County of Orange Retiree Medical Plan
One Page Benefits Summaries

The following One Page Benefits Summaries contain information
about your health plan options. Please review these summaries
carefully to make the best coverage choices for you and your family.

Plans if you are NOT eligible for Medicare:

Wellwise Retiree PPO

Sharewell Retiree PPO

Kaiser HMO

Anthem Blue Cross Select HMO
Anthem Blue Cross Traditional HMO

Plans if you ARE eligible for Medicare:

Wellwise Retiree PPO

Sharewell Retiree PPO

Kaiser Senior Advantage HMO

SCAN HMO

Anthem Blue Cross Senior Secure HMO
Anthem Blue Cross Custom PPO
Anthem Blue Cross Standard PPO

If you need additional information please visit My OC Benefits™
at mybenefits.ocgov.com or call the Benefits Service Center at

1-833-476-2347 , 8 a.m. to 6 p.m., PT Monday - Friday, except
holidays.




Wellwise Retiree PPO Health Plan - 2021 blue § of california

Deductible (Calendar Year) Network: $500 Individual/$1,000 Family
Each Covered Person must satisfy the Annual Calendar Non-Network: $750 Individual/$1,500 Family
Year Deductible before most Covered Medical
Expenses are reimbursed by the PLAN.

Out-of-Pocket Medical Maximum Benefit (Calendar Network: $2,500 Individual/$5,000 Family

Year) Non-Network: $5,000 Individual/$10,000 Family
After all out-of-pocket medical expenses for incurred

covered services (inc|Uding deductibles and *EXCLUSIONS: Pharmacy expenses; Costs of services not
coinsurance) by a Covered Person have totaled the covered; Non-Nefwork amounts in excess of URC
amount shown, the PLAN will pay 100%. (balance billing); and 20% co-insurance for failure to

obtain pre-admission review for non- emergency
hospitalization.

Prescription Drug Card Program through OptumRx No Calendar Year Deductible

- Preventive Drugs — as set forth in the Plan Document | - Preventive Drugs = 0% co-insurance

- Tier 1 - Mostly Generic Drugs - Tier 1 = 20% co-insurance

- Tier 2 - Preferred — Mostly Brand Name Drugs! - Tier 2 = 25% co-insurance!

- Tier 3 - Non-Preferred — Mostly Brand-Name' - Tier 3 = 30% co-insurance!

- Specialty Drugs! - Specialty Drugs = Percentage indicated for

each tier above!, up to a maximum of $150 per

Preauthorization is required for select drugs 30-day supply
Drug Exclusions: The drug formulary may exclude Out-of-Pocket Prescription Drug Maximum Benefit
certain drugs. However, every therapeutic class $4,100 Individual/$8,200Family (Calendar Year)
(condition) will have a clinically effective covered
medication available. 1If member chooses a brand name drug when a

generic equivalent is available, member will pay 20% of
generic cost plus the cost differential between generic
and brand hame cost.

Not included in the prescription drug out-of-pocket
limit: Drugs not covered by the plan; Drugs filed
through Optum'’s enhanced savings program; and
the cost differential between generic and brand
drug if member chooses brand drug when a
generic equivalent is available.

The Covered Person pays the following percentage of Covered Medical expenses after the Covered Person’s
Annual Calendar Year Deductible has been sdatisfied (except as noted below)

Preventive Care Services As sef forth in Plan Document No co-insurance and no deductible

Primary Care and Specialist Physician Office Visits, Network: 10% co-insurance
Laboratory and Radiology Services, Urgent Care Non-Network: 30% co-insurance
Facility, Rehabilitative Therapy, and Outpatient
Surgery - Hospital

Medical - Inpatient Hospital Services Network: 10% co-insurance
Non-Network: 30% co-insurance; without pre-
admission review, 50% coinsurance

Outpatient Surgery - Ambulatory Surgery Network: 10% co-insurance
Center (facility charges) Non-Network: Plan pays 70% up to $1,500/
day; participant pays balance




Emergency Room Treatment
Based on Plan Document “Emergency Services”
definition

Medical condition does meet definition
Network/Non-Network: 10% co-insurance

Medical condition does NOT meet definition
Network: 10% co-insurance
Non-Network: 30% co-insurance

*Non-Network - covered person is responsible for all
charges incurred above the URC amount.

Mental Health and Substance Abuse - Inpatient
and Outpatient Services

Network: 10% co-insurance
Non-Network: 30% co-insurance; without pre-
admission review for inpatient, 50% co- insurance

Chiropractic or Acupuncture Services

Calendar year maximum of 25 visits for acupuncture
services and 25 visits for chiropractic services (combined
Network/Non-Network)

Network: 10% co-insurance
Non-Network: 30% co-insurance

Durable Medical Equipment
Prior authorization required if over $5,000

Network: 10% co-insurance
Non-Network: 30% co-insurance

Dialysis Services (Outpatient)

Network: 10% co-insurance

Non-Network (within CA): Plan pays 70% up to
$600/day; participant pays balance

Non-Network (outside CA): 30% co-insurance

Home Health Care and Hospice Services
Prior authorization required

Network: 10% co-insurance
Non-Network: 30% co-insurance

Skilled Nursing and Rehabilitation Facility
100 days per Calendar Year limit

Network: 10% co-insurance
Non-Network: 30% co-insurance

Outpatient Radiological/Nuclear Imaging and Spine
Surgery/Pain Management Procedures (Non-
Emergency) Prior authorization required for non-
emergency outpatient:
- Radiological/Nuclear Imaging (such as CT/PET
scans, MRIs) - within California

Network: 10% co-insurance
Non-Network: 30% co-insurance

Teladoc: 1-800-teladoc

Access to board-certified doctors 24/7/365 who are
ready to treat many non-emergency medical issues af
a lower cost than an office visit or urgent care. With
Teladoc's convenient phone and online video
appointments, you can save a trip to the doctor’s
office. Teladoc is an in-network service.

Once you have met your deductible, you pay
the 10% co-insurance.

This is only a summary of benefits. This chart contains the major features of the plan and is not intended to
replace the Plan Document containing the complete provisions.




Helpful Contact Information

Blue Shield of California

OptumRx

Current and Prospective Members:

1-888-235-1767

www.blueshieldca.com/oc

Current Members:
1-800-573-3583
www.opfumrx.com

Prospective Members:
1-844-880-0759
https://www.optumrx.com/oe_countyoforange/landing



http://www.blueshieldca.com/oc
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.optumrx.com&data=02%7C01%7CLauren.Pierson%40ocgov.com%7C4af144b1e0d24dc37a7708d72bf73aee%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637026213151767439&sdata=MxEbKdkxAf77zrafFTF%2F6x%2FYDOI1XGKLy%2B3a4C6Pz2k%3D&reserved=0
https://www.optumrx.com/oe_countyoforange/landing

Language Access Services

English: For assistance in English at no cost, call 1-866-346-7198.

Spanish (Espanol): Para obtener asistencia en Espanol sin cargo, llame al 1-866-346-
7198.

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-866-346-7198.

Chinese (FX): MRBEP X RZEFL) - BKITX N SH1-866-346-7198.

Navajo (Dine): Dind k'ehj7 doo b22h 717n790 sh7ka' at'oowo[ n7n7zingo, kwij8' hod77Inih
1-866-346-7198.

Vietnamese (Tiéng Viét): Déduoc hé trg mién phi tieng Viét, vui long goi dén sé
1-866-346-7198.

Korean (2t=0{): $t= 0] =R 0| 2 SIA|H, 1-866-346-7198 F 2Tt 2XBISHUA| 2,

Armenian (uytiptil): <uytiptit jkqyny wytwp oqlinipynih unwbune hwdwp jubnpnid kop
qubquhwpty 1-866-346-7198.

Russian (Pycckumi): ecAam Hy>XKHQ 6EeCNAATHASN MOMOLLLb HO PYCCKOM §3blKe,
TO NO3BOHUTE 1-866-346-7198.

Japanese (AAREE): BARZBXENNELRIFE1-866-346-7198IZBFZEMIFTLIZELY,
ERHTRBELES,

Persian 2k 2 SacS &L il 3l oelail & L il o 3licy 7198-346-866-1 el Ky, 2)8 s

Punjabi (LE:::'::T-I-:::::}TEI-:::::?T) Y HoTe g AgoesT B faqu-T II9: 1-866-346-7198 '3 Ao10& I3t

Khmer (@@1-2€1): tU; ¢ W HUIFHG UIQUNBATI-EG U HYHSHYMINUE 1-866-346-
uns 71984

Arabic dssa sd el lanle 38 8 Wad x jod aalile Siad Jiald el 230 U Ba: 7198-346-866-1. 1)U A
Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu rau 1-866-346-7198.

Hindi (@TT.3@): @TT T H@ 1T TR & T I @Y, 1-866-346-7198

R P P |

Thai (ne): ad st anued W 3 Tod "oluanlng 1-866-346-7198
VLD, umun melasludun



Sharewell Retiree PPO Health Plan - 2021

blue § of california

Family Deductible (Calendar Year)
The Family Deductible must be satisfied before most
covered Medical and Pharmacy expenses are reimbursed
by the Plan.

$5,000 (combined Network and Non-Network)

All covered Medical and Pharmacy Expenses
accumulate toward both the Network and Non-
network Deductible

Out-of-Pocket Maximum Benefit (Calendar Year)

After all out-of-pocket expenses for incurred covered
services (including deductibles and coinsurance)
have totaled the amount shown, the PLAN will pay
100%.

Network: $6,000 Family
Non-Network: $12,000 Family

*EXCLUSIONS: Costs of medical and pharmacy services not
covered; Non-Network amounts in excess of the Usual,
Reasonable and Customary (URC) amount; and 20% co-
insurance for failure to obtain pre-admission review for non-
emergency hospitalization. See additional considerations and

exclusions listed below for prescription drugs.

The Covered Person pays the following percentage of Covered Medical and Pharmacy expenses after the
annual Calendar Year Family Deductible has been satisfied (except as noted below)

*The non-network coinsurance is based on the URC for that service and the member is responsible for any balance billed.

Preventive Care Services and Drugs As set forth in Plan
Document

No co-insurance and no deductible

Primary Care and Specialist Physician Office Visits,
Laboratory and Radiology Services, Urgent Care
Facility, Rehabilitative Therapy, and Outpatient
Surgery-Hospital

Network: 10% co-insurance
Non-Network: 30% co-insurance

Medical - Inpatient Hospital Services

Network: 10% co-insurance
Non-Network: 30% co-insurance; without pre-
admission review, 50% co-insurance

Outpatient Surgery - Ambulatory Surgery
Center (facility charges)

Network: 10% co-insurance
Non-Network: Plan pays 70% up to $1,500/
day; participant responsible for balance

Emergency Room Treatment
Based on Plan Document "Emergency Services”
definition

Medical condition does meet definition
Network/Non-Network: 10% co-insurance

Medical condition does NOT meet definition
Network: 10% co-insurance
Non-Network: 30% co-insurance

*Non-Network - covered person is responsible
for all charges incurred above the URC amount.

Mental Health and Substance Abuse - Inpatient
and Outpatient Services

Network: 10% co-insurance
Non-Network: 30% co-insurance; without pre-
admission review for inpatient, 50% co-insurance

Chiropractic or Acupuncture Services

Calendar year maximum of 25 visits for acupuncture
services and 25 visits for chiropractic services (combined
Network/Non-Network)

Network: 10% co-insurance
Non-Network: 30% co-insurance




Outpatient Radiological/Nuclear Imaging and Spine

Surgery/Pain Management Procedures (Non-Emergency)

Prior authorization required for non-emergency
outpatient:
- Radiological/Nuclear Imaging (such as CT/PET
scans, MRIs) - within California

- Spine Surgery/Pain Management - within United States

Network: 10% co-insurance
Non-Network 30% co-insurance

Durable Medical Equipment
Prior authorization required if over $5,000

Network: 10% co-insurance
Non-Network: 30% co-insurance

Dialysis Services (Outpatient)

Network: 10% co-insurance

Non-Network (within CA): Plan pays 70% up to
$600/day; participant pays balance

Non-Network (outside CA): 30% co-insurance

Home Health Care and Hospice Services
Requires prior authorization

Network: 10% co-insurance
Non-Network: 30% co-insurance

Skilled Nursing and Rehabilitation Facility
100 days per Calendar Year limit

Network: 10% co-insurance
Non-Network: 30% co-insurance

Teladoc: 1-800-teladoc
Access to board-certified doctors 24/7/365 who are
ready to treat many non-emergency medical issues
at alower cost than an office visit or urgent care.
With Teladoc's convenient phone and online video
appointments, you can save a trip to the doctor’s
office. Teladoc is an in-network service.

Once you have met your deductible, you pay the
10% co-insurance.

Prescription Drugs Coverage
Prescription drugs are subject to the plan deductible.
The drug formulary may exclude certain drugs.

However, every therapeutic class (condition) will have a
clinically effective covered medication available.

20% co-insurance

*IMPORTANT CONSIDERATIONS:

If member chooses a brand name drug when a
generic equivalent is available, member will pay
20% of generic cost plus the cost differential
between generic and brand name cost. The cost
differential does not accumulate towards the out-
of-pocket maximum.

All Specialty Drugs must be fulfilled by OptumRx
Specialty Pharmacy in order to be covered.
Manufacturer specialty coupon cards do not count
towards the annual deductible or out-of-pocket
maximum.

Medication not covered by the plan and filled
through Optum’s enhanced savings program will
not count towards the annual deductible or out-of-
pocket maximum.

This is only a summary of benefits. This chart contains the major features of the plan and is not intended to
replace the Plan Document containing the complete provisions.




Helpful Contact Information

Blue Shield of California

OptumRx

Current and Prospective Sharewell and Wellwise
Members:

1-888-235-1767

www.blueshieldca.com/oc

Current Members:
1-800-573-3583
www.opfumrx.com

Prospective Members:
1-844-880-0759
https://www.optumrx.com/oe_countyoforange/landing

Optum Specialty Pharmacy:
1-855-427-4682
specialty.optumrx.com



http://www.blueshieldca.com/oc
https://gcc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.optumrx.com&data=02%7C01%7CLauren.Pierson%40ocgov.com%7C4af144b1e0d24dc37a7708d72bf73aee%7Ce4449a56cd3d40baae3225a63deaab3b%7C0%7C0%7C637026213151767439&sdata=MxEbKdkxAf77zrafFTF%2F6x%2FYDOI1XGKLy%2B3a4C6Pz2k%3D&reserved=0
https://www.optumrx.com/oe_countyoforange/landing

Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Blue Shield of
Callifornia does not exclude people or tfreat them differently because of race, color, national
origin, age, disability, or sex.

Blue Shield of California:

* Provides aids and services at no cost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Written information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

Blue Shield of California b I U e

50 Beale Street, San Francisco, CA 94105 california

Blue Shield of California is an independent member of the Blue Shield Association  A49939-DMHC-SIMPLIFIED-ASO-SA (8/18)


mailto:BlueShieldCivilRightsCoordinator@blueshieldca.com
http://www.hhs.gov/ocr/office/file/index.html

Language Access Services

English: For assistance in English at no cost, call 1-866-346-7198.

Spanish (Espanol): Para obtener asistencia en Espanol sin cargo, llame al 1-866-346-
7198.

Tagalog (Tagalog): Kung kailanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-866-346-7198.

Chinese (FX): MRBEP X RZEFL) - BRITX N S1H1-866-346-7198.

Navajo (Dine): Dind k'ehj7 doo b22h 717n7g0 sh7ka' at'oowo[ n7n7zingo, kwij8' hod77Inih
1-866-346-7198.

Vietnamese (Tiéng Viét): Déduoc hé trg mién phi tieng Viét, vui long goi dén sé
1-866-346-7198.

Korean (2t=01): St 0{ =S O0| 2 QSHA|H, 1-866-346-7198 R 2T 3t 2ZHIISIMA| L.

Armenian (uytiptit): <uytiptit jkqyny wtyéwp oqinipynih unwbune hwdwp jubnpnid kop
qubquhwpty 1-866-346-7198.

Russian (Pycckumi): ecAam Hy>XKHQ 6ECNAATHASN MOMOLLLb HO PYCCKOM §3bIKe,
TO NO3BOHUTE 1-866-346-7198.

Japanese (AAREE): BARZBXENNERLRITE1-866-346-7198IZBFZEMIFTLFZELY,
BHTRMLES,

Persian b 3 s S SR il S u bl & A il o i) 7198-346-866-1 el S 3, 2)3l s

Punjabi (LE:::'::T-I-:::::}TEI-:::::?T) -y AoTe g Agoes BE faqu-T II9: 1-866-346-7198 '3 Ao10& I3t

Khmer (@@1-2€1): tU; ¢ W HUIFHG UIQUNBATI-EG U HYHSHYMINUE 1-866-346-
uns 71984

Arabic dssa sd el lanle 38 8 Wad x jod aalile Siad Jiald el 230 U Ba: 7198-346-866-1. 1)U ud
Hmong (Hnoob): Xav tau kev pab dawb lub Hmoob, thov hu rau 1-866-346-7198.

Hindi (@BT.G@): @B G T@ @1 TR &> UG- & @I, 1-866-346-7198

W DA |

Thai (ve): admsd anuws wh 3 Tod wllsnlng 1-866-346-7198
RS umu lvelaslutua



Disclosure Form

233978 COUNTY OF ORANGE - RETIREES
Home Region: Southern California

Principal benefits for
Kaiser Permanente Traditional HMO Plan

Accumulation Period

(1/1/21—12/31/21)

The Accumulation Period for this plan is January 1 through December 31.
Out-of-Pocket Maximum(s) and Deductible(s)

For Services that apply to the Plan Out-of-Pocket Maximum, you will not pay any more Cost Share for the rest of the Accumulation

Period once you have reached the amounts listed below.

Family Coverage Family Coverage
Amounts Per Accumulation Period Self-_OnIy Coverage Each Member in a Family of | Entire Family of two or more
(a Family of one Member)
two or more Members Members
Plan Out-of-Pocket Maximum $1,500 $1,500 $3,000
Plan Deductible None None None
Drug Deductible None None None
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist VisitS.............ccccccou.e. $20 per visit
Most Physician SpecialiSt ViSItS .........ccceciiiiiiiiiiii e $20 per visit
Routine physical maintenance exams, including well-woman exams....................... No charge
Well-child preventive exams (through age 23 months) No charge
Family planning counseling and consultations...............cccceeeennnen. No charge
Scheduled prenatal Care EXaMS.........ccoiiiiuiiiiiieeiiciiieee e e e e et e e e e e sarree e e e e e e s earrees No charge
Routine eye exams with a Plan Optometrist ..........coocvvveiiiieeiiiiiie e No charge
Urgent care consultations, evaluations, and treatment $20 per visit
Most physical, occupational, and speech therapy...........cocceeviiieiiiiee e $20 per visit
Outpatient Services You Pay
Outpatient surgery and certain other outpatient procedures $20 per procedure
Allergy antigens (including administration)............c..cccocvvvvieeeeeniinns No charge
Most immunizations (including the vaccine) No charge
Most X-rays and [aboratory tEStS.........cc.uvieiiiiiiiiiiiiee e No charge
Hospitalization Services You Pay

Room and board, surgery, anesthesia, X-rays, laboratory tests, and drugs .
Emergency Health Coverage

$100 per admission
You Pay

Emergency DepartmMent VISItS ..........ooiiuuiiiiiiiiiiiiiiiiee e

$50 per visit

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the inpatient Cost Share instead of
the Emergency Department Cost Share (see "Hospitalization Services" for inpatient Cost Share)

Ambulance Services You Pay
AMDUIANCE SEIVICES .....viiiiiiiii et s st No charge
Prescription Drug Coverage You Pay

Covered outpatient items in accord with our drug formulary guidelines:

Most generic items at a Plan Pharmacy or through our mail-order service
Most brand-name items at a Plan Pharmacy or through our mail-order service....
Most specialty items at a Plan Pharmacy ..........cccccoiiiiiiiiiiiiiiieieeee

$10 for up to a 100-day supply
$30 for up to a 100-day supply
$30 for up to a 30-day supply

Durable Medical Equipment (DME) You Pay
DME items as described in the EOC..........cccccoviiiiiiiiiee e No charge
Mental Health Services You Pay

Inpatient psychiatric hospitaliZation..............ccoovviiiiiieie e
Individual outpatient mental health evaluation and treatment
Group outpatient mental health treatment............ccccooiiei e

$100 per admission
$20 per visit
$10 per visit

Substance Use Disorder Treatment You Pay

Inpatient detOXIfICAtION .........c.eeiiiiiii e $100 per admission
Individual outpatient substance use disorder evaluation and treatment ................... $20 per visit

Group outpatient substance use disorder treatment ...........ccccveveeeeeiiiiieieee e, $5 per visit

Home Health Services You Pay

Home health care (up to 100 visits per Accumulation Period) ..........ccccocvvervinirennnnn No charge

(continues)




Disclosure Form (continued)
Other You Pay
Eyeglasses or contact lenses:
Eyeglass frame every 24 MONthS ... Amount in excess of $100 Allowance
Regular eyeglass lenses every 12 monthsS ........ccccccooviiiiiiiei e No charge
Contact lenses every 12 MONtNS .......ouuuiiiiiii e Amount in excess of $125 Allowance
Skilled nursing facility care (up to 100 days per benefit period)..........cccceveeeeeeinnneen. No charge
Prosthetic and orthotic devices as described in the EOC ............cocccveiviieeeiiiin e No charge
Services to diagnose or treat infertility and artificial insemination (such as the Cost Share you would pay if the Services were
outpatient procedures or laboratory tests) as described in the EOC....................... to treat any other condition
Assisted reproductive technology ("ART") SEIVICES.......cccvuvieiiieiiiiiiiieeee e Not covered
HOSPICE CAIE ettt e e et a e e e e e e ntteeeeaaeas No charge

This is a summary of the most frequently asked-about benefits. This chart does not explain benefits, Cost Share, out-of-pocket
maximums, exclusions, or limitations, nor does it list all benefits and Cost Share amounts. For a complete explanation, please refer to
the EOC. Please note that we provide all benefits required by law (for example, diabetes testing supplies).

4206324.19.1.5000599381




Anthem Blue Cross Select (HMO)

Anthem.

Health. Join In. **°%

1-877-359-9653 Customer Service Department for additional information

2021

Annual Out-of-Pocket Maximum for Certain Services

$4,000 per Individual
$8,000 per Family

Pharmacy
— Calendar Year Deductible

Generic Drugs on the Prescription Drug List

- Preferred Brand — Medically Necessary Name Brand Drugs
designated as preferred on the Prescription Drug List

- Non-Preferred Brand — Non-Medically Necessary Name
Brand Drugs on the Prescription Drug List with a Generic
Equivalent and drugs designated non-preferred on the
Prescription Drug List (including Compound Drugs)

- Self-Administered Injectable Drugs, except Insulin

— Rx Choice Tiered Network

30 Days $100 Deductible/Member

50% of drug negotiated rate up to $5 Co-
payment per prescription
(Deductible Waived)

45% of drug negotiated rate up to $25 Co-
payment per prescription (when no generic
equivalent available, deductible waived)

45% of drug negotiated rate up to $45 Co-
payment per prescription

20% of drug negotiated rate (maximum of
$100 co-payment)

Level 1: Applicable retail copays apply
Level 2: Applicable retail copays apply
plus an additional $5.00.

Inpatient Hospital Services

No Co-payment per visit

Outpatient Facility Services

No Co-payment per visit

Hospital Emergency Room or Outpatient Facility

$100 copayment per visit, waived if
admitted

Urgent Care Facility

$20 Co-payment per visit

Rehabilitative Therapy

$20 Co-payment per visit

Primary Care and Specialist Physician Office Visits

$20 Co-payment per visit Primary Care
$40 Co-payment per visit Specialist

LiveHealth Online visits

$20 Co-payment per visit

Preventative Services:
Annual Physical Exam
Well Woman Exam

No Co-payment
No Co-payment

Routine Vision Care: Eye Exam

No Co-payment

Vision Care: One Pair of Approved Glasses

Not Covered

Durable Medical Equipment

No Co-payment

External Prosthetic Appliances

No Co-payment

Home Health Services (100 visits maximum per calendar year; one
visit by home health aide equals four hours or less)

No Co-payment

Hospice Services

No Co-payment




Skilled Nursing and Rehabilitation Facilities (100 visits maximum | No Co-payment

per member per calendar year)

Laboratory and Radiology Services No Co-payment

Mental Health Inpatient Services No Co-payment

Mental Health Outpatient Services $20 Co-payment per visit
Substance Abuse Detoxification Inpatient Services No Co-payment per visit
Substance Abuse Detoxification Outpatient Services $20 Co-payment per visit

Additional Programs offered:
90 Days Mail Drug Order $100 Deductible/Member
Generic = 50% of drug negotiated rate up to $10 Co-payment per prescription (Deductible Waived)

Brand Name = 45% Of drug negotiated rate up to $50 Co-payment per prescription (when no generic equivalent
available, deductible waived)

Non-Formulary = 45% Of drug negotiated rate up to $90 Co-payment per prescription
Self-Administered Injectable Drugs, except Insulin = 20% of drug negotiated rate (maximum of $200 co-payment)
Level 1 copays shown. For Level 2, apply an additional $10 to the mail order copays.

The Rx Choice Tiered Network includes pharmacies that give you more choices and flexibility when you fill
prescriptions. It’s also convenient — you’ll find many popular grocery chains, stores and independent drugstores
in the network. You can keep using the pharmacy you’ve been using, but you’ll pay more for your prescription
drugs unless you transfer your prescription(s) as soon as possible to another participating pharmacy. You can
choose a pharmacy from two levels. Level 1 has up to 25,000 pharmacies and offers you a lower copay or
coinsurance (the part you pay for your drugs) than pharmacies in Level 2. Filling prescriptions at a Level 1
pharmacy will help you lower your out-of-pocket costs.




Anthem Blue Cross Traditional HMO

Anthem.

Health. Join In. **°%

2021

1-877-359-9653 Customer Service Department for additional information

Annual Out-of-Pocket Maximum for Certain Services

$3,000 per Individual
$6,000 per Family

Pharmacy
- Generic Drugs on the Prescription Drug List

- Preferred Brand — Medically Necessary Name Brand
Drugs designated as preferred on the Prescription Drug
List, with no Generic Equivalent

- Non-Preferred Brand — Non-Medically Necessary Name
Brand Drugs on the Prescription Drug List with a Generic
Equivalent and drugs designated non-preferred on the
Prescription Drug List (including Compound Drugs)

- Self-Administered Injectable Drugs, except Insulin

Rx Choice Tiered Network

30 Days
$5 Co-payment per prescription

$25 Co-payment per prescription

$45 Co-payment per prescription

20% of prescription drug maximum allowed
(maximum $100 co-payment)

Level 1: Applicable retail copays apply
Level 2: Applicable retail copays apply plus
an additional $5.00.

Inpatient Hospital Services

100% after $100 per admission Co-payment

Outpatient Facility Services

No Co-payment per visit

Hospital Emergency Room or Outpatient Facility

$50 Co-payment per visit, waived if
admitted

Urgent Care Facility

$20 Co-payment per visit

Rehabilitative Therapy

$20 Co-payment per visit

Primary Care and Specialist Physician Office Visits

$20 Co-payment per visit Primary Care
$20 Co-payment per visit Specialist

LiveHealth Online visits

$20 Co-payment per visit

Preventative Services:
Annual Physical Exam
Well Woman Exam

No Co-payment
No Co-payment

Routine Vision Care: Eye Exam

No Co-payment

Vision Care: One Pair of Approved Glasses

Not Covered

Durable Medical Equipment

No Co-payment

External Prosthetic Appliances

No Co-payment

Home Health Services (100 visits maximum per calendar year;
one visit by home health aide equals four hours or less)

No Co-payment

Hospice Services

No Co-payment

Skilled Nursing and Rehabilitation Facilities (100 visits maximum
per member per calendar year)

No Co-payment

Laboratory and Radiology Services

No Co-payment

Mental Health Inpatient Services

No Co-payment per visit

Mental Health Outpatient Services

$20 Co-payment per visit




Substance Abuse Detoxification Inpatient Services No Co-payment per visit

Substance Abuse Detoxification Outpatient Services $20 Co-payment per visit

Additional Programs offered:
90 Days Mail Drug Order
Generic = $10 Co-payment per prescription

Brand Name = $50 Co-payment per prescription
Non-Formulary = $90 Co-payment per prescription

Self-Administered Injectable Drugs, except Insulin = 20% prescription drug maximum allowed amount (maximum
of $100 co-payment)
Level 1 copays shown. For Level 2, apply an additional $10 to the mail order copays.

The Rx Choice Tiered Network includes pharmacies that give you more choices and flexibility when you fill
prescriptions. It’s also convenient — you’ll find many popular grocery chains, stores and independent drugstores
in the network. You can keep using the pharmacy you’ve been using, but you’ll pay more for your prescription
drugs unless you transfer your prescription(s) as soon as possible to another participating pharmacy. You can
choose a pharmacy from two levels. Level 1 has up to 25,000 pharmacies and offers you a lower copay or
coinsurance (the part you pay for your drugs) than pharmacies in Level 2. Filling prescriptions at a Level 1
pharmacy will help you lower your out-of-pocket costs.




Get help in your language Anthem. o=

: . )
Notice of Language Assistance BlueCross °

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to
you in your language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call
the CA Dept. of Insurance at 1-800-927-4357. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If
you need a copy of this document in an alternate format, please call
the customer service telephone number on the back of your ID card.

Spanish

Servicios lingiisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos
puede recibirlos en su idioma. Para obtener ayuda, llamenos al nimero que figura en su tarjeta de identificacion
0 al 1-888-254-2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-
927-4357. (TTY/TDD: 711)

Arabic
s'[:.\r_\.umj\uljc Jspaall ﬂﬁﬂwﬁju\jé\m‘wﬂ\)ﬁuhdw\ SliSay g ?;)MJ‘\J\JI:\MY\&.\SA:\ (Jalaa (g0 Azl U_\LA.A;?._)ASS?B:\
1-888-254-2721 ai )l e i ol Lalal oy ol Zilay e 3 5m sl o8, e Ly Josl
(TTY/TDD: 711) .1-800-927-4357 &, Ll aalill Ly sl 5 sl Juai¥) oa i e bl (330 e sl

Armenian

Pupquutyuljut wddup Swunwynipniuibp: Ukup Jupnn tup 2Eq pupgluiish swnwjnipniubp wnwewplity
Yupny Gup npudwnpb) hs-np dkhh, nd thwunwpnpebpp juppu 2Ekq hwdwp b Yniquplh ppuip 2tp
1Eqny: Oqunipmnil unnwbwnt hwdwp quiquhwpbp dkq 2kq ID pupunh ypu tpqus hinwpinuwhwdwpny jud
1-888-254-2721 hwndwpny: Lpugnighs ogunipjut hwdwp quuquhwuptp Ywihdnnuhuyh wywhnjugpnipu
twpiwpupnpyntt htnlyu hkpwinuwhwdwpny' 1-800-927-4357: (TTY/TDD: 711)

Chinese

REESI - CRRESRENER - CEERRF UCHEE SN - aE &R DUGHEE = 1 B AYER S
o WIFRAE)  SEREFTERY 1D R LHUSRHE B 1-888-254-27 21 s PR - AIFREE 1) - 551%F11-800-927-4357 sk
CA Dept. of Insurance - (TTY/TDD: 711)

Farsi
sloo 1y Ul el agny 1l Sn a8 o Lid prpie SO Wil gSee Dl oLl oless
D eSS adlogy sl soed Jley ! gLl o oS3 glo) 4 o d bl (B s S ek Lad
1-888-254-2721 ook Lo g LS mlelid Oy LlS o odd Gwyged oylad Goyb
oplad 4o Lo JLS daas oplol Lo phday sleSaS adloys ol o ol wlald Lo Lo
(TTY/TDD:711) . 4 ;a8 wlas 1-800-927-4357

Hindi

TS emere Y sToT War¥| 3T g gITd X Hehd 81 T GEAAS Uedl Tehd & IR TS A IR
AT T H ST ST Fehol &1 He & [T, §H 30l ID 1S W FaAldg A W AT 1-888-254-2721 T el
HY| 3 A & AT 1-800-927-4357 GX CA AT fIHWT FIhier &I (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered
trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj
peev xwm tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus
tuaj rau koj. Txog rau kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-
254-2721. Txog rau kev pab ntxiv, hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-
4357. (TTY/TDD: 711)

Japanese

MU EREY A BRY—-E2AZZToNFT , FEITIERBCXEEZHH LITED XEZTEDIY—EALAEETT, XiE"
Z(13IC(E. IDH— RICEEFHINEES. Tl 1-888-254-2721 [CHEEECRE S, XEDFEMT . DITAINZT7MRER (1-
800-927-4357) [CBEEESZELY, (TTY/TDD: 711)

Khmer

snmansnfinigs grmseguERTAiIMAY gRnsepRMenRanmogeEn Smfanangeanmmaniuaiind et wunm giipumdumuueitumentnelidin ID swesun yiswe 1-
g1 4 A IR Hay g Hed il gaumgn ny gieig il 4

888-254-2721+4 sijegrutigmwuigy sgusumgiaigsed CA Dept. of Insurance muwe 1-800-927-4357=1(TTY/TDD 711)

Korean

S8 Q10 NH|2. HAALE 0|85t & M'au:r ool A0 =2 E|0f AE 2AS WorEA £ 9
EE2 HOAHHID ZLEQ 7| M & M= = 1-888-254-2721 2 35t A| 2. CHE =&0| EQSHA|H
927-43572 EH& CA £ M0 22| A A| 2. (TTY/TDD: 711)

Punjabi

fast fan &9z € I Aeet| 3t fEd g9 Y3 93 Ade JI det 3078 TR3ed U3 d HeT HaeET J W3 I 3731 9T ey
3T75 I AT HIE I&| HEE B, HS 3973 Mt 993 § 3 HJley 389 A 1-888-254-2721 3 a5 J3| frfmeT Hee s, Hie
fsurgeiic nie feaHdn & 1-800-927-4357 3 I 31(TTY/TDD: 711)

Russian

BecnnaTHble A3blkoBbIE YCNyri. Bel MoXeTe Nony4uTb yCryrn yCTHOro nepesogyvka. Bam moryt npoyntath
OOKYMEHTbI UMW HanpaBuUTb HEKOTOPbIE M3 HUX Ha BalwleM A3blke. s nonyyYeHns NOMOLLM 3BOHUTE HaMm Mo
TenegoHy, ykazaHHOMY Ha Ballen MAEHTUMPUKALNOHHOW KapTe, unu no Homepy 1-888-254-2721. [Ina nonyyeHus
OOMNOMNHUTENbHOW NOMOLLM 3BOHUTE B [lenapTaMeHT cTpaxoBaHus wtata KanngopHusa no Homepy 1-800-927-
4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga
dokumento at ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa
numerong nakalista sa inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of
Insurance sa 1-800-927-4357. (TTY/TDD: 711)

Thai

”Laiﬁﬁ’m%msnﬁmﬁumm'wwuawmsma‘tﬁu‘%msamiﬁ
vihusghunsazatiidminnauanansldvnuluazianaisuvativasdefivvinulaaladnimaasvinu
wingavnsauhada TlsaTvsuisaumnaaeissyaguuinslssinduasvinuwianivunaiay 1-888-254-2721
wnsasAsaNNIEUAaLRNLEN TUsaTnsdaauunun CA Dept. of Insurance MuunaLa 1-800-927-4357
(TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» M|en Phi. Quy vi c6 thé c6 thong dich vién. Quy vi c6 thé yéu cau doc tai liéu cho quy vi
nghe va yéu ciu glri mot sb tai liéu bang ngdn ngtr ctia quy vi cho quy vi. D& dwoc tro gidp, hay goi cho so duoc
ghi trén thé ID cla quy vi hodc s 1-888-254-2721. Bé dwoc gitip d& thém, hay goi cho S& Bao Hiém California
(California Department of Insurance) theo sé 1-800-927-4357. (TTY/TDD: 711)



It’s important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’'t English, we offer free
language assistance services through interpreters and other written languages. Interested in these services? Call
the Member Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these
services or discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint,
also known as a grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with
the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW;
Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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Summary of Benefits Chart for
Kaiser Permanente Senior Advantage (HMO) 1/1/21—12/31/21

Plan Out-of-Pocket Maximum

For Services subject to the maximum, you will not pay any more Cost Share for the rest of the calendar
year if the Copayments and Coinsurance you pay for those Services add up to the following amount:

Forany one Member ... $1,500 per calendar year
Professional Services (Plan Provider office visits) You Pay
Most Primary Care Visits and most Non-Physician Specialist Visits
....................................................................................................... $20 per visit
Most Physician Specialist VISitS ...........ceeiiiiieiiiiiiiciieeeeeeeeeeeen, $20 per visit
Annual Wellness visit and the "Welcome to Medicare" preventive
Y] | PO No charge
Routine physical @Xams ... No charge
Routine eye exams with a Plan Optometrist ...........ccccoeeeeeivvveiinnnnnn. $20 per visit
Urgent care consultations, evaluations, and treatment.................... $20 per visit
Physical, occupational, and speech therapy ..........ccccoeeeeeeviiieinnnnnnn. $20 per visit
Outpatient surgery and certain other outpatient procedures........... $20 per procedure
Allergy injections (including allergy serum) ..., No charge
Most immunizations (including the vaccine)...........ccccooeeeeeiiiveiinnnnnn. No charge
Most X-rays and laboratory tests..........cccccoviiiiiii No charge
Manual manipulation of the spine ..., $20 per visit
Room and board, surgery, anesthesia, X-rays, laboratory tests,
=T a0 o | 10T [P EERT $100 per admission

Emergency Health Coverage You Pay

Emergency Department VISItS .........coooviiiiiiiiiieee e $50 per visit

Note: If you are admitted directly to the hospital as an inpatient for covered Services, you will pay the
inpatient Cost Share instead of the Emergency Department Cost Share (see "Hospitalization Services"
for inpatient Cost Share)

AMDBUIANCE SEIVICES ... No charge

Other transportation Services for medical appointments (up to 24

one-way trips, 50 miles per trip, per calendar year) ............cccuuuee. No charge

Covered outpatient items in accord with our drug formulary

guidelines:
MOSE QENENIC IEIMS ... $10 for up to a 100-day supply
Most brand-name iteMS ..........ooviiiiiii $35 for up to a 100-day supply

Durable Medical Equipment (DME You Pa

Covered durable medical equipment for home use .............cccouue.... No charge

Kaiser Foundation Health Plan, Inc., Southern California Region continues



continued

Mental Health Services You Pay

Inpatient psychiatric hospitalization.............cccoeeeeviiiiiiiiiiie e, $100 per admission
Individual outpatient mental health evaluation and treatment.......... $20 per visit

Group outpatient mental health treatment.................cccoevvviiiieneen. $10 per visit
Substance Use Disorder Treatment You Pay

Inpatient detoXifiCation ..............eiiiiiieiii e $100 per admission
Individual outpatient substance use disorder evaluation and

LU C=T= 10 0= o | PO $20 per visit
Group outpatient substance use disorder treatment....................... $5 per visit

Home Health Services You Pa
Home health care (part-time, intermittent) ............ccccooeveeeiieiieiinnnnnn. No charge

Other You Pa

Eyeglasses or contact lenses every 24 months ............cceeevvevvvnnnnn. Amount in excess of $150 Allowance
Skilled nursing facility care (up to 100 days per benefit period)...... No charge

External prosthetic and orthotic devices

.......................................... No charge
Ostomy and urological SUPPLIES .......ueveeieeiiiiiiiiiie e No charge
Ready-made meal delivery (2 meals per day, up to 4 weeks per

calendar year, upon discharge from the hospital or skilled nursing

FACHILY) coeeeeeee e No charge

This chart does not explain benefits, Cost Share, out-of-pocket maximums, exclusions, or limitations,
nor does it list all benefits and Cost Share amounts. For additional information, please refer to the
Summary of Benefits booklet enclosed; for a complete explanation, refer to the EOC.

Kaiser Foundation Health Plan, Inc., Southern California Region 4206324.19.1.5000599376



SCAN Health Plan
Effective January 1, 2021

Annual Maximum Out of Pocket for Medical Co-pays
Pharmacy

$3,400 per member

- Generic Drugs on the Prescription Drug List

$10 copay per prescription
(%5 when using preferred pharmacy)

- Preferred Brand — Medically Necessary Name Brand Drugs
designated as preferred on the Prescription Drug List, with no
Generic Equivalent

$20 copay per prescription

- Non-Preferred Brand — Non-Medically Necessary Name Brand
Drugs on the Prescription Drug List with a Generic Equivalent
and drugs designated non-preferred on the Prescription Drug
List

$20 copay per prescription

- Specialty Drugs

25% coinsurance

100-day supply available at retail pharmacy or mail order through ESI

Two copays for 100-day supply

Inpatient Hospital Services

$100 copay per admission

Outpatient Facility Services $0 copay

Hospital Emergency Room or Outpatient Facility $50 copay per visit, waived if admitted
Urgent Care Facility $15 copay per visit

Rehabilitative Therapy $15 copay per visit

Primary Care and Specialist Physician Office Visits $15 copay per visit

Preventive Services:

Annual Physical Exam $0 copay per visit

Well Woman Exam $0 copay per visit

Chiropractic Service: For the diagnosis and treatment of disorders
nueromusculoskeletal system

$15 copay per visit; up to 20-self-referred visits

Vision Care: Eye Exam

$15 copay per visit

Vision Care: One Pair

$100 allowance towards glasses; $0 copay for
lenses’ $130 contact allowance in lieu of glasses

Hearing Exam

$15 copay

Hearing Aids $300 allowance per aid; or $600 for two aids
every two calendar years

Durable Medical Equipment $0 copay

External Prosthetic Appliances $0 copay

Home Health Services $0 copay

Hospice Services $0 copay

Skilled Nursing and Rehabilitation Facilities $0 copay

Laboratory and Radiology Services $0 copay

Mental Health Inpatient Services $100 copay per admission

Mental Health Outpatient Services $15 copay per visit

Substance Abuse Detoxification Inpatient Services $100 copay per admission

Substance Abuse Detoxification Outpatient Services $10 copay per visit

Gym Membership provided by SilverSneakers® $0 copay

Telehealth provided by MDLIVE $0 copay

Transportation unlimited rides; 75 miles maximum per ride $0 copay

BrainHQ $0 copay

SCAN Healthtech $0 copay

Page 1 of 2




Additional Services & Programs offered:

Prospective members please contact SCAN Health Plan at 1-877-212-7654. SCAN is available to assist you in
reviewing SCAN benefits, primary care selection, prescription drug formulary, and coordination of service for pre-
arrangement procedures.

Independent Living Power®

SCAN offers unique in-home services designed to keep people on Medicare healthy and independent. Called
Independent Living Power, these services can help during a recovery from a hospital stay or provide support during an
acute of long-term illness. For many retirees, these benefits provide the extra help necessary to remain out of a nursing
home. Qualifying members are eligible for up to $650 allowance per month of these additional services. Retirees must
qualify for Independent Living Power. Services are only available in Los Angeles, Orange, Riverside, San Bernardino
and San Diego Counties.

Personal Care Coordinator $0 copay
SCAN staff will provide personal assistance to coordinate your Independent Living Power services or other services
with within SCAN and refer members to community resources.

Home Delivered Meals $0 copay
SCAN members are covered for home delivery of meals to meet nutritional needs.

Personal Care $15 copay/visit
You are covered for in-home assistance for tasks such as bathing, dressing, eating, getting in and out of bed, moving
about/walking, and grooming.

Emergency Response System $0 per month
SCAN members are covered for the installation of a personal emergency response device that alerts emergency medical
personnel to provide immediate help. There is no cost for installation.

Routine Transportation $0 copay
Unlimited rides per year to or from pre-scheduled medical appointment to contracted providers.
75 miles maximum per ride.

Transportation Escort $15 copay
As a SCAN member you are eligible to receive an escort to assist you during transportation to and from medical
appointments.

Homemaker Service $15 copay
SCAN members are eligible to receive assistance with light cleaning, grocery shopping, laundry and meal preparation.

Inpatient Custodial Level Care $0 copay
You are covered for up to five days for post-acute or respite support in and in-patient facility such as a skilled nursing
facility. You may use this services following a hospital discharge, ER visit, or for respite care purposes.

In-Home Caregiver Relief $15 copay
SCAN provides alternative caregiver services in your home when a regular caregiver can’t be there.

Adult Day Care $15 copay
SCAN covers adult day care services to provide relief for your regular Caregiver while addressing the individual needs
of the member for physical, social or intellectual exercises and stimulation.

Incontinence supplies/Hygiene supplies $0 copay
SCAN covers incontinence supply if members are living in Assisted Living Facility or Board and Care or at Home
when they are wheel chair bound or bedbound.

Select Bathroom Safety Equipment $0 copay
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County of Orange

Anthem.

Anthem Senior Secure (HMO)

Health. Join In.

HMO Plan — Effective January 1, 2021
For additional information, contact First Impressions:
Pre Member: 833-848-8729 / Member: 833-848-8730
TTY users: 711, Monday- Friday 8a.m. —9p.m. ET

Blue Cross

Pharmacy - Retail
- Generic Drugs on the Prescription Drug List

- Preferred Brand - Medically Necessary Name Brand Drugs
designated as preferred on the Prescription Drug List, with
no Generic Equivalent

- Non-Preferred Brand - Medically Necessary Name Brand
Drugs on the Prescription Drug List with a Generic
Equivalent and drugs designated non-preferred on the
Prescription Drug List

Preferred Pharmacy

Non Preferred

Preferred Brand

Pharmacy
$0 copay Select $0 copay Select
Generics Generics
$5 copay Generics | $10 copay Generics
$25 copay $30 copay

Preferred Brand

$45 copay Non-
preferred Brand and
Specialty

$50 copay Non-
preferred Brand and
Specialty

Annual Out-Pocket Maximum for Certain Services

$3000 for each Medicare eligible retiree

Outpatient Facility Services

$100 copayment

Hospital Emergency Room or Outpatient Facility

$50 copayment per visit, waived if admitted

Urgent Care Facility $20 copayment per visit
Rehabilitative Therapy $20 copayment per visit
Primary Care and Specialist Physician Office Visits $20 copayment per visit

Preventative Services:
Annual Physical Exam
Well Woman Exam

$0 copayment per visit
$0 copayment per visit

Routine Vision Care: Eye Exam

Through Blue View Vision
$20 copayment for exam every 12 months

Routine Vision Care: One Pair of Approved Glasses

$100 allowance for Frames every 24 months
$0 copayment for lenses every 24 months
$80 allowance for contact lenses every 24
months in lieu of glasses

Durable Medical Equipment

20% coinsurance

External Prosthetic Appliances

20% coinsurance

Home Health Services

$0 copayment

Hospice Services

$20 copayment for consultation. Original
Medicare covers Hospice care

Skilled Nursing and Rehabilitation Facilities

$0 copayment per admission

Laboratory and Radiology Services

$0 copayment for Laboratory tests
$20 copayment for simple X-rays
$100 copayment for complex X-rays

Mental Health Inpatient Services

$100 copayment per admission

Mental Health Outpatient Services $20 copayment per visit
Substance Abuse Inpatient Services $100 copayment per admission
Substance Abuse Outpatient Services $20 copayment per visit
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Additional Services & Programs offered:

Health & Wellness Programs

24-hour Nurseline and Audio Library

SilverSneakers - Opportunities to join in fitness programs and health education seminars

LiveHealth Online — Telehealth visits with an in-network board certified doctor 24 hours a day, 7 days a week
Healthy Meals (Healthy Food Delivery)

Medicare Community Resource Support

Smoking Cessation

Foreign Travel Benefit

For claims and other questions once you become a member, please call:
1-833-848-8730. TTY users: 711, Monday- Friday 8:00 a.m. — 9:00 p.m. ET.

County of Orange website: http://anthem.com/ca/countyoforange

Note: The benefit information provided herein is a brief summary, not a comprehensive description of benefits.
For more information contact the plan.

- You must receive all routine care from plan providers.

- Eligible beneficiaries must use network pharmacies to access their prescription drug benefit, except under non-
routine circumstances, and quantity limitations and restrictions may apply.

This information is not a complete description of benefits. Contact the plan for more
information. Limitations, copayments and restrictions may apply. Benefits may change
on January 1 of each year.

Anthem Blue Cross is an HMO plan with a Medicare contract. Enrollment in Anthem
Blue Cross depends on contract renewal. Anthem Blue Cross is the trade name of Blue
Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and
symbol are registered marks of the Blue Cross Association.
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http://anthem.com/ca/countyoforange

Anthem.

. |
Health. Join In. "™

Anthem Preferred Custom (PPO)
County of Orange
PPO Plan — Effective January 1, 2021
For additional information, contact First Impressions:
Pre Member: 833-848-8729 / Member: 833-848-8730
TTY users: 711, Monday- Friday 8a.m. —9p.m. ET

Pharmacy - Retail . . Preferred Pharmacy| Non Preferred
- Generic Drugs on the Prescription Drug List y Pharmacy
- Preferred Brand - Medically Necessary Name Brand %%r?gﬁiz Select ?;%ﬁgﬁg Select
Drugs designated as preferred on the Prescription Drug $5 copay Generics | $10 copay Generics
List, with no Generic Equivalent
$25 copay $30 copay
- Non-Preferred Brand - Medically Necessary Name Preferred Brand Preferred Brand
Brand Drugs on the Prescription Drug List with a $45 copay Non- | $50 copay Non-
Generic Equivalent and drugs designated non-preferred preferred preferred
on the Prescription Drug List Brand/Specialty Brand/Specialty
Annual Out-Pocket Maximum for Certain Services $3250 combined In and Out of Network for
each Medicare eligible retiree
Outpatient Facility Services $20 copayment
Hospital Emergency Room or Outpatient Facility $50 copayment per visit, waived if admitted
Urgent Care Facility $20 copayment per visit
Rehabilitative Therapy $20 copayment per visit
Primary Care and Specialist Physician Office Visits $20 copayment per visit
Preventive Services:
Annual Physical Exam $0 copayment per visit
Well Woman Exam $0 copayment per visit
Routine Vision Care: Eye Exam $0 copayment per visit
Routine Vision Care: One Pair of Approved Glasses $150 allowance for Eye wear every 24
months
Durable Medical Equipment $0 copayment
External Prosthetic Appliances $0 copayment
Home Health Services $0 copayment
Hospice Services $20 copayment for consultation. Original
Medicare covers Hospice care
Skilled Nursing and Rehabilitation Facilities $0 copayment per admission
Laboratory and Radiology Services $0 copayment
Mental Health Inpatient Services $100 copayment per admission
Mental Health Outpatient Services $20 copayment per visit
Substance Abuse Inpatient Services $100 copayment per admission
Substance Abuse Outpatient Services $20 copayment per visit
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Additional Services & Programs offered:

Health & Wellness Programs

24-hour Nurseline and Audio Library

SilverSneakers - Opportunities to join in fitness programs and health education seminars

LiveHealth Online — Telehealth visits with an in-network board certified doctor 24 hours a day, 7 days a week
Healthy Meals (Healthy Food Delivery)

Medicare Community Resource Support

Smoking Cessation

Foreign Travel Benefit

For claims and other questions once you become a member, please call:

1-833-848-8730. TTY users: 711, Monday- Friday 8:00 a.m. — 9:00 p.m. ET.

County of Orange website: http://anthem.com/ca/countyoforange

Note: The benefit information provided herein is a brief summary, not a comprehensive description of benefits.
For more information contact the plan.

- Eligible beneficiaries must use network pharmacies to access their prescription drug benefits, except under
non-routine circumstances and quantity limitations and restrictions may apply.

This information is not a complete description of benefits. Contact the plan for more
information. Limitations, copayments and restrictions may apply. Benefits may change
on January 1 of each year.

Anthem Blue Cross Life and Health Insurance Company is an LPPO plan with a
Medicare contract. Enrollment in Anthem Blue Cross Life and Health Insurance
Company depends on contract renewal. Anthem Blue Cross Life and Health Insurance
Company is an independent licensee of the Blue Cross Association. ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and
symbol are registered marks of the Blue Cross Association.
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Anthem.

Health. Join In.

Anthem Preferred Standard (PPO)

County of Orange

PPO Plan — Effective January 1, 2021
For additional information, contact First Impressions:
Pre Member: 833-848-8729 / Member: 833-848-8730
TTY users: 711, Monday- Friday 8:00 a.m. —9:00 p.m. ET

Blue Cross

Pharmacy - Retail

$200 deductible

- Generic Drugs on the Prescription Drug List Preferred Pharmacy | Standard Network
Pharmacy
- Preferred Brand - Medically Necessary Name Brand $0 copay Select $0 copay Select
Drugs designated as preferred on the Prescription Drug Generics Generics
List, with no Generic Equivalent $10 copay Generics | $15 copay Generics
$40 copay $45 copay
Preferred Brand Preferred Brand
- Non-Preferred Brand - Medically Necessary Name $40 copay $45 copay
Brand Drugs on the Prescription Drug List with a Non -Preferred Non -Preferred
Generic Equivalent and drugs designated non- Brand Brand
preferred on the Prescription Drug List $40 copay Specialty | $45 copay Specialty
Annual Deductible $300

Annual Out-Pocket Maximum for Certain Services

$3400 combined In and Out of Network for
each Medicare eligible retiree

Inpatient Hospital Services

In network - $200 copayment, days 1-5 Out
of network - 30% coinsurance per

admission

Outpatient Facility Services

In network - $100 co-payment
Out of network - 30% coinsurance

Hospital Emergency Room or Outpatient

$65 copayment per visit, waived if admitted

Urgent Care Facility

$40 copayment per visit

Rehabilitative Therapy

In network - $40 copayment per visit
Out of network - 30% coinsurance

Primary Care and Specialist Physician Office Visits

In network - $25 copayment for Primary
Care physician per visit & $40 copayment

for Specialist per visit

Out of Network - 30% coinsurance per visit

Preventative Services:
Annual Physical Exam

Well Woman Exam

In network - $0 copayment per visit
Out of network — 30% coinsurance per visit

In network - $0 copayment per visit
Out of network — 30% coinsurance

Routine Vision Care: Eye Exam

$0 copayment for In network and Out of
network routine vision exams

Eyewear

$100 maximum benefit allowance every 24
months. Covered eyewear includes
prescription glasses, lenses, frames and

contact lenses.
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Durable Medical Equipment In network - 10% coinsurance
Out of network - 10% coinsurance

External Prosthetic Appliances In network - 10% coinsurance
Out of network - 10% coinsurance
Home Health Services In network - $0 copayment
Out of network - 30% coinsurance
Hospice Services In network - $40 copayment for

consultation

Out of network - 30% coinsurance for
consultation

Original Medicare pays for Hospice Services

Skilled Nursing and Rehabilitation Facilities In network - $0 per days 1-20, $50 per days
21-100
Out of network - 30% coinsurance per
admit

Laboratory and Radiology Services Lab — In network $0 copayment

Out of network - $0 copayment

X-ray — In network - $40 copayment for
simple and $125 for complex

Out of network - 30% coinsurance

Mental Health Inpatient Services In-network $200 copayment, days 1-5

Out of network-30% coinsurance per admit
Mental Health Outpatient Services In network - $25 copayment per visit

Out of network - 30% coinsurance
Substance Abuse Detoxification Inpatient Services In-network $200 copayment, days 1-5

Out of network-30% coinsurance per admit
Substance Abuse Detoxification Outpatient Services In network - $25 copayment per visit

Out of network - 30% coinsurance

Additional Services & Programs offered:

Health & Wellness Programs

24-hour Nurseline and Audio Library

SilverSneakers - Opportunities to join in fitness programs and health education seminars

LiveHealth Online — Telehealth visits with an in-network board certified doctor 24 hours a day, 7 days a week
Healthy Meals (Healthy Food Delivery)

Medicare Community Resource Support

Smoking Cessation

Foreign Travel Benefit

For claims and other questions once you become a member, please call:
1-833-848-8730. TTY users: 711, Monday- Friday 8:00 a.m. —9:00 p.m. ET.

County of Orange website: http://anthem.com/ca/countyoforange

Note: The benefit information provided herein is a brief summary, not a comprehensive description of benefits.
For more information contact the plan.

- With the exception of emergencies or urgent care, it may cost more to get care from out-of-network providers.
- Eligible beneficiaries must use network pharmacies to access their prescription drug benefit, except under non-
routine circumstances, and quantity limitations and restrictions may apply.
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