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This booklet, called the “Combined Evidence of Coverage and
Disclosure Form”, gives you important information about your health
plan. The health plan contract must be consulted to determine the
exact terms and conditions of coverage. If you have special health
care needs, you should read those sections of the Evidence of
Coverage that apply to those needs. You can get a copy of the health
plan contract from your employer.

Many words used in this booklet are explained in the
“Important Words to Know” section. When reading through
this booklet, check that section to be sure that you understand
what these words mean. Each time these words are used they
are italicized.

Important Information About
Your Mental Health Benefits

Benefits for certain severe mental disorders and serious
emotional disturbances of a child are provided by Managed
Health Network (the “BHP”’), a health care service plan
licensed by the California Department of Managed Health
Care (the “DMHC”), through a direct arrangement with the
group. Benefits are provided at the same level, including any
deductibles and copayments, as we provide for all other
medical conditions. If you think the BHP is not providing
these services according to these guidelines, please contact us at
the Customer Service number on your member ID card and the
DMHC as described in this booklet under “Department of
Managed Health Care”.
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Welcome to Anthem Blue Cross HMO

Thank you for choosing our health plan.

Anthem Blue Cross HMO is here to serve you. This booklet tells
you all about your health care plan and its benefits.

¢ It tells you about what kinds of care this plan covers and
doesn’t cover.

¢ It tells you what you have to do, or what has to happen so you
can get benefits.

¢ It tells you what kinds of doctors and other health care
providers you can go to for care.

¢ It tells you about options you may have if your coverage ends.
Take some time to read it now.

¢ Keep this booklet handy for any questions you may have later
on.

We’re here to help you!!
We want to give you the help you need. If you have any questions,

¢ Please call us at the 800 number on your Member ID card for
Anthem Blue Cross HMO Customer Service.

¢ Or write us at:
Anthem Blue Cross
Attn.: Anthem Blue Cross HMO
P.O. Box 4089
Woodland Hills, CA. 91365

website: www.anthem.com/ca

We can help you get the health care you need.



Getting Started

PLEASE READ THE FOLLOWING INFORMATION SO
YOU WILL KNOW FROM WHOM OR WHAT GROUP OF
PROVIDERS HEALTH CARE MAY BE OBTAINED.

Choosing Your Primary Care Doctor

When you enroll you should choose a primary care doctor. Your
primary care doctor will be the first doctor you see for all your
health care needs. If you need special kinds of care, this doctor
will refer you to other kinds of health care providers.

Your primary care doctor will be part of an Anthem Blue Cross
HMO contracting medical group. There are two types of Anthem
Blue Cross HMO medical groups.

¢ A primary medical group (PMG) is a group practice staffed by
a team of doctors, nurses, and other health care providers.

¢ An independent practice association (IPA) is a group of doctors
in private offices who usually have ties to the same hospital.

You and your family members can enroll in whatever medical
group is best for you, that is accepting new patients.

¢ You must live or work within fifteen (15) miles or thirty
minutes (30) of the medical group.

¢ You and your family members do not have to enroll in the same
medical group.

¢ Forachild, you may choose a primary care doctor who is a
pediatrician.

We publish a directory of Anthem Blue Cross HMO providers.

You can get a directory from your plan administrator (usually your
employer) or from us. The directory lists all medical groups, IPAs,
and the primary care doctors and hospitals that are affiliated with
each medical group or IPA. You may call our Customer Service
number on your Member ID card or you may write to us and ask us
to send you a directory. You may also search for an Anthem Blue
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Cross HMO provider using the “Provider Finder” function on our
website at www.anthem.com/ca. The listings include the
credentials of our primary care doctors such as specialty
designations and board certification.

If You Need Help Choosing

We can help you choose a doctor who will meet your needs.

¢ Call our Customer Service number on your Member ID card.

¢ Talk to the Anthem Blue Cross HMO coordinator at your
medical group. Your Anthem Blue Cross HMO coordinator can
also help you:

e Understand the services and benefits you can get through
Anthem Blue Cross HMO.

e Get answers to any questions you may have about your
medical group.

Chanqging Your Medical Group

You may find out later on that you need to change your medical
group. You may move or you may have some other reason.
Here’s what you can do:

¢ Ask your employer for a membership change form. Fill out the
form, sign it and turn it in to your employer.

OR

¢ Call our Customer service number on your Member ID card.
We will need to know why you want to change your medical
group.

If you let us know you want to change your medical group by the
fifteenth of the month, the change will take place on the first day of
the next month as long as you aren’t still getting treatment from
your doctor or specialist within the medical group. If you let us
know you want to change your medical group after the fifteenth of
the month, the change will take place on the first day of month


http://www.anthem.com/

following the next month as long as you aren’t still getting medical
treatment from your doctor or specialist within the medical group.

We will approve your request for a change if the primary care
doctor within the new medical group you’ve picked is accepting
new patients. As when you first enroll, you must live or work
within fifteen (15) miles or thirty minutes (30) of the new medical
group.

Please Note: We will not change your medical group if you:

— Are an inpatient in a hospital, a skilled nursing facility or other
medical institution;

— Are undergoing radiation, chemotherapy, or some other course
of treatment for an illness or injury; or

— If you are pregnant and your pregnancy has reached the third
trimester;

until the first day of the month following the month in which you
have been discharged from an institution, your pregnancy has ended,
or you have completed your course of treatment.

If you change your medical group, any referrals given to you by
your previous medical group will not be accepted by your new
medical group. If you still require a referral for care, you will need
to request a referral from your new primary care doctor within your
new medical group. This means your referral may require evaluation
by your new medical group or us.

Please note that we or your new medical group may refer you to a
different provider than the one approved by your prior medical
group.

If you are changing medical groups, Customer Service may be able
to help smooth the change. When Case Management is involved, the
RN Case Manager will also be consulted about the effective date of
your medical group change request. At the time of your request,
please let us know if you are currently under the care of a specialist,
receiving home health services or using durable medical equipment
such as a wheelchair, walker, hospital bed or an oxygen delivery
system.



If you move to an area not served by Anthem Blue Cross HMO,
we will not be able to cover your medical care. If you move, let
your employer know within 30 days. That way you can enroll in a
different health care plan right away, and still get the health care
you need.

Reproductive Health Care Services

Some hospitals and other providers do not provide one or more of
the following services that may be covered under your plan
contract and that you or your family member might need: family
planning; contraceptive services, including emergency
contraception; sterilization, including tubal ligation at the time of
labor and delivery; infertility treatments; or abortion. You should
obtain more information before you enroll. Call your prospective
doctor, medical group, independent practice association, or clinic,
or call us at the Customer Service number listed on your Member
ID card to ensure that you can obtain the health care services that
you need.



When You Need Care
When You Need Routine Care

4 Call your primary care doctor’s office.

¢ Make an appointment.
When you call:

e Tell them you are an Anthem Blue Cross HMO member.

e Have your Member ID card handy. They may ask you for:
— Your group number
— Member I.D. number
— Office visit copay

e Tell them the reason for your visit.

¢ When you go for your appointment, bring your Member 1D
card.

¢ Please call your doctor’s office if you cannot come for your
appointment, or if you will be late.

¢ If you need care after normal office hours, call your primary
care doctor's office for instructions.

When You Need a Referral

Your doctor may refer you to another doctor or health care
provider if you need special care. Your primary care doctor must
OK all the care you get except for emergency services.

Your doctor’s medical group, or your primary care doctor if they
are not part of a medical group, has to agree that the service or care
you will be getting from the other health care provider is
medically necessary. Otherwise it won’t be covered.

¢ You will need to make the appointment at the other doctor’s or
health care provider’s office.



¢ Your primary care doctor will give you a referral form to take
with you to your appointment. This form gives you the OK to
get this care. If you don’t get this form, ask for it or talk to your
Anthem Blue Cross HMO coordinator.

¢ You may have to pay a copay. If your primary care doctor
refers you to a non-Anthem Blue Cross HMO provider, and you
have to pay a copay, any fixed dollar copay will be the same as
if you had the same service provided by an Anthem Blue Cross
HMO provider. But, if your copay is other than a fixed dollar
copay, while your benefits levels will not change, your out-of-
pocket cost may be greater if the services are provided by a
non-Anthem Blue Cross HMO provider. You shouldn’t get a
bill, unless it is for a copay, for this service. If you do, send it
to your Anthem Blue Cross HMO coordinator right away. The
medical group, or primary care doctor if they are not part of a
medical group, will see that the bill is paid.

Standing Referrals. If you have a condition or disease that
requires continuing care from a specialist or is life-threatening,
degenerative, or disabling (including HIV or AIDS), your primary
care doctor may give you a standing referral to a specialist or
specialty care center. The referral will be made if your primary
care doctor, in consultation with you, and a specialist or specialty
care center, if any, determine that continuing specialized care is
medically necessary for your condition or disease.

If it is determined that you need a standing referral for your
condition or disease, a treatment plan will be set up for you. The
treatment plan:

¢ Will describe the specialized care you will receive;
¢ May limit the number of visits to the specialist; or

¢ May limit the period of time that visits may be made to the
specialist.



If a standing referral is authorized, your primary care doctor will
determine which specialist or specialty care center to send you to
in the following order:

¢ First, an Anthem Blue Cross HMO contracting specialist or
specialty care center which is associated with your medical
group;

¢ Second, any Anthem Blue Cross HMO contracting specialist or
specialty care center; and

¢ Last, any specialist or specialty care center;

that has the expertise to provide the care you need for your
condition or disease.

After the referral is made, the specialist or specialty care center
will be authorized to provide you health care services that are
within the specialist’s area of expertise and training in the same
manner as your primary care doctor, subject to the terms of the
treatment plan.

Remember: We only pay for the number of visits and the type of
special care that your primary care doctor OK’s. Call your doctor
if you need more care. If your care isn’t approved ahead of

time, you will have to pay for it (except for emergency services.)

Ready Access

There are two ways you may get special care without getting an
OK from your medical group. These two ways are the “Direct
Access” and “Speedy Referral.” programs. Not all medical
groups take part in the Ready Access program. See your
Anthem Blue Cross HMO Directory for those that do.

Direct Access. You may be able to get some special care without
an OK from your primary care doctor. We have a program called
“Direct Access”, which lets you get special care, without an OK
from your primary care doctor for:

¢ Allergy




¢ Dermatology
¢ Ear/Nose/Throat

Ask your Anthem Blue Cross HMO coordinator if your medical
group takes part in the “Direct Access” program. If your medical
group participates in the Direct Access program, you must still get
your care from a doctor who works with your medical group. The
Anthem Blue Cross HMO coordinator will give you a list of those
doctors.

Speedy Referral. If you need special care, your primary care
doctor may be able to refer you for it without getting an OK from
your medical group first. The types of special care you can get
through Speedy Referral depend on your medical group.

Obstetrical and Gynecological Care

Obstetrical and gynecological services may be received directly,
without obtaining referral from your primary care doctor, from an
obstetrician and gynecologist or family practice physician who is a
member of your medical group, or who has an arrangement with
your medical group to provide care for its patients, and who has
been identified by your medical group as available for providing
obstetrical and gynecological care.

¢ A doctor specializing in obstetrical or gynecological care may
refer you to another doctor or health care provider and order
related obstetrical and gynecological items and services if you
need additional medically necessary care.

¢ The conditions for a referral from a doctor specializing in
obstetrical or gynecological care are the same conditions for a
referral from your participating care doctor. See When You
Need a Referral.

¢ Ask your Anthem Blue Cross HMO coordinator for the list of
OB-GYN health care providers you must choose from.



Transgender Services

You may get coverage for services and supplies provided in
connection with gender transition without getting an OK from your
medical group. You must obtain our approval in advance for all
transgender services in order for these services to be covered by
this plan (see “Medical Management Programs” for details). No
benefits are payable for these services if our approval is not
obtained. Please see “Transgender Services” in the section called
“Your Benefits At Anthem Blue Cross HMO” for complete
information.

When You Want a Second Opinion

You may receive a second opinion about care you receive from:
¢ Your primary care doctor, or

¢ A specialist to whom you were referred by your primary care
doctor.

Reasons for asking for a second opinion include, but are not
limited to:

¢ Questions about whether recommended surgical procedures are
reasonable or necessary.

¢ Questions about the diagnosis or plan of care for a condition
that threatens loss of life, loss of limb, loss of bodily function,
or substantial impairment, including but not limited to a serious
chronic condition.

¢ The clinical indications are not clear or are complex and
confusing.

¢ A diagnosis is in doubt because of test results that do not agree.

¢ The first doctor or health care provider is unable to diagnose
the condition.

¢ The treatment plan in progress is not improving your medical
condition within an appropriate period of time.
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¢ You have tried to follow the treatment plan or you have talked
with the doctor or health care provider about serious concerns
you have about your diagnosis or plan of care.

To ask for a second opinion about care you received from your
primary care doctor if your primary care doctor is part of a
medical group, call your primary care doctor or your Anthem Blue
Cross HMO coordinator at your medical group. The second
opinion will be provided by a qualified doctor or health care
provider of your choice who is part of your medical group.

To ask for a second opinion about care you received from:

¢ Your primary care doctor if he or she is an independently
contracting primary care doctor (not part of a medical group),
or

¢ Any specialist,

please call the Customer Service number shown on your ID card.
The Customer Service Representative will verify your Anthem
Blue Cross HMO membership, get preliminary information, and
give your request to an RN Case Manager. The second opinion
will be provided by a qualified doctor or health care provider of
your choice who is part of the Anthem Blue Cross network. Please
note that if your primary care doctor is part of a medical group,
the doctor or health care provider who provides the second
opinion may not necessarily be part of your medical group.

For any second opinion, if there is no appropriately qualified
doctor or health care provider in the Anthem Blue Cross network,
we will authorize a second opinion by another appropriately
qualified doctor or health care provider, taking into account your
ability to travel.

For all second opinions, a decision will be made promptly after
your request and any necessary information are received.
Decisions on urgent requests are made within a time frame
appropriate to your medical condition but no later than 72 hours
after you make your request. For non-urgent requests, a decision
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will be made within two business days after any necessary
information is received.

When approved, your primary care doctor or Case Manager helps
you with selecting a doctor or health care provider who will
provide the second opinion within a reasonable travel distance and
makes arrangements for your appointment at a time convenient for
you and appropriate to your medical condition. If your medical
condition is serious, your appointment will be scheduled within no
more than seventy-two (72) hours. You must pay only your usual
copay for the second opinion.

An approval letter is sent to you and the doctor or health care
provider who will provide the second opinion. The letter includes
the services approved and the date of your scheduled appointment.
It also includes a telephone number to call if you have questions or
need additional help. Approval is for the second opinion
consultation only. It does not include any other services such as
lab, x-ray, or additional treatment. You and your primary care
doctor or specialist will get a copy of the second opinion report,
which includes any recommended diagnostic testing or procedures.
When you get the report, you and your primary care doctor or
specialist should work together to determine your treatment
options and develop a treatment plan. Your medical group (or
your primary care doctor, if he or she is an independently
contracting primary care doctor) must authorize all follow-up care.

You may appeal a disapproval decision by following our complaint
process. Procedures for filing a complaint are described later in
this booklet (see “How to Make a Complaint”) and in your denial
letter.

If you have questions or need more information about this
program, please contact your Anthem Blue Cross HMO
coordinator at your medical group or call the Customer Service
number shown on your Member ID card.
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When You Need a Hospital Stay

There may be a time when your primary care doctor says you need
to go to the hospital. If it is not an emergency, the medical group
will look into whether or not it is medically necessary. If the
medical group OK’s your hospital stay, you will need to go to a
hospital that works with your medical group.

When There is an Emergency

If you need emergency services, get the medical care you need
right away. In some areas, there is a 9-1-1 emergency response
system that you may call for emergency services (this system is to
be used only when there is an emergency that requires an
emergency response).

Once you are stabilized, your primary care doctor must OK any
care you need after that.

¢ Ask the hospital or emergency room doctor to call your primary
care doctor.

¢ Your primary care doctor will OK any other medically
necessary care or will take over your care.

You may need to pay a copay for emergency room services. A
copay is a set amount you must pay for services. We cover the
rest.

If You Are In-Area. You are in-area if you are 15-miles or 30-
minutes or less from your medical group (or 15-miles or 30-
minutes or less from your medical group’s hospital, if your
medical group is an independent practice association).

If you need emergency services, get the medical care you need
right away. If you want, you may also call your primary care
doctor and follow his or her instructions.

Your primary care doctor or medical group may:

¢ Ask you to come into their office;
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¢ Give you the name of a hospital or emergency room and tell
you to go there;

¢ Order an ambulance for you;

¢ Give you the name of another doctor or medical group and tell
you to go there; or

¢ Tell you to call the 9-1-1 emergency response system.

If You’re Out of Area. You can still get emergency services if
you are more than 15-miles or 30-minutes away from your primary
care doctor or medical group.

If you need emergency services, get the medical care you need
right away (follow the instructions above for When There is an
Emergency). In some areas, there is a 9-1-1 emergency response
system that you may call for emergency services (this system is to
be used only when there is an emergency that requires an
emergency response). You must call us within 48 hours if you are
admitted to a hospital.

Remember:

¢ We won’t cover services that don’t fit what we mean by
emergency services.

¢ Your primary care doctor must OK care you get once
you are stabilized, unless Anthem Blue Cross HMO
OKsiit.

¢ Once your medical group or Anthem Blue Cross HMO
give an OK for emergency services, they cannot
withdraw it.
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You Need Urgent Care

If You Are In-Area. You are in-area if you are 15-miles or 30-
minutes or less from your medical group (or 15-miles or 30-
minutes or less from your medical group’s hospital, if your
medical group is an independent practice association).

If you are in area, call your primary care doctor or medical group.
Follow their instructions.

Your primary care doctor or medical group may:
¢ Ask you to come into their office;

¢ Give you the name of a hospital or emergency room and tell
you to go there;

¢ Order an ambulance for you;

¢ Give you the name of another doctor or medical group and tell
you to go there; or

¢ Tell you to call the 9-1-1 emergency response system.

If You’re Out of Area. You can get urgent care if you are more
than 15-miles or 30-minutes away from your primary care doctor
or medical group.

For urgent care, if care can’t wait until you get back to make an
appointment with your primary care doctor, get the medical care
you need right away. You must call us within 48 hours if you are
admitted to a hospital.

If you need a hospital stay or long-term care, we’ll check on your
progress. When you are able to be moved, we’ll help you return to
your primary care doctor’s or medical group’s area.
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Remember:

¢ We won’t cover services that don’t fit what we mean by
urgent care.

¢ Your primary care doctor must OK care you get once
you are stabilized, unless Anthem Blue Cross HMO
OKsiit.

Triage and Screening Services

If you have questions about a particular health condition or if you
need someone to help you determine whether or not care is needed,
please contact your primary care doctor. In addition, triage or
screening services are available to you from us by telephone.
Triage or screening services are the evaluation of your health by a
doctor or nurse who is trained to screen for the purpose of
determining the urgency of your need for care. Please contact the
24/7 NurseLine at the telephone number listed on your
identification card 24 hours a day, 7 days a week.

Telehealth

This plan provides benefits for covered services that are
appropriately provided through telehealth, subject to the terms and
conditions of the plan including the requirement that all care must
be provided or authorized by your medical group or primary care
doctor, except as specifically stated in this booklet. In-person
contact between a health care provider and the patient is not
required for these services, and the type of setting where these
services are provided is not limited. “Telehealth” is the means of
providing health care services using information and
communication technologies in the consultation, diagnosis,
treatment, education, and management of the patient’s health care
when the patient is located at a distance from the health care
provider. Telehealth does not include consultations between the
patient and the health care provider, or between health care
providers, by telephone, facsimile machine, or electronic mail.
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Getting Care When You Are Outside of California

If you or your family members will be away from home for more
than 90 days, you may be able to get a guest membership in a
medical group in the city you are visiting.

¢ Before you leave home, call the Anthem Blue Cross HMO
Customer service number on your Member ID card.

¢ Ask for the Guest Membership Coordinator.
¢ We will send you forms to fill out.

¢ If there is a medical group taking part in the national network in
the city you will be visiting, you’ll be a guest member while
you’re away from home.

¢ The benefits you will get may not be the same as the benefits
you would get at home.

Even without a guest membership, you can get medically necessary
care (urgent care, emergency services, or follow-up care) when
you are away from home.

¢ If you are traveling outside California, and need health care
because of a non-emergency illness or injury, call the BlueCard
Access 800 number, 1-800-810-BLUE (2583).

¢ The BlueCard Access Call Center will tell you if there are
doctors or hospitals in the area that can give you care. They
will give you the names and phone numbers of nearby doctors
and hospitals that you go to or call for an appointment.

¢ Ifit’s an emergency, get medical care right away. You or a
member of your family must call us within 48 hours after first
getting care.

¢ The provider may bill you for these services. Send these bills
to us. We will make sure the services were emergency services
or urgent care. You may need to pay a copay.
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Note: Providers available to you through the BlueCard Program
have not entered into contracts with Anthem Blue Cross. If you
have any questions or complaints about the BlueCard Program,
please call us at the customer service telephone number listed on
your ID card.

Care Outside the United States-BlueCard Worldwide

Prior to travel outside the United States, call the Customer Service
number listed on your Member ID card to find out if your plan has
BlueCard Worldwide benefits. Your coverage outside the United

States is limited and we recommend:

¢ Before you leave home, call the Customer Service number
listed on your Member ID card for coverage details. You have
coverage for services and supplies furnished only in
connection with urgent care or an emergency when
travelling outside the United States.

¢ Always carry your current Member ID card.

¢ Inan emergency or if you need urgent care, seek medical
treatment immediately.

¢ The BlueCard Worldwide Service Center is available 24
hours a day, seven days a week toll-free at (800) 810-BLUE
(2583) or by calling collect at (804) 673-1177. An assistance
coordinator, along with a medical professional, will arrange a
doctor appointment or hospitalization, if needed.

¢ If you are admitted to a hospital, you must call us within 48
hours at the Customer Service number listed on your Member
ID card. This number is different than the phone numbers
listed above for BlueCard Worldwide.

Call the BlueCard Worldwide Service Center in these non-
emergent situations:

¢ You need to find a doctor or hospital or need medical
assistance services. An assistance coordinator, along with a
medical professional, will arrange a doctor appointment or
hospitalization, if needed.
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¢ You need to be hospitalized or need inpatient care. After
calling the Service Center, you must also call us at the
Customer Service number listed on your Member 1D card for
pre-service review to determine whether the services are
covered. Please note that this number is different than the
phone numbers listed above for BlueCard Worldwide.

Payment Information.

¢ Participating BlueCard Worldwide hospitals. When you
make arrangements for hospitalization through BlueCard
Worldwide, you should not need to pay upfront for inpatient
care at participating BlueCard Worldwide hospitals except for
the out-of-pocket costs (noncovered services, deductible,
copays and coinsurance) you normally pay. The hospital will
submit your claim on your behalf.

¢ Doctors and/or non-participating hospitals. You will need
to pay upfront for outpatient services, care received from a
doctor, and inpatient care not arranged through the BlueCard
Worldwide Service Center. Then you can complete a
BlueCard Worldwide claim form and send it with the original
bill(s) to the BlueCard Worldwide Service Center (the address
is on the form).

Claim Filing.

¢ The hospital will file your claim if the BlueCard Worldwide
Service Center arranged your hospitalization. You will need to
pay the hospital for the out-of-pocket costs you normally pay.

¢ You must file the claim for outpatient and doctor care, or
inpatient care not arranged through the BlueCard Worldwide
Service Center. You will need to pay the health care provider
and subsequently send an international claim form with the
original bills to Anthem.

Additional Information About BlueCard Worldwide Claims.

¢ You are responsible, at your expense, for obtaining an English-
language translation of foreign country provider claims and
medical records.
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¢ Exchange rates are determined as follows:

e For inpatient hospital care, the rate is based on the date of
admission.

e [or outpatient and professional services, the rate is based
on the date the service is provided.

Claim Forms.

¢ International claim forms are available from us, from the
BlueCard Worldwide Service Center, or online at:

www.bcbs.com/bluecardworldwide.

The address for submitting claims is on the form.

Revoking or Modifying a Referral or Authorization

A referral or authorization for services or care that was approved
by your medical group, your primary care doctor, or by us may be
revoked or modified prior to the services being rendered for
reasons including but not limited to the following:

¢ Your coverage under this plan ends;
¢ The agreement with the group terminates;

¢ You reach a benefit maximum that applies to the services in
question;

¢ Your benefits under the plan change so that the services in
question are no longer covered or are covered in a different
way.

If You and Your Doctor Don’t Agree

If you think you need a certain kind of care, but your doctor or
medical group isn’t recommending it, you have a right to the
following:

¢ Ask for a written notice of being denied the care you felt you
needed. You should get this notice within 48 hours.
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¢ Your doctor should give you a written reason and another
choice of care within 48 hours.

¢ You can make a formal appeal to the medical group and to
Anthem. See “How to Make a Complaint” on a later page.

We Want You to Have Good Health

Ask about our many programs to:

¢ Educate you about living a healthy life.
¢ Get a health screening.
¢ Learn about your health problem.

For more information, please call us at our Customer service
number shown on your Member ID card.

RelayHealth. We have made arrangements with RelayHealth to
provide an online health care information and communication
program. This program will allow you to contact your doctor on
the internet if your doctor is a participant in RelayHealth. To see if
your doctor is enrolled in the program, use the “Find Your Doctor”
function on the website, www.relayhealth.com. Through this
private, secure internet program, you can consult your doctor,
request prescription refills, schedule appointments, and get lab
results. You will only be required to pay a copay for consultations.
This copay will be $10 and must be paid by credit card. You will
not be required to pay a copay when you request prescription
refills, schedule appointments and get lab results.
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Your Benefits at Anthem Blue Cross HMO

It’s important to remember:

¢ The benefits of this plan are given only for those services that
the medical group finds are medically necessary.

+ Just because a doctor orders a service, it doesn’t mean that:
e The service is medically necessary; or
e This plan covers it.

¢ If you have any questions about what services are covered, read
this booklet, or give us a call at the number on your Member ID
card.

¢ All benefits are subject to coordination with benefits available
under certain other plans.

¢ We have the right to be repaid by a third party for medical care
we cover if your injury, disease or other health problem is their
fault or responsibility.

¢ Anthem has processes to review claims before and after
payment to detect fraud, waste, abuse and other inappropriate
activity. Members seeking emergency services, urgent care
services or an authorized referral in accordance with this plan
from non-Anthem Blue Cross HMO provider could be balanced
billed by the non-Anthem Blue Cross HMO provider for those
services that are determined to be not payable as a result of
these review processes and meets the criteria set forth in any
applicable state regulations adopted pursuant to state law. A
claim may also be determined to be not payable due to a
provider's failure to submit medical records with the claims that
are under review in these processes.
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What are Copays?

A copay is a set amount you pay for each medical service or
prescription drug. You need to pay a copay for some services
given under this plan, but many other supplies and services do not
need a copay. Usually, you must pay the copay at the time you get
the services. The copays you need to pay for services are shown in
the next section.

If you do not pay your copay within 31 days from the date it’s due,
we have the right to cancel your coverage under the plan. To find
out how your coverage is cancelled if you do not pay your copay,
see “How Your Coverage Ends", in the section "What You Should
Know about Your Coverage"”, (see Table of Contents).

Here are the Copay Limits

If you pay more than the Copay Limits shown below in one
calendar year (January through December), you won’t need to pay
any more copays for the rest of the year.

Per Number of Members Copay Limits
®  ONE MEMDEBN ...ttt $500
o Family .o $1,500*

*But, not more than $500 for any one Member in a Family.
The following won’t apply to the Copay Limits:

¢ For infertility, any copay for diagnosis and testing for finding
out about it.

+ Amounts in excess of the prescription drug maximum allowed
amount.
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Crediting Prior Plan Coverage

If you were covered by your employer's prior plan immediately
before your employer signs up with us, with no lapse in coverage,
then you will get credit for any accrued deductible and, if
applicable and approved by us, any Copay Limit under the prior
plan. This does not apply to individuals who were not covered by
the prior plan on the day before your employer's coverage with us
began, or who join your employer later.

If your employer moves from one of our plans to another, (for
example, changes its coverage from HMO to PPO), and you were
covered by the other product immediately before enrolling in this
product with no break in coverage, then you may get credit for any
accrued deductible and any Copay Limit, if applicable and
approved by us.

If your employer offers more than one of our products, and you
change from one product to another with no break in coverage, you
will get credit for any accrued deductible and, if applicable, any
Copay Limit.

If your employer offers coverage through other products or carriers
in addition to ours, and you change products or carriers to enroll in
this product with no break in coverage, you will get credit for any
accrued deductible and any Copay Limit under this plan.

This Section Does Not Apply To You If:

¢ Your employer moves to this plan at the beginning of each
year;

¢ You change from one of our individual policies to a group
plan;

¢ You change employers; or

¢ You are a new member who joins after your employer initial
enrollment with us.
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What We Cover

We list benefits for the services and supplies in this section. Any
copays you must pay are shown next to the service or supply. We
list things we do NOT cover in the next section.

Remember:

Your primary care doctor and your medical group
must give or OK all your care.

Doctor Care (or services of a Health Professional) Copay

+ Office visits for a covered illness,

injury or health problem..........c.ccoooiiiiii i, $20
¢ Home visits, when approved by your medical group,

at the doctor’s diSCretioNn ..........cccevvverinieieee e $20
¢ Surgery in hospital, surgery center or medical group

and surgical assiStantS ..........cceeevivereeienieere e No charge
& ANEStNESIA SEIVICES ....vvivvevreie e No charge
¢ Doctor visits during a hospital stay ...........cccccevveenene No charge
¢ Visit to a SPecCialist.........ccceveveiiiiiiceeeeee e $20
¢ Medically necessary acupuncture

OK’d by your primary care doctor...........cccceevverveieseeseenenn $20
Preventive Care Services Copay

Covered preventive care services include screenings, services and
supplies, when you have no current symptoms or prior history of a
medical condition associated with that screening or service.

¢ Full physical exams and periodic check-ups
ordered by your primary care doctor including
WE-WOMaN VISIES .....eevecieciecece e No charge

¢ Vision or hearing SCreenings™ .......c.cccvvevvvrvenieeriennenn No charge
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Immunizations prescribed by your
primary care doCtOr .........cccovveviereeiesiese e No charge

Health education programs given by your
primary care doctor or the medical group.................. No charge

Health screenings as prescribed by your
doctor or health care provider..............................No charge

e Health screenings include: mammograms,
Pap tests and any cervical cancer screening
tests including human papillomavirus (HPV),
prostate cancer screenings, and other medically
accepted cancer screening tests, screenings for
high blood pressure, type 2 diabetes mellitus,
cholesterol, and obesity.**

Preventive services for certain high-risk
populations as determined by your doctor,
based on clinical expertise. .........cccoooevverinieiinnennne No charge

Counseling and intervention services as part of a

full physical exam or periodic check-up for the

purpose of education or counseling on potential health

concerns, including sexually transmitted infections,

human immunodeficiency virus (HIV),

contraception, and smoking cessation

COUNSEIING. ©ovveieeicceecr e No charge

HIV testing, regardless of whether testing
is related to a primary diagnosis..........ccceeveveerivererennnn. No charge

Additional preventive care and screening for

women provided for in the guidelines supported by

the Health Resources and Services Administration,

including the following: ... No charge
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e All FDA-approved contraceptive methods for women,
including over-the-counter items, if prescribed by your
doctor. In order to be covered as preventive care,
contraceptive drugs must be either a generic or single
source brand name drug. Also covered are sterilization
procedures and counseling.

e Breast feeding support, supplies, and counseling
ordered by your primary care doctor or
medical group. One breast pump will
be covered per pregnancy under this benefit.

e Gestational diabetes screening.
e Screening for iron deficiency anemia in pregnant women.

e Breast cancer (BRCA) testing, if appropriate, in
conjunction with genetic counseling and evaluation.

* Vision screening includes a vision check by your primary
care doctor to see if it is medically necessary for you to have a
complete vision exam by a vision specialist. If OK’d by your
primary care doctor, this may include an exam with diagnosis,
a treatment program and refractions. Hearing screenings
include tests to diagnose and correct hearing.

** This list is not exhaustive. Preventive tests and screenings
with a rating of A or B in the current recommendations of the
United States Preventive Services Task Force (USPSTF), or
those supported by the Health Resources and Services
Administration (HRSA) will be covered at no charge.

See the definition of “Preventive Care Services” in the "Important
Words to Know" section for more information about services that
are covered by this plan as preventive care services.
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Diabetes Copay

¢ Equipment and supplies used for
the treatment of diabetes (see below)..................... See “Medical

Equipment”
Blood glucose monitors, including
monitors designed to help the visually
impaired, and blood glucose testing strips.

Insulin pumps

Pen delivery systems for insulin administration (non-
disposable).

Visual aids (but not eyeglasses) to help the
visually impaired to properly dose insulin.

¢ Podiatric devices, such as therapeutic shoes
and shoe inserts, to treat diabetes-related
COMPLICALIONS .....vveveeecc e See “Prosthetic

Devices”

¢ Diabetes education program services

Teaching you and your family members about
the disease process and how to take care of it; and

Training, education, and nutrition

therapy to enable you to use the equipment,
supplies, and medicines needed to manage
the disease.

¢ The following items are covered under
your drug benefits .......ccoovvvevviieieee e See “Getting

Prescription Drugs”

Insulin, glucagon, and other prescription
drugs for the treatment of diabetes.

Insulin syringes, disposable pen delivery systems for insulin
administration.

Testing strips, lancets, and alcohol swabs.
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Screenings for gestational diabetes are covered under your
Preventive Care Services benefit. Please see that provision for
further details.

General Medical Care (In a Non-Hospital-Based Copay
Facility)
¢ Hemodialysis treatment, including treatment

at home if OK’d by the medical group ..........c.ccue....... No charge
¢ Medical social SErVICeS ........cccooevirieiiiniie e No charge
¢ Chemotherapy and radiation therapy .............ccccveneee. No charge
¢ Allergy tests and Care ........cocovevereieeieeieieie e $20

¢ X-ray and laboratory tests:

e CT or CAT scan, MRI or nuclear cardiac scan.............. $100
per test
O PET SCAN et $100
per test

e Genetic testing (not including medically
necessary genetic testing of the fetus or
newborn or BRCA testing) ......ccccoevvvevieeiiesnennnns No charge

e All other x-ray and laboratory tests .................... No charge

¢ Smoking cessation programs for nicotine
depPendenCy ... No charge

Prescription drugs to help you stop smoking or reduce
your dependence on tobacco products, as well as
over-the-counter nicotine replacement products
(limited to nicotine patches and gum) are covered
when obtained with a doctor’s prescription. These
drugs and products will be covered as preventive

care services. See “Getting Prescription Drugs”.
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Pregnancy or Maternity Care Copay

Medical services for an enrolled member are provided for
pregnancy and maternity care, including the following services:
Prenatal and postnatal care, ambulatory care services (including
ultrasounds, fetal non-stress tests, doctor office visits, and other
medically necessary maternity services performed outside of a
hospital), involuntary complications of pregnancy, diagnosis of
genetic disorders in cases of high-risk pregnancy, and inpatient
hospital care including labor and delivery.

@ OFfICE VISIt .ot $20

¢ Doctor’s services for normal delivery
OF CESArean SECLION ........cccvevveeiieiie e No charge

¢ Hospital services

e INPatient SErVICES.......ccccvveiveieriese e No charge
e Outpatient covered SEIVICES........cccevvvrvereeruereeen No charge
& ADOIION SEIVICES ..ovivieiiiiiieeieie e $150
¢ Genetic testing, when medically necessary................. No charge

¢ Hospital services for routine nursery care
of your newborn child if the newborn
child's natural mother is an enrolled member.............. No charge

Routine nursery care of a newborn child includes screening of a
newborn for genetic diseases, congenital conditions, and other
health conditions provided through a program established by law
or regulation.

¢ Certain services are covered under the “Preventive Care
Services” benefit. Please see that provision for further details

Note: For inpatient hospital services related to childbirth, we will
provide at least 48 hours after a normal delivery or 96 hours after a
cesarean section, unless the mother and her doctor decide on an
earlier discharge. Please see the section called “For Your
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Information” for a statement of your rights under federal law
regarding these services.

Infertility and Birth Control Copay
¢ Diagnosis and testing for infertility..........cccoceiviniennnnn. 50%*
¢ Sterilization for females..........ccccocvevvvievi e, No charge

Sterilizations for females will be covered under the “Preventive
Care Services benefit. Please see that provision for further
details.

¢ Sterilization for males .........cccocviiiiiiniine e $50
¢ Family planning Services.........cccoovveneinininnieneenne No charge
¢ Shots and implants for birth control**....................... No charge
¢ Intrauterine contraceptive devices (IUDs)
and diaphragms, dispensed by a doctor** .................. No charge
¢ Doctor’s services to prescribe, fit and insert an 1UD or
diaphragm™ . ....coeceeece e No charge
*Note: The 50% copay made for infertility services will not
be applied to the “Copay Limits.”
**Certain contraceptives and related services are covered under
the “Preventive Care Services” benefit. Please see that
provision for further details.
Mastectomy Copay
¢ Mastectomy and lymph node dissection;

complications from a mastectomy
including lymphedema...........cccooooiiiinie See copays
that apply
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¢ Reconstructive surgery of both breasts
performed to restore symmetry

following a masteCtomy .........ccccevveeniiiniienenie e See copays
that apply
Reconstructive Surgery Copay

¢ Reconstructive surgery performed to
correct deformities caused by congenital or developmental
abnormalities, illness, or injury for the purpose of improving
bodily function, reducing symptoms or creating a normal
appearance, including medically necessary dental or orthodontic
services that are an integral part of reconstructive surgery for
cleft palate procedures. “Cleft palate” means a condition that
may include cleft palate, cleft lip, or other craniofacial
anomalies associated with cleft palate ........................ See copays
that apply

This does not apply to orthognathic surgery. Please see the
“Dental Care” benefit below for a description of this coverage.

Rehabilitative Care Copay

You may have up to a 60 day period of care after an illness or
injury. The 60 day period of care starts with the first visit for
rehabilitative care. The 60 day limit does not limit the number of
visits or treatments you get within the 60 day period. If you need
more than the 60 day period of care, your primary care doctor
must get the OK from your medical group or Anthem. It must be
shown that more care is medically necessary. Your medical group
or Anthem will OK the extra visits or treatments. While there is no
limit on the length of the covered period of care or the number of
covered visits for medically necessary rehabilitative care, your
medical group or Anthem must OK the longer time period and
extra visits in advance.
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Rehabilitative care as described above is also provided for a
member who is being treated for a severe mental disorder or for
pervasive developmental disorder or autism. This care is provided
even though the member may not have suffered an illness or injury.
If more than a 60-day period of care is needed, Anthem must OK
the longer time period and additional visits in advance.

¢ Visits for rehabilitation,
such as physical therapy, chiropractic services,
occupational therapy or speech therapy ..........cccccvevvviveieennnne. $20

Inpatient Hospital Services Copay

¢ A hospital room with two or more beds,
or a private room only if medically necessary,
ordered by your primary care doctor and
OK’d by your medical group .......ccccceveeneereriennnnnnnn No charge

Inpatient hospital services and supplies include the following:

Operating room and special treatment room;
Special care units;

Nursing care;

Drugs and medicines, and supplies you get during your
stay. This includes oxygen;

Laboratory, cardiology, pathology and radiology services;

Physical therapy, occupational therapy, speech therapy,
radiation therapy, chemotherapy and hemodialysis; and

Blood transfusions. This includes the cost of blood,
blood products or blood processing.
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Outpatient (In a Hospital or Surgery Center) Copay

¢ Emergency room use, supplies, other services,

drugs and medicines. This includes oxygen..................... $100*

*You don’t have to pay the $100 if you are admitted as an
inpatient.

Care given when surgery is done. This includes
operating room use, supplies, drugs
and medicines, oxygen, and other services................ No charge

¢ X-ray and laboratory tests:

e CT or CAT scan, MRI or nuclear cardiac

{07 SRS $100
per test

®  PET SCAN .ottt $100
per test

e All other x-ray and laboratory tests ..................... No charge

¢ Other outpatient hospital services

AN SUPPHIES....eeieeieceece e No charge
Including such outpatient services as:

e Chemical and radiation therapy;

e Hemodialysis treatment; and

e Physical therapy, occupation therapy, or speech therapy.*

*These rehabilitative services are limited to a 60 day period of
care after an illness or injury. If you need more than the 60
day period of care, your primary care doctor must get the OK
from your medical group or Anthem. (See “Rehabilitative
Care” above.)
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Skilled Nursing Facility Services Copay

You can get these kinds of care in a skilled nursing facility for up
to 100 days in a calendar year.

¢ Services and supplies provided by a
skilled nursing facility ..........ccccoovvieeviieiniieeie e No charge

e A room with two or more beds;
e Special treatment rooms;

e Regular nursing services;

e Laboratory tests;

e Physical therapy, occupational therapy, speech therapy, or
respiratory therapy;

e Drugs and medicines given during your stay. This includes
oxygen;

e Blood transfusions; and

e Needed medical supplies and appliances.

Home Health Care Copay

We will cover home health care furnished by a home health agency
(HHA) for up to three 2-hour visits per day.

¢ Home health care services
provided by a home health agency..........ccccccovvevviieivecccene, $20

Home health care services include the following:

e Care from a registered nurse or licensed vocational nurse
who works under a registered nurse or a doctor

e Physical therapy, occupational therapy, speech therapy,
or respiratory therapy

e Visits with a medical social service worker
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e Care from a health aide who works under a registered
nurse with the HHA (one visit equals four hours or less)

¢ Medically necessary supplies
fromthe HHA........cor e No charge

Hospice Care Copay

We will cover hospice care services shown below for the palliative
care of pain and other symptoms if you have an illness that may
lead to death. Palliative care is care that controls pain and relieves
symptoms but is not intended to cure the illness. Your primary
care doctor will work with the hospice and help develop your care
plan. The hospice must send a written care plan to your medical
group every 30 days.

¢ Interdisciplinary team care to develop
and maintain a plan of care ..........ccoccevvvveiiinieennn No charge

¢ Short-term inpatient hospital care in periods
of crisis or as respite care. Respite care is
provided on an occasional basis for up to

five consecutive days per admission............ccoceveennens No charge
¢ Physical therapy, occupational therapy,

speech therapy and respiratory therapy.........ccccceenee. No charge
¢ Social services and counseling Services.............c........ No charge

¢ Skilled nursing services given by or under
the supervision of a registered NUISe. ........cccocververeenee. No charge

¢ Certified home health aide services and
homemaker services given under the
supervision of a registered NUISE........cccccvevevveriecneenne. No charge

¢ Diet and nutrition advice; nutrition help
such as intravenous feeding or hyperalimentation...... No charge

¢ Volunteer services given by trained hospice
volunteers directed by a hospice staff member ........... No charge

36




¢ Drugs and medicines prescribed by a doctor .............. No charge

¢ Medical supplies, oxygen and
respiratory therapy supplies ........ccocvveneniiininennn No charge

¢ Care which controls pain and relieves
SYMPLOMS ..ttt No charge

¢ Bereavement services, including assessing the
needs of the bereaved family and developing a
care plan to meet those needs, both before and
after death. Bereavement services are available
to covered members of the immediate family
(spouse, children, step-children, parents, brothers
and sisters) for up to one year after the employee’s

or covered family member’s death...........cccccooeiiennnns No charge
Dental Care Copay
¢ Inpatient hospital SErviCes........cccoovvvviieviveiesiieceen, No charge

Inpatient hospital services are limited to 3 days when the stay
is:

e Needed for dental care because of other medical problems
you may have.

e Ordered by a doctor (M.D.) or a dentist (D.D.S. or D.M.D.)
e Approved by the medical group.

¢ General anesthesia and facility services
when dental care must be provided
in an outpatient hospital or surgery center ................. No charge

These services are covered when:
e You are less than seven years old;
e You are developmentally disabled; or

e Your health is compromised and general anesthesia is
medically necessary.
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Note: No benefits are provided for the dental procedure itself
or for the professional services of a dentist to do the dental
procedure.

¢ Emergency care for accidental injury
to natural teeth.........c.ccveve i No charge

e The care is not covered if you hurt your teeth while chewing
or biting unless the chewing or biting results from a medical
or mental condition.

e This plan does not cover any other kind of dental care.

¢ Orthognathic surgery for a physical abnormality
that prevents normal function of the upper or
lower jaw and is medically necessary to attain
functional capacity of the affected part...........c.ccec.... No charge

¢ Medically necessary dental or orthodontic services
that are an integral part of reconstructive surgery
for cleft palate procedures. ........c.ccovevvevevieeieeiiesienins No charge

“Cleft palate” means a condition that may include cleft palate,
cleft lip, or other craniofacial anomalies associated with cleft
palate.

Important: If you decide to receive dental services that are not
covered under this plan, a dentist who participates in an Anthem
Blue Cross network may charge you his or her usual and
customary rate for those services. Prior to providing you with
dental services that are not a covered benefit, the dentist should
provide a treatment plan that includes each anticipated service to
be provided and the estimated cost of each service. If you would
like more information about the dental services that are covered
under this plan, please call us at the Customer Service number on
your Member ID card. To fully understand your coverage under
this plan, please carefully review this Evidence of Coverage
document.
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Transgender Services Copay

Services and supplies provided in connection with gender
transition when you have been diagnosed with gender identity
disorder or gender dysphoria by a doctor. This coverage is
provided according to the terms and conditions of the plan that
apply to all other covered medical conditions, including medical
necessity requirements, medical management, and exclusions for
cosmetic services, except as specifically stated in this provision.
Coverage includes, but is not limited to, medically necessary
services related to gender transition such as transgender surgery,
hormone therapy, psychotherapy, and vocal training.

Coverage is provided for specific services according to plan
benefits that apply to that type of service generally, if the plan
includes coverage for the service in question. If a specific
coverage is not included, the service will not be covered. For
example, transgender surgery would be covered on the same basis
as any other covered, medically necessary surgery; hormone
therapy would be covered under the plan’s prescription drug
benefits (if such benefits are included).

Services that are excluded on the basis that they are cosmetic
include, but are not limited to, liposuction, facial bone
reconstruction, voice modification surgery, breast implants, and
hair removal.

You must obtain our approval in advance in order for transgender
services to be covered. Please refer to “Medical Management
Programs” for information on how to obtain the proper reviews.

We will also pay for certain travel expenses incurred in connection
with an approved transgender surgery, when the hospital at which
the surgery is performed is 75 miles or more from your place of
residence, provided the expenses are authorized in advance by us.
We will provide benefits for lodging, transportation, and other
reasonable expenses up to the current limits set forth in the Internal
Revenue Code, not to exceed $10,000 per transgender surgery, or
series of surgeries (if multiple surgical procedures are performed),
for travel expenses listed below, incurred by you and one
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companion. This travel expense benefit is not available for non-
surgical transgender services.

¢ Ground transportation to and from the hospital when it is 75
miles or more from your place of residence.

¢ Coach airfare to and from the hospital when it is 300 miles or
more from your residence.

¢ Lodging, limited to one room, double occupancy.

¢ Other reasonable expenses. Tobacco, alcohol, drug, and meal
expenses are excluded.

Details regarding reimbursement can be obtained by calling the
Customer Service number on your Member ID card. A travel
reimbursement form will be provided for submission of legible
copies of all applicable receipts in order to obtain reimbursement.

You must obtain our approval in advance in order for travel
expenses to be covered. Please refer to “Medical Management
Programs” for information on how to obtain the proper reviews.

& Transgender SEIVICES .......civeveieereeeeseeseeeesee e See copays
that apply
¢ Transgender travel EXPense.......c.ccvveverieeneniieseennens No charge*

*QOur maximum payment will not exceed $10,000 per
transgender surgery, or series of surgeries (if multiple surgical
procedures are performed).

Special Food Products Copay

¢ Special food products and formulas that are
part of a diet prescribed by a doctor for the
treatment of phenylketonuria (PKU)........ccccoeevieennnns No charge

You can get most formulas used in the treatment of PKU from a
drugstore. These are covered under your plan’s benefits for
prescription drugs (see “Getting Prescription Drugs”). Special
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food products that are not available from a drugstore are
covered as medical supplies under your plan’s medical benefits.

Medical Equipment Copay

¢ Medical equipment and SUPPHES.......cccvvverririiiieierieseee 20%

You can get long-lasting medical equipment (called durable
medical equipment) and supplies that are rented or bought for you
if they are:

— Ordered by your primary care doctor.

— Used only for the health problem.

— Used only by the person who needs the equipment or supplies.
— Made only for medical use.

Equipment and supplies are not covered if they are:

— Only for your comfort or hygiene.

— For exercise.

— Only for making the room or home comfortable, such as air
conditioning or air filters.

Pediatric Asthma Equipment and Supplies Copay

¢ Nebulizers, including face masks and tubing.............. No charge

These items are not subject to any limits or maximums that
apply to coverage for Medical Equipment.

¢ Inhaler spacers and peak flow meters ..................... See ""Getting
Prescription Drugs™

These items are subject to the copay for brand name drugs.

¢ Pediatric asthma education program services
to help you use the items listed above.........c.ccccceveveiieiinenenn, $20
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Organ and Tissue Transplants Copay

Services and supplies are given if:
— You are receiving the organ or tissue, or

— You are the organ or tissue donor, if the person who is
receiving it is a member of Anthem Blue Cross HMO. If you
are not a member, the benefits are lowered by any amounts
paid by your own health plan.

¢ Services given with

an organ or tissue transplant............cccccceevvevniinieennn See copays
that apply
Clinical Trials Copay

Routine patient costs, as described below, for
an approved clinical trial............cccoooiiiiiiniee See copays
that apply

Coverage is provided for services you receive as a participant in an
approved clinical trial. The services must be those that are listed
as covered by this plan for members who are not enrolled in a
clinical trial.

An “approved clinical trial” is a phase I, phase II, phase Ill, or
phase IV clinical trial that studies the prevention, detection, or
treatment of cancer or another life-threatening disease or condition,
from which death is likely unless the disease or condition is
treated. Coverage is limited to the following clinical trials:

¢ Federally funded trials approved or funded by one or more of
the following:

e The National Institutes of Health,
e The Centers for Disease Control and Prevention,
e The Agency for Health Care Research and Quiality,

e The Centers for Medicare and Medicaid Services,
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A cooperative group or center of any of the four entities
listed above 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, or

Any of the following departments 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 investigations and studies 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:

— The Department of Veterans Affairs,
— The Department of Defense, or

— The Department of Energy.

¢ Studies or investigations done as part of an investigational new

drug application reviewed by the Food and Drug
Administration.

¢ Studies or investigations done for drug trials that are exempt

from the investigational new drug application.

When a service is part of an approved clinical trial, it is covered
even though it may otherwise be an investigative service as defined
by the plan (see the section called “Important Words to Know™).

Participation in the clinical trial must be recommended by your
primary care doctor after deciding it will help you. If the clinical
trial is not provided by or through your medical group, your
primary care doctor will refer you to the doctor or health care
provider who provides the clinical trial. Please see “When You
Need a Referral” in the section called “When You Need Care” for

43



information about referrals. You will only have to pay your
normal copays for the services you get.

Routine patient costs do not include any of the costs associated
with any of the following:

¢ The investigational item, device, or service itself.

¢ Any item or service provided solely to satisfy data collection
and analysis needs and that is not used in the clinical
management of the patient.

¢ Any service that is clearly inconsistent with widely accepted
and established standards of care for a particular diagnosis.

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

Note: You will pay for costs of services that are not covered.

If you do not agree with the coverage or medical necessity of
possible clinical trial services, please read the “Independent
Medical Review of Complaints Involving a Disputed Health Care
Service” (see Table of Contents).

Ambulance Copay

Ambulance services are covered when you are transported by a
state licensed vehicle that is designed, equipped, and used to
transport the sick and injured and is staffed by Emergency Medical
Technicians (EMTSs), paramedics, or other licensed or certified
medical professionals. Ambulance services are covered when one
or more of the following criteria are met:

¢ For ground ambulance, you are transported:

e From your home, or from the scene of an accident or
medical emergency, to a hospital,
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e Between hospitals, including when you are required to
move from a hospital that does not contract with us to one
that does, or

e Between a hospital and a skilled nursing facility or other
approved facility.

¢ For air or water ambulance, you are transported:

e From the scene of an accident or medical emergency to a
hospital,

o Between hospitals, including when you are required to
move from a hospital that does not contract with us to one
that does, or

o Between a hospital and another approved facility.

Ambulance services are subject to medical necessity reviews by us
or your medical group. When using an air ambulance in a non-
emergency situation, we or your medical group reserve the right to
select the air ambulance provider. If you do not use the air
ambulance selected in a non-emergency situation, no coverage will
be provided.

You must be taken to the nearest facility that can provide care for
your condition. In certain cases, coverage may be approved for
transportation to a facility that is not the nearest facility.

Coverage includes medically necessary treatment of an illness or
injury by medical professionals from an ambulance service, even if
you are not transported to a hospital. 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 members or doctor
are not a covered service.

Other non-covered ambulance services include, but are not limited
to, trips to:

¢ A doctor's office or clinic;

¢ A morgue or funeral home.
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If provided through the 911 emergency response system,
ambulance services are covered if you reasonably believed that a
medical emergency existed even if you are not transported to a
hospital.

Your copays for covered ambulance services are:
¢ Base charge and mileage..........cccoovvvinieniiiiininieenn No charge
¢ Disposable SUPPHIES.....cccveiveeeiieiece e No charge

¢ Monitoring, EKG’s or ECG’s,
cardiac defibrillation, CPR, oxygen,
and 1V SOIULIONS ......covviiiiiiice e No charge

IN SOME AREAS, THERE IS A 9-1-1 EMERGENCY
RESPONSE SYSTEM. THIS SYSTEM IS TO BE USED ONLY
WHEN THERE IS AN EMERGENCY.

IF YOU REASONABLY BELIEVE THAT YOU ARE
EXPERIENCING AN EMERGENCY, YOU SHOULD CALL 9-
1-1 OR GO DIRECTLY TO THE NEAREST HOSPITAL
EMERGENCY ROOM. PLEASE USE THE 9-1-1 SYSTEM
FOR MEDICAL EMERGENCIES ONLY.

Important information about air ambulance coverage.
Coverage is only provided for air ambulance services 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 hospital than
the ground ambulance can provide, this plan will cover the air
ambulance. Air ambulance will also be covered if you are in a
location 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 a skilled nursing facility), or
if you are taken to a doctor’s office or to your home.

Hospital to hospital transport: If you are being transported 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 you cannot give you the medical services
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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. For services to
be covered, you must be taken to the closest hospital that can treat
you. Coverage is not provided for air ambulance transfers because
you, your family, or your doctor prefers a specific hospital or
doctor.

Prosthetic Devices Copay

You can get devices to take the place of missing parts of your
body.

¢ Surgical Implants.........cccooviiienii No charge
¢ Acrtificial limbs or eyes.........cccoovevveieiceiii e, No charge

¢ The first pair of contact lenses or eye glasses
when needed after a covered and
medically necessary eye SUrgery.......ccccuererierreeennenn No charge

¢ Breast prostheses following a mastectomy ................. No charge

¢ Prosthetic devices to restore a method of
speaking when required as a result
of @ laryngectomy........cccvvveve i No charge

¢ Therapeutic shoes and inserts designed to
treat foot complications due to diabetes...................... No charge

¢ Orthopedic footwear used as an integral part
of a brace; shoe inserts that are custom molded

10 the PAtIeNt........cveiieie e No charge
¢ Colostomy SUPPHIES .....ccveivveiiiieeee e No charge
¢ Supplies needed to take care of these devices............. No charge
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Hearing Aid Services Copay

¢ Covered hearing aids
(ONE per ear EVEry 3 YEAIS) .....cccccvevereereeriesieenieeee e seeenee s 20%

The following hearing aid services are covered when ordered by or
purchased as a result of a written recommendation from:

an otolaryngologist; or

a state-certified audiologist.

Services include:

Audiological evaluations to:
— measure the extent of hearing loss; and

— determine the most appropriate make and model of
hearing aid.

These evaluations will be covered under the plan benefits for
office visits to doctors.

Hearing aids (monaural or binaural) including:
— ear mold(s), the hearing aid instrument; and
— batteries, cords and other ancillary equipment.

Visits for fitting, counseling, adjustments and repairs for a
one year period after receiving the covered hearing aid.

No benefits will be provided for the following:

Charges for a hearing aid which exceeds specifications
prescribed for the correction of hearing loss;

Surgically implanted hearing devices (i.e., cochlear
implants, audient bone conduction devices). Medically
necessary surgically implanted hearing devices may be
covered under your plan’s benefits for prosthetic devices
(see “Prosthetic Devices”).
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e Charges for a hearing aid which is not determined to be
medically necessary, or for more than one hearing aid per
ear every 3 years.
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Medical Management Programs

In order to be covered by this plan, most services must be provided
or coordinated by your primary care doctor and OK’d by your
medical group. Exceptions to this rule are explained in the section
“When You Need Care” earlier in this booklet. You may get care
for the treatment of certain conditions directly, without getting an
OK from your medical group. Some of these services must
however be reviewed and approved by us in advance, through our
Medical Management Programs, which consist of the Utilization
Review Program and the Authorization Program.

The services that need to be reviewed and approved by us are
indicated as such in the “What We Cover” section. You’re also
welcome to call the Customer Service number on your member 1D
card for a list of services that need to be reviewed.

We will provide benefits only if you are covered at the time you
get services, and our payment will follow the terms and
requirements of this plan.

Utilization Review Program

The utilization review program looks at whether care is medically
necessary and appropriate, and the setting in which care is
provided. We will let you and your doctor know if we have
determined that services can be safely provided in an outpatient
setting, or if we recommend an inpatient stay. We certify and
monitor services so that you know when it is no longer medically
necessary and appropriate to continue those services.

The purpose of utilization review is to promote the delivery of
cost-effective medical care by reviewing the use of services and,
where appropriate, the setting or place of service where care is
provided. Covered services must be medically necessary in order
for benefits to be provided.

¢ Anthem Blue Cross HMO providers will initiate the review on
your behalf.
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¢ You may ask a non-Anthem Blue Cross HMO provider to call
the toll free number on your Member ID card to initiate the
review for you. Remember that services provided by a non-
Anthem Blue Cross HMO provider are covered only if they are
emergency services, urgent care, or services for which you
received an authorized referral.

In both cases, it is your responsibility to initiate the process and
ask your doctor to request pre-service review. You may also call
us directly. Pre-service review criteria are based on multiple
sources including medical policy, clinical guidelines, and
pharmacy and therapeutics guidelines. We may determine that a
service that was initially prescribed or requested is not medically
necessary if you have not previously tried alternative treatments
that are more cost effective.

You need to make sure that your doctor contacts us before
scheduling you for any service that requires utilization review. If
you get any such service without following the directions under
“How to Get Utilization Reviews", no benefits will be provided for
that service.

Effect on Benefits

¢ When you don’t get the required pre-service review before you
get services that require it, we will not provide benefits for
those services.

¢ We will approve services only when the type and level of care
requested is medically necessary and appropriate for your
condition. If you go ahead with any services that have been
determined to be not medically necessary and appropriate at
any stage of the utilization review process, we will not provide
benefits for those services.

¢ When services are not reviewed before or during the time you
receive the services, we will review those services when we
receive the claim for benefit payment. If that review
determines that part or all of the services were not medically
necessary and appropriate, we will not provide benefits for
those services.
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How to Get Utilization Reviews

¢

You must tell your doctor that this plan requires pre-service
review. Doctors who are Anthem Blue Cross HMO providers
will ask for the review for you. The toll-free number for pre-
service review is on your Member ID card. Remember, you
must make sure the review has been done.

For all scheduled services that require utilization review, you
or your doctor must ask for the pre-service review at least five
working days before you are to get services.

We will certify services that are medically necessary and
appropriate. For inpatient care, we will, if appropriate, certify
the type and level of services, as well as a specific length of
stay. You, your doctor and the provider of the service will get
a written notice showing this information.

If you do not get the certified service within 60 days of the
certification, or if the type of the service changes, you must get
a new pre-service review.

If pre-service review was not done, such as for an emergency
admission or procedure, you need to let us know within 48
hours of the admission or procedure, unless your condition
prevented you from telling us or a member of your family was
not available to tell us for you within that time period. If we
decide that the service is not medically necessary and
appropriate, we will tell your doctor by telephone no later than
24 hours after the decision. We will send written notice to you
and your doctor within two business days after our decision.
But care will not be stopped until your doctor has been notified
and a plan of care that meets your needs has been agreed upon.

Authorization Program

The authorization program provides prior approval for medical
care or service by a non-Anthem Blue Cross HMO provider. The
service you receive must be a covered benefit of this plan.

52



You must get approval before you get any non-emergency or
non-urgent service from a non-Anthem Blue Cross HMO
provider.

The toll-free number to call for prior approval is on your
Member ID card.

If you do not follow the procedures set forth in this section, no
benefits will be provided for that service.

Authorized Referrals. In order for the benefits of this plan to be
provided, you must get approval before you get services from non-
Anthem Blue Cross HMO providers. When you get proper
approvals, these services are called authorized referral services.

Effect on Benefits. If you receive authorized referral services
from a non-Anthem Blue Cross HMO provider, the applicable
Anthem Blue Cross HMO provider copays will apply. When you
do not get a referral, no benefits are provided for services
received from a non-Anthem Blue Cross HMO provider.

How to Get an Authorized Referral. You or your doctor must
call the toll-free telephone number on your Member ID card
before scheduling an admission to, or before you get the services
of, a non-Anthem Blue Cross HMO provider.

When an Authorized Referral Will be Provided. Referrals to
non-Anthem Blue Cross HMO providers will be approved only
when all of the following conditions are met:

¢ There is no Anthem Blue Cross HMO provider who practices
the specialty you need, provides the required services or has
the necessary facilities within 50-miles of your home; AND

¢ You are referred to the non-Anthem Blue Cross HMO provider
by a doctor who is an Anthem Blue Cross HMO provider;
AND

¢ We authorize the services as medically necessary before you
get the services.
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Disagreements with Medical Management Program
Decisions

¢ If you or your doctor don’t agree with a Medical Management
Program decision, or question how it was reached, either of
you may ask for a review of the decision. To request a review,
call the number or write to the address included on your written
notice of determination. If you send a written request it must
include medical information to support that services are
medically necessary.

¢ If you, your representative, or your doctor acting for you, are
still not satisfied with the reviewed decision, a written appeal
may be sent to us.

¢ If you are not satisfied with the appeal decision, you may use
binding arbitration. Please read “How to Make a Complaint”
for more information.

Exceptions to the Medical Management Program

From time to time, we may waive, enhance, modify, or discontinue
certain medical management processes (including utilization
review) if, in our discretion, such a change furthers the provision
of cost effective, value based and quality services. In addition, we
may select certain qualifying health care providers to participate in
a program that exempts them from certain procedural or medical
management processes that would otherwise apply. We may also
exempt claims from medical review if certain conditions apply.

If we exempt a process, health care provider, or claim from the
standards that would otherwise apply, we are in no way obligated
to do so in the future, or to do so for any other health care provider,
claim, or member. We may stop or modify any such exemption
with or without advance notice.
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We 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 we 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.

You may determine whether a health care provider participates in
certain programs by checking our online provider directory on our
website at www.anthemcom/ca or by calling us at the customer
service telephone number listed on your ID card.

Revoking or Modifying an Authorization

An authorization for services or care that was approved through
either the Utilization Review Program or the Authorization
Program may be revoked or modified prior to the services being
rendered for reasons including but not limited to the following:

¢ Your coverage under this plan ends;
¢ The agreement with the group terminates;

¢ You reach a benefit maximum that applies to the services in
question;

¢ Your benefits under the plan change so that the services in
question are no longer covered or are covered in a different
way.
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What We Do Not Cover

It’s important for you to know that we are not able to cover all the
care you may want. Some services and supplies are not covered
and some have limited benefits.

Remember:

In most cases, you cannot get any care that has not been
OK’d by your primary care doctor, your medical group, or
Anthem.

Kinds of Services You Cannot Get with this Plan

¢ Care Not Approved. Care you got from a health care provider
without the OK of your primary care doctor or a doctor
specializing in OB-GYN in your medical group, except for
emergency services or urgent care.

¢ Care Not Covered. Services you got before you were on the
plan, or after your coverage ended.

¢ Care Not Listed. Services not listed as being covered by this
plan.

¢ Care Not Needed. Any services or supplies that are not
medically necessary.

¢ Crime or Nuclear Energy. Any health problem caused: (1)
while you were committing or trying to commit a felony as long
as any injuries are not a result of a medical condition or an act
of domestic violence; or (2) by nuclear energy, when the
government can pay for treatment.

¢ Experimental or Investigative. Any experimental or
investigative procedure or medication. But, if you are denied
benefits because it is determined that the requested treatment is
experimental or investigative, you may ask that the denial be
reviewed by an external independent medical review
organization. (See the section “Review of Denials of
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Experimental or Investigative Treatment” for how to ask for a
review of your benefit denial.)

Government Treatment. Any services actually given to you
by a local, state or federal government agency, or by a public
school system or school district, except when this plan’s
benefits, must be provided by law. We will not cover payment
for these services if you are not required to pay for them or they
are given to you for free. You are not required to seek any such
services prior to receiving medically necessary health care
services that are covered by this plan.

Non-Licensed Providers. Treatment or services rendered by
non-licensed health care providers and treatment or services for
which the provider of services is not required to be licensed.
This includes treatment or services from a non-licensed
provider under the supervision of a licensed doctor, except as
specifically provided or arranged by us.

Services Given by Providers Who Are Not With Anthem
Blue Cross HMO. We will not cover these services unless
your primary care doctor refers you, except for emergencies or
urgent care.

Services Not Needing Payment. Services you are not required
to pay for or are given to you at no charge, except services you
got at a charitable research hospital (not with the government).
This hospital must:

e Be known throughout the world as devoted to medical
research.

e Have at least 10% of its yearly budget spent on research not
directly related to patient care.

e Have 1/3 of its income from donations or grants (not gifts or
payments for patient care).

e Accept patients who are not able to pay.

e Serve patients with conditions directly related to the
hospital’s research (at least 2/3 of their patients).

57



Work-Related. Care for health problems that are work-related if
such health problems are or can be covered by workers’
compensation, an employer’s liability law, or a similar law. We
will provide care for a work-related health problem, but, we have
the right to be paid back for that care. See “Other Things You
Should Know: Getting Repaid by a Third Party” on a later page.

Other Services Not Covered

¢ Acupressure. Acupressure, or massage to help pain, treat
illness or promote health by putting pressure to one or more
areas of the body.

¢ Air Conditioners. Air purifiers, air conditioners, or
humidifiers.

¢ Birth Control Devices. Any devices needed for birth control
which can be obtained without a doctor’s prescription, such as
condoms. This does not apply to FDA-approved over the
counter contraceptive methods for women, that are prescribed
by a doctor, as specifically stated in “Preventive Care Services”
under the section What We Cover.

¢ Blood. Benefits are not provided for the collection, processing
and storage of self-donated blood unless it is specifically
collected for a planned and covered surgical procedure.

¢ Braces or Other Appliances or Services for straightening the
teeth (orthodontic services) except as specifically stated in
“Reconstructive Surgery” and “Dental Care” under the section
What We Cover.

¢ Clinical Trials. Services and supplies in connection with
clinical trials, unless specifically stated in “Clinical Trials”
under the section, What We Cover.

¢ Commercial Weight Loss Programs. Weight loss programs,
whether or not they are pursued under medical or doctor
supervision, unless specifically listed as covered in this plan.
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This exclusion includes, but is not limited to, commercial
weight loss programs (Weight Watchers, Jenny Craig, LA
Weight Loss) and fasting programs.

This exclusion does not apply to medically necessary treatments
for morbid obesity or for treatment of anorexia nervosa or
bulimia nervosa.

¢ Consultations given using telephones, facsimile machines, or
electronic mail.

¢ Cosmetic Surgery. Surgery or other services done only to
make you:

e Look beautiful:

e To improve your appearance; or

e To change or reshape normal parts or tissues of the body.
This does not apply to reconstructive surgery you might need to:

e Give you back the use of a body part.

e Have for breast reconstruction after a mastectomy.

e Correct or repair a deformity caused by birth defects,
abnormal development, injury or illness in order to improve
function, symptomatology or create a normal appearance.

Cosmetic surgery does not become reconstructive because of
psychological or psychiatric reasons.

¢ Custodial Care or Rest Cures. Room and board charges for a
hospital stay mostly for a change of scene or to make you feel
good. Services given by a rest home, a home for the aged, or
any place like that.

¢ Dental Services or Supplies. For dental treatment, regardless
of origin or cause, except as specified below. “Dental
treatment” includes but is not limited to preventative care and
fluoride treatments; dental x rays, supplies, appliances, dental
implants and all associated expenses; diagnosis and treatment
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related to the teeth, jawbones or gums, including but not limited
to:

e Extraction, restoration, and replacement of teeth;
e Services to improve dental clinical outcomes.

This exclusion does not apply to the following:

e Services which we are required by law to cover;
e Services specified as covered in this booklet;

e Dental services to prepare the mouth for radiation therapy to
treat head and/or neck cancer.

¢ Exercise Equipment. Exercise equipment, or any charges for
fitness programs. This includes charges like those from a
physical fitness instructor, health club or gym, even if your
doctor advises you to change your lifestyle.

¢ Eye Exercises or Services and Supplies for Correcting
Vision. Optometry services, eye exercises, and orthoptics,
except for eye exams to find out if your vision needs to be
corrected. Eyeglasses or contact lenses are not covered.
Contact lens fitting is not covered.

¢ Eye Surgery for Refractive Defects. Any eye surgery just for
correcting vision (like nearsightedness and/or astigmatism).
Contact lenses and eyeglasses needed after this surgery.

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

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

Immunizations. Immunizations needed to travel outside the
USA.

Infertility Treatment. Any infertility treatment including
artificial insemination or in vitro fertilization, and sperm banks.

Lifestyle Programs. Programs to help you change how you
live, like fitness clubs, or dieting programs. This does not apply
to cardiac rehabilitation programs approved by your medical
group.

Mental or nervous disorders/Alcoholism or Drug
Dependence. Academic or educational testing, counseling.
Remedying an academic or education problem. Services for
the treatment of mental or nervous disorders, severe mental
disorders, or alcoholism or drug dependence. This does not
apply to services provided during an inpatient stay for the
treatment of alcohol or drug intoxication. Please contact
Managed Health Network at 1-800-777-9355 for information
about your mental health benefits.

Nicotine Use. Programs to stop smoking or the treatment of
nicotine or tobacco use if the program is not affiliated with
Anthem.

Non-Prescription Drugs. Non-prescription, over-the-counter
drugs or medicines, except as specifically stated in this booklet.

Orthopedic Shoes. Orthopedic shoes and shoe inserts. This
exclusion does not apply to orthopedic footwear used as an
integral part of a brace, shoe inserts that are custom molded to
the patient, or therapeutic shoes and inserts designed to treat
foot complications due to diabetes, as specifically stated in
“Prosthetic Devices” under the section What We Cover.

Outpatient Drugs. Outpatient prescription drugs or
medications including insulin except drugs for abortion or
contraception when taken in the doctor’s office. (Also see
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Getting Prescription Drugs and Preventive Care Services for
what is covered)

Personal Care and Supplies. Services for your personal care,
such as: help in walking, bathing, dressing, feeding, or
preparing food. Any supplies for comfort, hygiene or beauty
purposes.

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

Routine Exams. Routine physical or psychological exams or
tests asked for by a job or other group, such as a school, camp,
or sports program.

Scalp hair prostheses. Scalp hair prostheses, including wigs or
any form of hair replacement.

Sexual Problems. Treatment of any sexual problems unless
due to a medical problem, physical defect, or disease.

Sterilization Reversal. Surgery done to reverse a sterilization.

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

Transgender Services. Services and supplies in connection
with transgender services, except as specifically stated in
“Transgender Services” under the section What We Cover.

Varicose Vein Treatment. Treatment of varicose veins or
telangiectatic dermal veins (spider veins) by any method
(including sclerotherapy or other surgeries) when services are
rendered for cosmetic purposes.
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Getting Prescription Drugs

In addition to the drugs or medicines you may need while you are
in the hospital, the plan also cover drugs or medicines you buy
from a drugstore, through the home delivery program, or through
the specialty drug program. The drug or medicine must:

¢ Be prescribed by a health care provider licensed to prescribe,
and be given to you within one year of being prescribed. It
must be a drug that may only be sold with a prescription under
federal and state law.

Note: Specified over-the-counter items are covered under this
plan only when obtained with a doctor’s prescription as
specified under “Preventive Prescription Drugs and Other
Items”, subject to all terms of this plan that apply to those
benefits.

e Smoking cessation and nicotine replacement products.
e FDA-approved contraceptives for women.
e Vitamins, supplements, and health aids.

¢ Be approved for general use by the Food and Drug
Administration (FDA).

¢ Be for the direct care and treatment of your illness, injury, or
health problem. Dietary supplements, health aids, or drugs for
cosmetic purposes are not covered. However the following
items are covered:

e Formulas prescribed by a doctor for the treatment of
phenylketonuria.

e Vitamins, supplements, and health aids specifically listed in
this plan as covered.

e Drugs that may be prescribed for cosmetic purposes, but
are medically necessary and prescribed for the treatment of
a medical condition other than one that is cosmetic.
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¢ Be dispensed from a licensed retail drugstore, by the home
delivery program or through the specialty pharmacy program.

¢ Ifitis an approved compound medication, be dispensed by a
member drugstore. Call 1-800-700-2541 (or TTY/TDD 1-800-
905-9821) to find out where to take your prescription for an
approved compound medication to be filled. (You can also find
a member drugstore at www.anthem.com/ca.) Some compound
medications must be approved before you can get them (see
“Drugs that need to be approved,” under Prescription Drug
Formulary). You will have to pay the full cost of the
compound medications you get from a drugstore that is not a
member drugstore.

¢ Ifitis a specified specialty drug, be obtained by using the
specialty pharmacy program. See "Getting Your Medicine
Through the Specialty Pharmacy" for how to get your drugs by
using the specialty pharmacy program. You will have to pay
the full cost of specialty drugs you get from a retail drugstore
that you should have obtained from the specialty pharmacy
program. If you order a specialty drug that must be obtained
using the specialty pharmacy program through the home
delivery program, it will be forwarded to the specialty
pharmacy program for processing and will be processed
according to specialty pharmacy program rules.

Exceptions to specialty pharmacy program. This requirement
does not apply to:

a. The first two month’s supply of a specified specialty
pharmacy drug which is available through a member
drugstore;

b. Drugs, which due to medical necessity, must be obtained
immediately; or

c. A member for whom, according to the Coordination of
Benefit rules, this plan is not the primary plan.
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How to obtain an exception to the specialty pharmacy
program. If you believe that you should not be required to get
your medication through the specialty pharmacy program, for
any of the reasons listed above, except for c., you must
complete an Exception to Specialty Drug Program form to
request an exception and send it to us. The form can be faxed
or mailed to us. If you need a copy of the form, you may call us
at 1-800-700-2541 (or TTY/TDD 1-800-905-9821) to request
one. You can also get the form on-line at www.anthem.com/ca.
If we have given you an exception, it will be good for a limited
period of time. The exception period will be determined based
on the reason for the exception. When the exception period
ends, if you believe that you should still not be required to get
your medication through the specialty p