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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

$750 - distributed %2 on the
first paycheck in January & the

L 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.

$1,500 - 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

Note: These limits apply to all combined contributions from any source, except
rollover funds.

Deductibles
Network Out-of-Network

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

Deductibles - Individual $2,650
Deductibles - Family $5,300

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 70% 50%
Member Pays 30% 50%

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
. . $4,500 $6,000
- Individual
Out of Pocket Maximum
. $9,000 $12,000
- 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 Thera
y Py billed billed
o Network Out-of-Network
P Member Pays Member Pays
30% after deductible 30% 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

30% after deductible

50% after deductible

Inpatient Accommodations and Ancillaries

Includes Detox

Methadone Clinics are covered.

Halfway houses are not covered

Alcohol/Substance Use
Disorder - Inpatient
Professional

30% after deductible

50% after deductible

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

30% after deductible

50% after deductible

Methadone Clinics are covered.

Alcohol/Substance Use
Disorder - Office
Professional

30% after deductible

50% after deductible
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Methadone Clinics are covered.

Alcohol/Substance Use
Disorder - Outpatient
Institutional

30% after deductible

50% after deductible

Methadone Clinics are covered.

Halfway houses are not covered

Alcohol/Substance Use
Disorder - Outpatient
Professional

30% after deductible

50% after deductible

Methadone Clinics are covered.

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

30% after deductible

50% after deductible

Partial Hospitalization is co

nsidered Outpatient.

Alcohol/Substance Use
Disorder - Residential
Treatment Centers -
Inpatient

30% after deductible

50% 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

30% after deductible

50% after deductible
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Ambulance

Network
Member Pays

Out-of-Network
Member Pays

Air Ambulance

30% 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

30% 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 30% after deductible 50% after deductible
Center Institutional

Institutional Outpatient Ambulatory Surgery

. Network Out-of-Network
Anesthesia
Member Pays Member Pays
Anesthesia 30% after deductible 50% 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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L Network Out-of-Network
Bariatric Surgery
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

30% after deductible

Not Covered

Processing and Storage

Chiropractic Benefits

Network
Member Pays

Out-of-Network
Member Pays

Chiropractic Benefits

30% after deductible
with 20 Visits Per Year

50% 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
. 30% after deductible 50% after deductible

Counseling Office
Professional

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

Diabetes Education
/Diabetic Nutritional
Counseling Outpatient
Institutional

30% after deductible 50% after deductible

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

Diabetes Education
/Diabetic Nutritional
Counseling Outpatient
Professional

30% after deductible 50% after deductible

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

Diabetic Supply 30% 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
Diagnostic Services (Non

Network
Member Pays

Out-of-Network
Member Pays

Routine)

Diagnostic Services In

9 30% after deductible 50% after deductible
Office
Diagnostic Services

9 30% after deductible 50% after deductible
Independent Lab
Diagnostic Services

Inpatient Professional

30% after deductible

50% after deductible

Diagnostic Services
Outpatient Institutional

30% after deductible

50% after deductible

Diagnostic Services
Outpatient Professional

30% after deductible

50% after deductible

High Diagnostic Imaging

30% after deductible

50% after deductible

Includes MRI/MRA/CAT/PET/SPECT

Pre-surgical/Pre-
admission testing

30% after deductible

50% 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

30% after deductible

Covered as In-Network

Purchase & Rental

Hearing Aid Services

Not Covered

Not Covered

Including exams and hearing aid accessories.

Medical Supply

30% after deductible

Covered as In-Network

Orthotics

30% after deductible

50% after deductible

Includes Foot Orthotics based on Medical Necessity.

Orthopedic shoes are not covered.

Diabetic shoes are covered.

Prosthetics

30% after deductible

50% after deductible

Vision Hardware

Not Covered

Not Covered

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

Wigs/Toupees

30% after deductible

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

50% 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.

The Plan’s reimbursement for durable medical equipment, orthotics, prosthetics,
devices, and supplies, wigs will be based on the Maximum Allowed Amount for a
standard item that is Medically Necessary to meet Your needs. If You choose to
purchase an item with features that exceed what is Medically Necessary, benefits
will be limited to the Maximum Allowed Amount for the standard item, and You
will be required to pay any costs that exceed the Maximum Allowed Amount.
Please check with Your Provider or contact us if You have questions about the
Maximum Allowed Amount.
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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 30% after deductible Covered as In-Network
Room (Institutional)
Emergency - Emergen

gency gency 30% 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 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 30% after deductible 50% after deductible
Home Health/Home Network Out-of-Network
Infusion/PDN Member Pays Member Pays
30% after deductible 50% after deductible
Home Health Care i . i .
with 60 Visits Per Year 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 | 30% after deductible 50% after deductible
Home Infusion Therapy: Services do NOT count toward the Home Health visit
maximum.

Private Duty Nursing 30% after deductible 50% after deductible

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

30% after deductible

50% after deductible

Travel Immunizations are covered.

Iniections Network Out-of-Network
) Member Pays Member Pays
Injections 30% after deductible 50% after deductible

Includes Administration charge
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Inpatient Care - Network Out-of-Network
Institutional Member Pays Member Pays
Inpatient
Accommodations and 30% after deductible 50% 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

30%

50%

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

applied.)

Inpatient Medical
Rehabilitation

30% after deductible

50% after deductible

Skilled Nursing Facility

30% after deductible
with 60 Days Per Year

50% 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

30% after deductible

50% 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

30% after deductible

50% after deductible

Inpatient Accommodations and Ancillaries

Mental Health - Inpatient
Professional

30% after deductible

50% after deductible

Mental Health - Intensive
Outpatient Therapy
(Intensive Outpatient)
Institutional

30% after deductible

50% after deductible

Mental Health - Office
Professional

30% after deductible

50% after deductible

Mental Health -
Outpatient Institutional

30% after deductible

50% after deductible

Mental Health -
Outpatient Professional

30% after deductible

50% after deductible

Mental Health - Partial
Hospitalization (Partial
Hospitalization)
Institutional

30% after deductible

50% after deductible

Partial Hospitalization is co

nsidered Outpatient.

Mental Health -
Residential Treatment
Centers - Inpatient

30% after deductible

50% 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)

30% after deductible

50% 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

30% after deductible

50% after deductible
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Dependents are covered for maternity.

Maternity Care
Outpatient Institutional

30% after deductible

50% after deductible

Dependents are covered for maternity.

Maternity Care
Outpatient Professional

30% after deductible

50% after deductible

Dependents 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

Virtual Visits from Virtual
Care-Only Providers
(Mental Health and
Substance Use Disorder)

30% after deductible

Not Applicable

LiveHealth Online -
Wellness

Covered in full

Not Applicable

Includes LHO Well preventive lactation consultation program.

Includes Smoking Cessation

Virtual Visits from Virtual
Care-Only Providers
(Medical Services)

30% after deductible

Not Applicable

Online Visits (Telehealth)
- Mental Health

30% after deductible

50% after deductible

Online Visits (Telehealth)

30% after deductible

50% after deductible

Telephonic Visits -
Mental Health

30% after deductible

50% after deductible

Telephonic Visits

30% after deductible

50% after deductible

Virtual Primary Care (VPC)

30% after deductible

Not Applicable

VPC includes services provided by all Anthem partnered virtual only providers

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

Outpatient (Clinic

P . ( ) 30% after deductible 50% after deductible
Institutional
Outpatient Medical

P . 30% after deductible 50% after deductible
Institutional
Outpatient Physician 30% after deductible 50% after deductible

Important Note on Office Visits at an Outpatient Facility: If You have an office visit
with Your Primary Care Physician or Specialty Care Physician at an Outpatient
Facility (e.g., Hospital or Ambulatory Surgery Center), benefits for Covered
Services will be paid under the Outpatient Facility benefit.
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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

Women's Health
Provision

Covered in full

Covered in full

Professional Physician
Services

Network
Member Pays

Out-of-Network
Member Pays

Consultation, Second
Opinion Office
Professional

30% after deductible

50% after deductible

Consultation, Second
Opinion Outpatient
Professional

30% after deductible

50% after deductible

Home Visits

30% after deductible

50% after deductible

Office Visits Office
Professional

30% after deductible

50% after deductible

Includes Family Planning.

Office Visits Outpatient
Professional

30% after deductible

50% after deductible

Includes Family Planning.

Onsite Clinics

30% after deductible

Not Applicable

Retail Health Clinics

30% after deductible

50% after deductible
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Network Out-of-Network
Surgery Benefits
Member Pays Member Pays
Assistant Surgeon
. g . 30% after deductible 50% after deductible
Inpatient Professional
Assistant Surgeon Office
. 9 30% after deductible 50% after deductible
Professional
Assistant Surgeon
. g . 30% after deductible 50% after deductible
Outpatient Professional
This benefit is covered at | This benefit is covered at
Oral Surgery

the Surgical Level

the Surgical Level

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

Surgery Inpatient

g ry P 30% after deductible 50% after deductible
Professional
Surgery Office

9 ry 30% after deductible 50% after deductible
Professional
Surgery Outpatient

9 ry P 30% after deductible 50% after deductible
Institutional
Surgery Outpatient

9 ry P 30% after deductible 50% 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

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.

Cardiac Rehabilitation
Inpatient Professional

30% after deductible

50% after deductible

28




Cardiac Rehabilitation
Office Professional

30% after deductible

50% after deductible

Cardiac Rehabilitation
Outpatient Institutional

30% after deductible

50% after deductible

Cardiac Rehabilitation
Outpatient Professional

30% after deductible

50% after deductible

Chemotherapy Inpatient

. Py Znp 30% after deductible 50% after deductible
Professional
Chemotherapy Office

. Py 30% after deductible 50% after deductible
Professional
Chemothera

. py. . 30% after deductible 50% after deductible
Outpatient Institutional
Chemothera

. Py . 30% after deductible 50% after deductible
Outpatient Professional
Cognitive Thera

g . p’.’ 30% after deductible 50% after deductible

Inpatient Professional
Cognitive Therapy Office | 30% after deductible 50% 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

30% after deductible
with 60 Visits Per Year

50% 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

30% after deductible
with 60 Visits Per Year

50% 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

30% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Office
Professional

30% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Outpatient
Institutional

30% after deductible

Not Covered

Dialysis/Hemodialysis
Therapy Outpatient
Professional

30% after deductible

Not Covered

Infusion Therapy
Inpatient Professional

30% after deductible

50% after deductible

Infusion Therapy Office
Professional

30% after deductible

50% after deductible

Infusion Therapy
Outpatient Institutional

30% after deductible

50% after deductible

Infusion Therapy
Outpatient Professional

30% after deductible

50% after deductible

Occupational Therapy
Inpatient Professional

30% after deductible

50% after deductible

Occupational Therapy
Office Professional

30% after deductible
with 60 Visits Per Year

50% 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

30% after deductible
with 60 Visits Per Year

50% 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

30% after deductible
with 60 Visits Per Year

50% 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. 30% after deductible 50% after deductible
Inpatient Professional
Physical Therapy Office 30% after deductible 50% 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 30% after deductible 50% 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 30% after deductible 50% 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?’ 30% after deductible 50% after deductible

Inpatient Professional
Radiation Therapy Office

. Py 30% after deductible 50% after deductible
Professional
Radiation Thera

. .py. 30% after deductible 50% after deductible
Outpatient Institutional
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Radiation Therapy
Outpatient Professional

30% after deductible

50% after deductible

Respiratory Thera

p. Y .py 30% after deductible 50% after deductible
Inpatient Professional
Respiratory Thera

P Y . Py 30% after deductible 50% after deductible
Office Professional
Respiratory Thera

P . Y . Fty 30% after deductible 50% after deductible
Outpatient Institutional
Respiratory Thera

P . Y p.y 30% after deductible 50% after deductible
Outpatient Professional
Speech Thera

P . Py . 30% after deductible 50% after deductible

Inpatient Professional
Speech Therapy Office 30% after deductible 50% 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

30% after deductible
with 60 Visits Per Year

50% 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

30% after deductible
with 60 Visits Per Year

50% 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.

Note: Inpatient therapy services will be paid under the Inpatient Hospital benefit.
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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.

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

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.
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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

See below Travel and Lodging documents for items covered and benefit limits.

Transplants Benefits -
(Non-Blue Distinction
Center Facility)

Network Out-of-Network
Member Pays Member Pays

30% after deductible
with $30,000 Per Not Covered
Transplant

Bone Marrow Donor
Search Fee

See below for Bone Marrow donor search fee limits.

Live Donor Health
Services

30% 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)

30% after deductible Not Covered

Artificial Hearts are covered.
Donor expenses are covered.

Organ Transplants
(Professional)

30% after deductible Not Covered

Artificial Hearts are covered.
Donor expenses are covered.

Travel and Lodging for

Not Covered Not Covered
Organ Transplants
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. Network Out-of-Network
Travel, Lodging and Meals
Member Pays Member Pays
Lodging 30% after deductible Not Covered
Meals Not Covered Not Covered
30% after deductible
Travel with $10,000 Per Not Covered

Occurrence

Unless prohibited by law, the Claims Administrator will cover reasonable and
necessary travel costs when You are required to travel to another state to obtain

Covered Services that are not available within Your state.

Travel and Lodging Expenses may be available for some surgical procedures
received at a Network Facility. The Plan will assist the patient and family with
travel and lodging arrangements when the Member lives 75 miles from a
Network Facility. Services must be received at a Network Facility. 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. Expenses for travel and lodging for the recipient and a

companion should be verified by the Plan and may be available as follows:
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® Transportation is covered, including expenses for personal car mileage at

The

the current Federal rate of reimbursement, of the patient and one
companion who is traveling on the same day(s) to and/or from the site of
the surgery for an evaluation, the procedure, or necessary post-discharge
follow-up;

Reasonable and necessary expenses for lodging for the patient (while not
confined) and one companion. Benefits are paid at a per-diem rate of $50
for one person or $100 a day for two people (a maximum of $50 per person
— $100 for patient and companion combined — per night is paid toward
lodging expenses; meals are not covered);

Travel and lodging expenses are available only if the Member resides more
than 75 miles from the Network Facility where services are received;

If the patient is a Covered Dependent minor child, the transportation
expenses of two companions will be covered; lodging expenses will be
reimbursed at the $100 per-diem rate.

These benefits are subject to a combined overall lifetime maximum of
$10,000 per covered person, per occurrence/procedure, for all
transportation and lodging expenses incurred by the Member receiving the
service and companion (companions, if the Covered Dependent is a minor),
and reimbursed under the Plan.

For information about the transportation and lodging benefits, please
contact Member Services at the number on the back of Your Identification
card.

Member must submit itemized receipts for transportation and lodging

expenses in a form satisfactory to the Claims Administrator when claims are filed.

Contact the Claims Administrator for detailed information. The Claims

Administrator will follow Internal Revenue Service (IRS) guidelines in determining

what expenses can be paid

Network Out-of-Network
Urgent Care
Member Pays Member Pays
Urgent Care 30% after deductible 50% after deductible
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Vision

Network
Member Pays

Out-of-Network
Member Pays

Glasses/Contacts after
Cataract Surgery

30% after deductible
with 1 Occurrence Per
Surgery

50% after deductible
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

30% after deductible

50% after deductible

Vision Exam (non-

routine) Outpatient 30% after deductible 50% after deductible
Professional

Vision Therapy Inpatient 30% after deductible 50% after deductible
Professional

Vision Therapy Office 30% after deductible 50% 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

30% after deductible
with 60 Visits Per Year

50% 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 way that works best for You.

Your physical health impacts Your overall well-being, yet it's just one piece of the
puzzle. Whole health also includes Your mental health, along with social and
community needs. Family advocates can connect You with community resources to
help with food, child care, transportation, and other social, financial, or mental
health concerns. They stay one step ahead, helping You get the care and support
You need today and down the road — at no extra cost to You.

Here's how You'll benefit.

Your family advocate is here to connect You with the right care at the right time
with proactive, inclusive, and compassionate support. They can help You:

® Find top-quality doctors, Specialists, and care Facilities in Your health Plan and
help schedule appointments.
® Stay on top of preventive care and manage chronic conditions.
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® Understand Your health Plan and all the benefits available to You from Your
Employer.

® Connect with our in-house clinical experts - from nurses to social workers,
dietitians, respiratory therapists, pharmacists, exercise physiologists, and
more. These experts work with You and Your doctor to create a personal care
plan that supports Your overall wellness and ongoing health needs.

Participate in health programs to meet Your unique needs-from preventive to
surgery care, physical therapy video visits, Specialists, and health coaches through
our partnership with Hinge Health, an end-to-end digital clinic, specializing in
musculoskeletal health.

Everything You need, right on the app.

Through an app called Sydney Health, resources and information are at Your
fingertips. The app gives You a quick way to:

® Chat with a family advocate.

® Check costs and view Your health Plan details.

® Find additional benefits available through Your Employer.

® Use Your digital ID Card.

® Find local doctors in Your Plan.

® Find cost and quality information for doctors, Facilities, and common
procedures.

® Track Your health goals and activity.

Access virtual care through video visit or text chat.

Virtual Primary Care

Through Anthem’s website, www.anthem.com, and Anthem’s Sydney Health mobile
application, Anthem members have access to convenient, affordable, on-demand
and scheduled secure medical text-chat and video visits for Urgent Care and
primary care spanning Urgent Care, prevention and wellness, and condition
management for adults ages 18-64. Anthem'’s virtual care experience also provides
Members with care guidance through a variety of tools such as the Al-driven
symptom checker for assessing their symptoms prior to receiving virtual medical
care.

Our virtual primary care service offers Members:
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comprehensive primary care, coordinated by a care team;

24/7, on-demand Urgent Care support;

full preventive care wellness exam;

chronic condition visits;

personalized care plans and follow-ups; and

unlimited access to care, including Prescription refills and referrals.
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ELIGIBILITY

Members who do not enroll within 30 days of being eligible are considered Late
Enrollees. Please refer to the “Late Enrollees” provision in this section.

Coverage for the Employee

This Benefit Booklet describes the benefits an Employee may receive under this
healthcare Plan. The Employee is also called a Subscriber.

Coverage for the Employee’s Dependents

If the Employee is covered by this Plan, the Employee may enroll his or her
Dependents. Covered Dependents are also called Members.

Eligible Dependents Include:

® The Employee’s Spouse. For information on spousal eligibility, please contact
the Employer. For the purposes of this Plan, a Spouse is defined as a person
who is married to a person of the opposite sex from the enrolling Employee
recognized under state and Federal law. This includes same sex Spouses when
legally married in a state that recognizes same sex marriages. If the Employee’
s legal Spouse is eligible to be covered as an employee under the Spouse's
employer’'s employer-sponsored Group Health Plan, the Spouse is not eligible
for coverage under this Plan, except as described under “Special Enroliment.”

® The Employee’s dependent children until the end of the month they attain age
26, legally adopted children from the date the Employee assumes legal
responsibility, foster children that live with the Employee and for whom the
Employee is the primary source of financial support, children for whom the
Employee assumes legal guardianship and stepchildren. Also included are the
Employee’s children (or children of the Employee’s Spouse) for whom the
Employee has legal responsibility resulting from a valid court decree.

® Children who are mentally or physically impaired and totally dependent on
the Employee for support, past the age of 26 or older. To be eligible for
continued coverage past the age of 26, certification of the impairment is
required within 30 days of attainment of age 26. A certification form is
available from the Employer or from the Claims Administrator and may be
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required periodically. You must notify the Claims Administrator and/or the
Employer if the Dependent’s marital or tax exemption status changes and
they are no longer eligible for continued coverage.

Initial Enrollees

Initial Enrollees and eligible Dependents who were previously enrolled under group
coverage which this Plan replaces are eligible for coverage on the Effective Date of
this coverage. Coverage will be effective based on the waiting period chosen by the
Employer and will not exceed 90 days.

New Hires

Applications for enrollment must be submitted within 30 days from the date an
Employee is eligible to enroll as set by the Employer. Applications for membership
may be obtained from the Employer. Coverage will be effective based on the
waiting period chosen by the Employer and will not exceed 90 days. If the Employee
or the Employee’s Dependents do not enroll when first eligible, the Employee or the
Employee’s Dependents will be treated as Late Enrollees. Please refer to the “Late
Enrollees” provision listed below.

Late Enrollees

If the Employee or the Employee’s Dependents do not enroll when first eligible, it
will be necessary to wait for the next open enrollment period. However, the
Employee or the Employee’s Dependents may be eligible for special enrollment as
set out below.

Special Enrollment Periods

If an Employee or Dependent does not apply for coverage when they were first
eligible, they be able to join the Plan prior to Open Enroliment if they qualify for
Special Enrollment. Except as noted otherwise below, the Employee or Dependent
must request Special Enrollment within 30 days of a qualifying event.

Special Enrollment is available for eligible individuals who:

® |ost eligibility under a prior health Plan for reasons other than non-payment
of premium or due to fraud or intentional misrepresentation of a material fact;

51



® exhausted COBRA benefits or stopped receiving group contributions toward
the cost of the prior health Plan;

® |ost Employer contributions towards the cost of the other coverage; or

® are now eligible for coverage due to marriage, birth, adoption, or placement
for adoption.

Important Notes About Special Enrollment:

® Individuals enrolled during Special Enrollment periods are not Late Enrollees.
® Individuals or Dependents must request coverage within 30 days of a
qualifying event (i.e., marriage, exhaustion of COBRA, etc.).

Medicaid and Children’s Health Insurance Program (CHIP) Special
Enrollment/Special Enrollees

Eligible Employees and Dependents may also enroll under two additional
circumstances:

® the Employee’s or Dependent’s Medicaid or CHIP coverage is terminated as a
result of loss of eligibility; or

® the Employee or Dependent becomes eligible for a subsidy (state premium
assistance program).

The Employee or Dependent must request Special Enrollment within 60 days of the
loss of Medicaid/CHIP or of the eligibility determination.

When Coverage Begins

If the Employee applies for coverage when first eligible, coverage will be effective
on the date the Employer's length-of-service requirement has been met. The
Effective Date of coverage is subject to any length-of-service provision the
Employer requires and will not exceed 90 days.

Changing Coverage

There may be an annual re-enrollment period during which time Members may
elect to change their options.
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Types of Coverage

The types of coverage available to the Employee are indicated at the time of
enroliment through the Employer.

Changing Coverage (Adding a Dependent)

You may add new Dependents to Your Plan by contacting Your Plan Administrator.
The Plan Administrator must notify the Claims Administrator. The Plan
Administrator is the person named by the Employer to manage the Plan and
answer questions about Plan details.

Coverage is provided only for those Dependents the Employee has reported to the
Plan Administrator and added to his or her coverage by completing the correct
application.

Marriage and Stepchildren

An Employee may add a Spouse and eligible stepchildren within 30 days of the date
of marriage by submitting a change-of-coverage form. The Effective Date will be
the date of marriage.

If an Employee does not apply for coverage to add a Spouse and stepchildren
within 30 days of the date of marriage, the Spouse and stepchildren are considered
Late Enrollees. Please refer to the “Late Enrollees” provision in this section.

Newborn and Adopted Children

You must contact Your Employer within 30 days to add a newborn or adopted child.
Newborns are covered for the first 30 days under the mother. The member has 31-
60 days to enroll the newborn.

Nondiscrimination

No person who is eligible to enroll will be refused enrollment based on health
status, healthcare needs, genetic information, previous medical information,
impairment, sexual orientation or identity, gender, or age.
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OBRA 1993 and Qualified Medical Child Support Orders

The Omnibus Budget Reconciliation Act of 1993 (OBRA 1993) provides specific rules
for the coverage of adopted children and children subject to a Qualified Medical
Child Support Order (QMCSO).

An eligible Dependent child includes:

® an adopted child, regardless of whether or not the adoption has become final.
An “adopted child” is any person under the age of 18 as of the date of
adoption or placement for adoption. “Placement for adoption” means the
assumption and retention by the Employee of the legal obligation for the total
or partial support of a child to be adopted. Placement ends whenever the
legal support obligation ends.

® a child for whom an Employee has received an MCSO (a “Medical Child
Support Order”) which has been determined by the Employer or Plan
Administrator to be a Qualified Medical Child Support Order (“QMCSQO"). Upon
receipt of a QMCSO, the Employer or Plan Administrator will inform the
Employee and each affected child of its receipt of the order and will explain
the procedures for determining if the order is a QMCSO. The Employer will
subsequently notify the Employee and the child(ren) of the determination.

A QMCSO cannot require the Employer to provide any type or form of benefit that it
is not already offering.

Family and Medical Leave

If a covered Employee ceases active employment due to an Employer-approved
medical leave of absence, in accordance with the Family and Medical Leave Act of
1993 (FMLA), coverage will be continued for up to 12 weeks under the same terms
and conditions which would have applied had the Employee continued in active
employment. The Employee must pay his or her contribution share toward the cost
of coverage, if any contribution is required.

Changing Coverage or Removing a Dependent

When any of the following events occur, notify the Employer, and ask for
appropriate forms to complete:
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® divorce;

® death of an enrolled family Member (a different type of coverage may be
necessary);

® Dependent child reaches age 26 (please refer to When Coverage Terminates):
or

® enrolled Dependent child becomes totally or permanently impaired.
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HOW YOUR PLAN WORKS

Note: Capitalized terms such as Covered Services, Medical Necessity, and Out-of-
Pocket Maximum are defined in the Definitions Section.

Introduction

Your health Plan is a Health Savings Account (HSA), which is a comprehensive Plan.
The Plan is divided into two sets of benefits. network and out-of-network. If You
choose a Network Provider, You will receive network benefits. Utilizing this method
means You will not have to pay as much money, Your out-of-pocket expenses will
be higher when You use Out-of-Network Providers. To find a Network Provider for
this Plan, please refer to “How to Find a Provider in the Network,” later in this
section.

Providers are compensated using a variety of payment arrangements, including fee
for service, per diem, discounted fees, and global reimbursement.

All Covered Services must be Medically Necessary, and coverage or certification of
services that are not Medically Necessary may be denied.

Network Services

When You use a Network Provider or get care as part of an Authorized Service,
Covered Services will be covered at the network level. Regardless of Medical
Necessity, benefits will be denied for care that is not a Covered Service. The Plan
has the final authority to decide the Medical Necessity of the service.

If You receive Covered Services from an Out-of-Network Provider after we failed to
provide You with accurate information in our Provider directory at www.anthem.
com, or after we failed to respond to Your telephone or web-based inquiry within
the time required by Federal law, Your cost-share for Covered Services will be
based on the network level.

Network Providers include Primary Care Physicians/Providers (PCPs), Specialists
(Specialty Physicians/Providers - SCPs), other professional Providers, Hospitals, and
other Facilities who contract with us to care for You. Referrals are never needed to
visit a network Specialist, including Mental Health Providers.

To see a doctor, call their office:
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® Tell them You are an Anthem Member.

® Have Your Member Identification Card handy. The doctor’s office may ask You
for Your group or Member ID number.

® Tell them the reason for Your visit.

When You go to the office, be sure to bring Your Member Identification Card with
You.

For services from Network Providers:

1. You will not need to file claims. Network Providers will file claims for Covered
Services for You. (You will still need to pay any Coinsurance, Copayments, and/
Deductibles that apply.) You may be billed by Your Network Provider(s) for
any Non-Covered Services You get or when You have not followed the terms
of this Benefit Booklet.

2. Precertification will be done by the Network Provider. (Please refer to the
Healthcare/Medical Management - Precertification section for further details.)

Please refer to the Claims Payment section for additional information on
Authorized Services.

After Hours Care

If You need care after normal business hours, Your doctor may have several
options for You. You should call Your doctor’s office for instructions if You need
care in the evenings, on weekends, or during the holidays and cannot wait until the
office reopens. If You have an emergency, call 911 or go to the nearest emergency
room.

Out-of-Network Services

When You do not use a Network Provider or get care as part of an Authorized
Service, Covered Services are covered at the out-of-network level, unless otherwise
indicated in this Benefit Booklet.

For services from an Out-of-Network Provider:

® There is no limit to what an Out-of-Network Provider can charge unless Your
claim involves a Surprise Billing Claim;
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® The Out-of-Network Provider may charge You the difference between their bill
and the Plan’s Maximum Allowed Amount plus any Deductible and/or
Coinsurance/Copayments unless Your claim involves a Surprise Billing Claim;

® You may have higher cost-sharing amounts (i.e., Deductibles, Coinsurance,
and/or Copayments) unless Your claim involves a Surprise Billing Claim;

® You will have to pay for services that are not Medically Necessary;

® You will have to pay for Non-Covered Services;

® You may have to file claims; and

® You must make sure any necessary Precertification is done. (Please refer to
Healthcare/Medical Management - Precertification for more details.)

Surprise Billing Claims

Surprise Billing Claims are described in the Consolidated Appropriations Act of 2021
Notice in the Health Benefits Coverage Under Federal Law section. Please refer to
that section for further details.

Use the Mobile App to Connect with Us

As soon as You enroll in this Plan, You should download the mobile app. You can
find details on how to do this at www.anthem.com. The goal is to make it easy for
You to find answers to Your questions. You can chat with a representative live in the
app, or contact us at www.anthem.com.

How to Find a Provider in the Network

There are several ways You can find out if a Provider or Facility is in the network for
this Plan. You can also find out where they are located and details about their
license or training.

® Please refer to Your Plan’s directory of Network Providers at www.anthem.
com, which lists the doctors, Providers, and Facilities that participate in this
Plan’s network.

® Search for a Provider in our mobile app.

® Call Member Services to ask for a list of doctors and Providers that participate
in this Plan’s network, based on specialty and geographic area. Member
Services can help You determine the Provider's name, address, telephone
number, professional qualifications, specialty, medical school attended, and
board certifications.
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® Check with Your doctor or Provider.

If You need details about a Provider's license or training, or help choosing a doctor
who is right for You, call the Member Services number on the back Your Member
Identification Card. TTY/TDD services also are available by dialing 711. A special
operator will get in touch with us to help Your needs.

Continuation of Care

If Your Network Provider leaves our network for any reason other than termination
for cause, retirement, or death, and You are in active treatment, You may be able to
continue seeing that Provider for a limited period of time and still get network
benefits. “Active treatment” includes:

® An ongoing course of treatment for a life-threatening condition, including a
chronic illness or condition. A chronic illness or condition is a condition that is
life-threatening, degenerative, potentially disabling, or congenital and
requires specialized medical care over a prolonged period.

® An ongoing course of treatment for a serious acute condition (e.g.,
chemotherapy, radiation therapy, and post-operative visits).

® An ongoing course of treatment for pregnancy and through the postpartum
period.

® A scheduled non-elective surgery from the Provider, including receipt of
postoperative care from such Provider or Facility with respect to such a
surgery.

® An ongoing course of treatment for a health condition for which the Physician
or healthcare Provider attests that discontinuing care by the current Physician
or Provider would worsen Your condition or interfere with anticipated
outcomes.

® Continuing care benefits for Members undergoing a course of institutional or
Inpatient care from the Provider or Facility and/or determined to be terminally
ill and is receiving treatment for such illness from such Provider or Facility.

An “ongoing course of treatment” includes treatments for Mental Health and
Substance Use Disorders.
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In these cases, You may be able to continue seeing that Provider until treatment is
complete, or for 90 days, whichever is shorter. If You wish to continue seeing the
same Provider, You should contact Member Services for details. Any decision by the
Plan regarding a request for Continuation of Careis subject to review.

The BlueCard Program

Like all Blue Cross and Blue Shield plans throughout the country, Anthem
participates in a program called “BlueCard,” which provides services to You when
You are outside our Service Area. For more details on this program, please refer to
“Inter-Plan Arrangements” in the Claims Payment section.

Identification Card

We will provide an Identification Card to each Member enrolled in the Plan. When
You receive care, You must show Your Identification Card. Only covered Members
have the right to services or benefits under this Benefit Booklet. If anyone receives
services or benefits to which they are not entitled to under the terms of this Benefit
Booklet, they must pay for the actual cost of the services.

Calendar Year Deductible

Before the Plan begins to pay benefits (except certain benefits which are subject to
Copayment instead of Deductible), You must meet any Deductible required. You
must satisfy one Deductible for each type of coverage as explained in the Schedule
of Benefits.

Deductibles

There are two different types of Deductibles, embedded and non-embedded (True
Family) Deductibles. Your Plan has an non-embedded Deductible.

Non-embedded Deductible

The non-embedded (true family) Deductible means that a family can meet the
Deductible by pooling Deductible expenses. Unlike embedded Deductible Plans,
there is no limit to the amount one Member can pay toward the family Deductible.
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The following is an example that may not align with Your benefits. If You have a
$2,000/%$4,000 (single/family) non-embedded (true family) Deductible, here is how
Your Plan would work:

o o—

Subscriber: Family deductible met.
$4,000 in services Family pays copays/
Spouse: $0 in services coinsurance toward
Child 1: 80 in services out-of-pocket maximum.

\Child 2:80in services/ Qalth plan pays balancy

In this example, the Subscriber met the entire family Deductible, so the entire

family moves on to Copays/Coinsurance for Covered Services

Out-of-Pocket Maximum

An Out-of-Pocket Maximum is the annual limit on the amount of money that You
would have to pay for healthcare services, not including monthly premiums or
services not covered. After the maximum is reached, all covered health services are
paid in full by the health Plan for the rest of that Plan Year.

N\
), X9 Fos
[o + + = A 4
DEDUCTIBLE COPAYS COINSURANCE OUT-OF-POCKET MAX

All payments that apply to the Deductible also apply to the Out-of-Pocket Maximum
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Non-Embedded (True Family) Out-of-Pocket Maximum

The non-embedded (true family) out-of-pocket means that a family can meet the
out-of-pocket by pooling out-of-pocket expenses. Unlike embedded out-of-pocket
Plans, there is no limit to the amount one Member can pay toward the family out-of-
pocket.

The following is an example that may not align with Your benefits. If You have a
$4,000/$8,000 (single/family) non-embedded (true family) out-of-pocket, here is
how Your Plan would work:

O

RS

> Family Out-of-Pocket met
Subscriber: For entire Family, all
$8,000 in Deductible, covered health services
Copay and/or Coinsurance paid in full by the health
Spouse: $0 plan forthe rest of that
Child 1: $0 plan year.

Child 2: $0

In this example, the Subscriber met the entire family out-of-pocket, so the entire
family moves on to all covered health services paid in full by the health Plan for the
rest of that Plan Year.

Once the out-of-pocket is met, You will pay no cost-share when You receive
Covered Services.
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HEALTHCARE/MEDICAL MANAGEMENT -
PRECERTIFICATION

Your Plan includes the process of Utilization Review to decide when services are
Medically Necessary or Experimental/Investigative as those terms are defined in
this Benefit Booklet. Utilization Review aids the delivery of cost-effective healthcare
by reviewing the use of treatments and, when proper, level of care and/or the
setting or place of service that they are performed. A service must be Medically
Necessary to be a Covered Service. When level of care, setting, or place of service is
part of the review, services that can be safely given to You in a lower level of care or
lower cost setting/place of care, will not be Medically Necessary if they are given in
a higher level of care or higher cost setting/place of care.

Certain Services must be reviewed to determine Medical Necessity in order for You
to get benefits. Utilization Review criteria will be based on many sources, including
medical policy and clinical guidelines. The Plan may decide that a treatment that
was asked for is not Medically Necessary if a clinically equivalent treatment that is
more cost-effective is available and appropriate.

If You have any questions regarding the information contained in this section, You
may call the Member Services telephone number on Your Identification Card or
visit www.anthem.com.

Reviewing Where Services are Provided

A service must be Medically Necessary to be a Covered Service. When level of care,
setting, or place of service is reviewed, services that can be safely given to You in a
lower level of care or lower cost setting/place of care, will not be Medically
Necessary if they are given in a higher level of care or higher cost setting/place of
care. This means that a request for a service may be denied because it is not
Medically Necessary for the service to be provided where it is being requested.
When this happens, the service can be requested again in another place and will be
reviewed again for Medical Necessity. At times, a different Provider or Facility may
need to be used in order for the service to be considered Medically Necessary.
Examples include, but are not limited to:

® A service may be denied on an Inpatient basis at a Hospital but may be
approvable if provided on an outpatient basis at a Hospital.
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® A service may be denied on an outpatient basis at a Hospital but may be
approvable at a freestanding imaging center, infusion center, Ambulatory
Surgery Center, or in a Physician’s office.

® A service may be denied at a Skilled Nursing Facility but may be approvable in
a home setting.

Utilization Review criteria will be based on many sources including medical policy
and clinical guidelines. The Plan may decide that a treatment that was asked for is
not Medically Necessary if a clinically equivalent treatment that is more cost-
effective is available and appropriate. “Clinically equivalent” means treatments that
for most Members will give You similar results for a disease or condition.

If You have any questions about the Utilization Review process, the medical
policies, or clinical guidelines, You may call the Member Services telephone number
on Your Identification Card or visit www.anthem.com.

Coverage for or payment of the service or treatment reviewed is not guaranteed
even if the Plan decides Your services are Medically Necessary. For benefits to be
covered, on the date You get service:

You must be eligible for benefits;

Fees must be paid for the time period that services are given;

The service or supply must be a Covered Service under Your Plan;
The service cannot be subject to an Exclusion under Your Plan; and

A N

You must not have exceeded any applicable limits under Your Plan.
Types of Reviews

® Pre-service Review- A review of a service, treatment, or admission for a
benefit coverage determination which is done before the service or treatment
begins or admission date.

® Precertification- A required pre-service review for a benefit coverage
determination for a service or treatment. Certain services require
Precertification in order for You to get benefits. The benefit coverage review
will include a review to decide whether the service meets the definition of
Medical Necessity or is Experimental/Investigative as those terms are defined
in this Benefit Booklet.

For admissions following Emergency Care, You, Your authorized
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representative, or doctor should tell the Claims Administrator of the
admission as soon as possible. For childbirth admissions, Precertification is
not needed unless there is a problem and/or the mother and baby are not
sent home at the same time. Precertification is not required for the first 48
hours for a vaginal delivery or 96 hours for a cesarean section. Admissions
longer than 48/96 hours require Precertification.

® Continued Stay/Concurrent Review- A Utilization Review of a service,
treatment, or admission for a benefit coverage determination which must be
done during an ongoing stay in a Facility or course of treatment.

Both Pre-Service and Continued Stay/Concurrent Reviews may be considered
urgent when, in the view of the treating Provider or any doctor with
knowledge of Your medical condition, without such care or treatment, Your
life or health or Your ability to regain maximum function could be seriously
threatened or You could be subjected to severe pain that cannot be
adequately managed without such care or treatment. Urgent reviews are
conducted under a shorter time frame than standard reviews.

® Post-service Review - A review of a service, treatment, or admission for a
benefit coverage determination that is conducted after the service has been
provided. Post-service reviews are performed when a service, treatment, or
admission did not need a Precertification, or when a needed Precertification
was not obtained. Post-service reviews are done for a service, treatment, or
admission in which the Claims Administrator has a related clinical coverage
guideline and are typically initiated by the Claims Administrator.

Failure to Obtain Precertification Penalty:

The following list is not all-inclusive and is subject to change. Limitations and
exclusions may apply, depending on Your Plan’s Covered Services. Please call the
Member Services number on Your Identification Card to confirm if the service or
procedure is covered under Your Plan.

Important Note: If You or Your Out-of-Network Provider do not obtain the
required Precertification, a $300 penalty will apply, and Your Out-of-Pocket costs
will increase. This does not apply to Medically Necessary Inpatient Facility
services from a Network or BlueCard Provider.

65



2025 Precertification List
Inpatient Admission:

Acute Inpatient

Acute Rehabilitation

LTACH (Long Term Acute Care Hospital)

Skilled Nursing Facility

OB delivery stays beyond the Federal Mandate minimum LOS (including
newborn stays beyond the mother’s stay)

Emergency Admissions (Precertification is not required. However, Plan
notification should be provided as soon as possible.)

Diagnostic Testing:

BRCA Genetic Testing

Chromosomal Microarray Analysis (CMA) for Developmental Delay, Autism
Spectrum Disorder, Intellectual Disability and Congenital Anomalies

Gene Expression Profiling for Managing Breast Cancer Treatment

Gene Mutation Testing for Cancer Susceptibility and Management

Genetic Testing for Inherited Diseases

Genetic Testing for Lynch Syndrome, Familial Adenomatous Polyposis (FAP)
Attenuated FAP and MYH-Associated Polyposis

Preimplantation Genetic Diagnosis Testing

Prostate Saturation Biopsy

Testing for Biochemical Markers for Alzheimer's Disease

Whole Genome Sequencing, Whole Exome Sequencing, Gene Panels, and
Molecular Profiling

Wireless Capsule for the Evaluation of Suspected Gastric and Intestinal
Motility Disorders

Durable Medical Equipment (DME)/Prosthetics:

Augmentative and Alternative Communication (AAC) Devices with Digitized or
Synthesized Speech Output

Compression Devices for Lymphedema

Electric Tumor Treatment Field (TTF)

External Upper Limb Stimulation for the Treatment of Tremors

Functional Electrical Stimulation (FES); Threshold Electrical Stimulation (TES)
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High Frequency Chest Compression Devices for Airway Clearance
Implantable Infusion Pumps

Intrapulmonary Percussive Ventilation (IPV) Device
Microprocessor Controlled Knee-Ankle-Foot Orthosis
Microprocessor Controlled Lower Limb Prosthesis

Myoelectric Upper Extremity Prosthetic Devices

Neuromuscular Electrical Training for the Treatment of Obstructive Sleep
Apnea or Snoring

Noninvasive Electrical Bone Growth Stimulation of the Appendicular Skeleton
Robotic Arm Assistive Devices

Standing Frames

Ultrasonic Diathermy Devices

Ultrasound Bone Growth Stimulation

Powered Wheeled Mobility Devices
Gender-Affirming Surgery

® If the benefit is covered, Precertification is required.
Human Organ and Bone Marrow/Stem Cell Transplants

® Inpatient admits for ALL solid organ and bone marrow/stem cell transplants
(Including kidney only transplants)
® Qutpatient: All procedures considered to be transplant or transplant related
including but not limited to:
® Donor Leukocyte Infusion
® Intrathecal treatment of Spinal Muscular Atrophy (SMA) Spinraza (nusinersen)
® Stem Cell/Bone Marrow transplant (with or without myeloablative therapy)
® (CAR) T-cell immunotherapy treatment including but not limited to:
® Axicabtagene ciloleucel (Yescarta™)
® Amtagvi (lifileucel)
® Tisagenlecleucel (Kymriah™)
® Brexucabtagene Autoleucel (Tecartus)
® |isocabtagene maraleucel (Breyanzi)
® jdecabtagene vicleucel (Abecma)
® Carvykti (ciltacabtagene autoleucel) (CAR-T)

® Gene Replacement Therapy (If the benefit is covered, Precertification is
required). Including, but not limited to:
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® Gene Therapy for Ocular Conditions/ Voretigene neparvovec-rzyl
(Luxturna™)

® Gene Therapy for Spinal Muscular Atrophy/ onasemnogene abeparvovec-
xioi (Zolgensma®)

® Gene Therapy for Hemophilia

® Gene Therapy for Beta Thalassemia Betibeglogene autotemcel
(ZYNTEGLO)

® Gene Therapy for Cerebral Adrenoleukodystrophy (CALD)

® Gene Therapy for Duchenne Muscular Dystrophy

® Gene Therapy for Sickle Cell Disease

® Gene Therapy for Metachromatic Leukodystrophy

Mental Healthcare/Substance Use Disorder (MH/SUD):
Precertification Required

® Acute Inpatient Admissions

® Transcranial Magnetic Stimulation (TMS)
® Residential Care

® Behavioral Health in-home Programs

® Applied Behavioral Analysis (ABA)*

® Intensive Outpatient Therapy (IOP)**

® Partial Hospitalization (PHP)**

* Precertification for ABA is recommended and applies unless the group specifically
opts out of clinical review for this benefit. Retrospective review is allowed.

** Please check benefits for any exclusions, or specific Precertification
requirements.

Other Outpatient and Surgical Services:

® Aduhelm (aducanumab)

® Ablative Techniques as a Treatment for Barrett's Esophagus

® Allogeneic, Xenographic, Synthetic Bioengineered, and Composite Products
for Wound Healing and Soft Tissue Grafting

® Insertion/injection of prosthetic material collagen implants

® Ambulance Services: Air and water (excludes 911 initiated emergency
transport)

® Axial Lumbar Interbody Fusion

® Balloon Sinus Ostial Dilation
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Bariatric Surgery and Other Treatments for Clinically Severe Obesity (If the
benefit is covered, Precertification is required.)
Blepharoplasty, Blepharoptosis Repair, and Brow Lift
Bone-Anchored and Bone Conduction Hearing Aids
Breast Procedures; including Reconstructive Surgery, Implants, and other
Breast Procedures
Bronchial Thermoplasty
Cardiac Contractility Modulation Therapy
Cardiac Resynchronization Therapy (CRT) with or without an Implantable
Cardioverter Defibrillator (CRT/ICD) for the Treatment of Heart Failure
Cardioverter Defibrillator
Carotid, Vertebral and Intracranial Artery Stent Placement with or without
Angioplasty
Cellular Therapy Products for Allogeneic Stem Cell Transplantation
Cervical and Thoracic Discography
Cochlear Implants and Auditory Brainstem Implants
Corneal Collagen Cross-Linking
Cosmetic and Reconstructive Services: Skin Related, including but not limited
to:

® Brachioplasty

® Chin Implant, Mentoplasty, Osteoplasty Mandible

® Procedures Performed on the Face, Jaw, or Neck (including facial

dermabrasion, scar revision)

Cosmetic and Reconstructive Services of the Trunk and Groin, including but
not limited to:
® Brachioplasty
® Buttock/Thigh Lift
® Congenital Abnormalities
® | ipectomy/Liposuction
® Repair of Pectus Excavatum/Carinatum
® Procedures on the Genitalia

Cosmetic and Reconstructive Services of the Head and Neck, including but not
limited to:
® Facial Plastic Surgery Otoplasty - Rhinophyma
® Rhinoplasty or Rhinoseptoplasty (procedure which combines both
rhinoplasty and septoplasty)
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® Rhytidectomy (Face lift)

® Cranial Nerve Procedures

® Ear or Body Piercing

® Frown Lines

® Neck Tuck (Submental Lipectomy)

Cryosurgical Ablation of Solid Tumors Outside the Liver

Deep Brain, Cortical, and Cerebellar Stimulation

Diaphragmatic/Phrenic Nerve Stimulation and Diaphragm Pacing Systems
Doppler-Guided Transanal Hemorrhoidal Dearterialization (THD)
Electrophysiology-Guided Noninvasive Stereotactic Cardiac Radioablation
Endovascular Techniques (Percutaneous or Open Exposure) for Arterial
Revascularization of the Lower Extremities)

Extraosseous Subtalar Joint Implantation and Subtalar Arthroereisis

Focal Laser Ablation for the Treatment of Prostate Cancer

Functional Endoscopic Sinus Surgery (FESS)

Home Parenteral Nutrition

Hyperbaric Oxygen Therapy (Systemic/Topical)

Immunoprophylaxis for respiratory syncytial virus (RSV)/ Synagis (palivizumab)
Implantable Ambulatory Event Monitors and Mobile Cardiac Telemetry
Implantable Infusion Pumps

Implanted (Epidural and Subcutaneous) Spinal Cord Stimulators (SCS)
Implanted Devices for Spinal Stenosis

Implanted Artificial Iris Devices

Implanted Port Delivery Systems to Treat Ocular Disease

Implantable Peripheral Nerve Stimulation Devices as a Treatment for Pain
Implantable Shock Absorber for Treatment of Knee Osteoarthritis

Intracardiac Ischemia Monitoring

Intraocular Anterior Segment Aqueous Drainage Devices (without extraocular
reservoir)

Keratoprosthesis

Leadless Pacemaker

Locoregional and Surgical Techniques for Treating Primary and Metastatic
Liver Malignancies

Lower Esophageal Sphincter Augmentation Devices for the Treatment of
Gastroesophageal Reflux Disease (GERD)

Lysis of Epidural Adhesions

Mandibular/Maxillary (Orthognathic) Surgery
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Manipulation Under Anesthesia

Mastectomy for Gynecomastia

Mechanical Circulatory Assist Devices (Ventricular Assist Devices,
Percutaneous Ventricular Assist Devices and Artificial Hearts)

Meniscal Allograft Transplantation of the Knee

Minimally Invasive Treatment of the Posterior Nasal Nerve to Treat Rhinitis
Nasal Surgery for the Treatment of Obstructive Sleep Apnea and Snoring

Oral, Pharyngeal and Maxillofacial Surgical Treatment for Obstructive Sleep
Apnea or Snoring

Outpatient Cardiac Hemodynamic Monitoring Using a Wireless Sensor for
Heart Failure Management

Panniculectomy and Abdominoplasty

Partial Left Ventriculectomy

Patent Foramen Ovale and Left Atrial Appendage Closure Devices for Stroke
Prevention

Penile Prosthesis Implantation

Percutaneous and Endoscopic Spinal Surgery

Percutaneous Neurolysis for Chronic Neck and Back Pain

Percutaneous Vertebral Disc and Vertebral Endplate Procedures

Percutaneous Vertebroplasty, Kyphoplasty and Sacroplasty

Perirectal Spacers for Use During Prostate Radiotherapy

Presbyopia and Astigmatism-Correcting Intraocular Lenses

Private Duty Nursing in the Home Setting (If the benefit is covered,
Precertification is required.)

Reduction Mammaplasty

Sacral Nerve Stimulation (SNS) and Percutaneous Tibial Nerve Stimulation
(PTNS) for Urinary and Fecal Incontinence and Urinary Retention

Sacral Nerve Stimulation as a Treatment of Neurogenic Bladder Secondary to
Spinal Cord Injury

Sacroiliac Joint Fusion, Open

Self-Expanding Absorptive Sinus Ostial Dilation

Sipuleucel-T (Provenge®) Autologous Cellular Immunotherapy for the
Treatment of Prostate Cancer

Surgical and Ablative Treatments for Chronic Headaches

Therapeutic Apheresis

Total Ankle Replacement

Transcatheter Ablation of Arrhythmogenic Foci in the Pulmonary Veins
Transcatheter Heart Valve Procedures
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® Transendoscopic Therapy for Gastroesophageal Reflux Disease, Dysphagia,
and Gastroparesis

® Transmyocardial/Perventricular Device Closure of Ventricular Septal Defects

® Treatment of Osteochondral Defects

® Treatment of Temporomandibular Disorders

® Treatment of Varicose Veins (Lower Extremities)

® Treatments for Urinary Incontinence

® Vagus Nerve Stimulation

® Ovarian and Internal Iliac Vein Embolization as a Treatment of Pelvic
Congestion Syndrome and Varicocele

® Venous Angioplasty with or without Stent Placement/Venous Stenting

® Viscocanalostomy and Canaloplasty

® Wireless Cardiac Resynchronization Therapy for Left Ventricular Pacing

® \Wearable Cardioverter Defibrillator

Out-of-Network Referrals:

Out-of-network services for consideration of payment at network benefit level (may
be authorized, based on network availability and/or Medical Necessity.)

Radiation Therapy/ Radiology Services

® Absolute Quantitation of Myocardial Blood Flow Measurement

® Intensity Modulated Radiation Therapy (IMRT)

® MRI Guided High Intensity Focused Ultrasound Ablation for Non-Oncologic
Indications

® Proton Beam Therapy

® Cryosurgical or Radiofrequency Ablation to Treat Solid Tumors Outside the
Liver

® Stereotactic Radiosurgery (SRS) and Stereotactic Body Radiotherapy (SBRT)

® Catheter-based Embolization Procedures for Malignant Lesions Outside the
Liver

® Wireless Capsule Endoscopy for Gastrointestinal Imaging and the Patency
Capsule

® Radioimmunotherapy and Somatostatin Receptor Targeted Radiotherapy
(Azedra, Lutathera, Pluvicto, Zevalin)

® Xofigo (Radium Ra 223 Dichloride)
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Members may have benefit Plans with specialty services medically managed as part
of a purchased program called Carelon Medical Benefits Management, which helps
to ensure delivery of healthcare services that are more clinically appropriate, safer,
and more affordable.

For more information, or to determine if preapproval is needed, contact the phone
number on the back of Your Member Identification Card to verify Your benefits and
ask about the Precertification process. To submit Your Precertification request for
these services, call us at 866-714-1103.

Note: If any of the procedures listed below apply to You, Precertification is required.
Remember to confirm Your benefits by calling the number on the back of Your
Identification Card.

Specialty services may include:

® Radiology Solution
The radiology solution helps reduce Members' exposure to unnecessary
radiation by promoting evidence-based imaging practices. Our radiology
solution reviews advanced imaging services, including CT/CTA, MRI/MRA, PET.

® Cardiology Solution
The cardiology solution focuses on the most widely used diagnostic tests to
drive appropriate, safe, and affordable care. To do this, we promote evidence-
based cardiovascular care to Members. Examples of procedures that require
Precertification include, but are not limited to, certain cardiac imaging
services and cardiac catheterization.

® Sleep Solution
We partner with Providers through our sleep solution program to promote
clinically appropriate testing and treatment for obstructive sleep apnea and
other common sleep disorders. We also help manage treatment adherence
and reduce unused treatment supplies.

® Musculoskeletal and Pain Management Solution
The musculoskeletal solution manages some of the most common
musculoskeletal treatments, like interventional pain management, joint
surgery, and spinal surgery with both a clinical appropriateness review and
level of care reviews.

® Genetic Testing Solution
The genetic testing program provides a comprehensive approach to
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managing genetic testing. The genetic testing solution promotes evidence-
based clinical criteria that emphasizes appropriate testing at network labs.

® Specialty Pharmacy Solution
Our Pharmacy experts create solutions that improve outcomes and enhance
each Member's health, providing a comprehensive approach to Specialty Drug
management.

® Medical Oncology Solution
The oncology solution focuses on evidence-based care, reviewing the clinical
appropriateness and Medical Necessity of chemotherapy and supportive
agents at the regimen level.

Services not requiring Precertification for coverage, but recommended for pre-
determination of Medical Necessity due to the existence of post service claim edits
and/or the potential cost of services to the member if denied by Anthem for lack of
Medical Necessity:

Procedures, equipment, and/or specialty infusion Drugs which have Medically
Necessary criteria determined by Corporate Medical Policy or Adopted Clinical
Guidelines.

Utilizing an Out-of-Network Provider may result in significant additional financial
responsibility for You. Except for Surprise Billing Claims, 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.

The ordering Provider, Facility, or attending Physician should contact the Claims
Administrator to request a Precertification or predetermination review (“requesting
Provider”). The Claims Administrator will work directly with the requesting Provider
for the Precertification request. However, You may designate an authorized
representative to act on Your behalf for a specific request. The authorized
representative can be anyone who is 18 years of age or older.

Who is Responsible for Precertification?

Typically, Network Providers know which services need Precertification and will get
any Precertification when needed. Your Primary Care Physician and other Network
Providers have been given detailed information about these procedures and are
responsible for meeting these requirements. Generally, the ordering Provider,
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Facility, or attending doctor (“requesting Provider”) will get in touch with the Claims
Administrator to ask for a Precertification. However, You may request a
Precertification, or You may choose an authorized representative to act on Your
behalf for a specific request. The authorized representative can be anyone who is
18 years of age or older. The table below outlines who is responsible for
Precertification and under what circumstances.
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Responsibility

Provider Network Status to Get Comments
Precertification

Network, including BlueCard | Provider ® The Provider
Providers in the service areas of must get
Anthem Blue Cross and Blue Shield Precertification
(CO, CT, GA, IN, KY, ME, MO, NH, when required.
NV, NY, OH, VA, WI); Anthem Blue
Cross (CA); and any future affiliated
Blue Cross and/or Blue Shield plans
resulting from a merger or
acquisition by the Claims
Administrator’'s parent company.
BlueCard Provider outside the | Member ® Member must get
service areas of the states listed in | (Except for Precertification
the column above and BlueCard | Inpatient when required or
Providers in other states not listed admissions) work with your
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Provider to assist
in obtaining
Precertification.
Call Member
Services at the
number on the
back of Your
Identification
Card.




® Member may be

financially
responsible for
charges/costs
related to the
service and/or
setting in whole
or in partif the
service and/or
setting is found to
not be Medically
Necessary, not an
emergency, or
any charges in
excess of the
Maximum
Allowed Amount.

BlueCard
Providers must
obtain
Precertification
for all Inpatient
admissions.
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Out-of-Network/Non-Participating Member ® Member must get
Precertification
when required or
work with Your
Provider to assist
in obtaining
Precertification.
Call Member
Services at the
number on the
back of Your
Identification
Card.

® Member may be
financially
responsible for
charges/costs
related to the
service and/or
setting in whole
or in part if the
service and/or
setting is found to
not be Medically
Necessary, not an
emergency, or
any charges in
excess of the
Maximum
Allowed Amount.

NOTE: For an Emergency Care admission, Precertification is not required.
However, You, Your authorized representative, or doctor should tell the Claims
Administrator as soon as possible.
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The Claims Administrator will utilize its clinical coverage guidelines, such as medical
policy, clinical guidelines, and other applicable policies and procedures to help
make Medical Necessity decisions. Medical policies and clinical guidelines reflect
the standards of practice and medical interventions identified as proper medical
practice. The Claims Administrator reserves the right to review and update these
clinical coverage guidelines from time to time.

You are entitled to ask for and get, free of charge, reasonable access to any records
concerning Your request. To ask for this information, call the Precertification phone
number on the back of Your Identification Card.

If You are not satisfied with the Plan’s decision under this section of Your benefits,
please refer to the Your Right To Appeal section to see what rights may be available
to You.

Decision and Notice Requirements

The Claims Administrator will review requests for benefits according to the time
frames listed below. The time frames and requirements listed are based on Federal
laws. You may call the phone number on the back of Your Identification Card for
more details.
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Time frame Requirement for Decision

Type of Review
yp and Notification

Urgent Pre-service Review 72 hours from the receipt of request

. . 15 calendar days from the receipt of
Non-Urgent Pre-service Review
the request

Urgent Continued Stay/Concurrent
Review when request is received more | 24 hours from the receipt of the
than 24 hours before the end of the | request

previous authorization

Urgent Continued Stay/Concurrent
Review when request is received less
than 24 hours before the end of the
previous authorization or no previous

72 hours from the receipt of the
request

authorization exists

, , 30 calendar days from the receipt of
Post-Service Review
the request

If more information is needed to make a decision, the Claims Administrator will tell
the requesting Provider of the specific information needed to finish the review. If
the Claims Administrator does not get the specific information needed by the
required time frame, the Claims Administrator will make a decision based upon the
information it has.

The Claims Administrator will notify You and Your Provider of its decision as
required by Federal law. Notice may be given by one or more of the following
methods: verbal, written, and/or electronic.

Important Information

From time to time, certain medical management processes (including utilization
management, case management, and disease management) may be waived,
enhanced, changed, or ended. An alternate benefit may be offered if, in the Plan’s
sole discretion, such change furthers the provision of cost-effective, value-based
and/or quality services.
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Certain qualifying Providers may be selected to take part in a program or a Provider
arrangement that exempts them from certain procedural or medical management
processes that would otherwise apply. Your claim may also be exempted from
medical review if certain conditions apply.

Just because a process, Provider, or claim is exempted from the standards which
otherwise would apply, it does not mean that this will occur in the future or will do
so in the future for any other Provider, claim or Member. The Plan may stop or
change any such exemption with or without advance notice.

You may find out whether a Provider is taking part in certain programs or a
Provider arrangement by contacting the Member Services number on the back of
Your Identification Card.

The Claims Administrator also may identify certain Providers to review for potential
fraud, waste, abuse, or other inappropriate activity if the claims data suggests
there may be inappropriate billing practices. If a Provider is selected under this
program, then the Claims Administrator may use one or more clinical utilization
management guidelines in the review of claims submitted by this Provider, even if
those guidelines are not used for all Providers delivering services to this Plan’s
Members.

Health Plan Individual Case Management

The Claims Administrator’s individual health plan case management programs
(Case Management) helps coordinate services for Members with healthcare needs
due to serious, complex, and/or chronic health conditions. The Claims
Administrator's programs coordinate benefits and educate Members who agree to
take part in the Case Management program to help meet their health-related
needs.

The Claims Administrator's Case Management programs are confidential and
voluntary and are made available at no extra cost You. These programs are
provided by, or on behalf of and at the request of, Your health plan Case
Management staff. These Case Management programs are separate from any
Covered Services You are receiving.
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If You meet program criteria and agree to take part, the Claims Administrator will
help You meet Your identified healthcare needs. This is reached through contact
teamwork with You and/or Your authorized representative, treating Physician(s),
and other Providers.

In addition, the Claims Administrator may assist in coordinating care with existing
community-based programs and services to meet Your needs. This may include
giving You information about external agencies and community-based programs
and services.

In certain cases of severe or chronic illness or Injury, the Plan may provide benefits
for alternate care that is not listed as a Covered Service. The Plan may also extend
Covered Services beyond the Benefit Maximums of this Plan. The Claims
Administrator will make any recommendation of alternate or extended benefits to
the Plan on a case-by-case basis, if at the Claims Administrator's discretion, the
alternate or extended benefit is in the best interest of You and the Plan, and You or
Your authorized representative agree to the alternate or extended benefit in
writing. A decision to provide extended benefits or approve alternate care in one
case does not obligate the Plan to provide the same benefits again to You or to any
other Member. The Plan reserves the right, at any time, to alter or stop providing
extended benefits or approving alternate care. In such case, the Claims
Administrator will notify You or Your authorized representative in writing.
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BENEFITS

Payment terms apply to all Covered Services. Please refer to the
Schedule of Benefits for details. All Covered Services must be Medically
Necessary, whether provided through Network Providers or Out-of-
Network Providers.

Acupuncture

Treatment of neuromusculoskeletal pain by an acupuncturist who acts within the
scope of their license. Treatment involves using needles along specific nerve
pathways to ease pain.

Ambulance Service
Medically Necessary Ambulance Services are a Covered Service when:

® You are transported by a state licensed vehicle that is designed, equipped,
and used only to transport the sick and injured and staffed by Emergency
Medical Technicians (EMT), paramedics, or other certified medical
professionals. This includes ground, water, fixed wing, and rotary wing air
transportation.

And one or more of the following criteria are met:

® For ground ambulance, You are taken:
® From Your home, the scene of an accident, or Medical Emergency to a
Hospital.
® Between Hospitals, including when the Claims Administrator requires
You to move from an out-of-network Hospital to a network Hospital.
® Between a Hospital and a Skilled Nursing Facility or other approved
Facility.
® For air or water ambulance, You are taken:
® From the scene of an accident or Medical Emergency to a Hospital.
® Between Hospitals, including when the Claims Administrator requires
You to move from an out-of-network Hospital to a network Hospital.
® Between a Hospital and an approved Facility.
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Ambulance Services may be subject to Medical Necessity reviews by the Claims
Administrator. Emergency ground Ambulance Services do not require
Precertification and are allowed regardless of whether the Provider is a Network or
Out-of-Network Provider.

Non-emergency Ambulance Services may be subject to Medical Necessity reviews
by the Claims Administrator. When using an air ambulance for non-emergency
transportation, the Claims Administrator reserves the right to select the air
ambulance Provider.

You must be taken to the nearest Facility that can give care for Your condition. In
certain cases, the Claims Administrator may approve benefits for transportation to
a Facility that is not the nearest Facility.

Benefits also include Medically Necessary treatment of a sickness or Injury by
medical professionals from an Ambulance Service, even if You are not taken to a
Facility.

Ambulance Services are not covered when another type of transportation can be
used without endangering Your health. Ambulance Services for Your convenience
or the convenience of Your family or Physician are not a Covered Service.

Other non-covered Ambulance Services include, but are not limited to, trips to:

® 3 Physician’s office or clinic; or
® a morgue or funeral home.

Important Notes on Air Ambulance Benefits

Benefits are only available for air ambulance when it is not appropriate to use a
ground or water ambulance. For example, if using a ground ambulance would
endanger Your health and Your medical condition requires a more rapid transport
to a Facility than the ground ambulance can provide, the Plan will cover the air
ambulance. Air ambulance will also be covered if You are in an area that a ground
or water ambulance cannot reach.

Air ambulance will not be covered if You are taken to a Hospital that is not an acute
care Hospital (such as a Skilled Nursing Facility or a rehabilitation Facility), or if You
are taken to a Physician’s office or Your home.
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Hospital to Hospital Transport

If You are moving from one Hospital to another, air ambulance will only be covered
if using a ground ambulance would endanger Your health and if the Hospital that
first treats cannot give You the medical services You need. Certain specialized
services are not available at all Hospitals. For example, burn care, cardiac care,
trauma care, and critical care are only available at certain Hospitals. To be covered,
You must be taken to the closest Hospital that can treat You. Coverage is not
available for air ambulance transfers simply because You, Your family, or Your
Provider prefers a specific Hospital or Physician.

Assistant Surgery

Services rendered by an assistant surgeon are covered based on Medical Necessity.

Breast Cancer Care

Covered Services are provided for Inpatient care following a mastectomy or lymph
node dissection until the completion of an appropriate period of stay as
determined by the attending Physician in consultation with the Member. Follow-up
visits are also included and may be conducted at home or at the Physician’s office
as determined by the attending Physician in consultation with the Member.

Breast Reconstructive Surgery

Covered Services are provided following a mastectomy for reconstruction of the
breast on which the mastectomy was performed, surgery and reconstruction of the
other breast to produce a symmetrical appearance, and prostheses and treatment
of physical complications, including lymphedemas.

Cardiac Rehabilitation
Covered Services are provided as outlined in the Schedule of Benefits.
Clinical Trials

Benefits include coverage for services, such as routine patient care costs, given to
You as a participant in an approved clinical trial if the services are Covered Services
under this Plan. An “approved clinical trial” means a phase I, phase II, phase III, or
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phase IV clinical trial that studies the prevention, detection, or treatment of cancer

or other life-threatening conditions. The term life-threatening condition means any

disease or condition from which death is likely unless the disease or condition is

treated.

Benefits are limited to the following trials:

1. Federally funded trials approved or funded by one of the following:.

a.

The National Institutes of Health

b. The Centers for Disease Control and Prevention.

c. The Agency for Healthcare Research and Quality.

d.

e. Cooperative group or center of any of the entities described in (a)

The Centers for Medicare & Medicaid Services.

through (d) or the Department of Defense or the Department of
Veterans Affairs.

A qualified non-governmental research entity identified in the guidelines
issued by the National Institutes of Health for center support grants.

. Any of the following in i-iii below if the study or investigation has been

reviewed and approved through a system of peer review that the
Secretary of Health and Human Services determines 1) to be comparable
to the system of peer review of studies and investigations used by the
National Institutes of Health, and 2) assures unbiased review of the
highest scientific standards by qualified individuals who have no interest
in the outcome of the review.

i. The Department of Veterans Affairs.

ii. The Department of Defense.

iii. The Department of Energy.

2. Studies or investigations done as part of an investigational new drug

application reviewed by the Food and Drug Administration.

3. Studies or investigations done for drug trials which are exempt from the

investigational new drug application.

Your Plan may require You to use a Network Provider to maximize Your benefits.

Routine patient care costs include items, services and Drugs provided to You in

connection with an approved clinical trial that would otherwise be covered by this

Plan.
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All other requests for clinical trials services, including requests that are not part of
approved clinical trials, will be reviewed according to the Claims Administrator’s
Clinical Coverage Guidelines, related policies and procedures.

Your Plan is not required to provide benefits for the following services. The Plan
reserves the right to exclude any of the following services:

1. The Experimental/Investigative item, device, or service; or

2. Items used and services that are provided only to satisfy data collection and
analysis needs and that are not used in the direct clinical management of the
patient; or

3. A service that is clearly inconsistent with widely accepted and established
standards of care for a particular diagnosis;

4. Any item or service that is paid for, or should have been paid for, by the
sponsor of the trial.

Consultation Services

Covered when the special skill and knowledge of a consulting Physician is required
for the diagnosis or treatment of an illness or Injury. Second surgical opinion
consultations are covered.

Staff consultations required by Hospital rules are excluded. Referrals (the transfer
of a patient from one Physician to another for treatment) are not consultations
under this Plan.

Dental Services
Related to Accidental Injury

Your Plan includes benefits for dental work required for the initial repair of an
Injury to the jaw, sound natural teeth, mouth or face which are required as a result
of an accident and are not excessive in scope, duration, or intensity to provide safe,
adequate, and appropriate treatment without adversely affecting the Member's
condition. Injury as a result of chewing or biting is not considered an Accidental
Injury except where the chewing or biting results from an act of domestic violence
or directly from a medical condition.
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Diabetes

Equipment and outpatient self-management training and education, including
nutritional therapy for individuals with insulin-dependent diabetes, insulin-using
diabetes, gestational diabetes, and non-insulin using diabetes as prescribed by the
Physician. Covered Services for outpatient self-management training and education
must be provided by a certified, registered or licensed healthcare professional with
expertise in diabetes. Screenings for gestational diabetes are covered under
"Preventive Services".

Dialysis Treatment

The Plan covers Covered Services for Dialysis treatment. If applicable, the Plan will
pay secondary to Medicare Part B, even if a Member has not applied for eligible
coverage available through Medicare.

Durable Medical Equipment (DME), Medical Devices, and Supplies

The Plan will pay the rental charge up to the purchase price of the equipment. In
addition to meeting criteria for Medical Necessity, and applicable Precertification
requirements, the equipment must also be used to improve the functions of a
malformed part of the body or to prevent or slow further decline of the Member's
medical condition. The equipment must be ordered and/or prescribed by a
Physician and be appropriate for in-home use.

The equipment must meet the following criteria:

It can stand repeated use.

It is manufactured solely to serve a medical purpose.
It is not merely for comfort or convenience.

It is normally not useful to a person not ill or Injured.
It is ordered by a Physician.

The Physician certifies in writing the Medical Necessity for the equipment. The
Physician also states the length of time the equipment will be required. The
Plan may require proof at any time of the continuing Medical Necessity of any
item.

® It is related to the Member’s physical disorder.
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Equipment, devices, supplies, and appliances that include comfort, luxury, or
convenience items or features that exceed what is Medically Necessary in Your
situation will not be covered. The Plan's reimbursement for durable medical
equipment, orthotics, prosthetics, devices, and supplies, wigs will be based on the
Maximum Allowed Amount for a standard item that is Medically Necessary to meet
Your needs. If You choose to purchase an item with features that exceed what is
Medically Necessary, benefits will be limited to the Maximum Allowed Amount for
the standard item, and You will be required to pay any costs that exceed the
Maximum Allowed Amount. Please check with Your Provider or contact us if You
have questions about the Maximum Allowed Amount.

Emergency Services
Life-threatening Medical Emergency or serious Accidental Injury.

Coverage is provided for Hospital emergency room or freestanding emergency
Facility care, including a medical or Mental Health screening examination that is
within the capability of the emergency department of a Hospital, including Ancillary
Services routinely available to the emergency department to evaluate an
Emergency Medical Condition, and within the capabilities of the staff and Facilities
available at the Hospital, such further medical or Mental Health examination and
treatment as are required to Stabilize the patient. Emergency Service care does not
require any Prior Authorization from the Plan. Emergency Services may also include
necessary services, including observation services, provided as part of the
emergency visit regardless of the department in which the services are provided.

Services provided for conditions that do not meet the definition of emergency will
not be covered.

Stabilize means, with respect to an Emergency Medical Condition: to provide such
medical treatment of the condition as may be necessary to assure, within
reasonable medical probability, that no material deterioration of the condition is
likely to result from or occur during the transfer of the individual from a Facility.
With respect to a pregnant woman who is having contractions, the term “stabilize”
also means to deliver (including the placenta), if there is inadequate time to affect a
safe transfer to another Hospital before delivery or transfer may pose a threat to

the health or safety of the woman or the unborn child.
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Medically Necessary services will be covered whether You get care from a Network
or Out-of-Network Provider. Emergency Care You get from an Out-of-Network
Provider will be covered as a network service and will not require Precertification.
For Surprise Billing Claims, the Out-of-Network Provider can only charge You any
applicable Deductible, Coinsurance, and/or Copayment and cannot bill You for the
difference between the Maximum Allowed Amount and their billed charges until
Your condition is stable and the Out-of-Network Provider has complied with the
notice and consent process as described in the Consolidated Appropriations Act of
2021 Notice in the Health Benefits Coverage Under Federal Law section. Your cost-
shares will be based on the Recognized Amount and will be applied to Your
network Deductible and network out-of-pocket limit.

Treatment You get after Your condition has stabilized is not Emergency Care.
Please refer to the Consolidated Appropriations Act of 2021 Notice in the Health
Benefits Coverage Under Federal Law section for more details on how this will
impact Your benefits.

The Maximum Allowed Amount will be used to determine payment for Emergency
Care from an Out-of-Network Provider. However, Member cost-share will be based
on the median Plan network contract rate paid to Network Providers for the
geographic area where the service is provided for the same or similar service.

The Copayment and/or Coinsurance percentage payable for both network and out-
of-network are shown in the Schedule of Benefits.

Gender-Affirming Surgery and Services

This Plan provides benefits for many of the charges for gender-affirming surgery
and services for Members diagnosed with Gender Dysphoria. Gender-affirming
surgery and services must be approved by us for the type of procedure requested
and must be authorized prior to being performed. Charges for services that are not
authorized for the gender-affirming surgery and services requested will not be
considered Covered Services. Some conditions apply, and all services must be
authorized by us as outlined in the Healthcare/Medical Management -
Precertification section. Please refer to the Schedule of Benefits section for details
pertaining to Copayment and/or Coinsurance.

90



General Anesthesia Services

Covered when ordered by the attending Physician and administered by another
Physician who customarily bills for such services, in connection with a covered
procedure.

® Such anesthesia service includes the following procedures which are given to
cause muscle relaxation, loss of feeling, or loss of consciousness:

® spinal or regional anesthesia;

® injection or inhalation of a Drug or other agent (local infiltration is excluded).

Anesthesia services administered by a Certified Registered Nurse Anesthetist
(CRNA) are only covered when billed by the supervising anesthesiologist.

Habilitative Services

Benefits also include habilitative healthcare services and devices that help You
keep, learn, or improve skills and functioning for daily living. Examples include
therapy for a child who isn't walking or talking at the expected age. These services
may include physical and occupational therapy, speech-language pathology, and
other services for people with impairments in a variety of Inpatient and/or
outpatient settings.

Home Healthcare Services

Home Healthcare provides a program for the Member's care and treatment in the
home. Your coverage is outlined in the Schedule of Benefits. The program consists
of required intermittent skilled care, which may include observation, evaluation,
teaching, and nursing services consistent with the diagnosis, established and
approved in writing by the Member's attending Physician. Services may be
performed by either Network or Out-of-Network Providers. The Physician’s
statement and recommended program may require Precertification. Please refer to
the Healthcare/Medical Management-Precertification section for details.

Covered Services:

® Visits by an RN or LPN. Benefits cannot be provided for services if the nurse is
related to the Member.
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® Visits by a qualified physiotherapist or speech therapist and by an inhalation
therapist certified by the National Board of Respiratory Therapy.

® Visits to render services and/or supplies of a licensed Medical Social Services
Worker when Medically Necessary to enable the Member to understand the
emotional, social, and environmental factors resulting from or affecting the
Member’s illness.

® Visits by a Home Health Nursing Aide when rendered under the direct
supervision of an RN.

® Nutritional guidance when Medically Necessary.

® Oxygen and its administration.

Covered Services for Home Healthcare do not include:

® Food, housing, homemaker services, sitters, home-delivered meals;

® Home Healthcare services which are not Medically Necessary or of a non-
skilled level of care;

® Services and/or supplies which are not included in the Home Healthcare plan
as described;

® Services of a person who ordinarily resides in the Member's home or is a
member of the family of either the Member or Member’s Spouse;

® Any services for any period during which the Member is not under the
continuing care of a Physician;

® Convalescent or Custodial Care where the Member has spent a period of time

for recovery of an illness or surgery and where skilled care is not required or

the services being rendered are only for aid in daily living, i.e., for the

convenience of the Member;

Any services or supplies not specifically listed as Covered Services;

Routine care and/or examination of a newborn child;

Dietitian services;

Hemodialysis treatment; or

Purchase or rental of dialysis equipment.

Hospice Care Services

You are eligible for Hospice care if Your doctor and the Hospice medical director
certify that You are terminally ill and likely to have less than twelve (12) months to
live. You may access Hospice care while participating in a clinical trial or continuing
disease modifying therapy, as ordered by Your treating Provider. Disease
modifying therapy treats the underlying terminal iliness.
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The services and supplies listed below are Covered Services when given by a

Hospice for the palliative care of pain and other symptoms that are part of a

terminal disease. Palliative care means care that controls pain and relieves

symptoms but is not meant to cure a terminal illness. Covered Services include:

Care from an interdisciplinary team with the development and maintenance
of an appropriate plan of care;

Short-term Inpatient Hospital care when needed in periods of crisis or as
respite care;

Skilled nursing services, home health aide services, and homemaker services
given by or under the supervision of a registered nurse;

Social services and counseling services from a licensed social worker;
Nutritional support such as intravenous feeding and feeding tubes;

Physical therapy, occupational therapy, speech therapy, and respiratory
therapy given by a licensed therapist;

Pharmaceuticals, medical equipment, and supplies needed for the palliative
care of Your condition, including oxygen and related respiratory therapy
supplies; and

Bereavement (grief) services, including a review of the needs of the bereaved
family and the development of a care plan to meet those needs, both before
and after the Member's death. Bereavement services are available to the
patient and those individuals who are closely linked to the patient, including
the immediate family, the primary or designated care giver, and individuals
with significant personal ties for one year after the Member’s death.

Your Physician must agree to care by the Hospice and must be consulted in the

development of the care plan. The Hospice must keep a written care plan on file

and give it to the Claims Administrator upon request.

Benefits for services beyond those listed above that are given for disease

modification or palliation, such as but not limited to, chemotherapy and radiation

therapy, are available to a Member in Hospice. These services are covered under
other parts of this Benefit Booklet.
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Hospital Services

You may receive treatment at a network or an out-of-network Hospital. However,
payment is significantly reduced if services are received at an out-of-network
Hospital. Your Plan provides Covered Services when the following services are
Medically Necessary.

Network

Inpatient Services

® Inpatient room charges. Covered Services include semiprivate room and
board, general nursing care, and intensive or cardiac care. If You stay in a
private room, the Maximum Allowed Amount is based on the Hospital's
prevalent semiprivate rate. If You are admitted to a Hospital that has only
private rooms, the Maximum Allowed Amount is based on the Hospital's
prevalent room rate.

Service and Supplies

® Services and supplies provided and billed by the Hospital while You're an
Inpatient, including the use of operating, recovery, and delivery rooms.
Laboratory and diagnostic examinations, intravenous solutions, basal
metabolism studies, electrocardiograms, electroencephalograms, X-ray
examinations and radiation, and speech therapy are also covered.

® Convenience items (such as radios, TVs, records, tapes or CD players,
telephones, visitors’' meals, etc.) will not be covered.

Length of Stay

® Determined by Medical Necessity

Hospital Services

You may receive treatment at a network or an out-of-network Hospital. However,
payment is significantly reduced if services are received at an out-of-network
Hospital. Your Plan provides Covered Services when the following services are
Medically Necessary.
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Network
Inpatient Services

® Inpatient room charges. Covered Services include semiprivate room and
board, general nursing care, and intensive or cardiac care. If You stay in a
private room, the Maximum Allowed Amount is based on the Hospital's
prevalent semiprivate rate. If You are admitted to a Hospital that has only
private rooms, the Maximum Allowed Amount is based on the Hospital's
prevalent room rate.

Service and Supplies

® Services and supplies provided and billed by the Hospital while You're an
Inpatient, including the use of operating, recovery, and delivery rooms.
Laboratory and diagnostic examinations, intravenous solutions, basal
metabolism studies, electrocardiograms, electroencephalograms, X-ray
examinations and radiation, and speech therapy are also covered.

® Convenience items (such as radios, TVs, records, tapes or CD players,
telephones, visitors’ meals, etc.) will not be covered.

Length of Stay

® Determined by Medical Necessity.
Out-of-Network

Hospital Benefits

If You are confined in an out-of-network Hospital, Your benefits will be significantly
reduced, as explained in the Schedule of Benefits section.

Hospital Visits

The Physician’s visits to his or her patient in the Hospital. Covered Services are
limited to one daily visit for each attending Physician specialty during the covered
period of confinement.
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Human Organ and Tissue Transplant Services

Your Plan includes coverage for Medically Necessary human organ and tissue
transplants.

Covered Procedures
Covered procedures as approved by the Claims Administrator include:

® Any Medically Necessary human solid organ, tissue, and stem cell/bone
marrow transplants and infusions; and

® Any Medically Necessary acquisition procedures, mobilization, collection and
storage. It also includes Medically Necessary myeloablative or reduced
intensity preparative chemotherapy, radiation therapy, or a combination of
these therapies.

Notification

To maximize Your benefits, You need to call the Claims Administrator’s transplant
department to discuss benefit coverage when it is determined a transplant may be
needed. You must do this before You have an evaluation and/or work-up for a
transplant. Your evaluation and work up services must be provided by a network
Transplant Provider 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. Even if a Hospital is a Network
Provider for other services, it may not be a network Transplant Provider for certain
transplant services. Please call us to find out which Hospitals are network
Transplant Providers.

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. The Provider has entered into a Transplant
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Provider agreement to give Covered Transplant Procedures to You and take care of
certain administrative duties for the transplant network. A Provider may be a
network Transplant Provider for certain Covered Transplant Procedures or all
Covered Transplant Procedures.

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.

Contact the Member Services telephone number on Your Identification Card and
ask for the transplant coordinator. The Claims Administrator will then assist the
Member in maximizing their benefits by providing coverage information including
details regarding what is covered and whether any medical policies, network
requirements or Benefit Booklet exclusions are applicable. Failure to obtain this
information prior to receiving services could result in increased financial
responsibility for the Member.

Covered Transplant Benefit Period

At a network Transplant Provider Facility, the Transplant Benefit Period starts one
day before a Covered Solid Organ Transplant Procedure and one day before high-
dose chemotherapy or preparative regimen for a Covered Bone Marrow/Stem Cell
Transplant Procedure and lasts for the applicable case rate/global time period. The
number of days will vary depending on the type of transplant received and the
network Transplant Provider agreement. Call the Claims Administrator for specific
network Transplant Provider details for services received at or coordinated by a
network Transplant Provider Facility.

Prior Approval and Precertification

In order to maximize Your benefits, the Claims Administrator strongly encourages
You to call its transplant department to discuss benefit coverage when it is
determined a transplant may be needed. You must do this before You have an
evaluation and/or work-up for a transplant. The Claims Administrator will assist You
in maximizing Your benefits by providing coverage information, including details
regarding what is covered and whether any clinical coverage guidelines, medical
policies, network Transplant Provider requirements, or exclusions are applicable.
Contact the Member Services telephone number on the back of Your Identification
Card and ask for the transplant coordinator. Even if the Claims Administrator issues
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a prior approval for the Covered Transplant Procedure, You or Your Provider must
call the Claims Administrator's Transplant Department for Precertification prior to
the transplant whether this is performed in an Inpatient or outpatient setting. Your
Provider must certify, and the Claims Administrator must agree that the covered
procedure is Medically Necessary. Not getting Precertification will result in a denial
of benefits.

Please note that there are instances where Your Provider requests approval for
Human Leukocyte Antigen (HLA) testing, donor searches, and/or a collection and
storage of stem cells prior to the final determination as to what transplant
procedure will be requested. Under these circumstances, the HLA testing and
donor search charges are covered as routine diagnostic testing. The collection and
storage request will be reviewed for Medical Necessity and may be approved.
However, such an approval for HLA testing, donor search and/or a collection and
storage is NOT an approval for the subsequent requested transplant. A separate
Medical Necessity determination will be made for the transplant procedure.

At an Out-of-Network Transplant Provider Facility, the Transplant Benefit Period
starts the day of a Covered Transplant Procedure and lasts until the date of
discharge

Transportation and Lodging

The Plan will provide assistance with reasonable and necessary travel expenses as
determined by the Claims Administrator when You obtain prior approval and are
required to travel more than 75 miles from Your residence to reach the Facility
where Your Covered Transplant Procedure will be performed. The Plan’s assistance
with travel expenses includes transportation to and from the Facility and lodging
for the transplant recipient Member and one companion for an adult Member, or
two companions for a child patient. The Member must submit itemized receipts for
transportation and lodging expenses in a form satisfactory to the Claims
Administrator when claims are filed. Contact the Claims Administrator for detailed
information. The Claims Administrator will follow Internal Revenue Service (IRS)
guidelines in determining what expenses can be paid.
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Licensed Speech Therapist Services

Services must be ordered and supervised by a Physician as outlined in the Schedule
of Benefits. Any limits for 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 speech therapy will process according to the mental health and
substance use disorder benefit.

Maternity Care and Reproductive Health Services

Covered Services are provided for Network Maternity Care as stated in the
Schedule of Benefits. If You choose an Out-of-Network Provider, benefits are
subject to the Deductible and percentage payable provisions as stated in the
Schedule of Benefits.

Routine newborn nursery care is part of the mother’'s maternity benefits. Benefits
are provided for well-baby pediatrician visits performed in the Hospital.

Should the newborn require other than routine nursery care, the baby will be
admitted to the Hospital in his or her own name. (Please refer to “Changing
Coverage (Adding a Dependent)” to add a newborn to Your coverage.)

Under Federal law, the Plan may not restrict the length of stay to less than the 48
/96-hour periods or require Precertification for either length of stay. The length of
hospitalization which is Medically Necessary will be determined by the Member’s
attending Physician in consultation with the mother. Should the mother or infant
be discharged before 48 hours following a normal delivery or 96 hours following a
cesarean section delivery, the Member will have access to two post-discharge
follow-up visits within the 48- or 96-hour period. These visits may be provided
either in the Physician’s office or in the Member's home by a Home Healthcare
Agency. The determination of the medically appropriate place of service and the
type of Provider rendering the service will be made by the Member's attending
Physician.
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Abortion (Therapeutic)

Your Plan includes benefits for a therapeutic abortion, which is an abortion
recommended by a Provider that is performed to save the life or health of the
mother, or as a result of incest or rape.

Contraceptive Benefits

Benefits include oral contraceptive Drugs, injectable contraceptive Drugs, and
patches. Benefits also include contraceptive devices such as diaphragms,
intrauterine devices (IUDs), and implants. Certain contraceptives are covered under
the “Preventive Services” benefit. Please refer to that section for further details.

Infertility Services

Your Plan also includes benefits for the diagnosis and treatment of Infertility.
Covered Services include diagnostic and exploratory procedures to determine
whether a Member suffers from Infertility. This includes surgical procedures to
correct a diagnosed disease or condition affecting the reproductive organs. This
includes, but is not limited to, endometriosis (tissue lining the uterus moves to
other parts of the body), collapsed/clogged fallopian tubes, or testicular failure.
Covered fertilization services include artificial insemination, in-vitro fertilization,
GIFT (gamete intra-fallopian transfer), or ZIFT (zygote intra-fallopian transfer)
procedures. Please refer to the Schedule of Benefits for benefit limitations,
Coinsurance, and Copayment amounts.

Sterilization Services

Benefits include sterilization services and services to reverse a non-elective
sterilization that resulted from an illness or Injury. Reversals of elective
sterilizations are not covered. Sterilizations for women are covered under the
“Preventive Services” benefit.

Medical Care

General diagnostic care and treatment of illness or Injury. Some procedures
require Precertification.
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Mental Healthcare and Substance Use Disorder Treatment

Please refer to the Schedule of Benefits for any applicable Deductible, Coinsurance,
and Copayment information. Coverage for the diagnosis and treatment of mental
health and substance use disorder on an Inpatient or outpatient basis will not be
subject to Deductibles, Coinsurance, or Copayment provisions that are less
favorable than the Deductible, Coinsurance, or Copayment provisions that apply to
a physical illness as covered under this Benefit Booklet.

Covered Services include the following:

® ABA Therapy - Medically Necessary applied behavioral analysis services.
® Inpatient Services in a Hospital or any Facility that must be covered by law.
Inpatient benefits include psychotherapy, psychological testing,
electroconvulsive therapy, and Detoxification.
® Residential Treatment in a licensed Residential Treatment Center that offers
individualized and intensive treatment and includes:
® observation and assessment by a psychiatrist weekly or more often; and
® rehabilitation and therapy.
® QOutpatient Services including office visits, therapy and treatment, Partial
Hospitalization/Day Treatment Programs, Intensive Outpatient Programs, and
Intensive In-Home Mental Health Programs that participate in the network.
® Virtual Visits from Virtual Care-Only Providers - Virtual Visits, commonly
referred to as Online visits, Telehealth, and Telemedicine when available in
Your area (includes Telephonic visits). Covered Services include a medical visit
with the doctor using the internet by a webcam, chat, or voice. Virtual Visits do
not include reporting normal lab or other test results, requesting office visits,
getting answers to billing, insurance coverage or payment questions, asking
for referrals to doctors outside the online care panel, benefit Precertification,
or doctor-to-doctor discussions.

® Talkspace pairs You with a therapist who fits Your needs. You can securely
message Your therapist 24/7 via text, audio, or video whenever something
comes up, or schedule a Virtual Visit to connect in real time. Your therapist
can help You with anxiety, depression, drug and alcohol use, grief,
relationships, sleep, stress, and trauma. To sign up, go to talkspace.com
/associatecare and select Get Started.
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Examples of Providers from whom You can receive Covered Services include:

® Psychiatrist

® Psychologist

® |icensed Clinical Social Worker (LCSW)

® Mental Health Clinical Nurse Specialist

® [icensed Marriage and Family Therapist (LMFT)

® [icensed Professional Counselor (LPC)

® Any agency licensed by the state to give these services when they have to be
covered by law.

Nutritional Counseling

Nutritional counseling related to the medical management of a disease state as
stated in the Schedule of Benefits. Any limits for nutritional counseling will not
apply if You receive care with the primary diagnosis of Mental Health and/or
Substance Use Disorder. Limits and cost-shares for nutritional counseling will
process according to the Mental Health and Substance Use Disorder benefit.

Obesity

Prescription Drugs and any other services or supplies for the treatment of obesity
are not covered. Surgical treatment of obesity is only covered for patients meeting
Medical Necessity criteria, as defined by the Plan.

Online Visits

Please refer to Virtual Visits later in this section.

Oral Surgery
Covered Services include only the following:

® Fracture of facial bones

® Removal of impacted teeth

® [esions of the mouth, lip, or tongue which require a pathological exam

® Incision of accessory sinuses, mouth salivary glands, or ducts

® Dislocations of the jaw

® Treatment of temporomandibular joint syndrome (TMJ) or myofascial pain,
including only removable appliances for TMJ repositioning and related surgery
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and Diagnostic Services. Covered Services do not include fixed or removable
appliances which involve movement or repositioning of the teeth, or operative
restoration of teeth (fillings), or prosthetics (crowns, bridges, dentures)

® Plastic repair of the mouth or lip necessary to correct traumatic Injuries or
congenital defects that will lead to functional impairments

® Initial services, supplies, or appliances for dental care or treatment required
as a result of, and directly related to, accidental bodily Injury to sound natural
teeth or structure occurring while a Member is covered by this Plan.

Although this Plan covers certain oral surgeries as listed above, many oral surgeries
are not covered. Covered Services also include the following:

® Orthognathic surgery for a physical abnormality that prevents normal
function of the upper and/or lower jaw and is Medically Necessary to attain
functional capacity of the affected part.

® Oral/surgical correction of accidental injuries as indicated in the “Dental
Services” section.

® Treatment of non-dental lesions, such as removal of tumors and biopsies.

® Incision and drainage of infection of soft tissue, not including odontogenic
cysts or abscesses.

Other Covered Services

Your Plan provides Covered Services when the following services are Medically
Necessary:

® Chemotherapy and radioisotope, radiation, and nuclear medicine therapy
® Diagnostic X-ray and laboratory procedures

® Dressings, splints, and casts when provided by a Physician

® Oxygen, blood and components, and administration

® Pacemakers and electrodes

® Use of operating and treatment rooms and equipment.

Out-of-Network Frees