Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Anthem® Blue Cross Life and Health Insurance Company

PRISM - CSURMA: Custom Anthem EPO 0/20/0

Coverage Period: 01/01/2026 - 12/31/2026
Coverage for: Individual + Family | Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the

plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will

be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of
coverage, https://eoc.anthem.com/eocdps/ca/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (855)

333-5730 to request a copy. For your Pharmacy benefits through Navitus go to www.navitus.com/members or call (855) 847-1035.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for
specific services?
What is the out-of-
pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?
Will you pay less if
you use a network

$0

Yes. Primary Care. Specialist
Visit. Preventive Care. For more

information see below.

No.

$1,500/petson or $3,000/ family
for In-Network Providers.
Prescription: $1,500/petson or
$3,000 family for In-Network
Providets.

Premiums, balance-billing
charges, and health care this plan
doesn't covert.

Yes. See www.anthem.com/find-

care/?alphaprefix=]PU or call

provider?

Do you need a referral

to see a specialist?

(855) 333-5730 for a list of
network providers. Benefits and

costs may vary by site of service
and how the provider bills.
No.

See the Common Medical Events chart below for your costs for services this plan covers.

This plan covers some items and services even if you haven’t yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive

services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have

other family members in this plan, they have to meet their own out-of-pocket limits until the

overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an Out-of-Network Provider, and you might

receive a bill from a provider for the difference between the provider’s charge and what your
plan pays (balance billing). Be aware, your network provider might use an Out-of-Network

Provider for some services (such as lab work). Check with your provider before you get
services.
You can see the specialist you choose without a referral.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Primary care visit to treat an

(You will pay the least)

(You will pay the most)

Virtual visits (Telehealth)

injury or illness $20/visit Not covered benefits available.
. . o . Virtual visits (Telehealth)
If you visit a Specialist visit $20/visit Not covered benefits available.
health care ;
rovider’s office You may have to pay for services
lm Preventive care/screening/ that aten't preventive. Ask your
) . scfechlig No charge Not covered provider if the services needed
immunization .
are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood 0% coinsurance Not covered none
If you have a test work)
Imaging (CT/PET scans, MRIs) $100/test Not covered none

Non-Participating Provider

Pharmacy Out of Pocket Maximum $1,500 per person / $3,000 claims do not apply to the
OOPM (OOPM) per family OOPM
. $5 Copay (retail)
Tier 1 — Typically Generic 3> Copay (r.etall) Not Covered for mail order
$5 Copay (mail order) .
scripts
. . . $20 Copay (retail) L

Tier 2 — Typicall $20 Copay (retail) . Your Prescription Drug
If dd ypiea’y pay . .
T };);tn ezur e Preferred/Brand $40 Copay (mail order) Not Covered for mail order Coverage is covered by Navitus
illness 0}; Scripts Health Solutions. For more

. . . $60 Copay (retail ; ;

condition Tier 3 — Typically Non- $60 Copay (retail) Not Covere 31) f}(T)r( mail)or der 1nfor1mat10n, please call (855)

Preferred/Specialty Drugs $120 Copay (mail order) scripts 847-1035.

. 20% to $150 max (retail)

Specialty Drugs 20% to $300 max (mail order) Not Covered
It you %1ave Facility fee (e.g., ambulatory $100/admission Not covered none
outpatient surgery center)
surgery Physician/surgeon fees 0% coinsurance Not covered none

Copayment waived if admitted.

If d Emergency room care $100/visit Covered as In-Network 0% coinsurance for Emergency
. younee Room Physician Fee.
immediate Emergency medical
medical attention X $100/trip Covered as In-Network none

transportation

Urgent care $20/visit Not covered Copayment waived if admitted.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the least)

(You will pay the most)

If you need
mental health,
behavioral health,
ot substance
abuse services

Outpatient services

Office Visit
$20/visit
Other Outpatient
0% coinsurance

Office Visit
Not covered
Other Outpatient
Not covered

If you have a Facility fee (e.g., hospital room) $200/admission Not covered none
hospital stay Physician/surgeon fees 0% coinsurance Not covered none
Office Visit

988 lifeline/mobile crisis team
covered as In-Network. Virtual
visits (Telehealth) benefits
available.
Other Outpatient

none

0% coinsurance for Inpatient
Physician Fee In-Network

Inpatient services $200/admission Not covered Providers. No Coverage for
Inpatient Physician Fee Out-of-
Network Providers.

Office visits $20/visit Not covered Maternity care may include tests

Childbirth/delivery professional

0% coinsurance

Not covered

and services described elsewhere

recovering or
have other

If you are services in the SBC (i.e., ultrasound).
pregnant I . . *Coverage includes fertility
Ch1l§b1rth/dehvery el $200/admission Not covered preservation services, see
services . . .
Fertility Preservation section.
Home health care $20/visit Not covered 100 v131ts/ben§ﬁt period for In-
Network Providers.
Rehabilitation services $20/visit Not covered " ) )
If you need help Habilitation services $20/visit Not covered See Therapy Services section.

Skilled nursing care

0% coinsurance

Not covered

100 days/benefit period for
skilled nursing services for In-

;I; 231:1 health Network Providerﬁ.
Durable medical equipment 20% coinsurance Not covered *See. Lurabe Medmal
o Equipment section.
Hospice services No charge Not covered none
If your child Children’s eye exam Not covered Not covered Hone
needs dental or Children’s glasses Not covered Not covered
eye care Children’s dental check-up Not covered Not covered none

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other
excluded services.)

e Children’s dental check-up e Cosmetic surgery e Dental care (Adult)
e Eye exams for a child e Glasses for a child e Hearing aids
e Infertility treatment e Long-term care e Non-emergency care when traveling outside
e Routine eye care (Adult) e Routine foot care unless you have been the U.S.
diagnosed with diabetes e Weight loss programs

Pharmacy Benefit Exclusions

o Alcohol Swabs e Hair growth stimulants
e Insulin pumps/pump supplies e Infertility Treatment
e Anti-wrinkle agents e Medical office administered medications

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture e Bariatric surgery e Chiropractic care 60 days/benefit period

e Private-duty nursing in a Home Setting only combined with all other therapies

Other Pharmacy Benefit Inclusions
e Sexual dysfunction agents e Smoking cessation
e Vaccines
e Acne/Skin disease (PA required for
members age 35 or older)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: California Department of Insurance, Consumer Services Division, 300 South Spring Street, South Tower, Los Angeles, CA 90013, (800) 927-
HELP (4357) , Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565,
www.cclio.cms.gov, or contact Anthem at the number on the back of your ID card. Other coverage options may be available to you, too, including buying

individual insurance coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-
800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310

Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, 1-877-267-2323 x61565, www.cciio.cms.gov

Additionally, a consumer assistance program can help you file your appeal. Contact California Department of Insurance, 300 South Spring Street, 14th Floor,
Los Angeles, CA 90013, 800-927-4357, 800-482-4833 (T'TY), https://www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes/No.

Minimum FEssential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum FEssential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes/No.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

| To see examples of how this plan might cover costs for a sample medical situation, see the next section. |
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About these Coverage Examples:

u
h

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow

hospital delivery)
B The plan’s overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $200
B Other coinsurance 0%
This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $70
The total Peg would pay is $270

B The plan’s overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $200
B Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
edncation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $200
Coinsurance $0
What isn’t covered
Limits or exclusions $4,300
The total Joe would pay is $4,500

up care)
B The plan’s overall deductible $0
B Specialist copayment $20
B Hospital (facility) copayment $200
B Other coinsurance 0%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $500
Coinsurance $60
What isn’t covered
Limits or exclusions $10
The total Mia would pay is $560

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Get help in your language

Language Assistance Services

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 alternative
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 linguisticos sin costo. Puede solicitar los servicios de un
intérprete. También puede solicitar que le leamos y le enviemos
algunos documentos en su idioma. Llame al numero que figura en
su tarjeta de identificacion o al 1-888-254-2721. Si necesita mas
ayuda, llame al Departamento de Seguros de California al 1-800-
927-4357 (TTY/TDD: 711).

Arabic
| RYx V0N ‘AQ Jj.n.a;.“ él.'\S..u,; .iﬁ.)}é‘ {‘;)1‘“ QA'G Jj.n.a;h Eit 3 _2“\.\1‘:\ 3.715:1_‘ | PR
E_).J.nh r;ﬁ).“ér, L Jail SEJ.DLMJ‘L:_‘.SJ}‘AAH ﬂ'ﬁﬂdéﬂj!l.ﬂ.mud'l.u)bﬂ”ﬁ
ansty ol Bacliaall (e 2 3l 1-800-254-2721 f by Lalall 4 ool dillay e
1-800-927-4357 (TTY/TDD: 711) &1 1= CA & Cpalil

Armenian

Unwlug wpdtph [Gauywl dwnw)nLpjnluutp: “nLp Jwpnn Gp
pwuwynp pwnquuuhy unnwuw: Hncp Yupnn Gp unwliwig
thwuwnwpenrtn, npnup yuwpnned Gu abq hwdwp, huy npnautpp®
nLnwpyyned Bu a6p [Ggqyny: Oqunipjwu hwdwp quugwhwptp
utiq 4G 1D pwpwunind ULpywd hwdwpny Ywu 1-888-254-2721
hGnwhunuwhwdJwnny: Lhwgnighy oqunijwl hwdwn
quugqwhwntp CA Uywhnywgnpnipjwl pwdwuunitup®
1-800-927-4357 (TTY/TDD" 711)

Chinese

REES IR - TMoEEOEERG - ol DS T0E > ALk
XHEERRES A - LSS AFEE - SKHUSHE

o S ERAGHY ID -RETYIHEERE S0 - BEEE 1-888-254-2721 BTN
Hrgs - AHUSHA 778 - F52(FE 1-800-927-4357 (TTY/TDD: 711)

il CA Rl Bl ras

Farsi
S PENRN . PR U PENS LI - JPENG KT DN D SIS T PATRY PR RLA DREN
e Jle ) gl o Ll ol 4 aliad Ay s a gl el & Lad ol 4p Lad (gl ol
-254-2721 s led L asd Cypiae GOS8 jaz paie s pled Ll Lo Jlaial ;) ol
1-800-927- o Lol 4: CA 4u (i3 L iy (lain)) sl n 2,50 (il 888-1
2,8 34357 (TTY/TDD: 711)
Hindi
T eoeh #1717 QaT?| 31T T G STeT Y Hehed € | 3T gEaTdS
3T AT & Teal Hehel ¢ 3R FS I 39T A9 H Ge, b THerar
Hehd § | TETIAT & [T, 379 3TSET 1 R T 7T H«X o7 A7 1-888-
254-2721 IR &H Fict Y| 3TFH FEIdT & foIw HI STAT FameT r
1-800-927-4357 9X il &Y (TTY/TDD: 711)

Hmong

Tsis Sau Ngi Rau Kev Pab Cuam Txog Lus. Koj tuaj yeem tau
txais tus kws txhais lus. Koj tuaj yeem tau txais cov ntaub ntawv
kom muab nyeem rau koj mloog thiab kom muab xa rau koj ua
yam lus koj hais. Rau kev pab, hu peb tus npawb xov tooj muaj
nyob ntawm koj daim npav ID los sis 1-888-254-2721. Rau kev
pab ntxiv hu lub CA Tuam Tsev Hauj Lwm ntsig txog Kev Tuav Pov
Hwm ntawm 1-800-927-4357 (TTY/TDD: 711)

Japanese

mEOSFEY—E A, BWREHTrZ b TEET, CEAHEH
S CmA LT, EBELEV T L TEET, PR—
MV RGA. ID — RIZREi S TV D EEE T £7213 1-
888-254-2721 £ THEFHELZ &V, EHIZFELWMEFRIZONT
(X, B U 73 =THURBRES E TBEWSbEL E &V, Eif
&%+ 1-800-927-4357 (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.

#CA-CDI-001#
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Khmner

Qsﬁﬁ‘immﬁhﬁﬁnmﬂ HAHIGS gUTSY™ Uﬁ*fﬁ_ﬂ

HMHGS Qmmehﬁmmmgéjmﬁ fuILd

Sm}nﬁﬁma tﬁémﬁmﬁwmmms—ﬁﬁﬂ UENUNSW
magjmmaﬁtmtﬂﬁwatmemm sisisEmMms 1D mmmﬁ 4 1-
888-254- 2721°| NBEUSSWUISY & magsmmw‘htﬁﬁmmnum
CA mgidiiinie 1-800-927-4357 (TTY!TDD: 711)

Korean

S48 HAH AEIA. SYAIE @%Aliﬁ CELIL EMS AHotOlAH
HAHEE = UL HE Axs= Aot S = 240t He =z
2UHEE = UAsLIth & OI 2 2otAIH, Aot ID =01 LESt
U= HE L= 1-888-254-2721 B2 = Matoll =AlJ| gt LICH
E‘JE T=20| 220tAlH CA E& 20l 1-800-927-4357 (TTY/TDD:
71 Matolf = AIL.

Punjabi
Eﬁiéﬁmwﬁwmmgﬂa@@ﬂcHdléﬁ :sd'é)
U3 3 Y3 59 Aae 3 w3 9% TS I 1Y 39 39 9 ol Hew
et %WWBTW'?HWBEH‘?WH@W1 888-254-
2721. QH}EEB'ETCAWE@HT§TE1?|WH@1 -800-927-4357
(TTY/TDD: 711) B

Russian

[ocTynHbl GecnnaTtHble ycryrv nepesoaa. Bol moxeTe
BOCMONb30BaTbCs YCryramMmu nepeBoYMka. Bam mMoryT 3aumTatb
[IOKYMEHTbI BCIYX, @ HEKOTOPbIE U3 HUX MOTYT ObITb OTNpaBneHb!
BaM Ha BalleM si3blke. ECNn Bam Hy)XHa NMOMOLLb, NO3BOHWTE HaM
no HOMepy, YKazaHHOMY Ha Ballei naeHTUMKaLMOHHON KapTe

y4yacTHUKa nnaHa, unu no Homepy 1-888-254-2721. [ina nony4eHunsa
A0oNoNHUTENBHOW NOMOLLM NMO3BOHUTE B [lenapTamMeHT cTpaxoBaHus

wrtata California no Homepy 1-800-927-4357 (TTY/TDD: 711)

Tagalog

Walang Gastos na mga Serbisyo sa Wika. Maaari kang
kumuha ng interpreter. Maaari mong ipabasa ang mga
dokumento sa iyo at ipadala sa iyo ang ilan sa nang nasa wika
mo. Para sa tulong, tawagan kami sa numerong nakalista sa
iyong ID card o 1-888-254-2721. Para sa higit pang tulong
tumawag sa CA Dept. of Insurance sa 1-800-927-4357
(TTY/TDD: 711)

Thai

u3nrsanunisuuy bidaarlyans aaanisn Suatiiamamdale
ﬂmmmsmmanmsuuu finarulunisuasaeluaonlunimzasanla
wINnaIn1sANTIada Tdsansinnaisinin
nmmﬂ‘nm-isuuuumﬂwmmmmﬂmma 1-888-254-2721
UINRaINIsANTILUAaIRNEN TUsaTnsdneansunisyseiudouns
unanasiiialaii 1-800-927-4357 (TTY/TDD: 711)

Viethamese

Dich vu Ngén ngi¥ Mién Phi. Quy vi co thé dwgc bb tri théng
dich vién. Quy vi co thé yéu cau ho doc tai liéu hoac guri cho
quy vi mét sé tai lieu bang ngén ngLr cta quy vi. Pé duoc tro
glup hay goi cho chung t6i theo s6 dién thoai dwoc ghi trén thé
ID cua quy vi hoac 1-888-254-2721. f)e duoc tro giup thém,
hay goi cho S& Bao hiém CA theo s6 1-800-927-4357
(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.
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get reasonable modifications as well as
free auxiliary aids and services if you have a disability. We don’t discriminate on the basis of race, color, national origin, ancestry,
religion, sex, marital status, gender, gender identity, sexual orientation, age or disability. For people whose primary language isn’t English
(or have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters and other written languages.
Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711) or visit our website. If you think
we failed in any areas or to learn more about grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box
27401, Richmond, VA 23279, or if you think you were discriminated against based on race, color, national origin, age, disability, or sex,
you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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. #CA-CDI-001#
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