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WELCOME

Welcome to Anthem Blue Cross and Blue Shield!

Si necesita ayuda en espafiol para entender este documento, puede solicitarla sin
costo adicional, llamando al ndmero de Servicio al Cliente que aparece en el
reverso de su Tarjeta de Identificacion.

If You need assistance in Spanish to understand this document, You may request it
for free by calling Member Services at the number on Your Identification Card.

This Benefit Booklet provides You with a description of Your benefits while You are
enrolled under the healthcare Plan (the Plan) offered by Your Employer. You should
read this booklet carefully to familiarize yourself with the Plan’s main provisions
and keep it handy for reference. A thorough understanding of Your coverage will
enable You to use Your benefits wisely. If You have any questions about the
benefits as presented in this Benefit Booklet, please contact Your Employer’'s Group
Health Plan Administrator, or call the Claims Administrator's Member Services
Department.

The Plan provides the benefits described in this Benefit Booklet only for eligible
Members. The healthcare services are subject to the Limitations and Exclusions,
Copayments, Deductible, and Coinsurance requirements specified in this Benefit
Booklet. Any group plan or certificate which You received previously will be
replaced by this Benefit Booklet.

Your Employer has agreed to be subject to the terms and conditions of Anthem
Blue Cross and Blue Shield’'s Provider agreements, which may include
Precertification and utilization management requirements, timely filing limits, and
other requirements to administer the benefits under this Plan.

Anthem Blue Cross and Blue Shield, or “Anthem” is an independent licensee of the
Blue Cross and Blue Shield Association. Anthem Blue Cross and Blue Shield is a
registered trademark of Anthem Insurance Companies, Inc., designated by Your
Employer to provide administrative services for Your Employer’'s Group Health Plan.
These administrative services may include claims processing, care management,
arranging a network of healthcare Providers whose services are covered by the
Plan, and other services.



Important: This is not an insured benefit Plan. The benefits described in this Benefit
Booklet or any rider or amendments attached hereto are funded by the Employer
who is responsible for their payment. Anthem provides administrative claims
payment services only and does not assume any financial risk or obligation with
respect to claims.

Anthem is an independent corporation operating under a license from the Blue
Cross and Blue Shield Association, permitting Anthem to use the Blue Cross and
Blue Shield Service Marks. Although Anthem is the Claims Administrator, You will
have access to Providers participating in the Blue Cross and Blue Shield Association
BlueCard® PPO network across the country. Anthem has entered into a contract
with the Employer on its own behalf and not as the agent of the Association.

Many words used in this Benefit Booklet have special meanings, like Covered
Services, Network Provider, and Medical Necessity. These words are capitalized and
are described in the Definitions section. Please refer to these definitions for the
best understanding of what is being stated. Throughout this Booklet there may be
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references to “we,” “us,” “our,” “You,” and “Your.” The words “we,” “us,” and “our”
mean Anthem or any of its subsidiaries, affiliates, subcontractors, or designees. The
words “You” and “Your” mean the Member, Subscriber, and each Covered

Dependent.

How to Obtain Language Assistance

Anthem is committed to communicating with our Members about their health Plan
regardless of their language. Anthem employs a language line interpretation
service for use by all of our Member Services Call Centers. Simply call the Member
Services phone number on the back of Your Identification Card, and a
representative will be able to assist You. TTY/TDD service also are available by
dialing 711. A special operator will get in touch with us to help with Your needs.

Verification of Benefits

Verification of benefits is available for Members or authorized healthcare Providers
on behalf of Members. You may call Member Services with a benefits inquiry or
verification of benefits during normal business hours (Monday - Friday, 8:00 a.m. to
8:00 p.m.). It may be helpful for You to understand Your benefit coverage and any
costs You may be responsible for prior to receiving care. Although a Provider may
be part of Anthem’s Provider Network, You may have a Deductible, Copayment, or



other out-of-pocket expenses. Please remember that a benefits inquiry or
verification of benefits is NOT a verification of coverage of a specific medical
procedure. Verification of benefits is NOT a guarantee of payment. CALL THE
MEMBER SERVICES NUMBER ON YOUR IDENTIFICATION CARD or please refer to the
section titled Healthcare/Medical Management - Precertification.
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SCHEDULE OF BENEFITS

The Maximum Allowed Amount is the amount the Claims Administrator will
reimburse for services and supplies, which meet its definition of Covered Services,
as long as such services and supplies are not excluded under the Member’s Plan;
are Medically Necessary; and are provided in accordance with the Member’s Plan.
Please refer to the Definitions and Claims Payment sections for more information.
Under certain circumstances, if the Claims Administrator pays the healthcare
Provider amounts that are Your responsibility, such as Deductibles, Copayments, or
Coinsurance, the Claims Administrator may collect such amounts directly from You.
You agree that the Claims Administrator has the right to collect such amounts from
You.

To receive the highest benefits at the lowest out-of-pocket cost, You must be
provided Covered Services from a Network Provider. Benefits for Covered Services
are based on the Maximum Allowed Amount, which is the most the Plan will allow
for a Covered Service. Except for Surprise Billing Claims, when You use an Out-of-
Network Provider You may have to pay the difference between the Out-of-Network
Provider's billed charge and the Maximum Allowed Amount in addition to any
Coinsurance, Copayments, Deductibles, and non-covered charges. This amount can
be substantial. Please refer to the Claims Payment section for more details.

Deductibles, Coinsurance, and Benefit Period Maximums are calculated based upon
the Maximum Allowed Amount, not the Provider’s billed charges.

Welcome to the Health Savings Account (HSA) Plan!

The HSA Plan administered by the Claims Administrator is an innovative approach
to health benefits for eligible Employees of Worthington Steel Inc.

With the HSA Plan, You have health coverage available to You for which You and
the company share the cost. This coverage has two components designed to work
together to provide You flexibility and control in choosing the healthcare services
You and Your family members receive and in choosing how the cost of these
services is paid. Bottom line, the Plan is designed to help You - and Your family -
take control of Your healthcare dollars and decisions.



How the HSA Plan Works

The HSA Plan is an innovative approach to health benefits that puts You in charge
of the money You spend for healthcare services and helps You get the most out of
Your company-sponsored health coverage. With the HSA Plan, You have flexibility
and control in choosing the healthcare services You and Your family members
receive - and in determining how the cost of these services is paid.

The HSA Plan - In Brief

First - Using Your HSA to pay for Covered Services:

Health Savings Account

With the Health Savings Account (HSA), You can contribute pre-tax dollars to Your
HSA. Others may also contribute dollars to Your account. You can use the dollars to
help meet Your annual Deductible responsibility. Unused dollars can be saved or
invested and accumulate through retirement.

Plus - To help You stay healthy, use:
Preventive Services

100% coverage for nationally recommended services using Network Providers.

No deductions from the HSA or out-of-pocket costs for You as long as You receive
Your preventive care from a Network Provider. If You choose to go to an Out-of-
Network Provider, Your Deductible or Traditional Health Coverage benefits will

apply.

If needed:

Traditional Health Coverage

Traditional Health Coverage is made available by Your Employer on a self-funded
basis and helps to protect You and Your family in case You have significant
healthcare expenses. Coverage is effective once You have met an up-front out-of-
pocket cost for covered expenses (Your Deductible). Once coverage is effective, the
Plan will reimburse a percentage of the cost for Covered Services. You will be
responsible for covering the remainder of the expense of Covered Services, up to



an annual Out-of-Pocket Maximum. After this amount has been met, You will
receive coverage for Covered Services for the remainder of the Plan Year as
specified elsewhere in this Benefit Booklet. The Traditional Health coverage is
governed by the details contained elsewhere in this document.

Financial Tools

Each Plan offers online financial tools to help You keep track of Your healthcare
dollars. Plus, You can track Your claims for Covered Services. You can review what
You have spent on healthcare, view Your balance, or look up the status of a
particular claim any time of the day.

Maximum Employer Contributions to Your Health Savings Account this Benefit
Period

For 2025, Employer contributions can be made to Your Health Savings Account up
to the following:

HSA Information

$1,000 - distributed %2 on the
first paycheck in January & the

N other % on the first paycheck
HSA Employer Contribution - |

. in July. Amounts are pro-rated
Individual )
for new hires/new enrollees
based on the effective date of

coverage.

$2,000 - distributed % on the
first paycheck in January & the

o other % on the first paycheck
HSA Employer Contribution - |
. in July. Amounts are pro-rated
Family _
for new hires/new enrollees

based on the effective date of

coverage.

Maximum Employee Contributions to Your Health Savings Account this Benefit
Period

For 2025, Employee contributions can be made to Your Health Savings Account up
to the following:



Maximum Contributions to Your Health Savings Account

Individual Coverage $4,300

Family Coverage $8,550

Deductibles
Network Out-of-Network

(Network and Out-of- Member Pays Member Pays
Network combined)

Deductibles - Individual $1,650

Deductibles - Family $3,300

Deductible Standardly
Applied - Non Routine Yes Yes
Services

Your Plan has a non-embedded Deductible which means:

® If You, the Subscriber, are the only person covered by this Plan, only the
“Individual” amounts apply to You.

® If You also cover Dependents (other family members) under this Plan, only
the “Family” amounts apply. The “Family” Deductible amounts can be
satisfied by a family member or a combination of family members. Once the
Family Deductible is met, it is considered met for all family members.

For additional information about Your non-embedded Deductible, please refer to
the How Your Plan Works section.

Amounts satisfied toward the network calendar year Deductible will be applied
toward the out-of-network calendar year Deductible and amounts satisfied
toward the out-of-network calendar year Deductible will be applied toward the
network calendar year Deductible.




) Network Out-of-Network
Coinsurance
Member Pays Member Pays
Plan Pays 80% 60%
Member Pays 20% 40%

Reminder: Except for Surprise Billing Claims, Your Coinsurance will be based on
the Maximum Allowed Amount. If You use an Out-of-Network Provider, You may
have to pay Coinsurance plus the difference between the Out-of-Network
Provider's billed charge and the Maximum Allowed Amount. Depending on the
service, this difference can be substantial.

. Network Out-of-Network
Out of Pocket Maximum
Member Pays Member Pays
Out of Pocket Maximum
L. $3,500 $5,000
- Individual
Out of Pocket Maximum
. $7,000 $10,000
- Family

Your Plan has a non-embedded Out-of-Pocket Maximum, which means:

® If You, the Subscriber, are the only person covered by this Plan, only the
“Individual” amounts apply to You.

® If You also cover Dependents (other family members) under this Plan, the
“Family” amounts apply. The “Family” out-of-pocket amounts can be
satisfied by a family member or a combination of family members. Once the
Family out-of-pocket is met, it is considered met for all family members.

For additional information about Your non-embedded Out-of-Pocket Maximum,
please refer to the How Your Plan Works section.

Amounts satisfied toward the network Out-of-Pocket Maximum will be applied
toward the out-of-network Out-of-Pocket Maximum and amounts satisfied
toward the out-of-network Out-of-Pocket Maximum will be applied toward the
network Out-of-Pocket Maximum
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Applied Behavioral
Analysis Therapy

Network
Member Pays

Out-of-Network
Member Pays

Autism Spectrum Disorder is considered as Mental Health.

Applied Behavioral

Benefits are covered
according to the services

Benefits are covered
according to the services

Analysis Ther
alysis therapy billed billed
o Network Out-of-Network
P Member Pays Member Pays
20% after deductible 20% after deductible
Acupuncture

with 20 Visits Per Year

with 20 Visits Per Year

Limit combined In- and Out-of-Network.

Limit combined Institutional/Professional.

Alcohol/Substance Use
Disorder

Network
Member Pays

Out-of-Network
Member Pays

Medication management and psych testing are covered.

Alcohol/Substance Use
Disorder - Inpatient
Institutional

20% after deductible

40% after deductible

Inpatient Accommodations and Ancillaries

Includes Detox

Methadone Clinics are covered.

Halfway houses are not covered

Alcohol/Substance Use
Disorder - Inpatient
Professional

20% after deductible

40% after deductible

Alcohol/Substance Use
Disorder - Intensive
Outpatient Therapy
(Intensive Outpatient)
Institutional

20% after deductible

40% after deductible

Methadone Clinics are covered.

11




Alcohol/Substance Use
Disorder - Office
Professional

20% after deductible

40% after deductible

Methadone Clinics are covered.

Alcohol/Substance Use
Disorder - Outpatient
Institutional

20% after deductible

40% after deductible

Methadone Clinics are covered.

Halfway houses are not covered

Alcohol/Substance Use
Disorder - Outpatient
Professional

20% after deductible

40% after deductible

Methadone Clinics are covered.

Alcohol/Substance Use
Disorder - Partial
Hospitalization (Partial
Hospitalization)
Institutional

20% after deductible

40% after deductible

Partial Hospitalization is co

nsidered Outpatient.

Alcohol/Substance Use
Disorder - Residential
Treatment Centers -
Inpatient

20% after deductible

40% after deductible

Inpatient Accommodations and Ancillaries

Includes Detox

Out-of-Network Residential Treatment Center must be licensed and accredited.

Methadone Clinics are covered.

Detox is covered

Allergy

Network
Member Pays

Out-of-Network
Member Pays

Allergy Testing

20% after deductible

40% after deductible

Allergy Treatment

20% after deductible

40% after deductible
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Ambulance

Network
Member Pays

Out-of-Network
Member Pays

Air Ambulance

20% after deductible

Covered as In-Network

Air Ambulance will suspend for medical necessity.

Note: Air Ambulance Services for non-emergency Hospital to Hospital transfers

must be approved through Precertification. Please refer to the Healthcare
/Medical Management-Precertification section. For air Ambulance Services, Out-
of-Network Providers cannot bill You for more than Your applicable network

Deductible, Coinsurance, and/or Copayment.

Ground Ambulance

20% after deductible

Covered as In-Network

Note: If an Out-of-Network Provider is used, however, You are responsible to pay

the difference between the Maximum Allowed Amount and the amount the Out-
of-Network Provider charges.

Ambulatory Surgical Network Out-of-Network
Centers Member Pays Member Pays
Ambulatory Surgical
r¥ . 9 20% after deductible 40% after deductible
Center Institutional

Institutional Outpatient Ambulatory Surgery

. Network Out-of-Network
Anesthesia
Member Pays Member Pays
Anesthesia 20% after deductible 40% after deductible

Attention Deficit Disorders

Network
Member Pays

Out-of-Network
Member Pays

Includes Autism Spectrum Disorder, Intellectual Disability, Developmental Delays

and Learning Disabilities

Attention Deficit Disorder
/Attention Deficit
Hyperactivity Disorder

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed
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Bariatric Surgery Network Out-of-Network
Member Pays Member Pays
Benefits are covered Benefits are covered
Bariatric Surgery according to the services | according to the services

billed

billed

Refer to Blue Distinction Center benefits to determine if Blue Distinction Center

applies.
Network Out-of-Network
Biofeedback
Member Pays Member Pays
Biofeedback Not Covered Not Covered

Blood Processing and
Storage

Network
Member Pays

Out-of-Network
Member Pays

Blood

20% after deductible

Not Covered

Processing and Storage

Chiropractic Benefits

Network
Member Pays

Out-of-Network
Member Pays

Chiropractic Benefits

20% after deductible
with 20 Visits Per Year

40% after deductible
with 20 Visits Per Year

Limit applies to manipulations only regardless of provider specialty.

Limit combined In- and Out-of-Network.

Limit not combined with any other Therapy.

Aquatic therapy is not covered.

Massage Therapy is not covered, unless covered as a physical therapy treatment

Clinical Trials

Network
Member Pays

Out-of-Network
Member Pays

Please refer to Clinical

Trials in the Benefits
section for further
information.

Benefits are paid based
on the setting in which
Covered Services are

received

Benefits are paid based
on the setting in which
Covered Services are

received
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Network Out-of-Network

Dental Benefits
Member Pays Member Pays

. Benefits are covered
Benefits are covered ,
) ) according to the Out-of-
Dental according to the services

. Network benefit level of
billed

the services billed

Covered for treatment of an injury to sound and natural teeth.

. . Network Out-of-Network
Diabetes Maintenance
Member Pays Member Pays
Diabetes Education
/Diabetic Nutritional
. 20% after deductible 40% after deductible

Counseling Office
Professional

When part of Health Care Reform services refer to Preventive Care Benefits.

Diabetes Education
/Diabetic Nutritional
Counseling Outpatient
Institutional

20% after deductible 40% after deductible

When part of Health Care Reform services refer to Preventive Care Benefits.

Diabetes Education
/Diabetic Nutritional
Counseling Outpatient
Professional

20% after deductible 40% after deductible

When part of Health Care Reform services refer to Preventive Care Benefits.

Diabetic Supply 20% after deductible Covered as In-Network

Diabetic Supplies covered by pharmacy plan are not covered under medical -
including lancets, syringes, insulin etc. Diabetic supplies not covered under
Pharmacy are covered by the medical plan.
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Diagnostic X-ray, Lab, and

. . . Network Out-of-Network
Diagnostic Services (Non
. Member Pays Member Pays
Routine)
Diagnostic Services In
9 20% after deductible 40% after deductible
Office
Diagnostic Services
9 20% after deductible 40% after deductible
Independent Lab
Diagnostic Services

Inpatient Professional

20% after deductible

40% after deductible

Diagnostic Services
Outpatient Institutional

20% after deductible

40% after deductible

Diagnostic Services
Outpatient Professional

20% after deductible

40% after deductible

High Diagnostic Imaging

20% after deductible

40% after deductible

Includes MRI/MRA/CAT/PET/SPECT

Pre-surgical/Pre-
admission testing

20% after deductible

40% after deductible

Sleep Study

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed

Sleep studies are covered in the patients home.
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Durable Medical
Equipment

Network
Member Pays

Out-of-Network
Member Pays

Durable Medical
Equipment

20% after deductible

Covered as In-Network

Purchase & Rental

Hearing Aid Services

Not Covered

Not Covered

Including exams and hearing aid accessories.

Medical Supply

20% after deductible

Covered as In-Network

Orthotics

20% after deductible

40% after deductible

Includes Foot Orthotics based on Medical Necessity.

Orthopedic shoes are not covered.

Diabetic shoes are covered.

Prosthetics

20% after deductible

40% after deductible

Vision Hardware

Not Covered

Not Covered

For Glasses/Contacts after Cataract Surgery, refer to Vision.

Wigs/Toupees

20% after deductible

Limit 1 : 1 Unit Per Year
Limit 2 : $500 Per Year

20% after deductible

Limit 1 : 1 Unit Per Year
Limit 2 : $500 Per Year

Wigs/Toupees are subject to Medical Necessity.

Limit combined In- and Out-of-Network.
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Network Out-of-Network

Emergency Care
gency Member Pays Member Pays

Prudent Lay guidelines apply.
ER Non Parity Indicator Applies
Emergency - Emergen

g cy . gency 20% after deductible Covered as In-Network
Room (Institutional)
Emergency - Emergen

gency gency 20% after deductible Covered as In-Network

Room Physician

Non-Emergency Medical
Condition - Emergency Not Covered Not Covered
Room (Institutional)

Non-Emergency Medical
Condition- Emergency Not Covered Not Covered
Room Physician

Note: Care received out-of-network for an Emergency Medical Condition and
Urgent Care will be provided at the network level of benefits if the following
conditions apply: A medical or Mental Health condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that a prudent
layperson, who possesses an average knowledge of health and medicine, could
reasonably expect the absence of immediate medical attention to result in one of
the following conditions: (1) Placing the health of the individual or the health of
another person (or, with respect to a pregnant woman, the health of the woman
or her unborn child) in serious jeopardy; (2) Serious impairment to bodily
functions; or (3) Serious dysfunction of any bodily organ or part.

As described in the Consolidated Appropriations Act of 2021 Notice in the Health
Benefits Coverage Under Federal Law section, for Emergency Services, Out-of-
Network Providers may only bill You for any applicable Copayments, Deductible,
and Coinsurance and may not bill You for any charges over the Plan’s Maximum
Allowed Amount until the treating Out-of-Network Provider has determined You
are stable and followed the notice and consent process.

Network Out-of-Network
Foot Care
Member Pays Member Pays
Foot Care (Routine) Not Covered Not Covered
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Gender Affirmation Network Out-of-Network

Surgery Member Pays Member Pays
. Benefits are covered Benefits are covered
Gender Affirmation _ , _ ,
Surge according to the services | according to the services
gery billed billed
Gender Affirmation
0% after deductible Not Applicable

Travel and Lodging

Travel benefit will be handled through Healthbase Travel Program.

Unless prohibited by law, travel and lodging is covered as approved by the Claims
Administrator, for applicable transportation and lodging expenses. Deductible
and other cost-shares may apply for travel and lodging benefits. Please contact
Member Services at the number on the back of Your Identification Card to
confirm Your benefits. Prior approval is required. Subject to travel per diem rules
and distance radius requirements.

, Network Out-of-Network
Hearing
Member Pays Member Pays

Hearing Exam (non-
routine) Office 20% after deductible 40% after deductible
Professional
Hearing Exam (non-
routine) Outpatient 20% after deductible 40% after deductible
Professional
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Home Health/Home
Infusion/PDN

Network
Member Pays

Out-of-Network
Member Pays

Home Health Care

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined In- and Out-of-Network.

Private Duty Nursing: Visits do not count toward the Home Health Care visit

maximum.

Home Infusion Therapy 20% after deductible 40% after deductible
Home Infusion Therapy: Services do NOT count toward the Home Health visit
maximum.

Private Duty Nursing 20% after deductible 40% after deductible

Private Duty Nursing: Visits do not count toward the Home Health Care visit

maximum.

Hospice/Bereavement

Network
Member Pays

Out-of-Network
Member Pays

Bereavement Counseling

0% after deductible

0% after deductible

Hospice

0% after deductible

0% after deductible

Respite Care

0% after deductible

0% after deductible

Immunizations (non
routine)

Network
Member Pays

Out-of-Network
Member Pays

Immunizations (non
routine)

20% after deductible

40% after deductible

Travel Immunizations are covered.

Iniections Network Out-of-Network
J Member Pays Member Pays
Injections 20% after deductible 40% after deductible

Includes Administration charge
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Inpatient Care - Network Out-of-Network
Institutional Member Pays Member Pays
Inpatient
Accommodations and 20% after deductible 40% after deductible
Ancillaries

Accidental Injury
General Illness
Inpatient Surgery
Maternity

Sick Newborn

In-Network level of reimbursement applies to inpatient claims when the patient

was admitted from the emergency room.

Inpatient Institutional
Newborn

20%

40%

Newborn Care (Note: for well newborn, no separate deductible and/or co-pay is

applied.)

Inpatient Medical
Rehabilitation

20% after deductible

40% after deductible

Skilled Nursing Facility

20% after deductible
with 60 Days Per Year

40% after deductible
with 60 Days Per Year

Limit combined In- and Out-of-Network.

Does not require IP Hospital stay.

Medical While Hospitalized
(Inpatient professional
services)

Network
Member Pays

Out-of-Network
Member Pays

Inpatient Professional
Medical Care

20% after deductible

40% after deductible

General Medical Care

Consultation, Second Opinion

Maternity

Intensive Care, Monitoring

Includes newborn vision/hearing screening when rendered in an inpatient

setting.

Newborn Care (Note: for well newborn, no separate deductible and/or co-pay is

applied.)
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Mental Health

Network
Member Pays

Out-of-Network
Member Pays

Medication management and psych testing are covered.

Mental Health - Inpatient
Institutional

20% after deductible

40% after deductible

Inpatient Accommodations and Ancillaries

Mental Health - Inpatient
Professional

20% after deductible

40% after deductible

Mental Health - Intensive
Outpatient Therapy
(Intensive Outpatient)
Institutional

20% after deductible

40% after deductible

Mental Health - Office
Professional

20% after deductible

40% after deductible

Mental Health -
Outpatient Institutional

20% after deductible

40% after deductible

Mental Health -
Outpatient Professional

20% after deductible

40% after deductible

Mental Health - Partial
Hospitalization (Partial
Hospitalization)
Institutional

20% after deductible

40% after deductible

Partial Hospitalization is co

nsidered Outpatient.

Mental Health -
Residential Treatment
Centers - Inpatient

20% after deductible

40% after deductible

Inpatient Accommodations and Ancillaries

Out-of-Network Residential Treatment Center must be licensed and accredited.

Benefits for Substance Use Disorder can be found alphabetically in the “Alcohol
/Substance Use Disorder” section above.

Note: Coverage for the treatment of mental health and substance use disorder
conditions is provided in compliance with Federal law.
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Nutritional Counseling -
(Non Diabetic)

Network
Member Pays

Out-of-Network
Member Pays

The limits and cost shares for PT/OT/ST and Nutritional Counseling for mental

health services will process according to the Mental Health and Substance Use

Disorder benefit.

Nutritional Counseling -
(Non Diabetic)

20% after deductible

40% after deductible

When part of Health Care Reform services refer to Preventive Care Benefits.

Obstetrics, Family
Planning, Sterilization

Network
Member Pays

Out-of-Network
Member Pays

Contraceptives - Covered
under Women's Health
Provision

Covered in full

Covered in full

Covered based on the diag

nosis restriction within the Women'’s Health provision.

Contraceptives - Services
not included in Women'’s
Health Provision

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed

Covered for birth control as well as medical conditions.

Elective Abortion

Not Covered

Not Covered

Fertility/Infertility
Services

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed

Treatment for underlying medical conditions are covered as medical.

Covered for services to diagnose infertility only; treatment of infertility is not

covered.

Fertility/Infertility
Treatment - Artificial
Insemination

Not Covered

Not Covered

Fertility/Infertility
Treatment - Invitro
Fertilization

Not Covered

Not Covered

Includes Invitro, GIFT, and

ZIFT.

Maternity Care Office
Professional Visit

20% after deductible

40% after deductible
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Dependent Daughters are covered for maternity.

Maternity Care
Outpatient Institutional

20% after deductible

40% after deductible

Dependent Daughters are covered for maternity.

Maternity Care
Outpatient Professional

20% after deductible

40% after deductible

Dependent Daughters are covered for maternity.

Sterilization - services
that do not meet Women'
s Health Provision
requirements

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed

Reversals are Not Covered.

Male sterilization is covered.

Sterilizations for women will be covered under the “Preventive Services” benefit.

Please refer to that section in Benefits for further details.

Therapeutic Abortion

This benefit is covered at
the Surgical Level

This benefit is covered at
the Surgical Level
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Online Visits (Telehealth)

Network
Member Pays

Out-of-Network
Member Pays

LiveHealth Online -
Virtual Visits (Mental
Health and Substance
Use Disorder)

20% after deductible

Not Applicable

LiveHealth Online -
Wellness

Covered in full

Not Applicable

Includes LHO Well preventive lactation consultation program.

Includes Smoking Cessation

LiveHealth Online -
Virtual Visits (Medical
Services)

20% after deductible

Not Applicable

Online Visits (Telehealth)
- Mental Health

20% after deductible

40% after deductible

Online Visits (Telehealth)

20% after deductible

40% after deductible

Telephonic Visits -
Mental Health

20% after deductible

40% after deductible

Telephonic Visits

20% after deductible

40% after deductible

Virtual Primary Care (VPC)

20% after deductible

Not Applicable

Outpatient Hospital Network Out-of-Network
Services Member Pays Member Pays

Outpatient (Clinic

P . ( ) 20% after deductible 40% after deductible
Institutional
Outpatient Medical

P . 20% after deductible 40% after deductible
Institutional
Outpatient Physician 20% after deductible 40% after deductible
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PREVENTIVE CARE
BENEFITS

Network
Member Pays

Out-of-Network
Member Pays

According to Health Care Reform Guidelines

Breast Pump and
Supplies

Covered in full

Limit 1 : 1 Unit Per Year
Limit 2 : $500 Per Unit

Covered in full

Limit 1 : 1 Unit Per Year
Limit 2 : $500 Per Unit

Limit combined In- and Out-of-Network.

Manual and electric pumps are covered.

Colon cancer screenings
(routine)

Covered in full

Covered in full

Routine Fecal Occult Blood Test

Routine Barium Enema

Routine Sigmoidoscopy or Colonoscopy

Facility and anesthesia billed for routine Sigmoidoscopy/Colonoscopy are covered

at the same level as the routine Sigmoidoscopy/Colonoscopy.

Diagnostic X-rays and
Lab tests (routine)

Covered in full

Covered in full

Includes bone density testing.

Includes cholesterol screenings.

Includes routine hearing and vision screenings.

Exam - Routine Adult
physical

Covered in full

Covered in full

Includes routine gynecological exams.

Exam - Well Child Care

Covered in full

Covered in full

Flu Shot (routine)

Covered in full

Covered in full

Immunizations - child
and adult (routine)

Covered in full

Covered in full

Mammography (routine) | Covered in full Covered in full
Pap smear (routine) Covered in full Covered in full
Prostate Cancer

Screening - PSA (routine)

Covered in full

Covered in full
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Prescription Drugs under
Medical

Network
Member Pays

Out-of-Network
Member Pays

Prescription Drugs

Not Covered

Not Covered

Preventive Care Benefits

Network
Member Pays

Out-of-Network
Member Pays

Health Care Reform
services

Covered in full

Covered in full

Includes Women'’s Health provision.

Professional Physician
Services

Network
Member Pays

Out-of-Network
Member Pays

Consultation, Second
Opinion Office
Professional

20% after deductible

40% after deductible

Consultation, Second

Opinion Outpatient 20% after deductible 40% after deductible
Professional
Home Visits 20% after deductible 40% after deductible
Office Visits Office

. 20% after deductible 40% after deductible
Professional

Includes Family Planning.

Office Visits Outpatient
Professional

20% after deductible

40% after deductible

Includes Family Planning.

Onsite Clinics

20% after deductible

Not Applicable

Retail Health Clinics

20% after deductible

40% after deductible
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Outpatient Professional

20% after deductible

Network Out-of-Network
Surgery Benefits
Member Pays Member Pays
Assistant Surgeon
. g . 20% after deductible 40% after deductible
Inpatient Professional
Assistant Surgeon Office
. 9 20% after deductible 40% after deductible
Professional
Assistant Surgeon

40% after deductible

Oral Surgery

This benefit is covered at
the Surgical Level

This benefit is covered at
the Surgical Level

Dental Anesthesia is covered only if related to a payable oral surgery.

Surgery Inpatient

g ry P 20% after deductible 40% after deductible
Professional
Surgery Office

9 ry 20% after deductible 40% after deductible
Professional
Surgery Outpatient

9 ry P 20% after deductible 40% after deductible
Institutional
Surgery Outpatient

9 ry P 20% after deductible 40% after deductible
Professional

Temporomandibular Joint

Network
Member Pays

Out-of-Network
Member Pays

Appliances Covered

Temporomandibular
Joint Treatment

Benefits are covered
according to the services
billed

Benefits are covered
according to the services
billed

Covered for medical treatment (surgical and non-surgical).

Therapies

Network
Member Pays

Out-of-Network
Member Pays

Disorder benefit.

The limits and cost shares for PT/OT/ST and Nutritional Counseling for mental
health services will process according to the Mental Health and Substance Use

Cardiac Rehabilitation
Inpatient Professional

20% after deductible

40% after deductible
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Cardiac Rehabilitation
Office Professional

20% after deductible

40% after deductible

Cardiac Rehabilitation
Outpatient Institutional

20% after deductible

40% after deductible

Cardiac Rehabilitation
Outpatient Professional

20% after deductible

40% after deductible

Chemotherapy Inpatient

. Py Znp 20% after deductible 40% after deductible
Professional
Chemotherapy Office

. Py 20% after deductible 40% after deductible
Professional
Chemothera

. py. . 20% after deductible 40% after deductible
Outpatient Institutional
Chemothera

. Py . 20% after deductible 40% after deductible
Outpatient Professional
Cognitive Thera

g . p’.’ 20% after deductible 40% after deductible

Inpatient Professional
Cognitive Therapy Office | 20% after deductible 40% after deductible
Professional with 60 Visits Per Year with 60 Visits Per Year

Limit combined In- and Out-of-Network.

Limit combined Institutional/Professional.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Cognitive Therapy
Outpatient Institutional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Cognitive Therapy
Outpatient Professional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.
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Dialysis/Hemodialysis
Therapy Inpatient
Professional

20% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Office
Professional

20% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Outpatient
Institutional

20% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Outpatient
Professional

20% after deductible

Not Covered

Infusion Therapy
Inpatient Professional

20% after deductible

40% after deductible

Infusion Therapy Office
Professional

20% after deductible

40% after deductible

Infusion Therapy
Outpatient Institutional

20% after deductible

40% after deductible

Infusion Therapy
Outpatient Professional

20% after deductible

40% after deductible

Occupational Therapy
Inpatient Professional

20% after deductible

40% after deductible

Occupational Therapy
Office Professional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Occupational Therapy
Outpatient Institutional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Occupational Therapy
Outpatient Professional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year
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Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,
Vision Therapy and Cognitive Therapy.

Physical Thera

y . py. 20% after deductible 40% after deductible
Inpatient Professional
Physical Therapy Office 20% after deductible 40% after deductible
Professional with 60 Visits Per Year with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,
Vision Therapy and Cognitive Therapy.

Aquatic therapy is covered.

Includes Massage Therapy.

Physical Therapy 20% after deductible 40% after deductible
Outpatient Institutional with 60 Visits Per Year with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,
Vision Therapy and Cognitive Therapy.

Aquatic therapy is covered.

Includes Massage Therapy.

Physical Therapy 20% after deductible 40% after deductible
Outpatient Professional with 60 Visits Per Year with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,
Vision Therapy and Cognitive Therapy.

Aquatic therapy is covered.

Includes Massage Therapy.

Radiation Thera
. p?’ 20% after deductible 40% after deductible

Inpatient Professional
Radiation Therapy Office

. Py 20% after deductible 40% after deductible
Professional
Radiation Thera

. .py. 20% after deductible 40% after deductible
Outpatient Institutional
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Radiation Therapy
Outpatient Professional

20% after deductible

40% after deductible

Respiratory Thera

p. Y .py 20% after deductible 40% after deductible
Inpatient Professional
Respiratory Thera

P Y . Py 20% after deductible 40% after deductible
Office Professional
Respiratory Thera

P . Y . Fty 20% after deductible 40% after deductible
Outpatient Institutional
Respiratory Thera

P . Y p.y 20% after deductible 40% after deductible
Outpatient Professional
Speech Thera

P . Py . 20% after deductible 40% after deductible

Inpatient Professional
Speech Therapy Office 20% after deductible 40% after deductible
Professional with 60 Visits Per Year with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Speech Therapy
Outpatient Institutional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Speech Therapy
Outpatient Professional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined Institutional/Professional.

Limit combined In- and Out-of-Network.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,
Vision Therapy and Cognitive Therapy.

Any limits for physical, occupational, and speech therapy will not apply if You
receive care with the primary diagnosis of mental health and/or substance use
disorder. Limits and cost-shares for physical, occupational, and speech therapy
will process according to the Mental Health and substance use disorder benefit.
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Transplants - (Blue Network Out-of-Network
Distinction Center Facility) Member Pays Member Pays

Any Medically Necessary human organ and stem cell/bone marrow transplant
and transfusion as determined by the Claims Administrator including necessary
acquisition procedures, collection and storage, including Medically Necessary
preparatory myeloablative therapy.

The requirements described below do not apply to cornea transplants; and any
Covered Services, related to a Covered Transplant Procedure, received prior to or
after the Transplant Benefit Period.

Note: Even if a Hospital is a Network Provider for other services, it may not be a
Network Transplant Provider for these services. Please be sure to contact the
Claims Administrator to determine which Hospitals are Network Transplant
Providers that we have chosen as a Center of Medical Excellence for Transplant
Provider and/or a Provider designated as a Network Transplant Provider by the
Blue Cross and Blue Shield Association. (When calling Member Services, ask to be
connected with the Transplant Case Manager for further information.)

Benefits for Covered Services that are not part of the covered procedure will be
based on the setting in which Covered Services are received. Please refer to the
Benefits section for additional details.

Centers of Medical Excellence (CME) Transplant Providers

Blue Distinction Center Facility: Blue Distinction Facilities have met or exceeded
national quality standards for care delivery.

Centers of Medical Excellence (CME): Centers of Medical Excellence facilities have
met or exceeded quality standards for care delivery.

Network Transplant Provider: Providers who have achieved designation as a
Center of Medical Excellence for Transplant and/or Blue Distinction Center + or
Blue Distinction Center for Transplant.

Out of Network (PAR) Transplant Provider: Providers participating in the Plan’s
networks but not designated as a Center of Medical Excellence for Transplant or
Blue Distinction Center + or Blue Distinction Center for Transplant.
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Covered Procedure Benefit Period for Network Providers

The number of days or the applicable case rate / global time period will vary,
depending on the type of covered procedure and the approved Network Provider
agreement.

Before and after the covered procedure Benefit Period, Covered Services will be
covered as Inpatient services, outpatient services, home visits, or office visits,
depending on where the service is performed.

Covered Procedure Benefit Period for All Other Providers

Not applicable - There is no unique Benefit Period for services from all other
Providers.

Centers of Medical Excellence/ Network Transplant Provider

Starts one day prior to a Covered Transplant Procedure and continues for the
applicable case rate/global time period (The number of days will vary depending
on the type of transplant received and the Center of Medical Excellence Network
Transplant Provider agreement. Contact the Member Services number on Your
Identification Card and ask for the Transplant Case Manager for specific Network
Transplant Provider information.)

Care coordinated through a network Transplant Provider/ Center of Medical
Excellence - not subject to Deductible. When performed by out-of-network
Transplant Provider (subject to Deductible, does not apply to the Out-of-Pocket
Maximum), You are responsible for any charges from the out-of-network
Transplant Provider which exceeds the Maximum Allowed Amount

Transplants - (Blue

L Network Out-of-Network
Distinction Center
o Member Pays Member Pays
Facility)
Bone Marrow Donor 0% after deductible with _
Not Applicable
Search Fee $30,000 Per Transplant

See below for Bone Marrow donor search fee limits.

Live Donor Health

. 0% after deductible Not Applicable
Services
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Donor benefits are limited to benefits not available to the donor from any other
source. Medically necessary charges for the procurement of an organ from a live
donor are covered up to our Maximum Allowed Amount, including complications
from the donor procedure for up to six weeks from the date of procurement.

Organ Transplants

o 0% after deductible Not Applicable
(Institutional)

Artificial Hearts are covered.
Donor expenses are covered.

Organ Transplants

. 0% after deductible Not Applicable
(Professional)

Artificial Hearts are covered.
Donor expenses are covered.

Travel and Lodging for 0% after deductible with

Not Applicable
Organ Transplants $10,000 Per Transplant
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Transplants Benefits -
(Non-Blue Distinction
Center Facility)

Out-of-Network
Member Pays

Network
Member Pays

20% after deductible
with $30,000 Per
Transplant

Bone Marrow Donor
Search Fee

Not Covered

See below for Bone Marrow donor search fee limits.

Live Donor Health
Services

20% after deductible Not Covered

Donor benefits are limited to benefits not available to the donor from any other
source. Medically necessary charges for the procurement of an organ from a live
donor are covered up to our Maximum Allowed Amount, including complications

from the donor procedure for up to six weeks from the date of procurement.

Organ Transplants
(Institutional)

20% after deductible

Not Covered

Artificial Hearts are covered.

Donor expenses are covered.

Organ Transplants
(Professional)

20% after deductible

Not Covered

Artificial Hearts are covered.

Donor expenses are covered.

Travel and Lodging for
Organ Transplants

Not Covered

Not Covered

Travel, Lodging and Meals

Network
Member Pays

Out-of-Network
Member Pays

Lodging 20% after deductible Not Covered

Meals Not Covered Not Covered
20% after deductible

Travel with $10,000 Per Not Covered

Occurrence

36




Uraent Care Network Out-of-Network
g Member Pays Member Pays

Urgent Care Office

g . 20% after deductible 40% after deductible
Professional
Urgent Care Outpatient

g. . P 20% after deductible 40% after deductible
Institutional
Urgent Care Outpatient

g . P 20% after deductible 40% after deductible
Professional
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. Network Out-of-Network
Vision
Member Pays Member Pays
20% after deductible 40% after deductible

Glasses/Contacts after
Cataract Surgery

with 1 Occurrence Per
Surgery

with 1 Occurrence Per
Surgery

Includes initial frames, glasses, lenses, or contacts following Cataract surgery.
Limit combined In- and Out-of-Network.

Vision Exam (non-
routine) Office
Professional

20% after deductible

40% after deductible

Vision Exam (non-

routine) Outpatient 20% after deductible 40% after deductible
Professional

Vision Therapy Inpatient 20% after deductible 40% after deductible
Professional

Vision Therapy Office 20% after deductible 40% after deductible
Professional with 60 Visits Per Year with 60 Visits Per Year

Limit combined In- and Out-of-Network.

Limit combined Institutional/Professional.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Vision Therapy
Outpatient Professional

20% after deductible
with 60 Visits Per Year

40% after deductible
with 60 Visits Per Year

Limit combined In- and Out-of-Network.

Limit combined Institutional/Professional.

Limit combined with Physical Therapy, Occupational Therapy, Speech Therapy,

Vision Therapy and Cognitive Therapy.

Note: Prescription Drugs that the Plan is required to cover by Federal law under

the Preventive Care benefit will be covered with no Deductible, Copayments, or

Coinsurance when a Network Provider is used.
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TOTAL HEALTH AND WELLNESS SOLUTION

24/7 NurselLine

You may have emergencies or questions for nurses around the clock. 24/7
NurseLine provides You with accurate health information any time of the day or
night. Through one-on-one counseling with experienced nurses available 24 hours
a day via a convenient toll-free number, You can make more informed decisions
about the most appropriate and cost-effective use of healthcare services. A staff of
experienced nurses is trained to address common healthcare concerns, such as
medical triage, education, access to healthcare, diet, social/family dynamics, and
Mental Health issues. Specifically, the 24/7 NurseLine features:

® A skilled clinical team - RN license (BSN preferred) that helps Members assess
systems, understand medical conditions, ensure Members receive the right
care in the right setting, and refer You to programs and tools appropriate to
Your condition.

® Bilingual RNs, language line, and hearing-impaired services.

® Access to the Audio Health Library, containing hundreds of audiotapes on a
wide variety of health topics.

® Proactive callbacks within 24 to 48 hours for Members referred to 911
Emergency Services, poison-control, and pediatric Members with needs
identified as either emergent or urgent.

® Referrals to relevant community resources.

Anthem Imaging Shopper

If You need an MRI or a CT scan, it's important to know that costs can vary quite a
bit depending on where You go to receive the service. Sometimes the differences
are significant - anywhere from $300 to $3,000 - but a higher price doesn't
guarantee higher quality. If Your benefit Plan requires You to pay a portion of this
cost (like a Deductible or Coinsurance), where You go can a make a very big
difference to Your wallet.

How the program works:

® Your doctor lets Anthem know You will have one of these procedures.
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® If the procedure was ordered at a Hospital-based Facility, Anthem will check to
see if there are non-Hospital-based Facilities near You with Providers who
could perform the procedure and offer a lower cost for the service.

® If a non-Hospital Facility is available, Anthem may call You to give You other
choices nearby.

® You choose the Provider that best meets Your needs, whether it's the one
Your doctor suggested, or one Anthem tells You about. It's completely up to
You!

Sleep Study Program

Your Plan includes benefits for a Sleep Management Program, which is a program
that helps Your Physician make better informed decisions about Your treatment.
The Sleep Management Program includes outpatient and home sleep testing and
therapy. If You require sleep testing, depending on Your medical condition, You
may be asked to complete the sleep study in Your home. Home sleep studies
provide the added benefit of reflecting Your normal sleep pattern while sleeping in
the comfort of Your own bed versus going to an outpatient Facility for the test.

As part of this program, You are recommended to obtain Precertification for:

® Home sleep tests (HST)

® In-lab sleep studies (polysomnography or PSG, a recording of behavior during
sleep)

® Titration studies (to determine the exact pressure needed for treatment)

® Treatment orders for equipment, including positive airway pressure devices
(APAP, CPAP, BPAP, ASV), oral devices, and related supplies

If You need ongoing treatment, we will review Your care quarterly to assure that
medical criteria are met for coverage. Your equipment supplier or Your Physician
will be required to provide periodic updates to ensure clinical appropriateness.
Ongoing claim approval will depend partly on how You comply with the treatment
Your Physician has ordered.

Please talk to Your Physician about getting approval for any sleep testing and
therapy equipment and supplies.
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If You have questions about Your care, please talk with Your Physician. For
questions about Your Plan or benefits, please call Member Services.

Musculoskeletal and Pain Management

The Musculoskeletal and Pain Management program can help You and Your doctor
make the best decision so You can get the right care in the right place. As part of
this new program, Prior Authorization will be required to help you understand the
treatment options and requirements for Plan coverage before You have joint
surgery or spinal pain treatment. If You have a musculoskeletal condition, Your
doctor must contact Anthem before scheduling any of the following:

® Spine, hip, knee, or shoulder joint surgery; and

® Spinal pain treatment, such as spinal pain injections, epidurals, nerve blocks,
ablations, thermal destruction of the intervertebral disc, or use of spinal
stimulators.

Your doctor can contact Anthem through our Provider portal or by calling the
number for Image/Cardio/Sleep/Genetic/Ortho on Your Identification Card. Here's
what happens next:

1. Your treatment will be reviewed by orthopedic, neurosurgical, and pain
Specialists using state-of-the-art clinical criteria and considering Your benefits.
2. The review may also include a phone call between one of our Specialists and
Your doctor to help determine the right test, the right treatment, and the right
place for Your care.
After the review, Your doctor will talk to You about Your treatment options

Autism Spectrum Disorders (ASD) Program

The ASD Program is comprised of a specialized, dedicated team of clinicians within
Anthem who have been trained on the unique challenges and needs of families
with a Member who has a diagnosis of ASD. Anthem provides specialized case
management services for Members with autism spectrum disorders and their
families. The Program also includes Precertification and Medical Necessity reviews
for Applied Behavior Analysis, a treatment modality targeting the symptoms of
autism spectrum disorders. Note: Coverage for the treatment of Mental Health and
Substance Use Disorder conditions within this program is provided in compliance
with Federal law.
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For families touched by ASD, Anthem's Autism Spectrum Disorders Program
provides support for the entire family, giving assistance wherever possible and
making it easier for them to understand and utilize care, resulting in access to
better outcomes and more effective use of benefits. The ASD Program has three
main components:

Education

® Educates and engages the family on available community resources, helping
to create a system of care around the Member.

® Increases knowledge of the disorder, resources, and appropriate usage of
benefits

Guidance

® Applied Behavior Analysis management, including clinical reviews by
experienced licensed clinicians. Precertification delivers value, ensuring that
the Member receives the right care, from the right Provider, at the right
intensity.

® Increased follow-up care encouraged by appointment setting, reminders,
attendance confirmation, proactive discharge planning, and referrals.

® Assure that parents and siblings have the best support to manage their own
needs.

Coordination

® Enhanced Member experience and coordination of care.

® Assistance in exploration of medical services that may help the Member,
including referrals to medical case management.

® | icensed Behavior Analysts and Program Managers provide support and act
as a resource to the interdisciplinary team, helping them navigate and
address the unique challenges facing families with an autistic child.

Behavioral Health Premium

Extra support can make a big difference when facing issues such as anxiety,
depression, eating disorders, or substance use. Our caring experts will work with
You at no extra cost to find treatment programs and arrange confidential
counseling and support services 24/7 that meet Your individual and family needs.
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Building Healthy Families

This digital program can help support Your family from preconception through the
stages of pregnancy, childbirth, and early childhood (to age 5 and beyond). It is
available 24/7 through our Sydney Health mobile app and at www.anthem.com,
and features an extensive content library covering topics to support diverse
families, including single parents and same-sex or multicultural couples. In
addition, the app features many tools including fertility, diaper change, and feeding
trackers, due date calculators, and blood pressure monitoring. Visit the Sydney
Health app or www.anthem.com to enroll today.

ComplexCare

The ComplexCare program reaches out to You if You are at risk for frequent and
high levels of medical care in order to offer support and assistance in managing
Your healthcare needs. ComplexCare empowers You for self-care of Your condition
(s), while encouraging positive health behavior changes through ongoing
interventions. ComplexCare nurses will work with You and Your Physician to offer:

® Personalized attention, goal planning, health and lifestyle coaching.

® Strategies to promote self-management skills and medication adherence.
® Resources to answer health-related questions for specific treatments.

® Access to other essential healthcare management programs.

® Coordination of care between multiple Providers and services.

The program helps You effectively manage Your health to achieve improved health
status and quality of life, as well as decreased use of acute medical services.

ConditionCare Programs

ConditionCare programs help maximize Your health status, improve health
outcomes, and control healthcare expenses associated with the following prevalent
conditions:

® Asthma (pediatric and adult).

® Diabetes (pediatric and adult).

® Heart failure (HF).

® Coronary artery disease (CAD).

® Chronic obstructive pulmonary disease (COPD).
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You will receive

® 24/7 phone access to a nurse coach who can answer Your questions and give
You up-to-date information about Your condition.

® A health review and follow-up calls if You need them.

® Tips on prevention and lifestyle choices to help You improve Your quality of
life.

Family Advocate

Family Advocate provides You with enhanced member services support. You can
contact a family advocate with questions about benefits, programs for Your health,
help scheduling doctor’s appointments, comparing costs for procedures, and more.
Family advocates can connect You with knowledgeable health professionals to help
You manage chronic conditions, deal with an illness, or provide support for
emotional concerns like anxiety or depression. Reach out to Member Services and
our family advocates via phone, email, app, or even chat online.

Inclusive Care

Part of living a healthy life is finding a doctor You trust. To make this easier for
Members who are lesbian, gay, bisexual, transgender, and queer (LGBTQ+),
Inclusive Care helps You find doctors who will treat You with dignity and respect
and who are experienced in providing compassionate, high-quality LGBTQ+
healthcare. When using an Inclusive Care Center of Excellence, and the treatment
has been pre-approved by Anthem, You may be eligible for the travel and lodging
benefit. Deductible and other cost-shares may apply for travel and lodging benefits.
Call the Member Services number on the back of Your Identification Card for
information.

The program is available to Members looking for:

® Access to the Plan’s large network of medical and Mental Health professionals,
including primary and specialty care from a Provider with LGBTQ+ experience.

® Expert, whole-healthcare regardless of gender identity.

® World Professional Association for Transgender Health (WPATH) Standards of
Care for gender-affirmation services, based upon Your benefit coverage.

® Counseling for Mental Health and emotional well-being.

® Support for coming out at work.
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® HIV/AIDS treatment and PrEP medication.
® Information on gender-affirming surgery and services, benefits, and options.
® Ways to support a family member or friend who is LGBTQ+.

MyHealth Advantage

MyHealth Advantage is a free service that helps keep You and Your bank account
healthier. Here's how it works: the Claims Administrator will review Your incoming
health claims to see if the Plan can save You any money. The Claims Administrator
can check to see what medications You are taking and alert Your Physician if the
Claims Administrator spot a potential drug interaction. The Claims Administrator
also keeps track of Your routine tests and checkups, reminding You to make these
appointments by mailing You MyHealth Notes. MyHealth Notes summarize Your
recent claims. From time to time, the Claims Administrator will offer tips to save
You money on Prescription Drugs and other healthcare supplies.

Quick Care Options

Quick Care Options helps to raise Your awareness about appropriate alternatives to
Hospital emergency rooms (ERs). When You need care right away, Retail Health
Clinics and Urgent Care centers can offer appropriate care for less cost and leave
the ER available for actual emergencies. Quick Care Options educates You on the
availability of ER alternatives for non-urgent diagnoses and provides the Provider
finder website to support searches for ER alternatives.

Sydney Health

Discover a powerful and more personalized health app. View all Your benefits and
access wellness tools to improve Your overall health with the Sydney Health app.
The Sydney Health mobile app works with You by guiding You to better overall
health — and for You by bringing Your benefits and health information together in
one convenient place. Sydney Health has everything You need to know about Your
benefits, so You can make the most of them while taking care of Your health.

Working with You

® Reminding You about important preventive care needs;
® Guiding You with insights based on Your history and changing health needs;
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® Empowering You with personalized tools to find and compare healthcare
Providers and check costs;
® Planning and tracking Your health goals, fitness, and rewards.

Working for You

® Giving You instant access to Your vision, dental, and spending account
benefits;

® Storing Your Member Identification Card so You can show, email, or fax it
right from Your phone;

® Providing answers quickly through real-time live chat with Anthem Health
Guides and nurses;

® Connecting You directly to care through a symptom checker, a virtual video,
or text visit.

Total Health Connections

Total Health Connections is about making sure You and Your family experience
healthcare in a way that helps You feel confident, covered, and protected. With
Total Health Connections, You have Your own personal health champion, called a
family advocate. Your dedicated family advocate is here to help You and Your family
through unexpected emergencies, everyday health needs, and provide support
getting the care You need in the wa