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This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan 
document at http://www.anthem.com/ca or by calling 1-855-333-5730. 
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I See the chart starting on page 2 for your costs for services this plan covers. 
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• Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service. 

• Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if 
the plan's allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if 
you haven't met your deductible. 

• The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the 
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and 
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.) 

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

If youyisit a,J1ealth 
ca~e provider's ~ffice. Other practitioner office 
or clinic·. 

Preventive 
care/ screening/ 

Diagnostic test (x-ray, 
blood work) 

Imaging (CT /PET scans, 
MRis) 

Chiropractor 
$10 Copay /Visit 
Acupuncturist 
$10 Copay /Visit 

No Cost Share 

Lab- Office 
No Cost Share 
X-Ray - Office 
No Cost Share 

Cost Share 

Chiropractor 
Not Covered 
Acupuncturist 
Not Covered 

Not Covered 

Lab-
Not Covered 
X-Ray - Office 
Not Covered 

Not Covered 

--------none--------

--------none--------

Chiropractor 
Coverage is limited to 60 days period of care for 
Physical, Occupational or Speech Therapy 
or Chiropractic care. Chiropractic visits count 
towards your physical and occupational therapy 
limit. 

--------none--------

--------none--------

Costs may vary by site of service. You should refer 
to vour formal contract of coveraQ:e for details. 
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If you need drugs to 
treat your illness or 
condition 

More information 
about prescription 
drug coverage·is 

: available 

: Ifyouhave 
outpatient surgery 

If you need 
immediate medical 
attention 

If you have a 
hospital stay 

Tier 2 - Typically 
Preferred/ Brand Name 

Emergency room 
services 

Emergency medical 

Urgent care 

Facility fee (e.g., 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

No Cost Share 

No Cost Share 

$50 Copay /Visit 

No Cost Share 

$50 Copay /Visit 

No Cost Share 

Share 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Not Covered 

Covered as 
In-Network 

Covered as 
In-Network 

Covered as 
In-Network 

Not Covered 

Not Covered 

Carved out to another vendor 

--------none--------

--------none--------

is for the hospital/ facility charge only. The 
ER physician charge may be separate; copay 

if admitted. 

waived if admitted inpatient and outpatient 
ER. Non-Network only covered when out of 
area. For in area, contact your PCP or medical 
group. Costs may vary by site of service. You 
should refer to your formal contract of coverage 
for details. 

--------none--------

--------none--------
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I Mental/Behavioral I Mental/Behavioral 
I Health Office Visit I Health Office Visit i 

I . i Not Covered I Not Covered ! 
1 Mental/Behavioral health I M l/B h . 1 , M l/B h · 1 l i . _ . 1 enta e aviora I enta e aviora I 
! outpauent services I H l h F ·1· v· . I 1· T l 1 F ·1· v· . l ! ! eat "aci ity 1slt- j ~ea t1 "aci ity lSlt- I 
! I Facility Charges I Facility Charges I 
I i Not Covered ! Not Covered 

1
1 
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If you hav. e mental i Mental/Behavioral health I N C d j N C d I 
h I h b h 

. I 1 • • • , ot overe , ot overe , 
.ea t , e av10ra 1 mpatlent services I ! ! r- -----··--·-----;----·-----------·----1------- ---i Carved out to another vendor. 

healt~, or ~ubst~11~e ! I Substanc_e .Abuse I Substanc~ _Abuse I 
abuse needs · I ! Office Visit i Office Visit II 

I I i 
! S b d. d I Not Covered I Not Covered 1 ! u stwce use 1sor er r 1 1 
1 • • ! Substance Abuse ! Substance Abuse ! 
I outpatient services I F ·1· v· . F "Ii i F ·1· v· . I i aci ity is1t - "aci ty ! aci ity islt - I 

I Charges I Facility Charges 1 
I I ' 
I Not Covered I Not Covered i 
! -·- i ---: ) 

I Not Covered I Not Covered I i 
I .... ···. . ' • .. ,,. ···' ---r·------- ---·---- I ' l . 
'~~Prenatal and postnatal r--~-r '' ~'"' . · '@-~l~•rnw=,.,=-----=__,j 

·.I 
1
· No Cost Share , Not Covered 1 --------none-------- ! 

· · .·· .... ·I care . I I i If you a.re pregnant ,--. -----.--~···--···------------i--------·-·-·--·----1--------·----- -1 

· · ... · i Delivery and all 111pat1ent i i I 
·.: . : No Cost Share ! Not Covered 1 --------none--------
! services ! i 
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If you need help 
recovering or have 
other special health 
needs 

Coverage is limited to 100 visits/benefit period 
Home health care No Cost Share Not Covered (one visit by a home health aide equals four hours 

is limited to a 60-day period of care for 
Physical, Occupational or Speech Therapy or 

Rehabilitation services $10 Copay /Visit Not Covered Chiropractic care. Costs may vary by site of 
service. You should refer to your formal contract 
of for details. 
Habilitation visits count towards your 
Rehabilitation limit. Services received in a 

H b.li · · $lO C ;v· · N C cl hospital, other than emergency room services, or 
a i tatlon services opay isit ot overe . f: .1. h · ffili cl · h h · 1 

in any aci ity t at is a i ate wit a ospita . 
Costs may vary by site of service. You should refer 

contract of for details. 

No Cost Share Not Covered is limited to 100 

No Cost Share Not Covered 

No Cost Share Not Covered . 
services. 

. Not Covered Not Covered --------none--------
If your child needs 

Not Covered Not Covered --------none--------
dental or eye care 

· · Not Covered 

Excluded Services & Other Covered Services: 

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

lo Cosmetic surgery • Non-emergency care when traveling outside 
the U.S. 

• Routine eye care (Adult) 
I 

• Dental care (Adult) 

• Infertility treatment 
I 

I· Long-term care 

• Private-duty nursing 
• Routine foot care (Unless you have been 

diagnosed with diabetes. Consult your formal 
contract of coverage.) 

• \Y/ eight loss programs 
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Other Covered Servitces (This isn't a complete list. Check your policy or plan document for other covered services and your costs for these 
services.) 

• Acupuncture • 

Your Rights to Continue Coverage: 

Bariatric surgery (For morbid obesity, consult 
your formal contract of coverage.) 

• 
• 

Chiropractic care 

Hearing Aid Rider (No Cost Share) 

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

For more information on your rights to continue coverage, contact the plan at 1-855-333-5730. You may also contact your state insurance department, the 
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or "\VWw.dol.gov /ebsa, or the U.S. Department of Health and 
Human Services at 1-877-267-2323 x61565 onvww.cciio.cms.gov. 

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

Anthem Blue Cross 
A TIN: Appeals or Grievance 
P.O. Box 4310 
Woodland Hills, CA 91367 

Or Contact: 

Department of Labor's Employee Benefits 
Security Administration at 
1-866-444-EBSA (3272) or 
\vww.dol.gov /ebsa/healthreform 

Department of Managed Health Care 
California Help Center 
980 9th Street, Suite 500 
Sacramento, CA 95814-2725 
1-888-HM0-2219 

A consumer assistance program can help you file your appeal. Contact: 
California Department of Managed Health Care Help Center 
980 9th Street, Suite 500 
Sacramento, CA 95814 
(888) 466-2219 
http://www.healthhelp.ca.gov 
helplinc@dmhc.ca.gov 
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Language Access Services: 
~i no cs mwmbro to;;l:n'ia \" ncccsita aymla en idioma t~spaiiol, le suplicamos t1ue M: ponga t'll cont:ictn con su ;1gcntc: de n~ntas o con d administrndor de su 
~~rupo. ::-\i \·a csd inscnto, k rog:11nos tjlK ll:imc al ntimcro de scn·1c10 (k an:nci()n :ii dicnte L]Ut· :iparcce en su rnrjt~ta de 1d<:ntificnci1·m. 

~~1mHl:~l=~ffe!:ittz~~i:f:l>l:tn'il3.h · ~~~*81tntr;J~1!H-t~~'J'*Eiif~J!, ~a~1mBi$1~ · ~1J~JH~m1m ID -F J:.8'9~~~*g~;s~1ntA.J! 0 

Kung hindi k;1 pa mivembro ac kailangan ng llllong sa wikang Tagalog, mangyaring makipag-U},,'1Uyan sa iyong sales repn:scnratin: o administrator ng iyong 
pangkaL Kung naka-cnroll ka na. mangyaring makipag-ugna~;:in sa scrlllsyo para sa customer gamit ang numcro sa iyong TD carcL 

Doo bee a'tah ni'ltigoo ci dooda'i. shik:1:1 :idonlwol iinizinigo t':1.l din<.; k'cji.igo, t':i(i shoodi ha na'alnihi y;1 sidahi hich'j naabidiilkiid. Ei <loo biigha daago 111 

h:i'nqa·go ho':1:1bgii hich'1 hodiilni. l·l:ii\..lq:l iini'taago cha. r':i;\ shoodi din~ \a adh h:ilrw'igii ni lx;c'.'h bee ham·'i w(1Jta' bi'ki ..;i'niiligii hi'kd1go bich'j hodii!nL 

'']·:Zl 7)·'fJ8)·/:l '(,~9,}'/·jL]· \)~7;~<>J_~. !t'l S.:..-§·'~\.t0] "[1_ '<°!- :'<:l··?· ~'il .'.;;!!~].:z}t.j- ::J. e..] :<.}oJj ;jj 1~~~] i>f-A] 7] 13}\Jt.] i..:}. o] u] 7}-<?J ''?} {~ ·?· 
r D ~'l- _1 :_ ol] c:H: i;~L:~: 1, }-~~- ;5f-oj ..J.L ".l1 '·l u] :'::: oJ1 -:i~- .9] 15]· ,q ·;J H} 'j} t.j c}. 

N2u gu~ v chua phai h:i m(>t h<)i vien va dn dtrgc gii1p da bilng Titng Vi¢t. xin lien l{ic v&i d~1i di¢n thmmg mai ct'ia quy· vj hoi;ic quan trj vien nMm. 
N0u gu~ v da ghi danh. xin lien 1{1c v6i djch v1,1 khach hang qua vi¢c dimg so di¢11 tho?-i ghi tren the ID cua qu)· vj. 

----------To see examples of h01JJ this plan m{~h! cover coJt.1/or a sample medical .rit1ta!ion, .1ee !he nod pqge.-------------
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About these Coverage 
Examples: 

These examples show how this plan might cover 
medical care in given situations. Use these 
examples to see, in general, how much financial 
protection a sample patient might get if they are 
covered under different plans. 

This is 
not a cost 
estimator. 

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

See the next page for 
important information about 
these examples. 

11111 Amount owed to providers: $7,540 
1111 Plan pays: $7,390 
11111 Patient pays: $150 

~c:l'!IPl~care costs: 
_J::I?~P~£~l:!1:i:g~~ ~f11()t~~_r) $2, 7 oo 
Routine obstetric care 

_!i()~p_it~lcl~~rgesjlJ~lJY) $900 
Anesthesia $900 

Labora!or;r tes!s $500 

~:~_s:~~~~()~_s _ __ $190 

J~:~c)i_()_l()~Y 

Patient pays: 
---·-~---------·--·-- .. -·.-------·· ·~---·---~------·---·---··--~-,--------~ 
Deductibles 

Copay~_ 
Coinsurance 

$0 

-------··--·---·-··--·---······ --············---- ··········-·'·-····--·-··------

11111 Amount owed to providers: $5,400 
11 Plan pays: $5,020 
11 Patient pays: $380 

~~'!1.Pl_~_£.c:l!.~--~·~-~~~= ......... . 
Prescriptions $2,900 

=B~i.~~~_9;i_F~~-~i=;~<l-s~rp1i~~===-I -$f:,3°-q __ 
Office Visits and Procedures i $700 

----·---·-···-··---····--···········-----· -·--------- ····-----·· ........... ---·-f···· ----·--···· 
Education · $300 

·-···---·-·---·-~·---·--·----o,-·----~--- ------ ---1- •. -·-

l,:i_bt:i~a!?.11 £est~ _ ____ _ ... .. _ _ --· _ J100 
Vaccines, other preventive , $100 

·---""«~::~.~-:-· , ... _ .. ___ '---;-"'' ' -·--------.--.-~-----· ----·----~---,,----. --------------,.----.- ·-i-···--:------·-:---··--· - " 

'I'<>tal . -·• _ . • .··. . I $5,400 
__ :::_;,._~ .. -~-~------ ...... --------,;__--~-·-'.·-~-~--. ...;.,.'-.,,_,_. ---"----~-:.:_..~-··--.. ~-~-'-~·-· ---·-~· 

_Patient pays: 
-----·---·-·-----······--------···--,·--··---· .... --.--

Deductibles $0 

$300 

Coinsurance $0 
·-·---·--·-·-··~-- ··-···-·-·-·-··--·-·---··--·-·····-···------·-------·---····-··-----·-~----~ ------
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Questions and answers about the Coverage Examples: 

What are some of the 
assumptions behind the 
Coverage Examples? 

• Costs don't include premiums. 

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

• The patient's condition was not an 
excluded or preexisting condition. 

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

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

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

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

What does a Coverage Example 
show? 
For each treatment situation, the Coverage 
Example helps you see how deductibles, 
copayments, and coinsurance can add up. It 
also helps you see what expenses might be left 
up to you to pay because the service or 
treatment isn't covered or payment is limited. 

Does the Coverage Exam pie 
predict my own care needs? 

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

Does the Coverage Example 
predict my future expenses? 

-'CN o. Coverage Examples are not cost 
estimators. You can't use the examples to 
estimate costs for an actual condition. They 
are for comparative purposes only. Your 
own costs will be different depending on 
the care you receive, the prices your 
providers charge, and the reimbursement 
your health plan allows. 

Questions: Call 1-855-333-5730 or visit us at http://www.anthem.com/ca. 

Can I use Coverage Examples 
to compare plans? 

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

Are there other costs I should 
consider when comparing 
plans? 

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

If you aren't clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 
at www.cciio.cms.gov or call 1-855-333-5730 to request a copy. 9 of 9 


