SJVIA PARTICIPATION AGREEMENT

THIS AGREEMENT (“Agreement”) is made and entered into as of the 15t day of January
2019, 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, and mental health, 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"); and

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 Provider (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 be 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 incorporated herein by reference; 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 the COUNTY
OF TULARE's portion of the costs of the SJVIA's agents and consultants, as provided herein.

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

1. COUNTY OF TULARE’s OBLIGATIONS: The COUNTY OF TULARE acknowledges that
this agreement requires a commitment to participate in SJVIA Various Benefits effective January
1, 2019 through December 31, 2019. 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 participate in SELECTED PROGRAMS as referenced in
Exhibit “A” and shall comply with all applicable terms and provisions of the Insurance Contract
and this Agreement, effective January 1, 2019. 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 January 1,
2019 through December 31, 2019. 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 uses
actuarially based underwriting standards.

2. SJVIA’S OBLIGATIONS: The SJVIA shall approve and executé 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 to 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.

5. 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).

6. NOTICES: 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 SJVIA Manager

2500 West Burrel 2220 Tulare Street, 14" floor
Visalia, CA 93291 Fresno, CA 93721
rsjostro@co.tulare.ca.us PNerland@fresnocountyca.gov

Any and all notices between the COUNTY OF TULARE and the SJVIA provided for or
permitted under this Agreement shall be in writing and delivered either by person service, by first-
class United States mail, by an overnight commercial courier service, or by telephonic facsimile
transmission. A notice delivered by personal service is effective upon service to the recipient. A
notice delivered by first-class United States mail is effective three COUNTY OF TULARE business
days after deposit in the United States mail, postage prepaid, addressed to the recipient. A notice



delivered by an overnight commercial courier service is effective one COUNTY OF TULARE
business day after deposit with the overnight commercial courier service, delivery fees prepaid,
with delivery instructions given for next day delivery, addressed to the recipient. A notice delivered
by telephonic facsimile is effective when transmission to the recipient is completed (but, if such
transmission is completed outside of COUNTY OF TULARE business hours, then such delivery
shall be deemed to be effective at the next beginning of a COUNTY OF TULARE business day),
provided that the sender maintains a machine record of the completed transmission. For all claims
arising out of or related to this Agreement, nothing in this section establishes, waives, or modifies
any claims presentation requirements or procedures provided by law, including but not limited to
the Government Claims Act (Division 3.6 of Title 1 of the Government Code, beginning with
section 810). ‘

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 January 1,
2019 and shall terminate on December 31, 2019.

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 period 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 not 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: In the 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 whatsoever 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
i

(Go to next page for signatures)



AGREEMENT BETWEEN COUNTY OF FRESNO AND THE

SAN JOAQUIN VALLEY INSURANCE AUTHORITY

SAN JOAQUIN VALLEY INSURANCE
AUTHORITY:

By

Buddy Mendes
SJVIA Board President

Date:

REVIEWED &
RECOMMENDED FOR APPROVAL

=2 o

Paul Nerland
SJVIA Manager

COUNTY OF TULARE:

By

J. Steven Worthley
Chairman, Board of Supervisors

Date:

ATTEST:
Jason T. Britt, County Administrative
Officer/Clerk of the Board of Supervisors

By

Deputy

APPROVED AS TO LEGAL FORM:
TULARE COUNTY COUNSEL

By
Deputy

Matter No. 20181701



—~ Y
g
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San Joaquin Valley
. BRIAN PACHECO
Insurance Authorlty PETE VANDER POEL

J. STEVEN WORTHLEY

Exhibit A

County of Tulare

Plan Year 2019
Benefit Summaries

Anthem Blue Cross PPO 0/500/20/90/70
Anthem Blue Cross PPO 500/35/0/60
Anthem Blue Cross PPO 1000/45/80/50
Anthem Blue Cross HDHD PPO 2500/90/50
EmpiRx Health Prescription Benefit

Kaiser Permanente HMO

Kaiser Permanente DHMO

Kaiser Permanente Senior Advantage HMO
Delta Dental PPO

Delta Dental DHMO

VSP Vision Benefits



SJVIA County of Tulare
Anthemg Custom Classic PPO 0/500/20/90/70

Blue Cross

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
and/or day limits per year. The number of visits and/or days allowed for these services will begin accumulating on the first visit
and/or 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.

Sjlyausdg 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/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 (waived for emergency admission)
residential treatment center if utilization review not obtained

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

PPO Providers & Other Health Care Providers $2,000/member/year; $4,000/family/year
Non-PPO Providers $5,000/member/year; $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 limited to $600/day)
» Outpatient medical care, surgical services & supplies 10% 30%

(hospital care other than emergency room care) (benefit limited to $600/day)
Ambulatory Surgical Centers
»  Outpatient surgery, services & supplies 10% 30%

(benefit limited to $350/day)

Skilled Nursing Facility (subject to utilization review)
»  Semi-private room, services & supplies 10% 10%
(limited to 100 days/calendar year; limit does not apply to mental health and substance abuse)

Hospice Care (subject fo utilization review)

> Inpatient or outpatient services No copay?
for member 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.
2These providers are not represented in the Anthem Blue Cross PPO network.

anthem.com/ca Anthem Blue Cross  (P-NP) Effective 01/2019  Printed 8/27/2018



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 authorized 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 $20/visit2 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 utilization review)

Diagnostic X-ray & Lab

» MR, 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 No copay 30%

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

blood pressure, hearing and vision immunizations, health education,

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 $25/visit 30%

Therapy

Chiropractic Services (up to 12 visits/calendar year; additional $25/visit 30%

visits may be approved, if medically necessary)

Speech Therapy

»  Outpatient speech therapy following injury or $20/visit 30%
organic disease

Acupuncture

»  Services for the treatment of disease, illness or injury $25/visit? $25/visit?
(limited to 20 visits/calendar year)

Temporomandibular Joint Disorders

»  Splint therapy & surgical treatment 10% 30%

Pregnancy & Maternity Care

> Physician office visits $20/visit2 30%

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

Normal delivery, cesarean section, complications of pregnancy

& abortion

> Inpatient physician services 10% 30%

» Hospital & ancillary services 10% 30%

(benefit limited to $600/day)
»  Family planning counseling $20Mvisit 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 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.S).



Covered Services PPO: Per Non-PPO: Per

Member Copay Member Copay'
Organ & Tissue Transplants (subject to utilization review;
specified organ transplants covered only when performed
at a Center of Expertise [COE])
> Inpatient services provided in connection with 10%
non-investigative organ or tissue transplants
» Transplant travel expense for an authorized, No copay
specified transplant at a COE
(recipient & companion transportation limited to 6 trips/episode
& $250/person/trip for round-trip coach airfare, hotel limited to 1
room double occupancy & $100/day for 21 days/trip, other
expenses limited to $25/day/person for 21 days/trip, donor
transportation limited to 1 trip/episode & $250 for round-trip
coach airfare, hotel limited to $100/day for 7 days, other
expenses limited to $25/day for 7 days
Bariatric Surgery (subject to utilization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at a Center of Expertise
[COE))
> 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/person/trip for 3 trips [pre-surgical visit, initial
surgery & one follow-up visit]; one companion’s
transportation to & from CME limited to $130/person/trip
for 2 trips [initial surgery & one follow-up visit]; hotel for
member & one companion limited to one room

double occupancy & $100/day for 2 days/trip, or as
medically necessary, for pre-surgical & follow-up visit;
hotel for one companion limited to one room double
occupancy & $100/day for duration of member’s

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

Diabetes Education Programs (requires physician supervision)

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

Prosthetic Devices
»  Coverage for breast prostheses; prosthetic devices to 10% 30%
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 , 10% 30%
dialysis equipment & supplies, home medical equipment,
prosthetic/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%?2
& disposable supplies

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

> Autologous blood (self-donated blood collection, 10%?2

testing, processing & storage for planned surgery)

" 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 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 facility care (subject to utilization review; 10% 30%

waived for emergency admissions) (benefit limited to $600/day)
»  Inpatient physician visits 10% 30%
»  Outpatient facility care 10% 30% after deductible is met
»  Physician office visits (Behavioral Health treatment for Autism & $20/visit2 30% after deductible is met

Pervasive Development disorders requires pre-service review)

" 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 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.

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.gov/ebsa/healthreform. 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.



http://www.healthreform.gov/

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.
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 a provider outside
the United States, unless such services or supplies are furnished in connection with urgent care
or an 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
government funds are available for the treatment of illness or injury arising from the release

of nuclear energy.

Not Covered. Services received before the member’s effective date. Services received
after the member’s coverage ends, except as specified as covered in the EOC.

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

Work-Related. Any injury, condition or disease arising out of employment for which benefits or
payments are covered by any worker’s compensation law or similar law. If we provide benefits for
such injuries, conditions or diseases we shall be entitled to establish a lien or other recovery under
section 4903 of the California Labor Code or any other applicable law, as specified in the
EOC/Certificate.

Government Treatment. Any services the member actually received that 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 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 in the member’s
home or who is related to the member by blood or marriage, except as specified as covered
in the EOC.
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 received 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. atleast one-third of its gross 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.

Private Contracts. Services or supplies provided pursuant to a private contract between the
member and a provider, for which reimbursement under Medicare program is prohibited, as
specified in Section 1802 (42 U.S.C. 1395a) of Title XVIIl of the Social Security Act.

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

Orthodontia. Braces, other orthodontic appliances or orthodontic services.

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disorders for the temporomandibular (jaw) joint, except as specified as covered in the
EOC. Cosmetic dental 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 in the EOC.

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

in the EOC.

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 not apply to reconstructive surgery (that is, surgery performed to correct
deformities caused by congenital or developmental abnormalities, ilness, 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 psychiatric reasons.

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 medically necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical treatment for morbid obesity is covered as described in the
Evidence of Coverage (EOC).

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 fertilization, sterilization reversal and gamete intrafallopian transfer.

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogate pregnancy (including, 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 patient, or therapeutic
shoes and inserts designed to treat foot complications due to diabetes, as specifically stated in the
EOC.

Air Conditioners. Air purifiers, air conditioners or humidifiers.

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

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 in the EOC.

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fitness instructor or personal trainer, or any other 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 Items. Any supplies for comfort, hygiene or beautification.

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

as covered in the EOC. This exclusion does not apply to counseling for the treatment of anorexia
nervosa or bulimia nervosa.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this
plan or 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 requirement
either a written 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 directly treat an actual
illness, injury or condition, including those required by employment or government authority,
except as specified as covered in the EOC.

Acupuncture. Acupuncture treatment, except as specified as covered in the EOC. Acupressure
or massage to control pain, treat illness or promote health by applying pressure to one or more
specific areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
correcting refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism.
Contact lenses and eyeglasses 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

as covered in the EOC.

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

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are not covered 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. Contraceptive devices prescribed for birth control except as specified

as covered in the EOC.

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

as covered in the EOC.

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

Lifestyle Programs. Programs to alter one’s lifestyle 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 Liability — Anthem Blue Cross is entitled to 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
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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Blue Cross

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
and/or day limits per year. The number of visits and/or days allowed for these services will begin accumulating on the first visit
and/or 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.
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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 (waived for emergency admission)
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 obtained

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

PPO Providers & Other Health Care Providers $3,000/member/year; $6,000/family/year
Non-PPO Providers $10,000/member/year; $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; waived for emergency admissions)

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

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

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

(benefit limited to $350/day)

Skilled Nursing Facility (subject to utilization review)

»  Semi-private room, services & supplies 20% 20%
(limited to 100 days/calendar year; limit does not
apply to mental health and substance abuse)

Hospice Care (subject to utilization review)

> Inpatient or outpatient services No copay?
for members 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 These providers are not represented in
the Anthem Blue Cross PPO network.

anthem.com/ca Anthem Blue Cross ~ (P-NP) Effective 01/2019  Printed 8/27/2018



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 20% 20% with authorization

(limited to combined 100 prior authorized 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; 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services
Physician Medical Services
> Office & home visits $35/visit2 40%
(deductible 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 to utilization review)
Diagnostic X-ray & Lab
» MR, CT scan, PET scan & nuclear cardiac scan 20% 40%
(subject to utilization review)
»  Other diagnostic x-ray & lab No copay 40%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive No copay 40%
screenings (including screenings for cancer, HPV, diabetes, cholesterol, (deductible waived)
blood pressure, hearing and vision immunizations, health education,
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 $25/visit 40%
Therapy (deductible waived)
Chiropractic Services (up to 12 visits/calendar year; additional $25/visit 40%
visits may be approved, if medically necessary) (deductible waived)
Speech Therapy
»  Outpatient speech therapy following injury or organic disease $35/visit 40%
(deductible waived)
Acupuncture
»  Services for the treatment of disease, illness or injury 20%3 40%3
(limited to 20 visits/calendar year)
Temporomandibular Joint Disorders
»  Splint therapy & surgical treatment 20% 40%
Pregnancy & Maternity Care
»  Physician office visits $35/visit? 40%
(deductible 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%
(benefit limited to $600/day)
»  Female Sterilization (including tubal ligation and counseling/consultation) No copay Not covered
» Male Sterilization 20% Not covered
»  Family Planning counseling $35visit 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 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.S.).



Covered Services

PPO: Per Non-PPO: Per

Member Copay Member Copay'
Organ & Tissue Transplants (subject to utilization review;
specified organ transplants covered only when performed
at a Center of Expertise [COE])
> Inpatient services provided in connection with $250/admission + 20%

non-investigative organ or tissue transplants

» Transplant travel expense for an authorized,
specified transplant at a COE
(recipient & companion transportation limited to 6 trips/episode
& $250/personttrip for round-trip coach airfare, hotel limited to 1
room double occupancy & $100/day for 21 days/trip, other
expenses limited to $25/day/person for 21 days/trip, donor
transportation limited to 1 trip/episode & $250 for round-trip
coach airfare, hotel limited to $100/day for 7 days, other
expenses limited to $25/day for 7 days)

No copay (deductible waived)

Bariatric Surgery (subject to utilization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at 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 transportation to & from CME limited
to $130/personttrip for 3 trips [pre-surgical visit, initial
surgery & one follow-up visit]; one companion’s
transportation to & from CME limited to $130/person/trip
for 2 trips [initial surgery & one follow-up visit]; hotel for
member & one companion limited to one room
double occupancy & $100/day for 2 days/trip, or as
medically necessary, for pre-surgical & follow-up visit;
hotel for one companion limited to one room double
occupancy & $100/day for duration of member’s
initial surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/trip)

$250/admission + 20%

No copay (deductible waived)

Diabetes Education Programs (requires physician supervision)

» Teach members & their families about the disease $35/visit 40%
process, the daily management of diabetic therapy & (deductible waived)
self-management training

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,
prosthetic/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
& disposable supplies

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

> Autologous blood (self-donated blood collection,
testing, processing & storage for planned surgery)

20%?2
20%?2

20%2

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

2These 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%

($100 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 facility care (subject to utilization review; $250/admission + 20% 40%

waived for emergency admissions) (benefit limited to $600/day)
»  Inpatient physician visits 20% 40%
»  Outpatient facility care 20% after deductible is met ~ 40% after deductible is met
»  Physician office visits $35visit? 40% after deductible is met

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

disorders requires pre-service review)

" 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.

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.gov/ebsa/healthreform. 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.
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Classic PPO Plan 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.
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 a provider outside

the United States, unless such services or supplies are furnished in connection with urgent care
or an 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
government funds are available for the treatment of iliness or injury arising from the release

of nuclear energy.

Not Covered. Services received before the member's effective date. Services received
after the member’s coverage ends, except as specified as covered in the EOC.

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

Work-Related. Any injury, condition or disease arising out of employment for which benefits or
payments are covered by any worker's compensation law or similar law. If we provide benefits for
such injuries, conditions or diseases we shall be entitled to establish a lien or other recovery under
section 4903 of the California Labor Code or any other applicable law, as specified in the
EOC/Certificate.

Government Treatment. Any services the member actually received that 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 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 in the member’s
home or who is related to the member by blood or marriage, except as specified as covered

in the EOC.

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 received 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. atleast one-third of its gross 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.

Private Contracts. Services or supplies provided pursuant to a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

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

Orthodontia. Braces, other orthodontic appliances or orthodontic services.

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disorders for the temporomandibular (jaw) joint, except as specified as covered in the
EOC. Cosmetic dental 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 in the EOC.

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

Outpatient Speech Therapy. Outpatient speech therapy, except as specified as covered
in the EOC.

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 not apply to reconstructive surgery (that is, surgery performed to correct
deformities caused by congenital or developmental abnormalities, illness, 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 psychiatric reasons.

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 medically necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical treatment for morbid obesity is covered as described in the
Evidence of Coverage (EOC).

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 fertilization, sterilization reversal and gamete intrafallopian transfer.

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogate pregnancy (including, 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 patient, or therapeutic
shoes and inserts designed to treat foot complications due to diabetes, as specifically stated in the
EOC.

Air Conditioners. Air purifiers, air conditioners or humidifiers.

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

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 in the EOC.

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fitness instructor or personal trainer, or any other 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 Items. Any supplies for comfort, hygiene or beautification.

Education or Counseling. Educational services or nutritional counseling, except as specified
as covered in the EOC. This exclusion does not apply to counseling for the treatment of anorexia
nervosa or bulimia nervosa.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this
plan or 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 requirement
either a written 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 directly treat an actual
illness, injury or condition, including those required by employment or government authority,
except as specified as covered in the EOC.

Acupuncture. Acupuncture treatment, except as specified as covered in the EOC. Acupressure
or massage to control pain, treat illness or promote health by applying pressure to one or more
specific areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
correcting refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism.
Contact lenses and eyeglasses 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

as covered in the EOC.

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

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are not covered 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. Contraceptive devices prescribed for birth control except as specified

as covered in the EOC.

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

as covered in the EOC.

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

Lifestyle Programs. Programs to alter one’s lifestyle 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 Liability — Anthem Blue Cross is entitled to 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
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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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
and/or day limits per year. The number of visits and/or days allowed for these services will begin accumulating on the first visit
and/or 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.
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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 (waived for emergency admission)
residential treatment center if utilization review not obtained

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

PPO Providers & Other Health Care Providers $4,000/member/year; $8,000/family/year
Non-PPO Providers $10,000/member/year; $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; waived for emergency admissions)

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

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

(hospital care other than emergency room care) (benefit limited to $600/day)
Ambulatory Surgical Centers
»  Outpatient surgery, services & supplies $250/surgery + 20% 50%

(benefit limited to $350/visit)

Skilled Nursing Facility (subject to utilization review)

»  Semi-private room, services & supplies 20% 20%
(limited to 100 days/calendar year;
limit does not apply to mental health and substance abuse)

Hospice Care (subject to 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 ppplicable to the Annual Out-of-Pocket maximums.
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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 20% 20% with authorization
(limited to 100 prior authorized 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;) 20% 20%
caregiver training & visits by provider to monitor
therapy; durable medical equipment; lab services
Physician Medical Services
> Office & home visits $45/visit? 50%
(deductible 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
» MR, CT scan, PET scan & nuclear cardiac scan 20% 50%
(subject to utilization 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/visit 50%
Therapy (deductible waived)
Chiropractic Services (up to 12 visits/calendar year; additional $25/visit 50%
visits may be approved, if medically necessary) (deductible waived)
Speech Therapy
»  Outpatient speech therapy following injury or organic disease $45/visit 50%
(deductible waived)
Acupuncture
»  Services for the treatment of disease, illness or injury 20%3 50%?
(limited to 20 visits/calendar year)
Temporomandibular Joint Disorders
»  Splint therapy & surgical treatment 20% 50%
Pregnancy & Maternity Care
»  Physician office visits $45/visit? 50%
(deductible 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/year4 + 20% 50%
(benefit limited to $600/day)
»  Female Sterilization (including tubal ligation and counseling/consultation) ~ No copay Not covered
» Male Sterilization 20% Not Covered
»  Family planning counseling $45/visit 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 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.S.).
4 Applicable to the Annual Out-of-Pocket maximums



Covered Services

PPO: Per Non-PPO: Per
Member Copay Member Copay'

Organ & Tissue Transplants (subject to utilization review;
specified organ transplants 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 transplant at a COE
(recipient & companion transportation limited to 6 trips/episode
& $250/personttrip for round-trip coach airfare, hotel limited to 1
room double occupancy & $100/day for 21 days/trip, other
expenses limited to $25/day/person for 21 days/trip, donor
transportation limited to 1 trip/episode & $250 for round-trip
coach airfare, hotel limited to $100/day for 7 days, other
expenses limited to $25/day for 7 days)

$1,000/year + 20%

No copay (deductible waived)

Bariatric Surgery (subject to utilization review; medically

necessary surgery for weight loss, only for morbid obesity,

covered only when performed at 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 transportation to & from COE limited
to $130/personttrip for 3 trips [pre-surgical visit,
initial surgery & one follow-up visit]; one companion’s
transportation to & from COE limited to $130/person/trip
for 2 trips [initial surgery & one follow-up visit];
hotel for member & one companion limited to one room
double occupancy & $100/day for 2 days/trip, or as
medically necessary, for pre-surgical & follow-up visit;
hotel for one companion limited to one room double
occupancy & $100/day for duration of member’s initial
surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/trip)

$1,000/years + 20%

No copay (deductible waived)

Diabetes Education Programs (requires physician supervision)

» Teach members & their families about the disease $45/visit 50%
process, the daily management of diabetic therapy & (deductible waived)
self-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 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 (self-donated blood collection,
testing, processing & storage for planned surgery)

20%?2
20%?2

20%2

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

2These 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%

($100 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 facility care (subject to utilization review; $1,000/year3 + 20% 50%

waived for emergency admissions) (benefit limited to $600/day)
»  Inpatient physician visits 20% 50%
»  Outpatient facility care 20% after deductible is met ~ 50% after deductible is met
»  Physician office visits $45/visit2 50% after deductible is met

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

requires to pre-service 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 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.

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.gov/ebsa/healthreform. 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.



http://www.healthreform.gov/

Classic PPO Plan 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.
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 a provider outside

the United States, unless such services or supplies are furnished in connection with urgent care
or an 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
government funds are available for the treatment of illness or injury arising from the release

of nuclear energy.

Not Covered. Services received before the member’s effective date. Services received
after the member’s coverage ends, except as specified as covered in the EOC.

Excess Amounts. Any amounts in excess of covered expense or any Medical Benefit Maximum.

Work-Related. Any injury, condition or disease arising out of employment for which benefits or
payments are covered by any worker's compensation law or similar law. If we provide benefits for
such injuries, conditions or diseases we shall be entitled to establish a lien or other recovery under
section 4903 of the California Labor Code or any other applicable law, as specified in the
EOC/Certificate.

Government Treatment. Any services the member actually received that 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 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 in the member’s
home or who is related to the member by blood or marriage, except as specified as covered
in the EOC.
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 received 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. atleast one-third of its gross 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.

Private Contracts. Services or supplies provided pursuant to a private contract between
the member and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

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

Orthodontia. Braces, other orthodontic appliances or orthodontic services.

Dental Services or Supplies. Dental plates, bridges, crowns, caps or other dental prostheses,
dental implants, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disorders for the temporomandibular (jaw) joint, except as specified as covered in the
EOC. Cosmetic dental 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 in the EOC.

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

Outpatient Speech Therapy. Outpatient speech therapy, except as specified as covered
in the EOC.

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 not apply to reconstructive surgery (that is, surgery performed to correct
deformities caused by congenital or developmental abnormalities, illness, 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 psychiatric reasons.

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 medically necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical treatment for morbid obesity is covered as described in the
Evidence of Coverage (EOC).

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 fertilization, sterilization reversal and gamete intrafallopian transfer.

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogate pregnancy (including, 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 patient, or therapeutic
shoes and inserts designed to treat foot complications due to diabetes, as specifically stated in the
EOC.

Air Conditioners. Air purifiers, air conditioners or humidifiers.

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

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 in the EOC.

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fitness instructor or personal trainer, or any other 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 Items. Any supplies for comfort, hygiene or beautification.

Education or Counseling. Educational services or nutritional counseling, except as specified
as covered in the EOC. This exclusion does not apply to counseling for the treatment of anorexia
nervosa or bulimia nervosa.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this
plan or 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 requirement
either a written 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 directly treat an actual
illness, injury or condition, including those required by employment or government authority,
except as specified as covered in the EOC.

Acupuncture. Acupuncture treatment, except as specified as covered in the EOC. Acupressure
or massage to control pain, treat illness or promote health by applying pressure to one or more
specific areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
correcting refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism.
Contact lenses and eyeglasses 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

as covered in the EOC.

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

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are not covered 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. Contraceptive devices prescribed for birth control except as specified

as covered in the EOC.

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

as covered in the EOC.

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

Lifestyle Programs. Programs to alter one’s lifestyle 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 Liability — Anthem Blue Cross is entitled to 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
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.



» SJVIA County of Tulare
Anthem@ Health Savings Account (HSA)
Custom Anthem PPO HSA (2500/90/50)
Rx Copay after Deductible
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This HSA 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 traditional 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 and/or day limits per year. The number of visits and/or 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 & Home Delivery 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 to medical care & prescription drug benefits; the family
deductible is non-embedded meaning the cost shares of all family
members apply to one shared family deductible. The individual deductible
only applies to individuals enrolled under single coverage.)
» Individual insured person $2,500/individual insured person
» Insured family (includes insured employee & one or more $5,000/insured family
members of the employee’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 obtained $250/admission (waived for emergency admission)

Annual Out-of-Pocket Maximums (in-network/out-of-network
out-of-pocket maximums are exclusive of each other; includes calendar year
deductible & prescription drug covered expense; the family out-of-pocket
maximum is non-embedded meaning the cost shares of all family members
apply to one shared family out-of-pocket. The individual out-of-pocket only
applies to individuals enrolled under single coverage.)

»  For all Providers & Other Health Care Providers $5,000/individual insured person;
& all Participating Pharmacies $10,000/insured 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.com/ca Anthem Blue Cross Life and Health Insurance Company  (P-NP) Effective 01/2019 Printed 8/30/2018 GF



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
»  Outpatient medical care, surgical services & supplies 10% 50%
(hospital care other than emergency room care) (benefit limited to $350/day)
Ambulatory Surgical Centers
»  Outpatient surgery, services & supplies 10% 50%
(benefit limited to $350/day)
Skilled Nursing Facility (subject to utilization review)
»  Semi-private room, services & supplies 10% 10%
(limited to 100 days/calendar year; limit does not apply
to mental health or substance abuse)
Hospice Care (subject to utilization review)
($10,000 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 to utilization 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%
(Certain drugs are subject to utilization review)
Diagnostic X-ray & Lab
» MR, CT scan, PET scan & nuclear cardiac scan 10% 50%
(subject to utilization review)
»  Other diagnostic x-ray & lab 10% 50%
Preventive Care Services
Preventive Care Services including®, physical exams, preventive No copay 50%
screenings (including screenings for cancer, HPV, diabetes, cholesterol, (deductible waived)
blood pressure, hearing and vision immunizations, health education,
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 10% 50%
Therapy, including Chiropractic Services
(limited to 12 visits/calendar year; additional visits
may be approved; if medically necessary)
Speech Therapy
»  Outpatient 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, iliness or injury 10%! 50%?

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

(benefit limited to $580/day)

Organ & Tissue Transplants (subject to utilization review;
specified organ transplants 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
transplant at a COE (recipient & companion transportation
limited to 6 trips/episode & $250/person/trip for round-trip
coach airfare hotel limited to 1 room double occupancy &
$100/day for 21 days/trip, other expenses limited to
$25/day/person for 21 days/trip; donor transportation
limited to 1 trip/episode & $250 for round-trip coach airfare,
hotel limited to $100/day for 7 days, other expenses limited to
$25/day for 7 days)

10%

No copay

Bariatric Surgery (subject to utilization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at 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 insured person’s home is
50 miles or more from the nearest bariatric COE
(insured person’s transportation to & from COE limited to
$130/personttrip for 3 trips [pre-surgical visit, initial surgery
& one follow-up visit]; one companion’s transportation to &
from COE limited to $130/person/trip for 2 trips [initial surgery
& one follow-up visit]; hotel for insured person & one
companion limited to one room double occupancy & $100/day
for 2 daysftrip, or as medically necessary, for pre-surgical &
follow-up visit; hotel for one companion limited to one room
double occupancy & $100/day for duration of insured person’s

initial surgery stay for 4 days; other reasonable expenses limited

to $25/day/person for 4 days/trip)

10%

No copay

Diabetes Education Programs (requires physician supervision)
» Teach insured persons & their families about the disease
process, the daily management of diabetic therapy &

self-management training

10% 50%

1 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.),

oradentist (D.D.S.).



Covered Services

Traditional Health Coverage
Insured Person Copay

In-Network Out-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 dialysis equipment & supplies, 10% 10%
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 transfusions, blood processing & the cost 10%!
of unreplaced blood & blood products
> Autologous blood (self-donated blood collection, 10%!
testing, processing & storage for planned surgery)
Emergency Care
» Emergency room services & supplies 10% 10%
» Inpatient hospital services & supplies 10% 10%
»  Physician services 10% 10%
Mental or Nervous Disorders and Substance Abuse
> Inpatient facility care (subject to utilization review; 10% 50%
waived for emergency admissions) (benefit limited to $580/day)
»  Inpatient physician visits 10% 50%

»  Outpatient facility care

»  Physician office visits (Behavioral Health treatment for Autism &
Pervasive Development disorders requires pre-service review)

10% after deductible is met

10% after deductible is met

50% after deductible is met

50% after deductible is met

" 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 not the copays listed 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'? $50

> Self-administered injectable drugs, except insulin $25

Specialty pharmacy drugs

(may only be obtained through the specialty pharmacy program)

> Generic drugs $7

»  Brand name formulary drugs' $25

»  Self-administered injectable drugs, except insulin $25

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

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

Supply Limits3
»  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/or

sexual dysfunction drugs (available only at retail 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:
Outpatient 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)
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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 and/or 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.



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.gov/ebsa/healthreform. 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.



http://www.healthreform.gov/

Anthem PPO 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 not medically necessary, as defined.

Experimental or Investigative. Any experimental or investigative procedure or medication.

But, if insured person is denied benefits because it is determined that the requested treatment
is experimental or investigative, the insured person may request an independent medical review,
as described in the Certificate.

Outside the United States. Services or supplies furnished and billed by a provider outside
the United States, unless such services or supplies are furnished in connection with urgent care
or an emergency.

Crime or Nuclear Energy. Conditions that result from (1) the insured person’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 government funds are available for the treatment of illness or injury arising from the release
of nuclear energy.

Not Covered. Services received before the insured person’s effective date. Services received
after the insured person’s coverage ends, except as specified as covered in the Certificate.

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

Work-Related. Any injury, condition or disease arising out of employment for which benefits or
payments are covered by any worker's compensation law or similar law. If we provide benefits for
such injuries, conditions or diseases we shall be entitled to establish a lien or other recovery under
section 4903 of the California Labor Code or any other applicable law, as specified in the
EOC/Certificate.

Government Treatment. Any services the insured person actually received that 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
is 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 in the insured person’s
home or who is related to the insured person by blood or marriage, except as specified as covered
in the Certificate.

Voluntary Payment. Services for which the insured person 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 received 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. atleast one-third of its gross 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.

Private Contracts. Services or supplies provided pursuant to a private contract between the
insured person and a provider, for which reimbursement under Medicare program is prohibited,
as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Inpatient Diagnostic Tests. Inpatient room and board charges in connection with a hospital stay
primarily for diagnostic tests which could have been performed safely on an outpatient 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 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 implants, dental services, extraction of teeth, treatment to the teeth or gums, or treatment to
or for any disorders for the temporomandibular (jaw) joint, except as specified as covered in the
Certificate. Cosmetic dental surgery or other dental services for beautification.

Hearing Aids or Tests unless otherwise noted

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics.
Routine eye exams and routine eye refractions, as specified as covered in the Certificate.
Eyeglasses 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
in the Certificate.

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 not apply to reconstructive surgery (that is, surgery performed
to correct deformities caused by congenital or developmental abnormalities, illness, 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 psychiatric reasons.

Scalp Hair Prostheses. Scalp hair 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 medically necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical treatment 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 fertilization, sterilization reversal and gamete intrafallopian transfer.

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogate pregnancy (including, 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 patient, or therapeutic
shoes and inserts designed to treat foot complications due to diabetes, as specifically stated in the
EOC..

Air Conditioners. Air purifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for environmental 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 facility,
except as specified as covered in the Certificate.

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fitness instructor or personal trainer, or any other 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 Items. Any supplies for comfort, hygiene or beautification.

Education or Counseling. Educational services or nutritional counseling, except as specified
as covered in the Certificate. This exclusion does not apply to counseling for the treatment of
anorexia nervosa or bulimia nervosa.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this
plan or 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 requirement
either a written prescription 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 not directly treat an actual
illness, injury or condition, including those required by employment or government authority,
except as specified as covered in the Certificate.

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

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose
of correcting refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism.
Contact lenses and eyeglasses 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
as covered in the Certificate.

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

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be obtained from the specialty
pharmacy 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 should have been obtained from the specialty pharmacy program.
Contraceptive Devices. Contraceptive devices prescribed for birth control except as specified

as covered in the Certificate.

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

as covered in the Certificate.

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

Lifestyle Programs. Programs to 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
not apply to cardiac rehabilitation programs approved by us.

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

as covered in the Certificate.



Anthem PPO 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 &/or needles, except when dispensed for use with insulin & other
self-injectable drugs or medications

Drugs & medications used to induce spontaneous & non-spontaneous abortions

Drugs & medications dispensed or administered in an outpatient setting, including outpatient
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 lowering and certain over-the-counter drugs approved by the Pharmacy
and Therapeutics Committee to be included in the prescription drug formulary.

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility,

rest home, sanatorium, 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 person is not charged

Oxygen

Cosmetics & health or beauty aids.

Drugs labeled “Caution, Limited by Federal Law to Investigational Use,” or Non-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 approved 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 to, tobacco and tobacco products.
This 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 for cosmetic purposes (e.g., Retin-A for wrinkles). However, this will not
apply to the use of this type of drug for medically necessary treatment of a medical condition other
than one that is cosmetic.

Drugs used primarily to treat infertility (including, but not limited to, Clomid, Pergonal
and Metrodin), unless medically necessary for another covered condition.

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity
(e.g., diet pills & appetite suppressants)

Drugs obtained outside the U.S. unless they are furnished in connection with urgent care
or an emergency.

Allergy desensitization products or allergy serum
Infusion drugs, except drugs that are self-administered subcutaneously

Herbal supplements, nutritional and dietary supplements except for formulas for the treatment
of phenylketonuria.

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent
except insulin. This does not apply if an over-the-counter equivalent was tried and was in effective.

Compound medications unless:

a. There is at least one component in it that is a prescription drug; and

b. Itis obtained from other than a participating 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 pharmacy drugs that must be obtained from the specialty pharmacy 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 Company is entitled
to reimbursement of benefits paid if the insured person recovers damages from a legally liable
third party.

Coordination of Benefits - The benefits of this plan may be reduced if the insured person
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.

Anthem PPO HSA plans provided by Anthem Blue Cross Life and Health Insurance
Company. Independent i 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.




Frequently Asked Questions

How do I find a participating network pharmacy?

You can use your EmpiRx Health ID card at over 68,000 pharmacies nationwide
including all pharmacy chains. You can find a network pharmacy by logging onto
www.empirxhealth.com or calling 877-262-7435.

What is a prior authorization and why is it necessary?

Certain medications require prior authorization (PA) because of their potential side
effects, potentially harmful interactions with other prescription medications, or to
confirm they are being prescribed in accordance with Food & Drug Administration
(FDA) approved indications. This process is designed to help ensure your health and
safety. If a PA is needed, EmpiRx Health will work directly with your physician to
obtain the necessary information prior to fulfillment.

How do I find out if a particular prescription is covered by my benefits?
Call 877-262-7435 to speak to a representative who can assist you with drug
coverage questions or log onto www.empirxhealth.com for details.

How can I find out if generic or lower cost alternatives may be available to me?
Log into the member portal at www.empirxhealth.com and select “Drug Pricing.”
Search your medication and if there is a generic available, you will see the cost for
both the brand as well as the generic. You can also call 877-262-7435 to speak to a
representative who can assist you, or consult your physician or pharmacist to
determine if generic equivalents are available for your prescription.

Why does my copay change from month to month?

The cost of medications changes regularly and prices are not all the same at each
pharmacy. If your copay is based on a percentage rather than a fixed dollar amount
then depending on the pharmacy you use and the cost of the medication at the time
your prescription is filled, you may see a variation in your copay amount.

This brochure is only a general description of your prescription benefit program and it is not a contract.
All benefits described herein are subject to the terms, conditions and limitations of the group master
contract and applicable law. All personal health information is kept strictly confidential, as required
by the privacy rules of the Health Insurance Portability and Accountability Act.

Logos are service marks of EmpiRx Health. CDPK.90.1800.000
Standard Brochure 1.2017
<Insert Union Bug>
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Your Prescription Benefit Program

Annual Maximum Out of Pocket Amount
Your plan includes a $2,000 individual / $4,000 family annual maximum out of pocket amount.

Retail Pharmacy Copayment
You are responsible to pay the retail pharmacist the copayment per prescription which is
listed below:

30-Day Supply 90-Day Supply
$10.00 for a Generic Medication $20.00 for a Generic Medication
$20.00 for a Preferred $40.00 for a Preferred

Brand Medication Brand Medication
$35.00 for a Non-Preferred $60.00 for a Non-Preferred
Brand Medication Brand Medication

This is a Dispense As Written Plan (DAW), meaning your pharmacist must dispense the generic
equivalent drug when one is available unless your physician specifically requests the brand be
dispensed. If you request the brand name medication from your pharmacist, you are
responsible for the difference in cost between the brand and the generic plus the copayment.

Retail quantities will be dispensed according to your physician’s instructions written on the
prescription up to a maximum of a 90-day supply.

Please Note: If the cost of your medication is less than your calculated copayment, you will
only pay the cost of the medication.

Mail Order Pharmacy Copayment
Maintenance medications can be submitted to Benecard Central Fill, the EmpiRx Health mail
order facility. Your plan allows for up to a 90-day supply with three (3) refills, according to
your physician’s instructions. Your co-pay amount will be:
$20.00 for a Generic Medication

$40.00 for a Preferred Brand Medication

$60.00 for a Non-Preferred Brand Medication

Specialty Medication Copayment

Specialty medications are high-cost biotechnology drugs requiring special distribution,
handling, and administration. These medications are typically designed to treat chronic
diseases.

30% ($100 max) for a Generic Specialty Medication
30% ($100 max) for a Preferred Brand Specialty Medication
30% ($100 max) for a Non-Preferred Brand Specialty Medication

Specialty medications can be filled one (1) time at a retail pharmacy. All future prescriptions
must be obtained at Benecard Central Fill's Specialty Pharmacy. Please note that specialty
medications are limited to a 30-day supply.

Online Member Tools
Maximize your benefit and find out how you can save on your out-of-pocket

costs with our valuable member resource tools online at
www.empirxhealth.com including:

e Plan coverage details and copay information

e Network pharmacy finder

e Mail service access to request refills and check order status

e Updated preferred medication list

e Drug comparison pricing tool to identify lower cost alternatives

e Druginformation

e Recent personal drug utilization history including the amount you
have paid and what the plan has paid on your behalf. This is helpful
for year-end tax purposes

Registration is easy! Along with your EmpiRx Health ID card, you will need
basic member information, a phone number and an email address. Refer to
our website periodically for the most recent pharmacy network finder and
preferred medication list.
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Preferred Medication List

The Preferred Medication List is a guide for selecting clinically and therapeutically
appropriate medications. It should not take the place of a physician’s or
pharmacist’s judgment with regard to a patient’s pharmaceutical care. Refer to
www.empirxhealth.com for the most recent version of the Preferred Medication
List.

Exclusions

Your prescription program covers most Medically Necessary, Federal Legend, State
Restricted and Compounded Medications which, by law, may not be dispensed
without a prescription.

Be sure to present your EmpiRx Health ID card at a participating network pharmacy
to receive a discount off the retail price of medications that may not be covered.

Retail Pharmacy Network

Your EmpiRx Health prescription benefit program provides you with access to an
extensive national pharmacy network, including all chain pharmacies and most
independents. This plan allows for a 90-day supply of maintenance medications.
Your ID card provides all the information your pharmacist will need to process your
prescription through EmpiRx Health. To locate a participating network pharmacy,
log onto www.empirxhealth.com or call EmpiRx Health Member Services toll-free
at 877-262-7435 (TDD: 1-888-907-0020).

Mail Order Pharmacy

The EmpiRx Health mail service pharmacy, Benecard Central Fill, is an option for
you to obtain maintenance medications. Typically, prescriptions filled through mail
service include medications used to treat chronic conditions and are written for up
to a 90-day supply, plus refills. Prescriptions that you need to use right away should
always be taken to your local pharmacy. You do have the option to obtain 90-day
supplies through the retail network.

For your first order, complete the enclosed Mail Service Order Form and mail it
along with your original prescription using the pre-addressed envelope provided to
Benecard Central Fill. You can also have your physician submit your prescription
electronically to Benecard Central Fill or fax your prescription to 1-888-907-0040.
Be sure that your physician includes the cardholder name, ID number, shipping
address, and patient’s date of birth. Only prescriptions faxed from a doctor’s office
will be accepted via fax.

To order refills you have three options:

e Internet: Visit www.empirxhealth.com. If you have not yet registered, click on
Register. If you are a registered user, log in and select Mail Order.

e Phone: Call Member Services toll-free, 877-262-7435, 24 hours a day, 7 days a
week and use the prompts to order your refills. Have your identification
number and credit card information ready.

e Mail: Send the Refill Request Order Form provided with your last shipment
back to Benecard Central Fill mail service in the pre-addressed envelope

EmpiRx Health does NOT automatically refill your prescriptions.

To avoid delays, always include the appropriate copayment (if applicable) when
your order is placed. Visa, MasterCard, Discover, or American Express and debit
cards are accepted. You may also pay by check or money order made payable to
Benecard Central Fill. Please do not send cash. Please allow up to two (2) weeks
for delivery. Emergency prescriptions can be expedited at an additional charge.



Specialty Pharmacy
Specialty pharmaceuticals are typically produced through biotechnology,
administered by injection, and/or require special handling and patient monitoring.

Through the Specialty Pharmacy, you receive personalized attention to help you
manage your medical condition including one-on-one counseling with our team of
pharmacists and trained medical professionals.

Our clinical team partners with you and your prescribing doctor to ensure you
understand:

e How to manage your condition

e What medications you have been prescribed

e How to take your medication

e  What lower cost options may be available

e How to coordinate delivery of your medication
e How to safely handle and store your medication

Shipments will arrive in secure, temperature-controlled packaging (if necessary)
and will include everything you will need to take your medication. Due to the
sensitive nature of specialty medications, some packages may require a signature.

Where Can | Ship My Medications?
We offer the convenience you need. Your medication can be shipped directly to:
e  Your home
e Your work
®  Your doctor’s office
e Ora convenient location of your choice

Save with Generic Medications

Generic equivalent drugs must meet the same Food & Drug Administration (FDA)
standards for purity, strength, and safety as brand name drugs. They also must have
the same active ingredients and identical absorption rate within the body as the
brand name version. If you wish to take advantage of this savings opportunity,
speak with your physician about the use of generics. You may also consult with your
pharmacist regarding generic drug options that may be available to you.

ID Cards

If your ID card is lost, you may print a temporary card online at
www.empirxhealth.com. If there is an emergency and you need a prescription filled,
call EmpiRx Health Member Services toll-free at 877-262-7435 (TDD: 1-888-907-
0020) and we will provide your pharmacist with the required information to
facilitate processing the claim.

Direct Member Reimbursement

If you must pay out-of-pocket for your medication which is covered by your plan,
submit a Direct Member Reimbursement Form, which is available online at
www.empirxhealth.com. You will need to provide an itemized receipt showing: the
amount charged, prescription number, medication dispensed, manufacturer,
dosage form, strength, quantity, and date dispensed. Your pharmacist can assist you
if you do not have a detailed receipt. Direct reimbursement is based upon your plan
benefits and the amount reimbursed may be significantly lower than the retail price
you paid; therefore, always try to use a participating network pharmacy and present
your ID card to reduce any unnecessary out-of-pocket expenses.



Disclosure Form

39189 SJVIA-COUNTY OF TULARE

Principal Benefits for

Kaiser Permanente Traditional HMO Plan (1/1/19—12/31/19)

Health Plan believes this coverage is a "grandfathered health plan" under the Patient Protection 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 1/1/19 through 12/31/19 (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.

Self-Only Coverage Family Coverage Family Coverage
Amounts Per Accumulation Period . Each Member in a Family of two | Entire Family of two or more
(a Family of one Member)
or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist VisitS.........cceeevveveerceeneesneenen. $25 per visit
Most Physician SPeCialist ViSitS......iiiuuiiiiiieiiiiieeiiiie ettt sttt e st esave e e sbaeessaveeas $25 per visit
Routine physical maintenance exams, including well-woman exams .........ccccccevveereercveennne. No charge
Well-child preventive exams (through age 23 months) ........ccccovveecieiee e No charge
Family planning counseling and CONSUILAtioNS.........ceecvierierieerie e No charge
Scheduled Prenatal Care EXaMIS .....c.uviiiiiie ettt ete e e s e e e s sabe e e s baeessaeae e No charge
Routine eye exams wWith @ Plan OptomMELrist .......ccccvveeeuiereerieeiie e see e e No charge
Urgent care consultations, evaluations, and treatment ..........cccceevieeiiiiiecciee e, $25 per visit
Most physical, occupational, and speech therapy.......ccccoceveeevieecieseeeseeeeee e $25 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures.........ccecveereeeereesieeerceeseeneieenne $25 per procedure
Allergy injections (including allergy SErum) .....c..cccueecveeiiieiee et et $3 per visit
Most immunizations (including the VacCing) ........cccveeuiereeriieecie e No charge
Most X-rays and [aboratory tESTS......uuiiiiiiiiiiiecciie et e No charge
Covered individual health education counseling ... No charge
Covered health education Programs ........cceiiiciieiiiiic it sbee e s saee e eaane 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 DepartmMeENt VISItS. ... iiiiiieei ittt cssiir et e e s s s sirre e e e s s saaase e e e ssnasnaees

$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
AMDUIGNCE SEIVICES ...eetieieeeeieeeie et ste et e ettt e ste et e s e et e e s te e saeeenseesseesnseesseeanseenneeensnesnseanes S50 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
Most brand-name items at a Plan Pharmacy or through our mail-order service.
Most specialty items at @ PIan Pharmacy .......cocoveiiiieiiiiiiieciice et

Durable Medical Equipment (DME)

$10 for up to a 100-day supply

. $20 for up to a 100-day supply

$20 for up to a 30-day supply
You Pay

DME items as described in the EOC ...........coovuiiieiiiiicciieie ettt e ebre e s

Mental Health Services

20% Coinsurance

You Pay

Inpatient psychiatric hOSPItalization........c.cccccuiiiiiiiiiiciie e e
Individual outpatient mental health evaluation and treatment

4158274.45.1.5000524781 - Traditional HMO NCR

$250 per admission
$25 per visit

(continues)




Disclosure Form (continued)

Group outpatient mental health treatment ..........ccceeiiiiiiiiiici e $12 per visit
Substance Use Disorder Treatment You Pay

INPatient detoXifiCAtiON .......c.ciiiiieieiie e e e tr e e $250 per admission
Individual outpatient substance use disorder evaluation and treatment.........ccccccevcvveveneen. $25 per visit

Group outpatient substance use disorder treatment ..........ccceeeieeiiieeiiciie e S5 per visit

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) ........ccccceeveercieeneenieecre e, No charge

Other You Pay

Eyeglasses or contact lenses every 24 Months.........ccccueviiiiieiiiiic e Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period)......c.ccccveeeerieeceercee e No charge
Prosthetic and orthotic devices as described in the EOC............ccccooveeiviiieeciiieccieeciee e, No charge

Covered Services for diagnosis and treatment of infertility..........ccocvveninieniniinnicneeieene 50% Coinsurance

[ R o] (o= o= 1 TPt 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).

4158274.45.1.5000524781 - Traditional HMO NCR 4158274.45.1.5000524781




Disclosure Form

39189 SJVIA-COUNTY OF TULARE

Principal Benefits for
Kaiser Permanente Deductible HMO Plan (1/1/19—12/31/19)

Accumulation Period
The Accumulation Period for this plan is 1/1/19 through 12/31/19 (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 Family Coverage Family Coverage
Amounts Per Accumulation Period . Each Member in a Family of two | Entire Family of two or more
(a Family of one Member)
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.........cceeevveveerceeneesneenen. $20 per visit (Plan Deductible doesn't apply)
Most Physician SPeCIalist ViSitS......cciuuiiiiiieiiiiieeiieie ettt sttt et e e sabe e e s baeassavee s $20 per visit (Plan Deductible doesn't apply)
Routine physical maintenance exams, including well-woman exams .........ccccccevveereercveennne. No charge (Plan Deductible doesn't apply)
Well-child preventive exams (through age 23 months) ........cccceeveecieiee e No charge (Plan Deductible doesn't apply)
Family planning counseling and CONSUILAtioNS.........ceecvierierieerie e No charge (Plan Deductible doesn't apply)
Scheduled Prenatal Care EXaMIS .....c.uviiiiiie ettt ete e e s e e e s sabe e e s baeessaeae e No charge (Plan Deductible doesn't apply)
Routine eye exams wWith @ Plan OptomMELrist .......ccccvveeeuiereerieeiie e see e e No charge (Plan Deductible doesn't apply)
Urgent care consultations, evaluations, and treatment ..........cccceevieeiiiiiecciee e, $20 per visit (Plan Deductible doesn't apply)
Most physical, occupational, and speech therapy.......ccccoceveeevieecieseeeseeeeee e $20 per visit after Plan Deductible
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures...........coceveeeerereeneesienenseennens 20% Coinsurance after Plan Deductible
Allergy injections (including allergy SErum) .....c..cccueecveeiiieiee et et No charge after Plan Deductible
Most immunizations (including the VacCing) ........cccveeuiereerieecie e e No charge (Plan Deductible doesn't apply)
Most X-rays and [aboratory tESTS.......uuiiiiiiiiiiiieciie et e $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)
MR, MOSE CT, AN PET SCANS .uvvviiieieiiitiieeeeeeeeitreeeeeeeesiirereeeeeessssseeeseeesssssesssesesssssssseseessssenns 20% Coinsurance up to a maximum of $50 per

procedure after Plan Deductible
No charge (Plan Deductible doesn't apply)
No charge (Plan Deductible doesn't apply)

Covered individual health education counseling
Covered health education programs

Hospitalization Services You Pay
Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs...........cccecveeveeneen. 20% Coinsurance after Plan Deductible
Emergency Health Coverage You Pay
Emergency Department VISITS........cooeiriiiiiieiieree et 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
AMDUIGNCE SEIVICES ....vviiiiiiiiiiiee ettt et e e st e e s e e e sabe e e e bt eeesabaeesebaeesassaeeans $150 per trip after Plan Deductible
Prescription Drug Coverage You Pay
Covered outpatient items in accord with our drug formulary guidelines:
Most generic items at @ Plan PRarmMacy .......c.eeceerieriieeecsieeese et see et e e $10 for up to a 30-day supply (Plan Deductible doesn't
apply)
Most generic refills through our mail-order SErvice.........covuvvieerieecceeseee e $20 for up to a 100-day supply (Plan Deductible doesn't
apply)
Most brand-name items at @ PIan Pharmacy ........cceeveeciiereeriieecieesee e se e see e $30 for up to a 30-day supply (Plan Deductible doesn't
apply)

4158274.45.2.5000524783 - DHMO 6221 NCR (continues)




Disclosure Form (continued)

Most brand-name refills through our mail-order service.........cccoovveeciieeiiieeicciee s, S60 for up to a 100-day supply (Plan Deductible doesn't
apply)
Most specialty items at @ PIan Pharmacy .......coocuveieiieiiciiiieciieeecee et $30 for up to a 30-day supply (Plan Deductible doesn't
apply)
Durable Medical Equipment (DME) You Pay
DME items as described in the EOC .........c.coeiieiieieiienteieeene ettt 20% Coinsurance (Plan Deductible doesn't apply)
Mental Health Services You Pay
Inpatient psychiatric hospitalization..........coceeeiieieiineee 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 ........c.coocvvveieeciece e $10 per visit (Plan Deductible doesn't apply)
Substance Use Disorder Treatment You Pay
INPatient detOXITICAtION ....eiuiiiieieieet ettt nre e 20% Coinsurance after Plan Deductible
Individual outpatient substance use disorder evaluation and treatment............ccccoeevveeenneen. $20 per visit (Plan Deductible doesn't apply)
Group outpatient substance use disorder treatment........c.cecceevveerieeceereese e S5 per visit (Plan Deductible doesn't apply)
Home Health Services You Pay
Home health care (up to 100 visits per Accumulation Period) ........ccccceeverrcvevieerieesie e, 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 as described in the EOC................ No charge (Plan Deductible doesn't apply)
Covered Services for diagnosis and treatment of infertility... 50% Coinsurance (Plan Deductible doesn't apply)
HOSPICE CAre ....uveeeiieeeiiee ettt aee e 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).

4158274.45.2.5000524783 - DHMO 6221 NCR 4158274.45.2.5000524783




Disclosure Form

39189 SJVIA-COUNTY OF TULARE

Principal Benefits for
Kaiser Permanente Senior Advantage (HMO) with Part D (1/1/19—12/31/19)
Plan Out-of-Pocket Maximum

For Services subject to the maximum, you will not pay any more Cost Share for the rest of the calendar
year if the Copayments and Coinsurance you pay for those Services add up to the following amount:
For any one MeMDET ......ccooi i $1,500 per calendar year

Plan Deductible None

Professional Services (Plan Provider office visits) You Pay

Most Primary Care Visits and most Non-Physician Specialist Visits
....................................................................................................... $15 per visit

Most Physician Specialist VISItS ........ccccovvvvviiiiiiiie e $15 per visit
Annual Wellness visit and the "Welcome to Medicare" preventive

Y] SRR No charge
Routine physical @Xams ..........couuuiiiiiiiiee e No charge
Routine eye exams with a Plan Optometrist ...........ccccevvvviieeeeeenn, $15 per visit
Urgent care consultations, evaluations, and treatment................... $15 per visit
Physical, occupational, and speech therapy..........cccccvvivciiiineenn. $15 per visit
Outpatient surgery and certain other outpatient procedures........... $15 per procedure
Allergy injections (including allergy serum) ..........cccoeeeeevvvviiiiiinnnnn. $3 per visit

Most immunizations (including the vaccing)...........ccccevvvviiiinnneeeeee. No charge

Most X-rays and laboratory tests .........cccvvvviiiiiiie e, No charge

Manual manipulation of the Spine ... $15 per visit
Room and board, surgery, anesthesia, X-rays, laboratory tests,

=T T0 10 [ (1 o LSS PPPPPPPP $200 per admission

Emergency Health Coverage You Pay

Emergency Department VISItS ..o $50 per visit

Ambulance Services You Pay

AMDUIANCE SEIVICES ....ovviiiii e $50 per trip

Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary

guidelines:
1Y Lo 1 e =T 1= o (=T 4 $10 for up to a 100-day supply
MosSt brand-Name iteMS.........cooiiiiiiiiiie e $25 for up to a 100-day supply

Durable Medical Equipment (DME) You Pay

Covered durable medical equipment for home use ............c........... 20 percent Coinsurance

Mental Health Services You Pay

Inpatient psychiatric hospitalization..............oooevuiiiiiineieeieieen $200 per admission

Individual outpatient mental health evaluation and treatment......... $15 per visit

Group outpatient mental health treatment .............cccccooeiiiiiiiiiininnns $7 per visit

4158274.45.1.5000524782 - Sr Adv Grp HMO NCR - Set 2 (continues)




Disclosure Form

(continued)
Substance Use Disorder Treatment You Pay
Inpatient detoXifiCatioN ............oooiiiiiiiiiiie e $200 per admission
Individual outpatient substance use disorder evaluation and
ErEALMENT. ... $15 per visit
Group outpatient substance use disorder treatment....................... $5 per visit
Home Health Services You Pay
Home health care (part-time, intermittent) .............cccceeviiiiinnneennee. No charge
Other You Pay
Eyeglasses or contact lenses every 24 months...........cccccceeeeeeee. Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period)...... No charge
External prosthetic and orthotic deviCes .........cccveevvviiiiiiiciiieeeeee, 20 percent Coinsurance
Ostomy and urological SUPPLIES ........cceuuuueniiiiiiiiiiiiiiiiiiieeeeeeeeeee 20 percent Coinsurance

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 more information, please refer to the
Summary of Benefits booklet enclosed.

4158274.45.1.5000524782 - Sr Adv Grp HMO NCR - Set 2 4158274.45.1.5000524782




County of Tulare

] Your Two Delta Dental
Choosing your plan Kbttty

The choice is yours. When it comes

to dental health, you want benefits

that provide you with the best balance

of value and coverage. Delta Dental

\ l - PPOS+ and DeltaCare® USA both

offer comprehensive dental coverage,

™ quality care and excellent customer

service, Each plan has its own

advantages.**

The PPO plan gives you the freedom
to choose any dentist, and the
opportunity for meaningful savings on
your treatment costs when you visit

a PPO dentist. With a DeltaCare USA
plan, whenyou receive treatment from
your assigned dentist you have the
convenience of knowing what your
copayment is for covered procedures
before yourvisit.

You have the option to select either
one of these two outstanding dental
benefits plans, both administered by
one of the foremost dental benefits
organizations in the United States.
Select either Delta Dental PPO or
DeltaCare USA. Whichever plan you
choose, we look forward to providing
you with the excellent dentist access,
great coverage and friendly service
that so many enrollees have come to
expect.

*  InTexas, Delta Dental offers a
Dental Provider Organization

DEL NTAL (DPQ) Plan.
d' TA DE L ** See back page for the
underwriters of these plans in

your state.

IR R LB a4 LGSR and then some.

This bookler provides highlights abour both dental plans to help you selec the coverage oprion tar best fits your needs. It is not intended or designad
serve 3s an Evidence of Coverage or benefit booklar. For complete information aboutyour coverage, processing policies, imimsons and exclusions, please
rafer tyour Evidence of Coverage or benefit bookler. ifyou still have questons abouryour coverage, please CONTEC your group's benafits adminismaror.

BL_CYP_PPO_USA_DDC_08.0&.2011



Compare Program Features
-

Plan Features

Delta Dental PPO

DeltaCare USA

contacting Delta Dental

Copayments/ coinsurance + Covered services paid at applicable Covered procedures have predetermined
percentage — for example, Allings are dollar copayments for services provided by
coverad at 80% of allowed amount— you network dentists (this means out-of pocket
pay the remaining 20% costs are predictable)

Coverage + Wide range of covered sewices * Plan covers nearly 300 procedures

¢ No exclusions for most pre-existing * No copayments or low copayments for
conditions most diagnostic and preventive services
Mo exclusions for pre-existing conditions or
missing teeth

Dentist network * [Frepdom to choose any licensed dentist You must select a dentist from a list of

+ Mo refermal required for specialty care network dental facilities and you must visit
this dentist to receive benefits
Easy refemals to a large specialty care
netwark

Changing your dentist + Change dentists any time without Ability to change selected or assigned

network dentists via telephone or Internat

Transitions from previous plan

+ Coverage is provided only for treatment
started and completed afteryour effective
date of coverage under the Delta Dental
plan

Coverage is provided only for treatment
started and completed after your effective
date of coverage under the plan

Orthodontic treatment * Planwill pay the remaining amount Covers new enrollees whio, on the effective
in progress of the total case fee not paid by your date of their coverage, are in active
{when covered under prior plan) former dental plan (when plan includes treatment started under their previous
orthodontic coverage) employer-sponsored dental plan
Enmllzes are responsible for all
copayments and fees subject to the
provisions of their prior dental plan
Authorization for specialty ¢ Preauthorization is not required Preauthorization is required for treatment
care treatment provided by a specialist

Your DeltaCane USA dentist will coordinate
your specialty care treatment authorization

Out-of-area coverage

+ Visit any licensed dentist

Limited to emergency care provision

Deductibles and maximums

Deductibles and annual maximums apphy
to most plan designs

No annual deductible or annual dollar
maximums

Claims

Delta Dental dentists file claim forms and
accept payment directly from Delta Dental
Mon-Delta Dental dentists may reguire
payment up front, and require you to file a
claim fior reimbursement

& No claim forms required
+ You only need to pay the specified

copayment at the time of yourvisit




Delta Dental PPO™ — Benefit highlights

Easy
Friendly
Accessible

DELTA DENTAL PPO™

Greatest potential savings
when you visit a Delta Dental
PPO dentist

OUT-OF-POCKET COSTS
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DENTIST DENTIST
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lustration showing sample enmiles
share of cost for information purposes
onky. Actual dentist fees and contract
allowances will v ary by region,
procedure and by group contmct.
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We're pleased to be your partner in maintaining great oral health. The Delta Dental PPO*
plan makes it easy foryou to find a dentist, and easy to control your costs when you visit a
network dentist. Here are some of the great things you'll need to know about enmolling with

Delta Dental:

* Save money with a Delta Dental PPO
dentist. Qur PPO network dentists
accept reduced fees for covered
services they provide you, so you'll
usually pay the leastwhen you
visit a PPO network dentist. This
also ensures Delta Dental dentists
won't balance bill you the difference
between the contracted amount and
their usual fee.

* Visit the dentist ofyour choice,
Want to visit a non-Delta Dental
dentist? No problem. You can visit
any licensed dentist, but your costs
are usually lowest whenyou see a
PPO dentist.

* Many network dentists to choose
from. Since Delta Dental offers
access to some of the largest dentist
networks in the U.5., chances are
there's awide choice of network
dentists nearyour home or office.
Four out of five dentists nationwide

are contracted Delta Dental dentists,
giving more enrollees convenient
access to more dentists. Visit us at
deltadentalins.com to search our
dentist directory by location

or specialty.

Easy to use your benefits.

When you visit a Delta Dental dentist,
pay only your portion for services,
Delta Dental dentists will file claim
forms foryou and receive payment
directly from us. Many non-Delta
Dental dentists ask that you pay

the entire cost up front and wait

for reimbursement.

Delta Dental’s Online Services make
getting information quick and easy.
Accessyour benefits and eligibility,
print |0 cards and get information
aboutyour claims. And check out
Delta Dental's oral health resources
for tips and information that can help
keep your smile healthy.

*in Texas, Delfta Dental insurance Company affers a Dental Provider Organization (DPO) plan.

DELTA DENTAL PPO




COUNTY OF TULARE
16128

Plan Benefit Highlights for:
Group No:

= el Frimary enrollee, spouse and eligible dependent children to the end of
Ellﬂlhlllly the month dependent tums age 26
Deductibles Delta Dental PPO dentists:
Mone
Mon-Delta Dental PPO dentists:
525 per person [ 575 per family each calendar year
Dl_eductib!es walved fqr Delta Dental PPO dentists: Mone
Diagnostic & Preventive (D & P)? | Non-Delta Dental PPO dentists: Yes
Maximums $1.000 per person each calendar vear
r . Basic Benefits Major Benefits Prosthodontics Orthodontics
Waiting Period(s) None None None None
SEREHES S SVETSE Delta Dental PPO dentists™ Non-Delta Dental PPO
: ag dentists
Diagnostic & Preventive
Services (D & P) 100 % 100 %
Exams, cleaning and x-rays
Basic Services 80 % 80 %
Fillings and simple tooth exiractions
Endodontics (root f:anaks]_ 80 % 80 %
Cowered Under Basic Services
Periodontics (gum treaiment) 80 % 80 %
Cowvered Under Bagic Sernvices
Oral Surgery _ _ 80 % 80 %
Coverad Under Basic Services:
Major Services
Crowms, inlays, onlays and cast 30 % 50 %
restorations
Pr-:-s_thndnntlcs _ 50 % 50 %
Bridges, dentures and implants
Orthodontic Benefits 50 % 50 %
Adults and dependent children
Orthodontic Maximums 21,500 Lifetime %1,500 Lifetime
100 % 100 %
Dental Accident Benefits (separate 51,000 maximum per (separate §1,000 maximum per
person per calendar year) person per calendar year)

*  Limitations or waiting periods may apply for some benefits; some 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 for PPO dentists, Premier contracted fees for Premier
dentists and program allowance for non-Delta Dental dentists.

Delta Dental of California

100 First 5t
San Francisco, CA 94105

Customer Service
800-765-6003

deltadentalins.com

Claims Address
P.O. Box 997330
Sacramento, CA 95899-7330

This benefit information is not intended or designed to replace or serve as the plan’s Evidence of Coverage or

Summary Plan Description. If you have specific questions regarding the benefits, limitations or exclusions for your

plan, please consult your company’s benefits representative

HLT_PPO_ICOL_DDC (Rev &E/2015)
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Getting the most from your plan

Easy
Friendly
Accessible
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With PPO there are no claim
forms to submit.

Schedule an
appointmenit
Receivs
dental

care

Pay only
patient's
share bo
dentist

No paperwork.
No hassle.

Save money with a Delta Dental
PPO** dentist

Although you can visit any dentist,
you'll usually pay less when you visit
a Delta Dental PPO dentist.

* PP0 dentists agree to accept Delta
Dental contracted fees as full

payment.

* Your share of the bill will likely
be lower than when you visit a
non-Delta Dental dentist.,

Find a Delta Dental PPO dentist

Delta Dental PPO, our prefermed
provider organization (PPO) plan,*
provides access to the largest netwaork
of its kind natiomaide.

Your out-of-pocket costs are usually
lowest when you visit a PPO dentist.

To find the most current listing of our
network dental offices:

» Vizit ourwebsite and click on
“Find a Dentist” on our home page.

* Salect “Delta Dental PPO™ as your
plan network.

Is your dentist a Delta Dental

PPO dentist?

We recommend that you verify your
current dentist’s participation in the
Delta Dental PPO network. Simply
asking if a dentist *accepts Delta
Dental” does not guarantes he or
she is a PPO dentist.

o Ack specifically if he orsheisa

contracted Delta Dental PPO dentist.

* You should verify your dentist's
participation before each dental
appointment.

Maximum choice

The Delta Dental Premier™ network —
our larger netwark consisting of nearly
80 percent of dentists nationwide —
provides cost-saving features and is
the next best option if you can’t find

a PPO dentist. You can find a Premier
dentist using our online dentist
diractory.

* Premier dentists’ contracted fees are
usually somewhat higher than PPO
dentists’ contracted fees.

* Premier dentists will not bill you
above their contracted fees, so
you still receive cost protections
not available with a non-Delta
Dental dentist.**

Easy to use

* Mo lD card is required to receive
services; simply provide the dental
office with your name, date of birth
and social security or enrollee
ID number.

Mo claim forms to file — Delta Dental
dentists file claim forms foryou

and accept payment directly from
Delta Dental.

After a claim has been processed,
you will receive a dental benefits
statement from Delta Dental.
This document lists the services
provided, the costs of the dental
treatment and the amount of any
fees you owe your dentist.

* In Texas, Delta Dental Insurance Company offers a Dental Provider Organization (DPO) plan.

** Please review your Evidence of Coverage, Summary Plan Description or Group Dental
Service Contract for specific details about your plan's dentist network.

DELTA DENTAL PPO



Dual coverage/Coordination
of benefits

If your spouse has coverage with
another dental plan, you oryour family
members may be covered by both
dental plans.*

# The two plans will likely coordinate
benefits to potentially lower your
out-of-pocket costs.

# Ack your dentist to submit the other
plan's Explanation of Benefits with
the Delta Dental claim form and
we'll take it from there.

Orthodontic treatment in progress
Ifyour Delta Dental plan includes
orthodontic benefits, payment for
orthodontic treatment in progress
depends on the specific provisions
of your plan. Typically, treatment in
progress is covered and Delta Dental
begins paying during the first eligible
month. Under some plans, however,
you may not be eligible for work in
progress oryou may lose eligibility

if your coverage has lapsed for more
than 30 or 60 days.

Transitioning from another plan?

Delta Dental covers treatment started
and completed afteryour plan’s
effective date of coverage. If you have
any dental treatment in progress when
your coverage begins — such as root
canals, crowns and bridgework — those
expenses are not coverad by Delta
Dental. Those costs may either be your
responsibility or that of your previous
dental camier.

Visit our website:
deltadentalins.com

On our website, you can:

* Find a dentist in our online directory
* Review benefits

* Check claim status

* Print an ID card and much more

To access some sewvices, you'll need
to log in: simply enter your user name
and password in the designated
boxes and submit. If you are visiting
ourwebsite for the first time, you'll
need to complete a quick one-time
registration process by clicking the
“Register Today™ link.

Talk to your dentist about your
health and treatment options

When you visit the dentist, be sure to
share your dental and medical history
and any prior complications. Dentists
can identify signs of more serious
health conditions and should be made
aware of health information that may
be critical to your dental care.

Questions about your plan?

Ifyou have guestions, you can check
your benefits, eligibility and claims
information on ourwebsite or on our
interactive voice response telephone
line. For more information, you may
also contact us through ourwebsite
or call one of our helpful multilingual
Customer Service representatives
toll-free during business hours.

*Group-specific axceptions may apply. Please raview your Evidence of Coverage, Summary Plan
Description or Group Dental Service Contract for specific details about your plan's coordination
of benefits, including nules for determining primary and secondary coverage.

DELTA DENTAL PPD

R ormileWay:

Wellness Program

Find all of our dental
health resources,
including risk
assessment guizzes,
articles, videos and
a free newslatter
subscription at:

my smileway. com.
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DeltaCare
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" USA - provided by Delta Dental of California
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Find a DeltaCare USA dentist

Select from among the

many comveniently located
DeltaCare USA contracted
general dentists. To find

the most current listing of
DeltaCare USA dental offices:

Oa

Visit our website and
click on “Find a Dentist”™
on our home page.
Select “DeltaCare USA”
as your plan network.

OR
Call Customer Semvice

for help in finding a
DeltaCare USA dentist.

We'll do whatever it takes and then some.

Welcome to DeltaCare USA - quality, convenience, predictable costs

DeltaCare USA (administered by Delta Dental Insurance Company) providesyou
and your family with guality dental benefits at an affordable cost. The

DeltaCare USA program is designed to encourage you and your family to visit the
dentist regularly to maintain your dental health.

When you enroll, you select a contract dentist to provide services. The
DeltaCare USA network consists of private practice dental facilities that have
been carefully screened for quality.

Enrcll in DeltaCare USA and you'll enjoy these features:

Convenience Predictable costs

Quality

s Extensive benefits for
you and your family

# Mo claim forms to * Mo deductibles

complete
g * Dut-of-pocket costs
# F3sy accessto are clearly defined

specialty care

* No restrictions
on pre-existing
conditions, except for
work in progress

# DQut-of-area dental
BMErgency coverage
up to $100 per
emEergency

* Expanded business
hours for toll-free
customer service,
from 5 a.m. to & p.m.,
Pacific time

¢ Large, stable network
of dentists, so you
can enjoy a long-term
relationship with your
dentist

* No annual or lifetime
dollar maximums

DELTACARE USA

Administered by Delta Dental Insurance Comparny



Plan CA42N DeltaCare USA Description of Benefits and Copayments

SCHEDULE A
Description of Benefits and Copayments

The Benefits shown below ame performed as deemad appropriate by the attending Contract Dentist subject to the limitations and
exclusions of the Program. Please refer to Scheduwle B for further clanfication of Benefits. Enrollees should discuss all treatment
options with their Contract Dentist prior to services being rendered.

Text that appears in italics below is specifically intended to clarify the delivery of Benefits under the DeltaCare USA Program
and is not to be interpreted as COT-2016 procedure codes, descriptors of nomenclature that are under copyright by the
Amearican Dental Association. The American Dental Association may periodically change CDT codes or definitions. Such
updated codas, descriptors and nomenclature may be used to describe these covered procedures in compliance with fedaral
legislation.

ENROLLEE

CODE DESCRIPTION PAYS
DO100-D0999 | DIAGNOSTIC
D0120 Periodic oral evaluation - established patient . T IR A T N, g I A et e ebeeorgec s IR Sy ol
D0140 Limited oral evaluation - problem focused . : S S SIRTRES i | B i . |
00145 Oral evaluation for a patient under three years ﬂfage and munsellng mth PAMEARY CAregiver .....coeeeeeeeeeeeeen Mo Cost
D0150 Comprehensive oral evaluation - new or established patient . S | | o 0+ 1. §
D0160 Detailed and extensive oral evaluation - problem focused, byrepﬂrt teremeeeennnenneaanennneees MO CoSt
D0170 Re-evaluation - limited, problem focused (established patient; not pcst—nperatm msrt} A e SR e e ) AL |
D0171 Re-evaluation - post-operative office vigit e e Mo Cost
D0180 Comprehensive periodontal evaluation - new or established patient ... ..o iieiieeeeeeee.. NO Cost
DO190 Screening of a patient . e e e R e e e e R LT
D0191 Assessment of a patrent U | s § 81 |
DO210 Intracral - complete series ofradu:-graphlc images - fmrted m 1 SEMBS BVEIY 24 rmnﬂ':s ............................... Mo Cost
D0Z20 Intraoral - periapical first radiographicimage ... SR e ey S L e S S R S Sl o e N
D230 Intraoral - perapical each additional radiographic image . S e el e R Ty A U AR ] | 8 10 i 1 )
D0240 Intracral - occlusal radiographic image . R | s L]
D250 Extraoral - 2D projection radiographic image {'.rﬂatecl using a statmnar!,' radlatnn S0Urce, am:l dete:ctﬂr ............. Mo Cost
D251 Extracral posterior dental mdiographic image ... ecee e ceneeaan e eeenn e eneeenamen - O COSE
DOZF0 Bitewing - single radiographic IMag e ... e emm e e e e e e e O D BE
D72 Bitewings - two radiographic M08 S .. e ceeammmeesmmssenc e e cmmsssmmmnennnmeeeee 19000
D027 3 Bitewings three radiographic images ........... EeEE e r e as e s s Nep NSl
D274 Bitewings - four radiographic images - fmited m 1' s8Nes every Emnntl'lx Bt T e T R e T e b BNk, i 1103 | )
D077 Verical bitewings - 7 to B radiographic imMages ... eeemeeeecceeceeen e smaceeeaneennnae O COSE
D0330 Panoramic radiographic image ........_. O S O PP OUN PSR 5 ]| 5= 3 .- )
D415 Collection of microorganisms for culture arn:l ma-n:srtn.ﬁ’q.r S | s 41 §
G aries simoantinliy hesle =5 s e e e e e e L g e e e e e e e
D460 Pulp vitality tests . e B S S A S s R e e s e SR B e e s st s I N
D470 Diagnostic casts . 5 wee--- Mo Cost
D472 Accession 'thISELIE gross e:amlnatu:n preparatnn and trarrsmlssm nfwntten rep-nrt a'.ran'abfe um'_v wl'ie.n

performed in conjunction with a covered biopsy .. ceeeennenn. WO Cost
D473 Accession of tissue, gross and mmmmﬂplcemmlnahﬂn preparahnn and trartsmlssnn nfwntten repnrt-

availabie anly when performed in conjunction with a covered biopsy .. .. No Cost

D474 Accession of tissue, gross and micnscopic examination, including assessrr‘rent cfsurgh:al marglrm fnr presenne
of disease, preparation and transmission of written repon - avaiable nnf_'.f when perﬁ:nned in mn,mnctmn with &

covered biopsy . .. No Cost
D601 Caries risk ass&ss.ment am:l dommenta‘hnn 'mtha ﬁndlng nflnw rtsk rrmrtedm n‘mn::l'mn age 3 m 19 1 e'.-'&ry:i

years ... <. MO Cost
DDE02 Caries risk ass&ssment and domrr‘nentaton \'ﬂtha ﬁndlrrg nfmnderate nsk J'mrt&d m cm!t:l.'r&n age 3 m 15' 1'

gvery 3 years .......... .. No Cost
D0E03 Caries risk assassment am:l domrr‘nentatl{:n W‘Itha ﬁndlng {:fhu_:lh nsk ﬂ'mrted m chn'dmn age 3 m ‘.‘Q 1 BVEry

3 years ... ceeeenn No Cost
D299 Unspecified dlagnnstn: pmﬂ&dur& b}r r&pnrt mcrude.s nrﬁc& '.-mrr per I.-mrt fm an‘dmnn m nmersemce.sj ___________ Mo Cost
D1000-01999 1l PREVENTIVE
01110 Prophylaxis cleaning - adult - 1 per § month perdod . : T O e SR o R e | i 03 |- )
D110 Addiional prophylaxis cleaning - adult fwithin the ﬁmnnﬂ': p&md,l oo e s e e e o RSO
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D120
D11 20
01206
D208
D1310
D320
D1330
01351
01352

D1353
01354
D1510
D1515
01520
D1525
01550
D1555

Prophylaxis cieaning - child - 7 per 6§ month perod .. i
Additional prophylaxis cleaning - chid (within the & mnnﬂ'? pennc:l',l :
Topical application of fluoride warnish - 7 D206 or D71208 per 6 mﬂnm pemd

MNufritional counseling for control of dental disease ...

Tobacco counseling for the control and prevention of aral dlsease
... No Cost
«e--. No Cost
Preventive resin restoration in a moderate to high canes nisk patrent perrnanent tonth Irmrtedm p&nnan&nt

Oral hygiene instructions ...........
Sealant - per tooth - imited o pennanentmmam tl':mugh age 15

maolars through age 15 .
Sealant repair - per tc:ﬂth ﬂ‘mrted m p&rman&nt rmlam thmugh age 1'5

Interim caries arresting medicament application - 7 per 6 Month PEAO ... e
Space maintainar - oed - At . meme e e eeme e ——————— e
Space maintainer - fixed = DIStEral ... et e e n e e
Space maintainer - pmovable = UNIEEEral ... e e —————
Space maintainer - mmovable - bilateral .. e
Re-camant or re-bond space Maintaier e e e
Fameval of: iiad sace malnElimer -ocoooon: oo e e s e e e s s s e e 2 2 n

D2000-D2999  lll. RESTORATIVE

- Includes polishing, all adhesives and bonding agents, indirect pulp capping, bases, liners and acld elch procedures.
- When there are more than six crowns in the same treatment plan, an Errollee may be charged an addifonal $125.00 per crown, beyond
the Gify it

- Replacemaent of crowns, inlays and onlays requires the existing restoration lo be 5+ years old.
* Name brand laboratory proces sed or in-office processed crownspontics produced through specalized technigue or malerials ang
matenal upgrades. The Confract Dentist may charge an additional fee nol to exceed $325 .00 in addition to the sted Copayment. Refer fo
Limitaticn of Benefits #4 for additional informafbion.

02140
D2150
D2160
D2161
D2330
D233
D233z
02335
D2380
D391
D238z
D2393
O23g4
D2510
D2520
02530
D254z
DE543
DzE544
D2610
D2620
D2630
D264 2
D2643
Di2644
D2650
D651
D2652
Di2662
Di2663
D2664
02710

Amalgam - one surface, Primany OF PEmEEIL . e e e e m e
Amalgam - bwD surfacas, PhMany oF PETTEMEIE .. et ees e em——e——eeeeeeae——.
Amalgam - threa surfaces, pAmary oF PaMMEmEIt e
Amalgam - four or more surfaces, Primany Or PeMMaNENE . e ereeaeecceeee e
Resin-based composite - one suriEce, antenior e
... No Cost

.. No Cost

Resin-based composite - two surfaces, anterior .
Resin-based composite - three sufaces, antenﬂr

Resin-based composite - four or mone surfaces or |nvnl1.'1n|_:| |n4:|sal angl-e [anteru:r}
Resintased compoets oroaim, s s s s e e L e e S B R s A
Resin-basad coOmposite - One SUrTE0E, POBIBI O ... ceecccc e em—a e m e m—————————————
Resin-based composite - vo SUEaces, PoSaIOr ..o e e ————————
Resin-basad composite - three sulaces, POSBNOr ... e
Resin-based composite - four or more sulaces, PoStenior .. e
Inlay - Metallic - OME ST OB e e e e e e mmm m e
inlay - matallic - threa or More ST EcBE e e
iy~ makallic: - ey SRR oo e s e e e s s s e e e e S S e s
iy =it = e MR . e s S S A S S S R S SR R
Onlay - metallic - foUr o MO SR B S i eccceceeaeeccceeeeesaasence—eeneseseaaneaann—nnan

Inlay - porcelain/ceramic - one surface™®

Inlay - porcelain/ceramic - two surfaces*®
Inlay - porcelain/ceramic - three or more surfaces*
Onlay - porcelain/ceramic - two surfaces®

Onlay - porcelain/ceramic - three surfaces®

Onlay - porcelain/ceramic - four or more surfaces®

Description of Benefits and Copayments

... No Cost
.- $35.00
S | |+ 1 o1 |
Topical application of fluorde - exduding vamish - 1D12ﬂﬁmﬂf£ﬂﬂp&rﬁmﬂntﬂp&nﬂd ___________________________

Mo Cost

.- Mo Cost

Mo Cost

.- Mo Cost
.- No Cost

Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost

Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost

Mo Cost
Mo Cost
$25.00
$30.00
$35.00
$40.00
Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost
Mo Cost
$50.00
$60.00

$65.00

§55.00

... $65.00
Inlay - resin-based CoOMPOSE = OME SUMBCE ... cee e easeaeae—nme—— e naa———-
inlay - resin-basad composite - WO SUMBCEE e
Inlay - esin-based composite - three oF Mo SUMRCES ... . e ce e ceeseasasece e eee—aea-
Onlay - rezin-basad composite - B0 SUMEcBE e
Onlay - rezin-based compogite - three surfaces e
Onlay - resin-based composite = four or More sSUl acB S . ... e
Crown - resin-based composite [Idinect ) ... e e e e

%15.00
£20.00
£30.00
$25.00
£35.00
$50.00
No Cost
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Description of Benefits and Copayments

D2712 Crown - 34 resin-bazed composite (Indirect) .. e e D OIS
2720 Crown -rednwith high noblametall o 0o o o i e e 00
D2721 Crown - resin with predominantly base metal e eeeeee $15.00
D2722 Crown - resin with noble metal . - $20.00
D2740 Crown - porcelain/ceramic sut:str:—:te . 3B5.00
DZF50 Crown - porcelain fused to high noble metal® . R 1 i | I 1
D2751 Crown - porcelain fused to predominanthy base metal st el e T R e RSl e e e S e S R TN
D2752 Crown - porcelain fusad to moble metal e mememeee - 350000
DZra0 Cmown= 35 casthigh-noble:matall oo o pransrm s s s s s TR0
D2781 Crmown - 3 cast predominanty base metal .- 5500
D27B2 Crown - 3 cast noble metal ..o ene e e eme e e e enee 00
D2783 Crown - % porcelain/ceramic* -7 { I 1 1
D290 Crown =Sl cast high' nobleimiahal == obee cl s e e e e DT D
D2791 Crown - full cast predominanty base metal e o= 5500
DFrA2 Crown -l caetnoblemakal’ oo ooocconresnn s s nrn s s e s = e e s RN
D2794 Crmown - titanium ... R p—————mLL 1 1 1]
D2910 Re-cement or re-bond |r|lay.r cnla}r VEMEEr or pan‘JaI COVErage rﬁstnratlcn _________________________________________________ Mo Cost
D2915 Re-cement or re-bond indirectly fabricated or prefabricated post andcore ..o iiieiiieea e eeeeo.. NO Cost
D25920 Re-cement or re-bond crown ...... Mo Cost
D2921 Reattachment of tooth fragment, II'IEISEH el:lge or cusp fant&rmr,l Mo Cost
02925 Prefabrcated porcelain/ceramic crown - primary tooth - ant&mr S P e M o S R B AT R | 1 L 5 o |-
D2930 Prefabrcated stainkess steal crown - primary tooth ... NO GOt
D2931 Prefabricated stainless steel crown - permanent tooth . Mo Cost
D2932 Prefabrcated resin crown - anterior primary tooth . Mo Cost
D2933 Prefabricated stainless steel crown with resin \'ﬂl‘ldmlu' antemrpmnar}r fDﬂEI'iI Mo Cost
D2840 Protective restoration ... Mo Cost
02841 Interim therapeutic restoration - pr|mar5.rdent|tnn T R e e e e 2 S e e e INSep R eyl
D2949 Restorative foundation for an indirect restoration ... e e e eee e D CDSE
D2a50 Core buildup, induding any pins whan required . coreermen s o o e e s i e s s s ey S DY LY
D2951 Pin retention - per tooth, in addition to r&staratlon MNo Cost
D2a952 Post and core in addition to crown, indirectly fabricated - mdud&s mnafprepammn eemeeeeemmemeeeennnn MO Cost
02953 Each additional indirectly fabricated post - same tooth - indudes canal preparation .........oooooeeooeeeeeee ... No Cost
D254 Prefabrcated post and core in addition to crown - base metal post; indudes canal prepamrm _______________________ Mo Cost
D955 Post removal . : Mo Cost
D2957 Each adl:lmc:nal prefabncatecl pust same tmth base metaj' pﬂst mcru::fes canaf prepambun = . Mo Cost
D2060 Labial veneer (resin laminate ) - chairside - J'mt&dmrepfacem&ntnfsrgnn’manttmhsh‘uctur&fmsduem Canes

or fracture _ .. $245.00
D2961 Labial veneer[resnlammate} int:nclr:amm,.r J'mted Mrepfac&mentnfsrgmfrant tmtl'? stmcm:'e 1'1‘333 duem Canes

or fracture _ .... 5295 .00
DZo62 Lablal VENeer [pnrcelamlamlnate} |EI|I:IIBt{:II"_|' J'erted mreptacementnfsrgmficant tmﬂ'i sﬂ’ucture J'GSS ::I'ue m
D2971 Additional proﬂedures tu mnstruc.t NEw Crown unl:l&r extstmg partlaldenture frarr'newnrk nrEeaees TN
D29B0 Crown repair necessitated by restorative material failere . eeeeeeenne... NO COst
D29E1 Inlay repair necessitated by restorative material failure .. eeeeeeeeee ... NO CiOSE
DZ982 Onlay repair necessitated by restorative material failure ... e eeeee e ceeeeeeeeaaeeeea .. WO COst
DZ28E3 Veneer repair necessitated by restorative material failure .......... Mo Cost
DZ990 Resininfiltration of incipient smooth surface lesions - limied o perman&ntmm’m thmugh age 1'5 Mo Cost
D3000-D3999 V. ENDODONTICS
03110 Pulp cap - direct (excuoding final restoration) .. Mo Cost
03120 Pulp cap - indirect (excluding final restmatnn} = . No Cost
03220 Therapeutic pulpotomy (excluding final restaratlnn} remmral Gf pulp mmnaltn thed&nhru:err‘:ental Jund.mn am:l

application of medicament . P e o S e e L P s B -
03221 Pulpal debridement, primary and perrnanent teem : Mo Cost
D3222 Partial pulpotomy for apexogenesis - pemnaneant tﬂﬂﬂ'l mth |nmmplete rtmt devebpment R SRRl s L0 |- |
03230 Pulpal therapy (rescrbable filling) - anterior, primary tooth (excluding final restoration) ..........ccccoevieeeeeeao..... No Cost
03240 Pulpal therapy (resorbable filling ) - posterior, primary tooth (excluding final restoration) .............................. No Cost
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D3310
Da3320
Da3330
D3331
D333z
03333
D3346
03347
D3348
D3351
Da33562

03353

03410
D3421
D3425
D3426
D427
03430
D450
Da3s20

Root canal - endodontic therapy, anterior tooth (excluding final restoration) . .o
Root canal - endodontic therapy, bicuspid tooth (excluding final restoration) ...
Roof canal - endodontic therapy, molar (excluding final reStoratON] ... v e e e e

Treatment of root canal obstruction; non-surgical access ...

Incomplete endodontic therapy; inoperable, unrestorable or frac:turad tmth .............................................
Intarnal root repair of perioration geieOtE ... .. i e e b b e
Retreatment of previous oot canal therapy - antenior ... e e
Retreatment of previous oot canal therapy - bicuspid ... e e e e ————

Retreatment of previous oot canal therapy - molar ...
Apexification/recaldfication - initial visit (apical dmure.n'c.alc:rﬂc: repair of perfdratnna rmt readrphdn etc }

resorption, pulp space disinfection, etc.) .

Apexification‘recalcification - final visit [|nd udes comp Ie‘ted rmt canal therapn_.r aplcal cbsu re;'ca h:rﬁc repair of

perforations, root resorption, etc.) ..
Apicoectomy - anterior ..........
Apicoectomy - bicuspid (first rmt}

Anicoachommy. = molar (st nool] - oo mseemeens s o s 3 st S S e e e e e e
Apnlcoadiomy: [ssch. addlional raob) - ..o e e e
Pariradicular surgary without aplcoecomy .. e e
Retrograde il = P MO0t ..t e e ecteeaam e eeeaseaaas——nnm—neeee—aeaean—nnn .

Root amputation - per oot .
Hemisection (including amy rnﬂt rermml} I'I'D‘t |n|:.Iud|ng r[mt {'.anal tharam.r

D4000-D4999 V. PERIODONTICS
= Includes precperative and postoperative evaluations and treatment under a local anesthetic.

04210
04211

D4z212
04240

04241
04245
04249
D4260
D426 1

04263
04264
04266
L4267
L4270
D4273
D427 4
D4275
D4277
D427 8
04283
04285

04341

Gingivectomy or gingivoplasty - four or more contiguous teeth or tooth bounded spaces per quadrant ... ...
Gingivectomy or gingivoplasty - one to three contiguous teeth or tooth bounded spaces per quadrant ...
.- No Cost

Gingivectomy or gingivoplasty to allow access for restorative procedure, per tooth .

Gingival flap procedure, induding root planing - four or more contiguous teeth or tmth baund-ad apanea per

quadrant .

Gingival ﬁap pmmdure |ndud|n|_:| rmt plamng one tn tnree mntlgunus taeth ar tmth bnundad Spaces per

quadrant .
Apically pos rtldned ﬁap

Clinical crown lengthemng hard haaue
Osseous surgery (induding elevation of a full thldl:I'IE!SS ﬁap and {:I-asure} f{:ur or maong mntlguaus t-eeth DFtDDth

bounded spaces per quadrant .

Osseous surgery (incuding ehzvatldn dfa fuII th|c:kne:as ﬂap and ddsure} one td thrae mntlgw:us taeth or tadth

bounded spaces per quadrant . I
Bone replacement graft - first alte in quadrant

Bone replacement graft - each additional site in quadrant
.... $100.00
... $140.00

.. $125.00
Autogenous connective tissue graft procedure [|nclud|ng anDr and red prent aurglf:al srt&a} ﬁrst tmth |mplant or

Guided tissue regeneration - resorbable barrier, per site ...
Guided tissue reganeration - nonresorbable barrer, per site [|ndudas membrane remmral}
Pedicle soft tissue graft procedure ...........

edentulous tooth position in graft .

Distal or proximal wedge prnﬂadure [wnen nnt perfdrmad in {IH'IJIJI'IGLIDI'I wrl:h aurglcal prndadures i the same

anatomical area) .

MNon-autogenous mnnac:tn.re tISSLIE graﬂ [|ndud|n|_:| rac:lplent arte and ddnar rnatenal} ﬁrat tmth |mplant or

edantulous tooth position in graft .

Free soft tissue graft procedure [|nc:lud|ng reapnentanddnndra.lrglcal s:tes}ﬂrst toc:rtl'l |mplant oredentubua

tooth position in graft .

Free soft tissue graft procadure [|nc:lud|n|_:| rec plﬂl‘l‘t and d-nnnr a.lrglc:al ates}eacn addrhdnal mntlgunus tmth
.. $125.00

implant, or edentulous tocth position in same gaft site ...

Autogenous connective tissue graft procedure (including donor and e prant aurglcal art&a} 'E'-EI[:h addrt u:nal

contiguous tooth, implant or edentulous tooth position in same graft site .

MNon-autogenous connective tissue graft procedure (including recipient aurglcal alte and dannr matenal]- &ac:h
additional contiguous tooth, implant or edentulous tooth position in same graft site .

Periodontal scaling and root planing - four or more teeth per guadrant - fmited fo 4 quaﬂ]'?ants ::l'unng any 12
consecutive months .

Description of Benefits and Copayments

540 00
$60.00
$40.00
$40.00
540.00
$35.00
£50.00
$95.00

. $55.00

Apexificationrecalcification - interim medication replaoement (apical closune/ calcific repair of perfdratlnns. rmt
. $45.00

£45 .00

.... Mo Cost
.. Mo Cost

Mo Cost
Mo Cost
Mo Cost
Mo Cost

---- No Cost
. Mo Cost

Mo Cost
Mo Cost

.. No Cost

.- No Cost

$45.00
$45.00

£75.00

£60.00

_.5125.00

$45.00

. $75.00
. No Cost
.- $115.00

.-$125.00

$45.00

£69.00

. Mo Cost
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04342 Periodontal scaling and root planing - one to three teeth per quadrant - limied to 4 quadranis during any 12

consecutive months . ---- No Cost
04355 Full mouth deb ndement te ena t:te -eemprehe nsive E".'EI|LI.EitIDn and dlagnues:s J'erted tu 1 treatmentm any 1 2
consecutive months . ---- No Cost

D4381 Localized delivery efanhmreretnalagents via a eentrelled releaee *.'enrele |nte d|5eased eremeular T.ISSLIE per

tooth - foreach ofthe first two teeth treated within a guadrant following root planing or periodontal maintenance . $60.00
04381 Localized delivery of antimicrobial agents via a controlled release wvehicle into diseased crevicular tissue, per

tooth - for an additional tooth treated in the same guadrant following root planing or periodontal maintenance ... Mo Cost
04910 Periodontal maintenance - limited to 1 treatment each 6 month period e Mo Cost
D4910 Additional periodontal maintenance (within the 6 month PERo) ..o eeeeeeeeeesee e eeeeeeneennennn- 300,00
4921 Ginghval imigalion - per guadant i e e O SR

D5000-D5899 V1. PROSTHODONTICS (removable)

- For all isted dentures and partial dentures, Copayment includes after delivery adiustments and tissve conditioning, if needed, for the first
six months after placement. The Enroliee must continue o be eligible, and the service must be provided al the Contract Dentist’s facility
where the denture was originally dellivered

- Rebases, refnes and tissue conditioning ane imited to 1 per denture during any 12 consecutive months.

- Replacement of a denture or a patial deniure reguires the existing denture to be 5+ years od.

05110 Complete denture - maxillary . T PRI T .1 | 1

05120 Complete denture - rnand|bular g e e e e e s e e s e ST
D5130 Immediate eniure = MM Ay e e e e e e e meemeee. HB5.00

05140 Immediate denture - mandlt:ular e eeeianananen-.. 3B5.00
05211 Maxillary parial denture - reelnt:ase[|ndud|ngan5.reenl.rent|enaldaeps r-estsandt-eeth} ............................. S80.00
05212 Mandibular partial denture - resin base (induding any conventional clasps, restsand teeth) ... .. ... $80.00
D5213 Maxilary partial denture - cast metal framework with resin denture bases (including anyeenventbnal clasps,

rests and teeth) . .. 595.00
05214 Mandibular partial denture east metal frarnewerk w1th resin denture bases [|ne|ud|n|_:| any een».entu:nnal elasp:s

rests and teeth) . eemmeeee 595.00
D5221 Immediate rr'ranuullen_.r partlaldenture resin t:case [|nelud|ngan1,'edn~.~entu:nnal dasp:s rests andteeth]- caeeee. 38000
D5222 Immediate mandibular partial denture - resin base (including any conventional dasps, restsandteetn} .... 3BO.DO
D5223 Immediate maxillary partial denture - cast metal framework with resin denture bases (including any eenventldnal

clasps, rests and teeth) . e eeeee. 39500
D5224 Immediate mandibular parttaldenture eest rnetal ﬁame'mrtc w1th resin denture bese-s ['nelud|ng any

conventional dasps, rests and teeth) .............. o R .= 111
05225 Maxillary partial denture - flexible base (i ['neludlnganyelasps reets andt-eet:h]- ........................................... £195.00
D5226 Mandibular partial denture - flexible base (including any clasps, rests and teath) .. i R e e A NN
D5281 Remowvable unilateral partial dentune - enepreeeeaetrnetal[lneludlngdaep:sandteeth} e e . -2 i 1 1
D50 Adjust complete denture - maxillary . Net}est

05411 Adjust complete denture - mandlbular T D A TR VRN PP RO R Porey STTRNEDGINPIOEEE,  o  4u [ |
DH421 Adjust partial dantume - mandba0Y e e e e e e e IO OV
D5422 Adjust partial denture - mandibular e e e e mm e e e e O DL
05510 Repair broken complete denture base .......... At A St o erl i e e N el
D5520 Replace missing or broken teeth - complete denture [eaen teeth]- e e R SRS S o S e et ettt 1, B L
5610 Repnair: resin:deriime Dess - corcecns o Dnseree s o sl e sninee 0 n S s e e s snnean oo I ek
05620 Repair cast framework . T T e e At e v e e s INRENU R
05630 Repair or replace t:rdken dasp per teeth e e T S G S S S S S G A S SRS S e e I e ET 2,
D5640 Replace broken teeth - per tooth Neﬂest
D5650 Add tooth to existing partial denture ... SRR el B M o SR B R S TR | U ]
D5660 Add clasp to existing partial dentune - perteeth f R R S SRS e A e e e e i S Iy vk
DS670 Fteplaeeallteethandawlleeneastmetalﬁarr'rewertc [mamllar!,']- e L N A Gy ¥ L Ao e <1 1
D5671 Replace all teeth and acrylic on cast metal frmamework (mandibular) . iaeaeaaeeen.. 365.00
D5710 Rebase complete mamllamy Oomtune e ee . 330,00
D5711 Rehase complete mandibular demtume .. 330,00
D5720 Rebase maxillary partial GBmIUNE ... e ieeeae s e e e eee s st am e e mnnn s e sannmenemnnnnnnansnnennnene 000
5721 Rebase mandibular partial denbam . e s e i e, B0200

D5730 Reline complete maxillary denture [ehalrsrde} ................................................................................... Mo Cost
D5731 Relina complate mandibular danture (chairsida) ... . eeam e e e e e e ae e e D COSE
D5740 Reline maxillary partial danture (ChaimRioe) .. ... e e e e e e e ————n e Mo Cost

D5741 Reling mandibular partial denture (chairsioe) ... e e e m e e e oo D GDEL




Plan CA42N DeltaCare USA Description of Benefits and Copayments

D5750
D5751
D57ED
D576 1
D5820
D5B21
D5850
D5E51

Reline complete maxillany dantune (laboratony ) o .. e £25.00
Reline complete mandibular denture (l@Doratomy ] - .....oee e e e e s e ae e emen e e neannanenmnnnnene S20 .00
Reline manilary partial dantune (aborat oy ) e £25.00
Relina mandibular partial dentune (laboratomny ) e £25.00
Interim partial denture (maxillary) - §mited to 1 in any 12 consecutive months ..o oiiiiiiiiieceeeee... MO Cost
Interim partial denture (mandibular) - fmited fo 7 in any 12 consecutive months . reeeeeeeeeeee.... MO Cost
Tissua condiioning, madlbary e e m e e e e mmm - 10 GO
Tissue conditioning, MandibUlar . ... eceraaenee e eeee e essaaeanmeeeaneenneennnns N0 COSE

D5900-D5999 VIl MAXILLOFACIAL PROSTHETICS - Not Covered

DGO00-D6199 VI IMPLANT SERVICES - Not Covered

D6200-DE99S  IX. PROSTHODONTICS, fixed (each retainer and each pontic constitutes a unitin a fived partial denture

[bridge])

- When a crown and/or pontic exceeds Six units in the same treatmant plan, an Enroliee may be charged an additional $125.00 per uni,
beyond the Gth und.

- Replacement of a crown, pontic, infay, onlay or siress breaker requires the existing bridge to be 5+ years old.

* Name brand, laboratory processed or in-office processed crownspontics produced through specalized technigue or materials ans
matenal upgrades. The Contract Dentist may charge an additional fee not to exceed $325.00 in addition to the iisted Copayment. Refer to
Limitation of Benelits #4 for additional information.

DE205
De210
D6211
Da212
Da214
DE240
D241
D624 2
D6245
DE250
D6251
DE252
De600
Da601
De602
De603
Da604
DE605
De606
D6607
DE60E
De609
D6610
D611
D612
D613
D661 4
DE615
DE710
D&720
T
DE722
DE740
D&ET50
D675 1
DE752
DaTa0
D678 1

Pontic - indirect resin based COMPOELE ... e e cesm e s e msem s en s s m s mmesme e e s senne 0O
Pontic' - cast highi noble mekal e oo e o e s s e e s T et st s RO
Pontic - cast predominanthy base metal e e 5,00
Pontic - cast moble metal ... e m e e e e m e m e mmmnnenene 00D
Pontic - titanium ......... ORI 01 |
Pontic - porcelain fused tn hlgh nc:tﬂe metal‘ it R e o i R R e e s e s AN
Fontic - porcelain fused to predominantly base metal EE e s s SRERTTN)
Pontic - porcelain fused (o moble melal .o e e e e e e aem e e e D000
Pontic - porcelain/ceramic® ... VST RO WV 111121 1|
Pontic - resin with high noble rnetal ... | 1 | 1
Pontic - resin with predominantly base rr'retal U -3 |1 I
Pontic - resin with noble metal ..__..._...._. LT R N PR R s e S e i e s RGN ENN)
Fetainer inlay - porcelain/ceramic, t\msurfac:ﬂs i B e e R SR S e ARG
Retainer inlay - porcelain/ceramic, three or more surfams e S e S T T e sns s anerecs: SRR
Retainer inlay - cast high noble metal, two SUMBCEE .. BT0.00
R etainer inlay - cast high noble metal, three or more surfacﬂs .- I LI |
Retainer inlay - cast predominantly base metal, two surfaces ... eeeeeiiiecvi e eeeneee.. MO Cost
Retainer inlay - cast predominantly base metal, three or mone SUfaces ........ooeeier e eeeeeeee e e eeee O CiOSL
Ratainer inlay - cast nobla metal, bvo SrE0eS e eeeme- BB0.DD
Retainer inlay - cast noble metal, three or more surfa:.ﬁs B L B e e M- * 1 101 1
Retainer onlay - porcelainCeramic, WD SUI OIS e e e e e e em e mme e m e mee e mmenen 20,00
Retainer onlay - porcelain/ceramic, three or mome SUMfECES .. BBB.00
Retainer onlay - cast high noble matal, o SUMB0BE .. BT0.00
Retainer onlay - cast high noble metal, three or more surfac:es A PR R e R R e S DD
Retainer onlay - cast predominantly base metal, two surfaces ... .. MO GOt
Retainer onlay - cast predominantly base metal, three or more su.lrfanes .................................................. Mo Cost
Retainer onlay - cast noble metal, two SUMBCEE ..o e e e eessa e e memsmnnsamnnnenenee D000
Retainer onlay - cast noble metal, three or more mrfa{:e:s ..~ ; I I 1 |
Retainer crown - indirect nesin based comMPOSE .. 330,00
Retainer crown - mesin with high noble metal . 230,00
Retainer crown - resin with predominantly base metal .. enen e eeeee 81500
Retainer crown - porcelain/caramic® ... L o ol T 1111 1
Retainer crown - porcelain fused to high I'I'DD|E rr'retal* - 7 i | I | 1
Fetainer crown - porcelain fused to predominanthy base rnetal O .. 1< 1.1 | |
Retainer crown - porcelain fused to noble MEtal . 36000
Ratainer crown - 34 cast high noble metal et e e e een e e BE0.J0D)
Retainer crown - 34 cast predominantly base metal e eeeeee. 35500
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DG6782 Ratainer crown - M cast noble matal . e 360,00
DETE3 Reatainer crown - 34 poroalainfCBramMIC® ... .. .o i cceimeie e e ee s s ssmenensnen s s assssmnn e ensannsanensnes  SI0J00
DETI0 Retainer crown - full cast high noble metal e 37000
D6791 Retainer crown - full cast predominantly base mMetal ... e ee e e eeeeee 300,00
D6732 Ratainer crown - full cast noble metal e eeeeeee- 30000
DET94 Retainer crown - titaniom ........ A S T AT A I e s e ST T
DE930 Re-cement or re-bond fixed partlal d&nture T e A O T A BN o o e e EoE o nenenypoors o INYER PO
DE940 Stress breaker ... T S ST RTPE I . 10 s [ ]
DE280 Fixed partial denture repair nec:&satated t:n,' restﬂrahve rnatenal fallure e e e i e e I A

DT000-D7399 X, ORAL AND MAXILLOFACIAL SURGERY

- Includes precperalive and postoperative evaluations and treatment under a local anesthetic.
D7111 Extraction, coronal remnants - deciduous tooth . PSSP NS SOPRRSSRPR NN ; 1| |- ;- |

D7140 Extraction, erupted tooth or exposed oot [elﬂ'-.ratcn and.fnr f{:n:ep:s rerrt:r-.ral} _____________________________________________ Mo Cost

07210 Surgical removal of erupted tooth requiring removal of bone and/or sectioning of tooth, and including elevation of
mucoperiostesl Sap iFndcatad e e e s 0

D7220 Removal of impacted tooth - S0ft B8sue e e e 31500
D7230 Removal of impacted tooth - partially bony .. U . ... I |
D7240 Removal of impacted tooth - completehy bnm,r O . X L= 1 1 |
07241 Removal of impacted tooth - completely bony, \'ﬂth unLtsuaIsurglcaI{::mpllcatnrm e 250,00
D7250 Surgical removal of residual tooth noots (cutting procedure) ... ieeeeeeiieeeee oo ND Cost
07251 Coronectomy - intentional partial tooth removal . 10 U e e R O a0 i 11 1
D7Z7i0 Tooth rmmplantatu:narrd.-'ﬂrstablllzahﬂnufamdentallyevulsad ﬂrdnsplanedtﬂath T N I T . . 1)
D7280 Surgical access of an unerupted tooth . U . 7 .|| |
D7282 Mobilization of erupted or malpositioned tD{:Iﬂ'ItD aH:I eruptlﬂn .. . | I
D7283 Placement of device to facilitate eruption of impacted tooth . . U | = s |- |
D7V286 Incisional biopsy of oral tissue - soft - does not include pamnmgyjabnmm:}rpmcedumx R M SRR S | i ]
D7310 Ahlecloplasty in conjunction with extractions - four or mone teeth or tooth spaces, perquadrant ceeeeeeeea-- N Cost

D7311 Alecloplasty in conjunction with extractions - one to three teeth or tooth spaces, per quadrant ...................... No Cost
D7320 Alecloplasty not in conjunction with extractions - four or more teeth or tooth spaces, per quadrant ___...............No Cost
D7321 Alecloplasty not in conjunction with extractions - one to three teeth or tooth spaces, perquadrant .................. No Cost
D7450 Removal of benign cdontogenic cyst or tumor - lesion diameterup to 1.25cm . iiiiiieeaeene... NO Cost
D7451 Removal of benign odontogenic cyst or tumor - lesion diameter greater than 1.25em ... ... ....... NoCost
D7471 Removal of lateral exostosis (maxilla or mandible) ... e WD Cost
D7472 Removal of torue palaiees i e e N O
D7473 Removal of torus mandibularis .._......... e e s e e e s s e e e N IACN
D7510 Incsion and drainage of abscess - |ntranral mﬁ trssue oo i ... No Cost
D7360 Frenulectomy - also known as frenectomy or frenotony - separate prmﬂdure nﬂtlnc:u:lental t'D armther proc:-aclure Mo Cost
D70 Exdsion of hyperplastic e - par arch i cmmmm—n e e e m e e e e MO OIS
D71 Exd=ion of pericomonal gingiva e e N GO

Da000-08999 Xl. ORTHODONTICS

- The listed Copayment for each phase of onthodontic treatment (limited interceptive or comprahensive) covers up o 24 months of active
treatment. Beyond 24 months, an additional monthly fee, not to excead $125.00 may apply
- The Retention Copayment indudes adiustments and/or office visits up o 24 months.

Pre and post orthodontic records include:
The benefit for pre4reatment records and disgnostic Senices MOUDTBS ... eeeeeeseaeee e eee. 520000
D0210 Intraoral - complete series of radiographic images
D0322 Tomographic sureey
D030 Panoramic radicographic image
00340 2D cephalometric radiographic image - acquisition, measurement and analysis
00350 2D oralffacial photographic images obtained intracrally or extracrally
00351 3D photographic image
D470 Diagnostic casts

The hanef for postimaiment neooRl s ICIre S e e aeeee $T0LDO
00210 Intracral - complete series of mdiographic images
D470 Diagnostic casts
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DE010 Limited orthodontic treatment of the primary dentiion ... NP RPRIR . . T 1
D020 Limited orthodontic treatment of the transitional dentition - ch:j::l' nradn!&scent m age 19 e BT 2500
DEO30 Limited orthodontic treatment of the adolescent dentition - adolescent fo age 79 . eenene. 3725.00
DEM0 Limited orthodontic treatment of the adult dentition - adults, induding covered d&p&nd&nr adurf cmﬁ::ﬂ"en ____________ £625.00
DB050 Interceptive orthodontic treatment of the primany Sention ........coon e e e esesnnn e e e meeees DF 25,100
DEO60 Interceptive orthodontic treatment of the transitional dentition ... EREER TR, 1 ' )|
DEOY0 Comprehensive orthodontic treatment of the transitional dentition - mn'dnradn.rescentm age 19 .‘31 T00.00
DEOBED Comprehensive orthodontic treatment of the adolescent dentition - adolescent to age 19 . ..%4,700.00
DE0S0 Comprehensive orthodontic treatment of the adult dentition - adults, including covered d&pendentaduff D‘mt:l'ren .%1,900.00
DE6E0 Pre-orthodontic treatment examination to monitor growth and development .. o e et S 2 RSN T
DE670 Periodic orthodontic treatment visit - induded in comprehensive case fee . S o 8 T |
DB&E0 Orthodontic retention (removal of appliances, construction and placement nf rermuabfe retamer:s} eveeeneae $2T75.00
DE6E1 Removable orthodontic retainer adjustment .. e S e e e e e pe Ser s s 2 I AT
DBES3 Re-bond or re-cement fixed retainer - limied m 2 perﬁmunﬂ'? penm‘ SRS ) | i | 4~ a . |
DEES4 Repair of fixed retainers, includes reattachment - limied to 2 per Emnnth p&nﬂd S |+ X 8 3 5§
DE999 Unspedfied orthodontic procedure, by repon - indudes treatment planning SESSION .....ooooveeeeeeeeeeeeeeennenn. 3100.00
D9000-D9999  XIl. ADJUNCTIVE GENERAL SERVICES
D9110 Palliative (emengency) treatment of dental pain - minor procedure ... eeieeeeeeeeeee . ND CoOst
21l Ragional block:anestheslia: ..o mrnneria s covin e e s s s s e reprnes s s e enes s, INGHE Aoyl
D212 Trigeminal division block anesthesia ... .. e e e e e e e IR Y
D9215 Local anesthesia in conjunction with nperatn.e ar surgh:al pr{:q:ﬂdures _____________________________________________________ Mo Cost
09219 Ewaluation for deep sedation or general anesthesia ... R o' s s |-
De223 Deep sedation/general anesthesia - each 15 minute |n|:rﬂment T S et et . {01 1
09243 Intravenous moderate (conscious) sedation/analgesia - each 15 m|nut& II'I{:FEIT'rEI'I‘t = eeeeo. 3B0.00
De310 Consultation - diagnostic service provided by dentist or physician other than requ&shng denhst or ph‘!,EICIaI'I ....... MNo Cost
D430 Office visit for observation (during regularly scheduled hours) - no other services peformed ... Mo Cost
Do440 Office wisit - after regularly scheduled hours ._....... . v I 1 |
D450 Case presentation, detailed and extensive tre.atment plannmg I o'+ I 8 s -
Dea32 Cleaning and inspedion of removable complete dentune, maxlllary.r ETE et M A e e e e e T e e
D2933 Cleaning and inspedion of removable complete denture, mandibular ... iiiiiiaeen... NO Cost
D2934 Cleaning and inspection of removable partial denture, masdllany ... iieeeeee e eanae... WO COst
D2935 Cleaning and inspedion of removable partial denture, mandibular ... eeieeeeenaeen .. NO COst
D9340 Ocdusal guard, by report - Fmited f0 T 0 3 PBEIE ..o e e em e e emeaesa e ann e en e e eennnee D200
D9943 Occusal guard adiUstmBnt ... oo e e e e e e s smnaam e mn e e ennamnnemnnenmneneee B 10.00
D9ah Ceousal adiusimeant, Bmilbed . . L i L L L s N R L s e o
ah? Occusal adustment, commplelee. o coocococnn s s e s Mo Cost
09975 External bleaching for home application, per anch; includes materials and fabrication of custom trays - limited to

one bleaching tray and gel for iwo weeks of self~ireatment . .- ... $125.00
D99B86 Missed appointment - withowt 24 hour notice - per 1'5mmu1‘es nfappmnﬂ'nent trme -up man nve.r?aﬂmammum

of §40.00 . e cavennnemmen 31000
D297 Canceled appmntrr'nent mtl':m.rt 24 hﬂurmtrce =Der 15mmutes afappmntment trme up Enan al.feraﬂ' Maximurm

af $40.00 . . $10.00

If services for a listed prumdur&ar& p-&rfurm&d by the amngn&d Contract Dentist, the Enrollee pays the !ED-E{:If'&d Cnpawﬂ&nt Listed
proceduras which requine a Dentist to provide Spedcialist Services, and are refermed by the assigned Contract Dentist, must be authon zed
by Delta Dental. The Enmllee pays the Copayment specified for such services.

Proceduras nol listed above are not coverad, howewer, may be available at the Contract Dentist's Siled fees.” Filed fees” mean the
Contract Denfist's fees on file with Delta Dental. Questions regarding these fees should be diected to the Customer Service department
at B00-422-4234,




Limitations and Exclusions of Benefits

SCHEDULE B
Limitations of Benefits

1. The frequency of cerain Benefits is limited. All frequency limitations are listed in Schedule A, Description of Banelfits and
Copayrmants.

2. If the Enrollee accepts a treatment plan from the Contract Dentist that includes any combination of more than six crowns, bridge
pontics and/or bridge retainers, the Enrales may be chamed an additional $100.00 above the listed Copayment for each of these
sarvices after the sboth unit has been provided.

3. General anesthesia andior intravenous sedationfanalgesia is limited to treatment by a contracted oral surgeon and in conjunction
with an approved referral for the removal of one or mome pariial or Ul bony impactions, (Procedures DF230, D7240, and DT241).

4. Baenefits provided by a pediatdc Dentist are limited to children through age seven following an attempt by the assigned Contract
Dentist to treat the child and upon phor authorization by Dalta Dental, less applicable Copayments. Exceptions for medical
conditions, regardless of age limitation, will be considersd on an individual basis.

5. The costto an Enrollee receiing orthodontic treatment whose coverage is cancelled or terminated for any reason will be based on
the Contract Othodontists usual fee for the treatment plan. The Confract Orthodontist will prorate the amount for the number of
moanths remaining to complete treatment. The Enrollee makes payment directly 1o the Contract Onthodontist as armanged.

6. Orthodontic treatment in progress is limited to new DeltaCare USA Enrollees who, at the time of their odginal effective date, an
in active treatrment started under their previous employer sponsoned dental plan, as long as they continue to be eligible under the
DeltaCare USA Program. Active treatment means tooth movemnent has begun. Enrollees are esporsible for all Copayments and
fees subject to the provisions of their prior dental plan. Delta Dental is financially responsible only for amounts unpaid by the pror
dental plan for gualifying onthodontic cases.

Exclusions of Benefits
1.  Any procedure that is not specifically listed under Schedule A, Descrption of Benefits and Copayments.

2. Any procedura that in the professional opinion of the Contract Dentist:

a. has poor prognosis for a successful result and reasonable longevity basad on the condition of the tooth or teeth andlor
surrounding structures, or
b. isinconsistent with generally accepted standards for dentistry.

3. Sawices solely for cosmetic pumposes , with the exception of procedure DOSTS [ External bleaching for home application, per arch),
or for conditions that are a result of hereditary or developmental defects, such as cleft palate, upper and lower jaw malformations,
congenitally missing teeth and teath that are discooned or lacking enamel, except for the treatment of newbom childmen with
congenital defects or birth abnormalities.

4. Porcelain crowns, porcelain fused to metal, cast metal or resin with metal type crowns and fixed panial dentures (bridges) for children
under 16 years of age.

5. Lost or siolen appliances including, but not limited to, full or parial dentures, space maintiners, crowns and fived partial dentunes
(bridges).

6. Procedures, appliances or restoration If the purpose is to change vertical dimension, or to diagnose or teat abnomial conditions of
the temporomandibular joint [T

7. Precious metal for removable appliances, metallic or permanent soft bases for complete dentures, porcelain denture teath,
precision abutments for removable partials or fixed padia dentures (ovedays, implants, and appliances associated themewith) and
personalization and charactedzation of complete and partial dentures.

B. Implant-supported dental appliances and attachments, implant placement, maintenance, removal and all ather services assodated
with a dental implant.

9. Consutations for non-coverad banafits .

10. Dental services received from any dental facility other than the assigned Contract Dentist, a preauthorized dental specialist, ora
Contract Orthodontist except for Emergency Sendces as described in the Contract and/or Evidence of Coverage.

11. Al related fees for admission, use, or stays in a hospital, cut-patient surgery canter, extended care fadlity, or other similar cane
facility.

12. Prescription drugs.



13.

14.
15.
16.
17.

18.

Limitations and Exclusions of Benefits

Dental expanses incurred in connection with any dental or orthodontic procedure stated before the Enmsllee’s eligibility with the
DeltaCare USA Program. Examples include: teeth prepared for crowns, root canals in progress, full or partial dentures for which an
impression has been taken and orthodontics unless qualified for the othodontic treatment in progress provision.

Lost, stolen or broken othodontic appliances.

Changes in orthodontic treatment necessitated by accident of any kind.

Myofunctional and parafunctional appliances and/or theraples, with the exception of procedure D840 (ocdusal guand, per report).

Composite or ceramic brackets, lingual adaptation of arthodontic bands and other specialized or cosmetic altematives to standard
fixed and removable arthodontic appliances.

Treatment or appliances that are provided by a Dentist whose practice specializes in prosthodontic sevices.



Getting the most from your plan

W Quality
E Convenience
o Predictable
g Costs
ar
Lid
a
With DeltaCare USA, there

are no claim forms to submit.

Select a
DialtaCara USA
dentist

Receiweyour
welcome kit

Schedule an
appointment

Receive
dental
came

Pay only your
copayment
directly to

dentist

g el o

No paperwork.
No hassle.

Save money with a DeltaCare® USA
dentist

DeltaCare USA plans feature:

* S5gt copayments.

* Mo annual deductibles and no
maximums for covered benefits.

* | ow oui-of-pocket costs for many
diagnostic and preventive semvices
(such as professional cleanings
and regular dental exams).

Choosing your DeltaCare USA dentist
Whenyou enroll, you choose from
many conveniently located DeltaCare
USA contracted general dentists to
receive benefits under your plan.

To find the most current listing of
DeltaCare USA network dental offices:

* Visit ourwebsite and click on
*Find a Dentist” on our home page.

* Sglect *DeltaCare USA™ as your
plan network.

You can also call Customer Service
for help in finding a dentist.

Visit your DeltaCare USA dentist

You must visit your selected DeltaCare
USA dentist to receive benefits under
your plan.

¢ [fyou do not select a dentist, we will
select a dentist for you.

* Family members may selecta
different dentist for treatment within
the covered service area. Refer to
your plan booklet for details.

* You can change your selected
network dentist by telephone or
through our website.

* Changes received by the 21st of the
month will be effective the first day
of the following month.

Easy to use

* Wewill notify your DeltaCare USA
dentist about your enrollment
in the plan and other important
details about your coverage such
as dependent information, group
number and enrollee ID number.

Mo ID card is required to receive
senvices; simply provide the dental
office with your name, date of birth
and social security or enrollee

ID number.

With DeltaCare USA, there are no
claim forms to submit. And, since
you are responsible only for the
copayment at the time of treatment,
you will not receive a claims
statement.

Predictable costs: you'll find a
complete list of covered procedures,
copayments, plan limitations and
exclusions in your plan booklet.

Specialty care and authorizations
[fyou require treatment from a specialist,
your DeltaCare USA general dentist
will coordinate any referrals foryou.

In some states, Delta Dental must
pre-authorize any dental services,
with the exception of emergency
treatment, that are not performed by
your DeltaCare USA general dentist.
Please refer to your plan booklet for
specific details about your plan.

DELTACARE USA



Dual coverage/ Coordination
of benefits

Ifyour spouse has coverage with
another dental plan, you or your family
members may be covered by both
dental plans.*

* We do not coordinate benefits with
the other plan when you receive
treatment fromyour DeltaCare USA
general dentist. However, if you
receive authorized treatment from a
specialist (such as an oral surgeon),
we will coordinate benefits with the
other camier.

® Ack your specialist to submit the
other plan's explanation of benefits
with the DeltaCare USA claim form
and we'll take it from there.

Orthodontic treatment in progress
DeltaCare USA has an orthodontic
treatment-in-progress provision that
allows new enrollees to continue
treatment with their current
orthodontist, as long as the enrollee
is in active treatment started under
hi= or her previous employer-sponsored
dental plan. Enrollees are responsible
for all copayments and fees subject
to the provisions of their prior

dental plan.*

Transitioning from another plan?

Your DeltaCare USA plan covers
treatment started and completed
only afteryour plan®s effective date
of coverage. [Fyou have any dental
treatment in progress when your
coverage begins — root canals in
progress, teeth prepared for crowns
and dentures forwhich an impression
has been taken — those expenses are
not covered by your DeltaCare USA
plan. However, DeltaCare USA plans
have no exclusion for pre-existing
dental conditions or missing teeth.

Visit our website:
deltadentalins.com

On ourwebsite, you can:

* Find a dentist in our online directory
* Review benefits

» Verify eligibility

® Printan [D card and much more

To access some services, you'll need
to log in: simply enter your usermmame
and password in the designated
boxes and submit. If you are visiting
our website for the first time, you'll
need to complete a guick one-time
registration process by clicking

the “Register Today™ link.

Questions about your plan?

IFyou have guestions, you can

check your benefits and eligibility
information on our website or on our
interactive voice response telephone
line. For more information, you may
also contact us through our website
or call one of our helpful multilingual
Customer Service representatives
toll-free during business hours.

* Group-specific exceptions may apply. Please review your plan booklet for specific details
about your plan®s coordination of benefits, including rules for determining primary and

socondary coverage.

** This provision may not apply to all plans. Please refer to your plan booklet for specific

coverage details.
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With DeltaCare USA,
you and your family
will enjoy many new

features including:

&

Expanded business hours/
tolk-free customer service

. %

Qut-of-area
EMEEency COVERES

V)

Orthodontic treatment
in progress provision

DELTACARE USA



SmileWay= Wellness Program

Find all of our dental health
resources, including risk
assessment quizzes, articles,
videos and a free newsletter

subscription, at: mysmileway.com.

facebook.com/deltadentalins
mwitter.com/ deltadentalins
youtube.com/ deltadentalins

Delea Dental PPO™ is undEmw rien by
Delea Diental Insurance Companmy in AL,
DC, FL. GA, LA, MS, MT, NV and UT and by
non-for-profit denal senice Companies

in thesa smes: CA— Delia Dental of
Califomia, PA, MD — Dela Dental of
Pennsyivania, NY — Delra Dental of New
York, Inc., DE — Delta Dernal of Delaware,
Inc., WV — Delia Dancal of West Vinginia.
In Teeas, Dedta Mental Insurancs Company
provides a Dencal Provider Qganizatian
(DPO) plan. We Keep You Smiling

Advancing dental health and access through exceptional dental benefits service,

N tachnology and professional support

$13es by thasa emities: AL— Alpha
Dental of Alabama, InC.; CA — Deliz

Dental of California; AR, C0, 14, MI, Delta Dental Customer Service
OR, B, 5C, WA, W1, WY — Dentegra

Insurance Compary; DE, FL, GA, KZ, TH, Delta Dental PRO

WV and Washinguon, 0. — Del Dental

Insurance Comparty; HL, 10, IN, KY, MD, Call BOO-765-6003

MO, NJ, T — Alpha Dental Programs, 104 First Streat

Inc.; UT — Alpha Dencal of Utah, Inc; San Francisco, CA 94105

NY — Delta Dencal of New York, inc.; PA —
Delta Dental of Pennsyivania; VA — Dela

Dental arvirginia. Defa Dental INsurance DeltaCare USA
Company 2c1s as the Dalalane USA Call B0O0-422-4234
adminisrator in all thess states. Thesa Fl_ﬂ_ Em 1803

Lan] nies. are financially ras| ible for

el own podnes. T Alpharetta, GA 30023

16128 08 242016 Q



Your Vision
Benefits Summary

Get the best in eye care and eyewear with COUNTY OF TULARE
and VSP® Vision Care.

Using your VSP benéefit is easy.

* 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 out-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 on 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 doctor can diagnose, treat, and
monitor common eye conditions like pink eye, and more serious
conditions like sudden vision loss, glaucoma, diabetic eye
disease, and cataracts. Ask your VSP doctor for details.

Choice in Eyewear

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 vsp.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: 01/01/2018
VSP Provider Network: VSP Choice

SAN JOAQUIN VALLEY INSURANCE AUTHORITY and VSP provide
you with an affordable eyecare plan.

Visit vsp.com or call 800.877.7195
for more details on your vision
coverage and exclusive savings
and promotions for VSP members.

'Brands/Promotion subject to change.

©2014 Vision Service Plan. All rights reserved. VSP, VSP Vision care for life, and WellVision Exam
are registered trademarks of Vision Service Plan. Flexon is a registered trademark of Marchon
Eyewear, Inc. All other company names and brands are trademarks or registered trademarks
of their respective owners.

VSO

Vision care for life

Benefit Description

Your Coverage with a VSP Provider

Copay

» Focuses on your eyes and overall
wellness $10
* Every 12 months

WellVision
Exam

Prescription Glasses $25

* $130 allowance for a wide selection
of frames

* $150 allowance for featured frame
brands (see 'Extra Savings' below)

* 20% savings on the amount over your
allowance

e $70 Costco® frame allowance

* Every 24 months

Included in
Prescription
Glasses

Frame

* Single vision, lined bifocal, and lined
trifocal lenses
Lenses * Polycarbonate lenses for dependent
children
* Every 12 months

Included in
Prescription
Glasses

Standard progressive lenses $55
Premium progressive lenses $95 - $105
Custom progressive lenses $150 - $175
Average savings of 20-25% on other

lens enhancements

* Every 12 months

Lens
Enhancements

* $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
(instead of
glasses)

$0

» 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

Gl and Suu-,'

» Extra $20 to spend on featured frame brands. Go 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.

Primary

Eyecare $20

Extra Savings  Retinal Screening
* No more than a $39 copay on routine retinal screening

as an enhancement to a WellVision Exam

Laser Vision Correction

» Average 15% off the regular price or 5% off the
promotional price; discounts only available from
contracted facilities

Your Coverage with Out-of-Network Providers
Visit vsp.com for details, if you plan to see a provider other than a VSP network provider.

Exam Up t0 845 o d Trifocal Lenses up to $65
Frame up 10 $70 o ressive Lenses up to $50
Single Vision Lenses. ... up to $30 9 ) - P

Contacts ....... .up to $105

Lined Bifocal Lenses ...up to $50
Coverage with a participating retail chain may be different. Once your benefit is effective, visit vsp.com
for details. Coverage information is subject to change. In the event of a conflict between this information
and your organization’s contract with VSP, the terms of the contract will prevail. Based on applicable

laws, benefits may vary by location.



www.vsp.com
www.vsp.com
www.vsp.com
www.vsp.com
www.eyeconic.com
www.vsp.com
http://www.vsp.com
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Exhibit B

County of Tulare
Plan Year 2019

Rates
County of Tulare Effective January 1, 2019
EE ES EC FA

Anthem S0 $928.98 $1,856.97 | $1,695.13 | $2,815.33
Anthem $500 $699.54 $1,399.77 $1,282.02 $2,207.78
Anthem $1000 $614.49 $1,228.11 $1,126.87 $1,872.15
Anthem $2500 $582.39 $1,163.85 | $1,067.91 | $1,774.24
Kaiser HMO $808.29 $1,605.82 | S$1,454.29 | $2,403.36
Kaiser DHMO $622.70 $1,234.64 | $1,118.38 | $1,846.59
Delta Dental PPO $35.43 $61.42 $69.60 $103.32
Delta Dental DHMO $26.38 $45.27 $45.58 $65.70
VSP Vision $4.86 $8.20 $8.68 $12.93

County of Tulare

Kaiser Senior Advantage

Corrected
Kaiser Rate

2019
Total
Corrected
5IVIA Rates

SIVIA Fee

Subscriber with Medicare $307.45 $10.75 $318.20]
Subscriber with Medicare + Spouse Non-Medicare 51,081.74 510.75 51,092.49
Subscriber with Non-Medicare + Spouse with Medicare $1,081.74 $10.75 $1,092.49
Subscriber with Medicare + Spouse with Medicare 5614.87 $10.75 $625.62
Subscriber with Medicare + Child Non-Medicare $934.62 §10.75 §945.37|
Subscriber with Medicare + Children Non-Medicare $934.62 §10.75 §945.37|
Subscriber with Medicare + Spouse with Medicare + Child Non-Medicare §1,389.18 $10.75 §1,399.93
Subscriber with Medicare + Spouse with Non-Medicare + Child Non-Medicare $1,856.05 $10.75 $1,266.20
Subscriber with Non-Medicare + Spouse with Medicare + Child Non-Medicare $1,856.05 $10.75 $1,266.80)
Subscriber with Medicare + Spouse with Medicare + Children Non-Medicare $1,389.18 $10.75 $1,399.93
Subscriber with Medicare + Spouse Non-Medicare + Children Non-Medicare $1,856.05 $10.75 $1,266.80)
Subscriber with Non-Medicare + Spouse with Medicare + Children Non-Medicare §1,856.05 §10.75 $1,866.80)
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