

Yoo Pay

Srofesslonst Sorvoes [Pla - ;
SYLTRREing Al 3 {#1s . ST R PRTVRELRPP LI

PR PSS ARAS AR,

eﬁ:::‘:: 3 i mest Hon-Physicisn Sns

et 525 pervis
SRR {' 25 peiag
PRI |\l I o g T3 271

i e @it 31413 TP UTOTOUURPRUPOPUPIOPIN & 7k = 11
;;iamir:gc Nyt } e taaninnan vssenn s mrnsnannsrrnshaes e A rée vhigs pa

o e

SOV UOURIUU /o ' FCH - 1
RO SPPOOR 4. L Y 614

OO OO SRR 2. + 1 4 111

Lutpi Yo Pay

Crstpatis writ e inin .f:f?w wubnatient

FORTIHEY

Ty LR

Mo charge

2ryines Yo Pay

ARTOURPNUOUOTUIPRIS ¥ 46 L R4 s T 7

You Fay

e A A DDA AN DA DD SR RAEN, 1.

ELLLPEELYXEE)

Laverage
AR

sry gl

RIS A4

S aa et
BTG Y L

LR U L e s R RRVLEPRRERERLESRRRE Y




A e




Dingiosurs Form

ZERETR BRAACCOUNTY OF BULARE

Principat Senality for
Kaiser Parmanents Doductible MO Plan (2717383273818

Beearpdsiing Perind

AR LA,

12538 nalends

Vhe Accunmdad

oy this pis

Guti-Focoat Maxtmurnis] and Daduciivleds)

For Servicas @et apniy 4
have rench i
For Seryions

Acoam .,,qt o

R Ascurmutation Peried onoe you

i Deductible, v raush g for povered Service
i A you make toward your ge

sublest to the P
oo w you resch the

W

fed during thae
spply o the Plan G-

$am55 LONEIBER
by ’}wa G 0TS

3 Seif-Onky Coverage
Aty Pey Avturntdatiog Perhnd ¢ agF

= dorsny angy)
.'3‘ ct:aie daesn's, afm-‘;,

;‘- .). ixp

1SR Lot -:r:<‘,m$1 2-“sr%u:=§<5$;‘.ne§=-w-‘ YRR OBIIS e
Vi SRR (s .,_fag EEITCIINET ot crrren e e s ena asenres
SRS BEBIIE oot oo e et s e n e rae e rr s
-Mh,a":.‘na b

Heediil g

[$lix

?nji.‘* t’%“‘? Vi
aelisckinda m*-ﬁsr-. i’ Bty

(A6

T PO YOI UPURORIPURRPIPII Tt 34t

oy

E TR CRN RS VAV #1544

Yo Py
e SRS . et

LR SR s s e e SO COIDELYEN

,a:si! x}r—;tc. fIESES 2%

e

o~

HMoupitaization Serdoes ) Vemg Py

R b b DS A A AN

e atres Mo Doduntibie

Ragnn s boaisd, surgeny, anenhesis Rays, ory ThtE. &

Era v:}g_&:wy Hoalin f:-.':'w&r;‘sg-.“:

i N A N P i S O S S S S 3 - e P e P O O P s OO TP P P P

Bt

far inpaiieat

wilane e Bervices Wiy fra
& €& 5]
e

SO LT Y SRR L L LR LY EEEEERERE NN RRNELL RN LR FEE)

e BAEU pey thp sitey Plan Deductible

v Bre i

Hratior hevy

Vou Pay

e e R e T e L L DD I P D DPPD DD BB IS N R A DR P R

¥ .’::"uf it

i
n't

e

5 Deduriifie guesnt

)2
’n
&
=
<
B
a1
=




< 2t % Pian Pharmany e

P T R o e

it Sot [
r Dediectitle doenn T anniy;

R
st apnhn

o

Raniyinie e

L e

Traductinte

Sarcia

SHrite

EIE

e




Rinclosure Fonm

38188 BIVIA-COUNTY OF TULARE

Frincing! Benefits for
é‘é&smr Mfmamma Mmm mﬁ%?zmg

HMO) with Part D (1/4/18--12i31118)

8$3

%‘w‘ﬁr %@rv icas sublect ‘ia iha readrrm, you will not pay any mors Uost Shave for the rest of the salendar
year if the Copayments and Coinsurance you pay for those Services add up to one of the following
gmounts:

For any one Member $1.500 per calandsy yoar

?\:‘E%ﬁ Primary Cars Vi

%ﬁmt ?"hyszc:; aﬁ &wzﬁ:*a;se* xfi%i”’?g . A RUITOSUI 3&‘5& ;zer vssﬁi
Annual Wellness visit and the “Weémmg m ?xﬁﬁi{ﬁ.f;&% praventive

visil.. RSP ST OPPURUREUSUSRUNU L& J v 4 T= 1<
?wwm ph PEICEH é mmma e e MO hargE
Routine ove axams with » §~’§ an Q;}tmmeirssﬁ e Ea it e vorenees P15 per vigi
Urgant care consullations, svaluations, and brealment ... v $15 per visit
Fhysical, ocoupstionsl, end speeach therapy oe B1E per visH

Cnstpatiend surgery and cortaln other oulpelient provedures ... 515 per procedure
Alwrgy Injestions (nohuding sllergy a;f»r--"n} revera e r i e s pEF visiE

Mot immmunizations (ncuding the vacsinglb .o, N0 charge
biost Korays and if-i',ovza‘v:wy BEEE i s, N0 SRBTGE
Marial mani ;;J?t--m— of e S0 e §15 per visht

$200 per admission

gumam‘;s&s:
hMost generic Hams . e s s s e DD for up 0 @ 100-day supply
Mm* rand-name | s‘m“% B25 %@;’ bg Lo & =$i§ -Gy %m;ﬁi}f

Jm'mrad ;rar; mmmr% @uu prz mi; feoar f*:z;rfmw* v e S8} pERCENL DOIMBLEANCE

$2300 per admission
318 per visil
B7 par visit




i ,.aasﬂefwggwmﬂg'g.«s{
irsf’m et detonification . ..
individaal oulpationt "Lm:i:mm LGS i:i‘“ arder aviiiug 2:-&"2 »ir‘-“i
trambyenrd

e g Ca

st ,s:; & iz

B3 E.::-' S .ﬂ.-:-:-:-t".-:ﬁ”f"‘

ﬁ"-«-&“‘ ioraes nye sw
z*g; acifty care {up b Y00 davs per beneh period) L
wé L—?’Uc» triatin :zs*; i *;r'?’a:": i e

BTG e e f ’”&"hﬂ:‘?"i {30 musfaf 3

o “r'i‘-:zz H
on, ;45'9553 5 s'etﬁ? s the




SN g IO LTINS

: HE 11 .
R & oo
: P el =
o bt ) Fst 57y
id K = e I B L
pEE - = el = @ P
: K o SR = !
: : 3 = oL @ ¥ g 072
kS, St o e #F a 2 . = ] go A 84 o
= .mw.”.a{, i &5 o &y o < e i 2 B & Py M Ny
n e o o o : o e -~ - = R s W =2 i
o Tl o] foe ESy ah & P ey ﬁ.N E = o Ui wid
p o S + (4] Y = A Pyl = b
P S B e D E s 0 & ey
S 2 L o Py & & P
R & S s RiaE 4 w
P pr D o e | eI E . VLIS
3 EaE ey o VI A o o
(. i i3 H fg i
a o : : ) P o el
& g ; = oG Q wi L@
L o o p4cy . 4
s Shigs o3 Sl b
% - R
s - PR ) b
£ R &) oy
o % B
-3 - el e H B e <
ui e ke .
=~ At A
1y B 5
. B s =4
¢ & 5 oigE ™
kS E Sl 8 w o
. B = &R & = i
Lid i % & =} = s
: 3 s w = W Lo
& & WW. ® &= it & w.n m
% o o= R £ox g d&  E :
e o 3 o B oS e 8 N oE w = P! Moy B
A L. P v " i 3 i~ i . Pl o & 1AL [ UYL
o £ 3 Ao o~ *
i o o <3 3 - ¥ ) D 2. e = Lo foy
- Q. it o oo — =~ & = e s
— [ > S = & s o R = = LLon Fol G
g = I 2o 58 g ome Wy .
- R g T coF® BB OE :
“ 3 = 3 o > i 2k TEY =
- S8 o 5 oz s0R =z
_HM o o3 £ o B 2 ki : m o Eex] &
v ry b 4 o s =
= oo B 2 wt e E &
. 2 8 & 3 o B o B H
. FzOE X & HF = = a
8] % SR L3 & 3
Z = &4 : s i
N - & g b
i [e G
r,m w © o5 Y
s -
Py My i
= an Ty %
e K 3w e
& @ o A :
i - PRV w3
SR 2 : o e cow 8y T
o w3 : s o S or = ory o
£ = : & e 3 - o 3
5] Y : o B Mm o w3 W oot &
w3 s = : - B = o W B e ~
& B e : - u = = @ 2 = & ;
hnt w0 & : : e X A2 T e M
& W a B : : Y mma.wn &ﬂw p MMW,. n:wmwmam.
i : il ; : mo= w on 3
% ® s o o : oy Do w B oE e wr S U i ™
s PR ~ D, 3 I [+ el e
¥ & a 3 b L e a moa & = @ oda 5 R
& S 5 25 g = PO - SR Ew 8 oo
= = B ¢ 8 - e I SN S TLBg o
o 2 W Fa 4 B &
k B8 2 g amwn b L EH K ol A i
fhieg ey R oAy i : R e Ny = 3 -
& ST W2 Fai¥i FERaw o 2T 837
E = =B AR i | o 3 beszw O :
“““ ; ] a e B 2EsSE s % s8EE B 5
a4 SO S SRR rEeh $ oo
e SRR 2 0 S8 a0 0







ROHEDULE A
Diggoription of Benetits und Uopaymenis

;&:

The Benelity shown beiow are ;c’erf"ﬁma.é g3 deemed anproprisis by the altending Contract Dantisl subjact o tha bmitet r:rs ar'-'.é
exchisions of the Program, Plosse refes o Srhedy iy 8 fo Yurthar chwifiogtion of Bonalits, Envelisns shnubd diaty e
i with thalr Cordract O s?.af prior i servioes being randeted.

Thnt that app

HT S o ikw Badtatare WA Program
,snd' 'r'4 im’f i‘n i)t?”:'ﬂitl. ; ',

sapyright by the
..t‘zwa!tt,.aib; uhawm f‘i?u ma:iw erasthilfons. $ich
saverad praedurgs i pomphance with Inderat

ERRLETE
AYE

DO1EG ?earirdizz el gvabsation - ¢ OSSR CUURI PO PUPIORTIIE & LR el
E3i140 tadd oval avaduntiog - ea et e et be rpes mi"‘ &t

# fﬁmi syaisaton for 8 natie ey hr‘ o yaars of & s.':@ arvd sounsHe w;z? pﬁm j f*amgwe'r O & Lo 431
Comprahensive orsl svalustion - a‘: s antbienEd DRANT e e er e ecnns PO LI

sedafind and extensive e~ m abdar forusad, b; e o AU PRDUPRPRPURPR -1+ 3 4+ 13
tg-gyaiintion - Hmited, sed {esleblizhed pafient) not poshopsrg éu T O ?
wauphiakion - poshon

e
o)

T T
s
L]
1

5

hred
&
2

P T R L LT R R AL R R R AT A

raprehensive petiod {‘i’.,mﬁ a%uatéan - e o eatabdiehied patlent Lo e e

Ry UY Uy U3 U3
g

[ ]
"
pracie B e
ad
i
x

e,
TBE O
':3':31 (} Sti‘e&‘%’ ';"q (}f b’iie 1?. B R R L R T e e R N R R AR AR ”OS?‘

§

po
v
Pot

]

N

gt -wrsai - GO 3*3 fa ?;'*fi‘szs of 'aziiaf':ap?z“‘ Emag &% - ,"m fadd fn 1 warips avely B2 moethE e
rirgorat - pataniosl ;

2

bocl
b
T
b
k]

e N T L R N L L L T L N T P TR

L0230 Intrsorst - ?."’Wircili'"):’?é waeh gf'ep%d“ BEFSIE 1o ivevunnsesy rmes sonsmimsn o es poarnn sprans gesanzenemebeneessans sere HGE BB
. ,

Wl

5
:
f
i

&

]

& 3
s

niraarsl ~ ooz

E:;‘x “:*orai ~ 2l pz*’{;;ﬁ-a?éan r‘:.:f:i%r.ﬂg;rﬁ;ﬁ’ws i agf) ('?'"',‘d':ﬁ wsing & 8y )E% ma“y 0 Eu'zif M soune :3%' BBt e, MG

kA

o

g
NN
AR

L R R D e L

p

¥
Ea
N

T F;:ﬁ; :g ; £ et e ke g e A v e r i wr e are .
DHETz  Biewlngs - beo radiographi Emegas

DOZ7S Bilewings Bwes m g _
D74 Bitewings - four radicgrenhic meges - wf-f*@rj tn F serigs ¢ m:y B InORIRE e et e s v an e B
COZYT orbomt BEewIngs - 7 10 5 radiomiamitie IIMIIES e e et s e e e b e et vease s (4 ¢
0415 Collagtion of microon mismrs o oufture e Bensilvily L i e s e 185 D08E
045 ’im:f; ] -; FB0E p?;b:

t:
kS

i
s
wi

&=
fucs
~—
-
o
%
=

‘‘‘‘‘ PRI Y
nire £

P L E i R R T N LT R RS

ior zwd HEIEE R fé.,r- of writien report - avaiabla only whes

relngtion, pregaral

BO4YZ Acomssion of lissue, gross

performed in confunciion wﬁ‘fu 2 povernd T VU OV PN OPUPUPUPIUPUPIPTOTPPUIPIPORP 1) i ¢f: 11
L0473 Aocassion of issus, gross and mior ras;r:r*p.,,( gzarmingtion _r; pam'z" rid trapsrnission of witien raport -

syaibalin only when pedprmed I confunotlon with & covaered Biopsy oo

3, gross and micrs } v, nciuding assessment o ot =q;s- f
i s fransmiasion of wiiten fe%‘)ﬁ"? . avm:«}i'!@ anfy whan perfformed i conful

Y f;‘aw:; sif a5 mz‘:rz?. and fif}.,_Jmmtaa‘fo w;‘x?‘ firueli fi of v righ - ;‘ ;‘m cirliciran jt" A za 1 avary ¥
sroant s Ao ,a"*at'. iF eﬂi o 9%:’?&9}? :’5{;&? di
. crr - P PPN 14 S 0 124
smant anid doourmentstion, w;th @ f:rwﬁ i i 5‘(/ »r‘?wf{?‘n g 3 P'»? f‘;3, i ayary

ingnosic m'a{;ezja::’ea, wy yeport - Inchudas offios m,:r, F;@: visd fin stdition 6 other sandees) ..., Mo Dogt

TG Prophyviaxds ofessimg - sl - T par 8 ool Serod
P Addifional prophviaxis closrdng - athif fwithin the 8 monlle pering} L

a5 A 4
L G




.«-:rf%}% -«-«.:- ; 3 A%‘%‘.

nghior aonirat of ¢

arud pniyen e
;s

Mo st

L L L LY

o

« paarraan

i

1)

Rk

N ."'.,\S.:.

mabizingr - fesd - OSSP (& R 44
semdeviminey « rnovebin o ondlaty "
Zavaose mnintsiney o removabds - Bateral L
DHEED  Feecgrmand o vb-bonad s ropntanEy L e e
PITESE Plesmurcat of feed spas manlnings L o s
SR ﬁﬁ?«'- 3 Hi BESTOHATIVE

{ aoihegives g Renbg

SRy rows i i

A

R

A £ >~rf e

AT R

PRl

s f f}? SRS

f2at
5 X

ey

2,
EaTIE

> E‘J}‘-’\
o oo
.Ega::-*t L one r-na:,s;'?'wea e

o« DAt

WHINEEY L. e e e B Tt
.:ri;-‘;.f;f;s SOEETY 07
E SRR, BTSN L e e e e
SFFENEE, WA 0 e it i e e et m et e e e e e e e e enae e PR

i surfanms or

SRS

e

AariEdor L .
murfacn, posh
SRR,

% gutlanes,

TG - D S . . . e .
rania - thras or . TN ,

:”;21»%/
DERaT

3 /’
3
g«".«- S 22 R



ETAZ

RYAEE]
DE782
DETaG
oEen
LTt
HETRZ
fﬁ? 7 ‘34

Dz 93?
{zias

DZ‘:}%E
st
DEnss
Byt
Laah

£
D or
g
[ S
&

R R
L]
e
@
~3

0
-4

.

W FRIEH

2L
€
@
I

N
Loy
el
e
S

PRt e

Drosen - S rosinebaned SOrmDemile (BT L i s e e it e e SR re LG
e - raniy wain !:--j‘ R T - ¥ R P U U PUPP
Crvsaen - rasin wiln peec ,mzrsaméy b& T2 O S PP

Oroswn ~ teEin w:-?: achde el
O RN T e e B 4 £ S I SR
Trtwmies ~ pospoionins fused fo bl nobis matBl® e e e e s e s s
Crown - poosisin fused o prethaninardy Be5e malsl L i i e e
Crowe « poroehsn Tuead 10 NODIE IMEIBL | i i e it s s o e e v e L e e
i‘-"w"'- - 3 onut hgh nbE FEBTEL L s st
s} pradominanty base mam. S U ORI

L L R I Ll L L T R e

?
5
¢
o
n

A:)ur,-:,‘(:(‘l)u-,--/-:.x(.1‘.-4-7-(11)v)-"vﬂu()v_xl'.-r--fvx‘.v'y.vti'-"l‘\(vv\w':xfn?»f\dﬁ-lnfvﬁ*-“wﬂw"l'\d"-"-‘\f""

firawzz R v Y 1L e N P S O PSP
R R R Tt 1Lt T

.,.war* -« sl cest ~mc§nm ant!}; B THEIEE Lovirnrs vt irurs v s mnr s s vmn s cm s res ae ety e r e st e
H

Ra»ar :mi oy re- nmJ 3,5555 r;i& enaer of partial coverags ..".,:s"%:ai*i*aﬁ
Fawaarment or re-lond indirecty s'absicai&ai or prefabricaled post 800 GBI oo o i e
FEaaramianh OF PE-BOE BROWI ot ime e o Ch i aE tE S aa s s ra s YA K E ARG BB R AL YA a g e e
Faatmohrsent of toolh fragment, inclaal evdgs of UBp JBRONGIT i e e e
Prafatics i o3 pornelain/oeramic Srow - pIERETY W00Hh  BRIEION L i e
Prafaudouing sialniets stesl crowr - primmry 100 L oo oo i
vmfabf’cai 2 sinlniess stend crowrr ~ permanerd ool L
Profabricatad resh orown - anferior primsny lool oo

Fepiphricatad stalniess steel orown with rasin window - .smfe,zwr prffmar}' 1 R S

Ceisaedd eereaas

P TR

cimesEaesaTsrarsen e

R I TR T O L oir et srumus e s s e a ek pon o n oe oe s awn e mia e n e ee e ke s e e e £ a3 e s vt e hms A e Re PR A Lr CPan
Interim harapeutic rw‘%c*a%f ~ YTy o wm?m
Restorative undalion for an MOat reSorBlnn .. s s o s suser v s v e e g 5
o

{
T

o
]
f.;.

in relention - m‘r footh, in *dfidm o resis aiam : et ied seadean e
Posi snd cors in addilion o orown, ndirecly fsbriosted - e?wiafcrm caial ,.fm,,,csraa{m»

Each addtionsl indirectly fdbl.(‘ﬁ""é post - same tooth « noledes sonal pinea ’ﬁ;fac"ﬂr' ......... e
Prafebricaiad ;3&:3’:1 ang oore o addition to grown - Sare metal pasl intiides cars! preperalion s,

=

brivated m<f - Bt o -
st vangar {re "95;’3 §ami ate) - o
x frachire

‘--.
-~
o7
i

o
3
&
<
#
:
:

87
Ht3
e
e
o
W
£~
a3
P
e §
=
@

baw Mé’@ post ?e‘m;‘z..ﬂde;s c-amai "F’e’*s‘é’ﬁéfm’*
!

wivside « fimded & rapincement f'esfp;f:;'ﬁcmi soft slructurs loss dus 10 ceries

==
&
el

Earrwa‘w?wEa A Wy '..f??if%’{'f ‘":e f'-;pf’t. camen f;‘fs: ?iff}:e?n mo:r siruciure foss dus [o caries
G FEGRUPR L 0 fvsiaee o Fe RS ae e e e e s e e eeseaad e tasae e et e ey T e e e an anns v b
Le;béai a gEeEs '{ oroalsin iamL wbal - E'"*osawsy J:;:’m;@fj fir wae‘swmf ;:z of wgrsz?s:«)”z footh stoturg logs dus &3

Md Fiizd Ovﬁ‘f?u'i'sfs B COMBIUDT e oruan under g s"%'?g‘s prartisd dﬁmure fr»r{’wf FK e ear e e e
Trivan ?G}'}czii’ necossisied by restoraiive madarial BB Lo e e
inday repalr necessit tvaﬁ py ranorative material DB L e e s
by repalr necsssiinted by restorative matedal BIUIG L L e

Vgrgar repsin neceasiisted by restorativa ma

Fegin wviitrption of moiplent smooth awfacs lesions - mffed 0 parmapen? moly pugh spe TR Ll Ll b

Dash-asts 1 EMDODONTICS

Lano
e

‘} b1
PR ST
{IATHG
L3340

w3 {awat u:::acz T R et et et S T UL P S SO S P P S

[ T L L L R L L R R T T R R AT

B - %mwai of {;u:p :;cmrv" i the dentinocement ’«;E uncsion gzr:d

o crxns, Krve mrwe e - rsaniaf 2 xR . S S P
h HE I ] CUOHIETIEREIS « I i :-;C.‘lﬁ* sy 3’}.'%3! LA s dEiv’i?:G;ﬁsrT’-Gi-a T
, \

Y. pntarion, orimary ool fexch '*Ezw

§rastorationd oo
vt rstOraHONT L s o e G e

:
;
ceprhabin ot . psa‘-iario;‘, niivnsry ol (exohadin

““““ i';‘;‘;‘i" e i“::::."‘.‘ i '2‘;‘:’;’;" e e e i i L R e
7"'?.-.4.4-‘ i 0 AR ,sﬁf 2 S
boos

2
ff e Mf;f";'f .f.rs"f_,_-:g-:f_._. B

re buiidup, inchiding sny ping when reguired .
. R Tost

?\. &

{G-&f}éﬁ#&%&ﬁ’ﬁiﬁ}if‘@‘

b

3

]

La

EEK{K&X?‘Q‘I.

o]

P 0 O 0 0003
&

=]
L2
s

.‘,_..,“,.
SO0 D2 0D

e
fa)

B R
Fa

o

wi Gy n ova

gl

5
=

fEJ"”

feu ’3‘! ".‘.»
T

L]

[T it i )
[iste I e R
Lo Tue- S0 Js

3
P
&

o
i
o

&

[al )
@ @ o.
Fa & 2%

&2

2
il

i
[ 1
S

fo
<&

Mo Dost

Ll
LOR



DEEL Hood cansi - endindortln thargme anienor ool (e :' natinng L e e . IR 0 KA

DREEY Fowd caingf - ancodant

VRRHLS Mogd pansd - sociados
Ca333% Tromwaent of ool sgng B U S ORI+ AN ¥

G23EE mwompheis srvindontie :Aiftia?'ssd f?‘i?‘
D333 intesisd roog rapals of pu
GE3AE  Aedreatmeat of peavious r-;g:-i (‘as‘:-‘ﬂ Erany « BRI

BRY Hetreatment of prednas rool canad Dweran

L
o
e

i
W
i
el

Py

ERCEEE R

o
o

SR SR B SRR

SEEER Nefrestmant of prndous 'f_r:,i f;“wé s BE G0
RSt Anaxifivstiondsonie BELD
D82 Apewicsbrurecls i34

fancipling, 1sin s . BEAS

”

DE3ET Apepf \33’-’.{’1 i Ty s Hnclutes oo

pestorstions, (ool renaption, in $an
Dt Anicosmiany - ‘,}k':?:’;‘-m‘;.’ e et « B Oos
(334217 Aplomeciuny - Dicuspi st somdd L e D Daasd
frnbddiavty - noia (el r:a::i‘- s < . ek - T .. B Dot

wirnddiauier surgory wi

.v 1‘:-'{ A '\\‘?\) ‘w?{vh ek
p
R343R0 Relbograds

&;
i.-;

*s@ -L‘"" w;

s s b i e
e e
. .-')Er,' e O U U S S U S P PO URPPOUPRIE L A oF> 13

RSN hading may ret remwisdl, not nclading romh canal IMETEDY L e e Cast

PAgRG-04EBE WV PERIGDONTIOR

BRI B anlnand Gndne RSO Snasiheis

four or rrore sontiguous seth o Tt houniad s

N méwr*c:&:ﬂm;f g g"ﬁ”ji‘vw Sty N 10 e coniigalns Weth oy ondh pounded
WILE S H

o gigbeoptasty 10 allow aotess By rentorgtive {.’}i‘“:’;'“:a’i:.it'fi, nEr 30
;; R iuf%, Finhudng yool planing - R

ety
4wl
BTSN
NSV

g e Guissinnd oEt
GODEY CRIRIEATT L. T T0EE
B ORI 0 R 11
s eedhy or fonilh e gnaoss por

¥
?i‘
28
i

o)

i)

Ddiad T r;'rzs,.:,:i e <5 o togi b
1248

D fats

ﬁﬁsk&es.

L R R LT DT IR PP HE

s o Bres nondigs

Q
A
I
%
&
<)
[+
:
2
[a)
fot

Ry T Y
s IS i nn U IS 12500

Y e B140.0G
LR

gy *wg :W&:i-“n © EITEED
§shasue graf pf Boeire
i aﬁr):“:-,?c‘z?w-w 3 ;
s oty position I graR
o1 vl el provedur

LAY . Ceias TN , By st
.ﬁLwi}‘# B S g : imm sttt .
»ﬁ:‘«: 31{:55,.-‘1: boanths pf; fif*n wroaraf L T e e e coe BYTR GG

Frogg god

a:s,m nf:ﬂ" s
andhy

iy Q‘E woth

2 Wesh,

chale dnohed

;¢~ﬁ*4w e e BB O

13 - frpded B 4 pogsiants s




4352 Periodontal soaling snd rool plank q o o thrae o e%‘a por c.uasd;' nt - fimifed 1o 4 gqusdrants durdog any 12

SOPBBOUEYE IOUIE - Lo vt sr i s e o s Ve oia s s rn s Tu R S et se a s s gx e wen a e e e e Dennes FUEE LT
4388 Full mouth e‘éehf"’onmm o anab 39 cong srehensive ewaiuatmr. 1l ziaagm&;i‘ il mieﬁ o f trgatment in é:aé’:ja 12

COASEDUIVE TR L e RO e MO 0
0437 Lovalized snm?wrwg a*@‘zimismbiaé agents vis 3 controfiad releass ~fe%a=:3:» il dissasad org: r;rw*w’;s';ss\ge par

tonth - for each of fi‘m firal twier toalh iraaled whhin & guadrant fofiowing rool plesing or perfodonted main denance .. $50.060
AR Lonsfized dalivery of snlimicrabisl agonta vie a controlisd refpass vehicle into a:usmésmf cravicular tiggus, per
forth « for an ﬁsdr}:fsmxai fool fra?esfed In the ssme guadrent Following roct planing or perindontal mairderance ... Mo Cost
Pariodonis maeintenshca - Fmied 10 1 freaimon! 88CH 8 mMordh BRrOE L i em e iees RO TGEE
Addifional periodoritsl maivtensncs fwihin e 8 month BOFOE} et i et e a0 G
Girngival BrHERBOn - 005 SUBHFBNL L i irircrimmmeraemrearae st rerents senedhese et o s e e ianeacran s annninrencresrerese T30 o8

BER00.0588% WL PROSTHODONTIOS removabie
- For alf Haigd r&cnmw "H'rzfi"‘"'!un iferitres, !"cﬂ.o cinant inniuchis aftar dheliviey
suz rngniths afis i colles: et condnue fo by ofigitde, Sind
whistn (e el Was urrf‘ir:'- taifeeret.
~ Bohases '~'}»$F‘-~‘.Pt‘ g ave denited fo 1 par denfure during cmv 12 consacutive monihs.
M@,}!&ae&mmn” of & dw:afa o g partiel denlure reqires the sxisting denlure to fa H+ yaars ol
DEAIG Comuioln dnnbirs « MBIV oo eirorermmeercn i sesmoncnarstsareretiseaasnesiacn s aineiansnrsesnrrseiraisrn PO
UH120 Compiets Qanture « MENEKAERT vl i i s e e s F e e e e ee e a e e e e e anrernnn s S EAMG
DA Innadiotn SOrtIrg « MBREAIY «oirrs e erins i et e e e s raE e eaa G e s ras e aba e e s e s s es PR w-%
D80 hyrnediste denturs ~ mandibular oo N SRR U RURUSOPUPRURPRPRUR. = o 114
DEZ24Y Magiiar "y pariia daniura - rasln base f‘fzfﬁbdssﬁ 3{\; n*f&“:‘f’t‘m“: E““a%ﬁ, reste & 2%%?’;} creannrrrererencertanncrninen S0
DB Mandipudar parffel denture - resin base (ncluding any convertionst clasps, ;'5«:@ a1 e SAB.00
DEZE Maxiary partia dendt ,arsnz‘m sl framework with resin derdure basas :‘,ina?m g ety gonveniionst aias;gm,

rests and y:.s;‘rﬂ ben s bbb e m g e g ST OO P TR R 7. |
08214 Mandibuler partial danture -~ cast? qui'mms‘w {k WEh .u;?“d fure i::s”sw {ing w’.é.?;g By Na"weﬂi Qraiai""psl

FRLS AN BBBIY Lo i st et e e . RPN+ - R
DEZ22Y lmmesdinte ‘?"é‘é’?ﬁ 31, ;m inl denlure ~ resin base \smi'&d..-g any oon Ve f,émaas sif&sp\,, reEis 8 .d *s*s??* e GBOLCD
DEZZE lmmesiiste mandibulay partinl denturs - resin baze {including any conventions! olaspe, rews and weth) ... BR0E0E
EU23 imn‘%d;*&i@ mawii ry pewiial gennirs - cast matel amework with resin denture bases (ncluding any convaniionad

claspe, rests and tgeih} B SR S SO SO DO SOOI PO PRRETOP. 1 - N £ ¢/
HRaz4 Emmmjﬂm mandibuiar portial denture - cast melal frameawork with resin denturs bases (noiuding any

conventionat clagps, rests and seth) Lo . e e e e SREOD
Maxitlary partie} dentore - flexibie basa {-ﬂc uciing any ai' 5D, re-«“&ss ém’;h) PP T USSP PUTIPRPPPPRIN 4 £ L1
Mandibular pariial derdurs - ?Ee}&%‘\iw hase sfju”’m any clasps, i’@%tﬁ mr:; 11 2) OUUNUTUUROUUPUUURURUPIIOURURE. 410X 1 1t
Removeile unilsteral pariial deniur nes pisoe ast mela (incuding clesps andteeth) oo, 386
Adiust complets dent e - e Eéary ST OO URUTI U TOTORTPIURRPIN o t I - -1

R
o
€

e
L.

& o
[
T

s hiveds gt

12 ARy, e
E sl be gy .

tostd oif the D

3 13
0
FRV I
B3P
o A

.

L
&3

3

21
SR REY
DEATT Adiugt complets denture - maﬁma‘i,bzamr B P ST TSSO S SUNUUN T ST TORNUNT RO o 1 B s L1
Do4zt Adiust partinl denture ~ maxiliary OOV & L
DR422  Adiusl partial denture - mandisular oL P U SURUURPPII b Lo 3 ¢ i1
DEBYD Repalr broken complste denturs base || DU TOTOPRPPURTTRTORORE /B 11
DEBRD Replses missing or brokan teeth - complels u:an&we: eaﬂ* ifsc*h, J TSP o'+ I s 11

10 Repaly 185N OGBS BBBS oottt iiieareia s e s er e a mbren b A e fase e f e e s PO IO

ix "
i
1 i

: o
DIBEZ0 FREpait 0RTL FRITIBWOTE ririiurrrirontrrsrimoes e e o s es rar ebs beoes oo e o Sk e e s e e s s nas ann e e oee - PO SRR
DBES0 Fepal or reniace broken clesh » per 00 L oh i e e s i e 140 G0BE

o
3t
o
B
b3

Fropiann Broken Mol o BEF B0 Loty resossssons st i e s e e it ae e oz s et ann e s F05 (GDSE
Add ngth o sxisting pavlial denlre : s e N Gost
Addd clsan 1o existing partis! deriurs « SO IDER L v e e e e e e cvre e NO Cost
Replace all teethy and acrylic on sast metal frarmowori (maBand) ... e s SHBN
Repiace all tasth and 'acr;m, on cast meba] framework {mandibulart o e B8R0
Rebase compeie { ' B3040
Rebase somplels
Heliasg
Helase

:~:r;s.3,in,ta

iy
4

E})
o)

[

o

T3 ok

r.,.
[

iz

W g
b
o)

A Y

TN

o

2
I U‘:
oy




.

Wis N .
{37 s

e

[

Lohng

« Mot Davered

SOENDETEE VI MAKILLDPADIAL PROSTHE
SESOGATEE  VHEL IMPLANT BERVICESR - Mot Covered

DMEFNLDATEE D PFROATRODONTION Hrad feanh retaingr and each pontio sormtiiuies
ihidggal

ieer ponti axds

LeFECHEN

diwt, il o

AR Y CELERNE Hry weisding L
.t P

ey

o .“.' i
ool Behati

N
Lo

ngert e i
c R o PP P DN PR S L L

A0 Fortio
EE Fondo

PHREHZ Fondic

- cagt high podls
- st vudih S g
~ gant pradoiming
pawd predordnaatly bage mela
ENTte

- oot nobde o

preal RO SUTTEDES L L e

i, thrd ororeeas

B

.



DB7Ez
7R3
DETEG
DHTE
DaFe2
Ihy: ?s‘,

{8a%
{18844
{38850

Retainer croves - % onst nodde ML e s cee . . - :
R T e s I RV b L e o1+ S ST i £ X Mi
Fatainer orown - Bigh nobidis mElal i e e et an s ria s i ey erenenas B0 0T
Fatainer orown - U dominanily B8 MEIBL L s s s e ereat s gusan st nacatraer  BEE T
siahigr orown « G 0Bt VDD IBIRL e v it s e e s st n e enmas s ontnane st et dnensrananininnnas  BEALUE
F-‘.eis T OFOWT ~ RO oy iriioasvtcouaromonsaisirmsnsrerbrcresnsescurereressaninmussrsssnensssnstemesonerorsoninetnrrinmners  BEULUR
Re-sement of re-bond fixed partial darbse ...,

&?s&s& BTDRNED © . usim e iinenrarurars oe e e e e e B S P SR o B st
Fired partin? denlure rapelr necessiiaied by restomiive ms?er::}i TG e icainererintattnrtroontroarantaniresninirereons

1}
[+]
o

B
iy
T

ey Coet
ot 4N an m n R s BN Em e ngn ek R e ha g e n e b h g etk AR Mo Cos
7,

DTReD-D783% K. ORAL AND BAXKILLOFACIAL BURGERY
- ntludes precpeiative sind pusiopereihs susiuations and rephnent undor g ooal snesiheiin,

o7
7144
i

Ty
7RG
724
7244
LI
st
D7e7o
7288
LI7E82
7eE3
Bradi
7340
{734
7320
{37324
HERL-2H
{37451
3747
Dy4TR
RFE ¥
{75

{Tan
[Pe7e
o7e7

Extrnction, morensl remnanits - GBokUnUS B30T it e e e gt v e e v rs s wiaea e TOT LY
Extracton, erupled looth or axposed root (slevation aw}?w 56‘732';’}% wr'}@'wsi‘- ..... P SOOI (1F 01
"'um;cai r«'-vrwwa% of e *‘fmf oumg’inrg ramoval of bone andior seciioning of louth, ang Er’sf;!;rdiw algwation of
ﬁf‘.ﬁmwm o :mg&rfre\, a&;*.’)i-! - aﬂ.ﬁ' BEBLIG ©ousiorinnnnrneneananiscoxssnstnnnercrs shansaistssaetrsts ineeesnaniansireensarntansie
mb of impacted oth - partially DORY e e
sinovet of Impactad ooth - completely bory L
snoval of impacted ooth - complets %ﬂtemv with upsuesl surgioal coMBUSBEONE e e
roiont ramovet of residust tooth rosds {0 :nt PFDOEUEUIG] vt cio e e ianene a it i e e
wongoleeny ~ intentionad partial fnoth remicvs! Gt e O S PO
remplantation andior slgbilization of aoolder zt i!: Jeu! s Ly cﬁ’v;&%af’aa OO e s e e
Surglonl sovess of an unsrapted D0 L
?Jz;ib%ii;:aiisfi of erupted or maipositioned foath Io abl @ruglinn e e e e
Hacemsnt of devios 1o fariliate ammlon oF Impacted 100 L et et e ne e 4 ST

b e

W

.3;
Q

.r'\

3600

D L L TS R e R A R R R

oD L L o
Jx b

3

[ond

o

&
be
Lo
&3
&
4

(‘}V}ii"
1£~'

Ee

wad
SRR ]

,,.A
]
b
&
S
P |

inctalonal blopey of oret tssue ~ 9ofl ~ doss nof includs patholmgy f«%?)’”’&*ﬂ?i’y f)m"@afw’rss NI § R v

Abaciopiasty i oonjunction with axlractions - four or more taeth or o0 SDB0EE, BO7 GUASIENE L oo oy, Mo D08
Alvgoinpismy I ounjunction with axtractions - one [ tres tealh or ooth spanas, ;,»3; guadisnl | DO L+ X s 111
Abvatdoplasty not in ponfuncon with exfractions - four or mors testh o ool 80a0es, par -mm;zz weraorerinnirarene (40 S0t
Abvmoinplasty nod in conllnction with exlregions - one o three teeth or sw?'a spsnes, per Guadrant oo R Dost
Reraova! of benign cdontogenic cyst of umor - lesion dlamet Som oo bt s ernina e rnenenanne e e NG Doasl
Feravat of berign sdontagenio cyst or lumor - losion diamel No Cost
FHarmoval of interal sxcsinsls (mexifle o mandide) o B U T UUPRRURPUPRPUE Lt 2
Rarsovat o B U SO INIURU oL X %1
i

ftoms palalinue Loviine
Frarmre ‘.‘wﬁs"r*mdbaiarz rvearmaneaes s ars B OO S P O RPUURUUPIPPNE L« & 4
Incision and dralnags of absg ?‘ao wARBOTAl BT BESUR ot ivarra e rirna s e nriaranr st rian i rinearannresrsenns MR S30E
Frandaniony ~ aiso known s freneaionmy oy f’f"‘”ommy«a:w;%w s&;z;ar:ae ura ot ir": tanial i srcdher procedune Moy Dost
Excigion of :f',;;}er': tsu tige Gz - gy L RO O P D P POy PP UOTPOTOURRROTPRPRIN 1+ & %

e RPN SV P VNN O POAIR S | [ K ¥ a1

2
s
=
%
e
&
W
:";‘
\,"3
3}
03
e
,ﬁa

DE000-DESSE KL GRTHODONTICS
- The listad Q”;m;a’{m%f for sach shase of prbhodontie raaiment imied, Inferceative or oo fr:;;:we':m.w | oovers un fa 24 monthe of solive
ranimes. Bayand 14 months, en addiiona monthily fea, nof (3 gxocesd $128.00, ¢ Ty 81

~ The Refondion Copayment insludes s

NS Y]
e g L e )
Rt e

Arm Tad P -

v v K ]

5 ¢
1 07
(3
35
ey
foel

T At ol

IO g5
[

b TR : .-’ S
%ﬁﬁ e“' Jﬁﬁ%f’ T ﬁ.-‘?’.- ﬁ.ﬁ" S

stents andior affice visils up o 24 months.

Fre and pagt orthodontlc revards inelude:
Fhe benelit for pra-treslment records and dlegnostic services inoludes) e i e 320000
inlrporsl - comnplete seres of adiagraphic nages
’ ’rzmwr&p?‘z o SUTVEY
Fanoromic rediograshic megs

Zf-.’j cephsinmeinic radicgraphic image - acouisiion, measureran and analysis

5._:2?:.: ('.::.::{f" ._.'q"q" ,-:r.r.-’ .".".‘:‘1’:’:"."«"«" ."."q"q".‘?".".‘

? .-:-“"A’ F:::E:’ﬁ.:’:-’.-.-.-
iss?i'fffflﬁ::'f .w.

.-.-.-.- .-.-.-.-.-.-.-.- e

e

f 2



b

d;

o
Pat

LT G

=4

LG -grti‘wdzs;*i'ic smairent of e g Eewa at dan ‘tzcw . BERRROENT 1Y S B RPN
DEGAD arifisdants meatmant of 1 Sh e il eking covirad dopmndant adui oiitden L B
DRCER satbee arinooonlic eaty n.'.-":&ry ST e e Creererires peiren e B
DRGSR gtive arinouteniic resimerl of e rang E SR L i e e ans
B0 Besdordb reatrent of e irw torat denbiion » ohih o sfiiesoent o age
LHBNED wehisnsis arhodnntie pealmend of e a:&:ﬁz&sc&m dandtiog - posdaseend e age TH BTG
DE0RG Oompeshensie: npthodnntio aphmant of the adull dessiton - adails, nsiuefing oovered dependent aofisf ohifren 5450000
TR omie rmateser B I el et S SBVBIOEIIETI L e ras raraea s, SRS
Crzvrs: st i - B e DOPERSTRIERE DRSS THE L e e e en o TR DnE
RS gian de sevstruatiere and ohecsmant of rosmoeeids smineemd L., B2TENY
ST : Fihodeatio e DT £ A %
Dadus -“x’ﬁr-%:orv;é of rEeramsnt DOF pEr  mth ST e e e Pier ot
Lt Bepalr of ed ratar #AE?:“‘ i’f‘??:*?‘c o Selend i B oper 8 month pacdad reras woe T ot
DEEE Usspeoifed mthodoatic ;n”::-f?: fur, by nont - inclides Sealinesi PIBING PRESENT L L Lo e e BTERED
DROOE-DNEER ¥R ADGURNOTIVE GENERAL RERVICESR
e Hathow fwrayaency) eatmen of epled - minos penosthos L L - e ; L b Dosd
DR Rogionasl ook anesthesia . . . . . e LR Dot
Gt §dbvigion Dhook st o e iy ean s, TR Cont
B pnEsinen in sonjuriinn with n“::saiv av sawrgival Lo ﬂ‘it-ma PP EOPUNPIUINE ¥V S $A T+
B o -:.%r-vaw; % fi "w&&'ﬁa%*i' OSSO o f"f?'ﬁ
& orrdrside ..mraem&réé B DR VIURTPP e e BB
ning 3&*&&,,& - aach 1 mingte inoramand e . ¥ f?:)'
hy gendist or mte&ia:i sl than saciastivg dermin fdan . M Tosd
mﬁ'*«, ad PBEned - B cther ssndoes performed L W0 D
i adh h % P S WS REH
Eic-:fﬁ meii ertenslve esimaent plann! r‘b g - . oM Losd
{ rmrrsvalee :.c::‘s:pifzezz Sapiuig, m i et i . . . Lo M st
rpmanyalis sompiaty daniurm, v po e e Tt e e e e MO Dost
¥ oomvivab ;;xas‘;iai aser:bm, reses e e e g e e ey e s s ks a e s DG CAEIEE
#-i.ma;zabées parial donlise, erar e U PRI A ¢ 3 0t -1
T B YBAME . e BYR GG
v, ey aroh inchuckss b

fray @il g» for fen te 201
st - wifieed B4 o or i

A5 i

ik

: '1 -w.uwx-‘

2% aF SfgEMa NS vy - 5 fo B8R esrad maNiiEn
. . . : S At
Wi ey iy




SOHEDULE B

Limniiations of Banelfils

’,

in Boheguls A, Description of Barefils and

1. Tha fregsiency of certein Hen
Liopaynans.

2

i the Enrolins aocept s P dha Cardrast e % @y Araiion of more than siy
pontics snudor bridy {a,> -q?B!M,? H eﬂ I ?c"’f b ehinrged ar gddiiom | 3 oo e Tuted Copayrment
sorginss aier i sivh fan s frogs s .

nelige
of dhisye

T

. Ganerst snesthess and/or inlravano

se;-i ehioransigesiz s frniled i by srivlrna by @ contraoiad o
with an appeoved refervet for the rem 2

of oneoor marg pevtial of Ll ony impactions, (Procedures

5‘.} R.‘
g

4. Bersiis provided by e padiattio Denlisl s i
Dendiad b iroal insg h---i cmf; s pior sutheiz

conndiicns, ragar of age bmitation, wi

i,qmﬁmfé sy
& u.}?}y’f

T atteinnd by e assiged Dol

minks, Exoaptiong fnr mediast

5. The c"s w0 an Dowodes recelving orthcdontis eabm ;
ugual Yas for the Daaime tpiar ‘?‘uf a(-fv'a;::, J:ﬂf)‘d:;
et trmiment, Ths Saroliee mekas osynan ghecliv io

*t 3 31:); reason wil be besed on
sy o ‘r?"= nviner of
..‘E @S SR

thig Dowtract Orthodontist's

)

mGrEng remain 33"@ i

e

£, wthotonto rastment By progress s Illad 1o ’ww {J t;:i:a‘ JwA F
i ilve e ?ruam édrwd ke e previnul
Trettellare UEA Program, nct;zre Lre:ztm
fowa subisot o ths pro
darad plan g gue i.

v, Bt e dmee of el ofiginal effeciive dals, are
@ long s ey oo : shgitls under tha

FOHBEE g5 regpls vinianis gnd

de andy for amounte unpaeld by the oror

Eagiunghong of Benelits

iy igted under Suheduls A, Dasuripiorn of Benefits and Copeyroanis.

mat opinbon of the Contragt Dentish

e
N
R
a4
~
=
3
ks
3
&=
o=
N
[l
ko
5
o

ofi

3, has ;',‘ g osuceessiul regull and reasonable loagevity based on i t1 of [ fookes o teoth andior

. pitn generaly acoepdsd standerds for fiars’zsvsify
3, v for sosmelic ';wp v, etk the w s, DaY SEoh,
i hal are A rasul of { nermdiiery o f:s;*:w'\;-.r:., GOLE, SR -=;:-.f;‘ il a‘}‘." r'z gt
»:‘Em: fe sr-d i .*'f.s b ar ok ereimnel g wgi f,;f iy ?.faw.i EH -3? mawiintn childran with
mads o bith shinorma
i, i i metad Byne crowng 23 for childian
&, clugiing, i andt figed pertial derdures
B, Ponsdur e‘: A linnges o e ’ﬁwiffﬂr trag sbnonmel condifions of
e mp ormendinuer o
i oF PEmONET ¢ in deniurg teall,

by for :f re

v B int
RSN IR

snsoctated harewdth) snd

aintenance, ramovel and a3l other tavddons associnted

a1

0 Dhentsl services rece
; xr{%”‘: H.C}f {

NTHE

e

o
P
"
e
2
o
[¢]
=
i'J
"i
[e %
by
o
7
=

O

e e s e et b s .-.-.-.-.-.-.-.-.- .-.-.-.-.-.-.-.- s R




o

W
A

2

e

e

]
i

7

3 BR
BRERRs:

s

o

R

bstio

f."‘?’.?.éfg; o

)

o

2

i

R
A
A,

i
e

S

5

i

ol
i

SNENTN WA

3itiile

ey

rrarey

U

o3 Wk e

4




Your Yision

Henelis Sy

Getihe b
<

sl MY Y OF

t eyewes

wnd WEBT Vislon

' x__,r(?

Vglng yvour YEP benafit is sagy.
« Dramie sn weooewnt B v, Onos

PRIV s Darsii

Uindfrarnsidon.

a

ERradas

< Bey DY et ey £ B

Find a0 oys cora provider r q?*‘ fosy yhata,
1% WAy P oo 8 Last t:c
chsin, o gry eusafaetentk provider, h; AR

vist wsponsm o osi BO0LATE TINE,

rBY wour gpnol '5553'!"!' nt, bt
card nEess i

R rEnEny, YRl oan s

. Vo

oo VAP ooy ft;f i"’s”db
CEOT 2N
20 508 il Hee ik o ;::- At f’i‘w"” SO0

Aoty vislng foss ";‘i

ciis BN sk,

.
\r?:u

W, t.,? e |

STt

i C.(E ] F’-‘"i”-’ jr £

3. :'J.e-fn' 1 -;?'r‘z[ ariing? Cheok

--3(:’)%&*;!‘ g

oa gt omdh of v YRR

o
YEE Py :im ‘wwm:;
A3 RCLEN VALLEY PESURARCY ALITHDEITY snad VEF providle

you with sn sfordaiiy oysoars oign

W Faane

daier ins

PR gram

Fegten,

R
- EE

Swiva Savinga

wanag for wowida sedection

il
LR+ v l""fs;“i’f:if.j T

o

Coctoo® rame alowsnasy

<
156 o T I
Pt

e

- of fobunt, angd st
x Eredycsrbnaie fomsas Tor dansndant

Pl ; :‘v’-c-’(-«

CowoEveEry L2 muoiths ;

%tar\,usrd;(-{,cm si & lensss ,

Pt 5

:1& &pii\,.\

S ml»: F>}= 2,
f} b SHIEERINS,

st relinogad
‘oo'-ﬁ
ik )

Siprai
DETaENL

2wt

Ty, A

Fanglasses

sy 6 i(:,‘ct‘.;:o }

‘(',.. )

BRI

Fi%‘r ‘.ai:--vn eartasiian

et ecTete

chiled in
a2

Jrieri i
( “N( Ea

rotinal nurssning







Exbinit B WJanuary §, 2048 - December 34, 2048

Ernpslioyen & Ernployos &
Ereypiayee R o .
T "aszmusr% Rl ey
Arthars 50 PRG LONF6G 5 H'Sﬁ ;?,fl
Apthem S5O0 PP HES

61 i
Anthem 31000 pED RN

i l}fl'} 39

Agvthern SER00 PPO

Ealser MO L805.20 51.556.43 51,437,498 3236787
Kaptser DMMO 5625.56 $3,427.3% 55,112.86 S1E2RT
Daita Dental ??@ 34 SHL.43 L6460 Be0E.a2
Daita Dental DHAM L2658 G457 54558 L6570
YEP Vision 54.86 58.30 SH.EE 513,93
Kasier Senkor Advantage

Subgoriber with Medicers $552.45
Subsoriber with Medinars/So non-Medinars 63,084, 48
Subscriber non-bMediare/Sp Medicare £1,0848.4%
Subsoriber with 8edicare/So with Medicare BEHR. B4
Subscriber with Medicare/Childiren) non-Madicare 636,03
Subscriber with Medicare/Sp with Medicara/Child non-Maedicars 3138378
Subscriber Medicare/Sp non-Medicare/Child non-Mediosre %1,965.73
Subseriber non Medizere/So with Medicars/Dhild non-Medicare G1,865.74
Sybsoriner with Medicare/Sp with Medicare/Chlidren non-Medicars 51,385,759
Subsoriber with Medicare/5p non-Madicars/Children non-Medicare 51,965,735

Subscriber non Medicare/Sp with Medigars/Children non-Madicare 51,865.74



