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Consolidated Appropriations Act of 2021 Notice
Consolidated Appropriations Act of 2021 (CAA)

The Consolidated Appropriations Act of 2021 (CAA) is a federal law that includes the No Surprises Act as
well as the Provider transparency requirements that are described below.

Surprise Billing Claims
Surprise Billing Claims are claims that are subject to the No Surprises Act requirements:

o Emergency Services provided by Out-of-Network Providers;
e Covered Services provided by an Out-of-Network Provider at an In-Network Facility; and
e Out-of-Network Air Ambulance Services.

No Surprises Act Requirements
Emergency Services
As required by the CAA, Emergency Services are covered under your Plan:

e Without the need for Precertification;
e Whether the Provider is In-Network or Out-of-Network;

If the Emergency Services you receive are provided by an Out-of-Network Provider, Covered Services will
be processed at the In-Network benefit level.

Note that if you receive Emergency Services from an Out-of-Network Provider, your Out-of-Pocket costs
will be limited to amounts that would apply if the Covered Services had been furnished by an In-Network
Provider. However, Out-of-Network cost shares (i.e., Copayments, Deductibles and/or Coinsurance) will
apply to your claim if the treating Out-of-Network Provider determines you are stable, meaning you have
been provided necessary Emergency Care such that your condition will not materially worsen and the
Out-of-Network Provider determines: (i) that you are able to travel to an In-Network Facility by non-
emergency transport; (ii) the Out-of-Network Provider complies with the notice and consent requirement;
and (iii) you are in condition to receive the information and provide informed consent. If you continue to
receive services from the Out-of-Network Provider after you are stabilized, you will be responsible for the
Out-of-Network cost-shares, and the Out-of-Network Provider will also be able to charge you any
difference between the Maximum Allowed Amount and the Out-of-Network Provider’s billed charges. This
notice and consent exception does not apply if the Covered Services furnished by an Out-of-Network
Provider result from unforeseen and urgent medical needs arising at the time of service.

Out-of-Network Services Provided at an In-Network Facility

When you receive Covered Services from an Out-of-Network Provider at an In-Network Facility, your Out-
of-Pocket costs will be limited to amounts that would apply if the Covered Service had been furnished by
an In-Network Provider. However, if the Out-of-Network Provider gives you proper notice of its charges,
and you give written consent to such charges, claims will be paid at the Out-of-Network benefit level. This
means you will be responsible for Out-of-Network cost-shares for those services and the Out-of-Network
Provider can also charge you any difference between the Maximum Allowed Amount and the Out-of-
Network Provider’s billed charges. This Notice and Consent process described below does not apply to
Ancillary Services furnished by an Out-of-Network Provider at an In-Network Facility. Your Out-of-Pocket
costs for claims for Covered Ancillary Services furnished by an Out-of-Network Provider at an In-Network
Facility will be limited to amounts that would apply if the Covered Service had been furnished by an In-
Network Provider. Ancillary Services are one of the following services: (A) Emergency Services; (B)



anesthesiology; (C) laboratory and pathology services; (D) radiology; (E) neonatology; (F) diagnostic
services; (G) assistant surgeons; (H) Hospitalists; (1) Intensivists; and (J) any services set out by the U.S.
Department of Health & Human Services.

Out-of-Network Providers satisfy the notice and consent requirement as follows:

1. By obtaining your written consent not later than 72 hours prior to the delivery of services; or
2. If the notice and consent is given on the date of the service, if you make an appointment within 72
hours of the services being delivered.

Out-of-Network Air Ambulance Services

When you receive Covered Services from an Out-of-Network Air Ambulance Provider, your Out-of-Pocket
costs will be limited to amounts that would apply if the Covered Service had been furnished by an In-
Network Air Ambulance Provider.

How Cost-Shares Are Calculated

Your cost shares for Surprise Billing Claims will be calculated based on the Recognized Amount. Any
Out-of-Pocket cost shares you pay to an Out-of-Network Provider for either Emergency Services or for
Covered Services provided by an Out-of-Network Provider at an In-Network Facility or for Covered
Services provided by an Out-of-Network Air Ambulance Service Provider will be applied to your In-
Network Out-of-Pocket Limit.

Appeals

If you receive Emergency Services from an Out-of-Network Provider or Covered Services from an Out-of-
Network Provider at an In-Network Facility or Out-of-Network Air Ambulance Services and believe those
services are covered by the No Surprises Act, you have the right to appeal that claim. If your appeal of a
Surprise Billing Claim is denied, then you have a right to appeal the adverse decision to an Independent
Review Organization as set out in the “Your Right to Appeal” section of this Benefit Book.

Provider Directories

Anthem is required to confirm the list of In-Network Providers in its Provider Directory every 90 days. If
you can show that you received inaccurate information from Anthem that a Provider was In-Network on a
particular claim, then you will only be liable for In-Network cost shares (i.e., Copayments, Deductibles,
and/or Coinsurance) for that claim. Your In-Network cost-shares will be calculated based upon the
Maximum Allowed Amount.

Transparency Requirements

Anthem provides the following information on its website (i.e., www.anthem.com):

e Protections with respect to Surprise Billing Claims by Providers including information on how to
contact state and federal agencies if you believe a Provider has violated the No Surprises Act.

You may also obtain the following information on Anthem’s website or by calling Member Services at the
phone number on the back of your ID card.

e Cost sharing information for 500 defined services, as required by the Centers for Medicare &
Medicaid Services (CMS); and
o Alist of all In-Network Providers.

In addition, Anthem will provide access through its website to the following information:


http://www.anthem.com/

¢ In-Network negotiated rates; and
e Historical Out-of-Network rates.

Notice Regarding Retiree-Only Plans

If this Plan is issued as part of a retiree-only plan, as defined by ERISA §732(a) and IRC §9831(a)(2), the
provisions of the Consolidated Appropriations Act of 2021 will not apply, including the provisions
regarding the No Surprises Act. In a retiree-only plan, Out-of-Network Providers may bill you for any
charges that exceed the Plan’s Maximum Allowed Amount. Please contact your Group if you are unsure

whether your plan is a retiree-only plan.



Federal Patient Protection and Affordable Care Act Notices

Choice of Primary Care Physician

We generally allow the designation of a Primary Care Physician (PCP). You have the right to designate
any PCP who participates in our network and who is available to accept you or your family members. For
information on how to select a PCP, and for a list of PCPs, contact the telephone number on the back of
your Identification Card or refer to our website, www.anthem.com. For children, you may designate a
pediatrician as the PCP.

Access to Obstetrical and Gynecological (ObGyn) Care

You do not need prior authorization from us or from any other person (including a PCP) in order to obtain
access to obstetrical or gynecological care from a health care professional in our network who specializes
in obstetrics or gynecology. The health care professional, however, may be required to comply with
certain procedures, including obtaining prior authorization for certain services or following a pre-approved
treatment plan. For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the telephone number on the back of your Identification Card or refer to our website,
www.anthem.com.



http://www.anthem.com/
http://www.anthem.com/

Additional Federal Notices

Statement of Rights under the Newborns’ and Mother’s Health
Protection Act

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits
for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from
the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Statement of Rights under the Women’s Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending Physician
and the patient, for:

All stages of reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under this Plan. (Please see the “Schedule of Benefits” for
details.) If you would like more information on WHCRA benefits, call us at the number on the back of your
Identification Card.

Coverage for a Child Due to a Qualified Medical Support Order
(“QMCSO!!)

If you or your spouse are required, due to a QMCSO, to provide coverage for your child(ren), you may
ask the Employer to provide you, without charge, a written statement outlining the procedures for getting
coverage for such child(ren).

Mental Health Parity and Addiction Equity Act

The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance use disorder benefits with day or
visit limits on medical and surgical benefits. In general, group health plans offering mental health and
substance use disorder benefits cannot set day/visit limits on mental health and substance use disorder
benefits that are lower than any such day or visit limits for medical and surgical benefits. A plan that does
not impose day or visit limits on medical and surgical benefits may not impose such day or visit limits on
mental health and substance use disorder benefits offered under the Plan. Also, the Plan may not
impose Deductibles, Copayment, Coinsurance, and Out-of-Pocket expenses on mental health and
substance use disorder benefits that are more restrictive than Deductibles, Copayment, Coinsurance and
Out-of-Pocket expenses applicable to other medical and surgical benefits. Medical Necessity criteria are
available upon request.



Special Enrollment Notice

If you are declining enrollment for yourself or your Dependents (including your spouse) because of other
health insurance coverage, you may in the future be able to enroll yourself or your Dependents in this
Plan if you or your Dependents lose eligibility for that other coverage (or if the employer stops contributing
towards your or your Dependents’ other coverage). However, you must request enroliment within 31
days after your or your Dependents’ other coverage ends (or after the employer stops contributing toward
the other coverage).

In addition, if you have a new Dependent as a result of marriage, birth, adoption, or placement for
adoption, you may be able to enroll yourself and your Dependents. However, you must request
enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

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

e The Subscriber’s or Dependent’s Medicaid or Children’s Health Insurance Program (CHIP) coverage
is terminated as a result of loss of eligibility; or
e The Subscriber or Dependent becomes eligible for a subsidy (state premium assistance program).

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

To request special enrollment or obtain more information, call us at the Member Services telephone
number on your Identification Card, or contact the Employer.



Introduction

Welcome to Anthem!

This Booklet gives you a description of your benefits while you are enrolled under the health care plan
(the “Plan”) offered by your Employer. You should read this Booklet carefully to get to know the Plan’s
main provisions and keep it handy for reference. A thorough understanding of your coverage will allow
you to use your benefits wisely. If you have any questions about the benefits shown in this Booklet,
please call the Member Services number on the back of your Identification Card.

The Plan benefits described in this Benefit Booklet are for eligible Members only. The health care
services are subject to the limitations and Exclusions, Copayments, Deductible, and Coinsurance rules
given in this Benefit Booklet. Any group plan or Booklet which you received before will be replaced by
this Booklet.

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

Many words used in the Booklet have special meanings (e.g., Employer, Covered Services, and Medical
Necessity). These words are capitalized and are defined in the "Definitions" section. Please see these
definitions for the best understanding of what is being stated. Throughout this Booklet you will also see

references to “we”, “us”, “our”, “you”, and “your”. The words “we”, “us”, and “our” mean the Claims
Administrator. The words “you” and “your” mean the Member, Subscriber and each covered Dependent.

If you have any questions about your Plan, please be sure to call Member Services at the number on the
back of your Identification Card. Also be sure to check the Claims Administrator's website,
www.anthem.com for details on how to find a Provider, get answers to questions, and access valuable
health and wellness tips.

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

How to Get Language Assistance

The Claims Administrator employs a language line interpretation service for use by all of our Member
Services call centers. Simply call the Member Services phone number on the back of your Identification
Card and a representative will be able to help you. Translation of written materials about your benefits
can also be asked for by contacting Member Services. TTY/TDD services also are available by dialing
711. A special operator will get in touch with us to help with your needs.
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Schedule of Benefits

In this section you will find an outline of the benefits included in your Plan and a summary of any
Deductibles, Coinsurance, and Copayments that you must pay. Also listed are any Benefit Period
Maximums or limits that apply. Please read the "What’s Covered" and Prescription Drugs section(s) for
more details on the Plan’s Covered Services. Read the “What’s Not Covered” section for details on
Excluded Services.

All Covered Services are subject to the conditions, Exclusions, limitations, and terms of this Booklet
including any endorsements, amendments, or riders.

To get the highest benefits at the lowest Out-of-Pocket cost, you must get Covered Services from
an In-Network Provider. Benefits for Covered Services are based on the Maximum Allowed Amount,
which is the most the Plan will allow for a Covered Service.

The Federal No Surprises Act and Ohio's Surprise Billing law (House Bill 388) establish patient
protections including from Out-of-Network Providers' surprise bills ("balance billing") for
Emergency Care and other specified items or services. We will comply with these new state and
federal requirements including how we process claims from certain Out-of-Network Providers.
The Federal requirements are described in the “Consolidated Appropriations Act of 2021 Notice”
at the front of this Booklet. Except for Surprise Billing Claims, when you use an Out-of-Network
Provider You may have to pay the difference between the Out-of-Network Provider’s billed charge and
the Maximum Allowed Amount in addition to any Coinsurance, Copayments, Deductibles, and non-
covered charges. This amount can be substantial. Please read the “Claims Payment” section for more
details.

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

Essential Health Benefits provided within this Booklet are not subject to lifetime or annual dollar
maximums. Certain non-essential health benefits, however, are subject to either a lifetime and/or
dollar maximum.

Essential Health Benefits are defined by federal law and refer to benefits in at least the following
categories:

Ambulatory patient services,

Emergency services,

Hospitalization,

Maternity and newborn care,

Mental Health and Substance Use disorder services, including behavioral health treatment,
Prescription drugs

Rehabilitative and habilitative services and devices,

Laboratory services,

Preventive and wellness services, and

Chronic disease management and pediatric services, including oral and vision care.

Such benefits shall be consistent with those set forth under the Patient Protection and Affordable
Care Act of 2010 and any regulations issued pursuant thereto.
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Benefit Period Calendar Year

Dependent Age Limit To the end of the month in which the child attains age 26.
Deductible In-Network Out-of-Network
Per Member $500 $1,000
Per Family — All other Members combined $1,000 $2,000

The In-Network and Out-of-Network Deductibles are separate and cannot be combined.

When the Deductible applies, you must pay it before benefits begin. See the sections below to find out
when the Deductible applies.

Copayments and Coinsurance are separate from and do not apply to the Deductible.

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

Reminder: Except for Surprise Billing Claims, Coinsurance will be based on the Maximum Allowed
Amount. If you use an Out-of-Network Provider, you may have to pay Coinsurance plus the difference
between the Out-of-Network Provider’s billed charge and the Maximum Allowed Amount.

Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a
different Coinsurance. Please see the rest of this Schedule for details.

Out-of-Pocket Limit In-Network Out-of-Network
Per Member $2,500 $5,000
Per Family— All other Members combined $5,000 $10,000

The Out-of-Pocket Limit includes all Deductibles, Coinsurance, and Copayments you pay during a
Benefit Period unless otherwise indicated below. It does not include charges over the Maximum
Allowed Amount or amounts you pay for non-Covered Services.

The Out-of-Pocket Limit does not include amounts you pay for following benefits:

e Out-of-Network Human Organ and Tissue Transplant (Bone Marrow / Stem Cell), Cellular and
Gene Therapy Services.
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Out-of-Pocket Limit In-Network Out-of-Network

No one person covered under a family plan will pay more than their individual Out-of-Pocket Limit.
Once the Out-of- Pocket Limit is satisfied, you will not have to pay any additional Deductibles,
Coinsurance, or Copayments for the rest of the Benefit Period, except for the services listed above.

The In-Network and Out-of-Network Out-of-Pocket Limits are separate and do not apply toward each
other.

Important Notice about Your Cost Shares

In certain cases, if a Provider is paid amounts that are your responsibility, such as Deductibles,
Copayments or Coinsurance, such amounts may be collected directly from you. You agree that we, on
behalf of the Employer, have the right to collect such amounts from you.

The tables below outline the Plan’s Covered Services and the cost share(s) you must pay. In many spots
you will see the statement, “Benefits are based on the setting in which Covered Services are received.”

In these cases you should determine where you will receive the service (i.e., in a doctor’s office, at an
outpatient hospital facility, etc.) and look up that location to find out which cost share will apply. For
example, you might get physical therapy in a doctor’s office, an outpatient hospital facility, or during an
inpatient hospital stay. For services in the office, look up “Office and Home Visits.” For services in the
outpatient department of a hospital, look up “Outpatient Facility Services.” For services during an
Inpatient stay, look up “Inpatient Services.”

Benefits In-Network Out-of-Network
Acupuncture Please see “Therapy Services.”
Allergy Services Benefits are based on the setting in which Covered

Services are received.

Ambulance Services (Ground, Air and Water) 20% Coinsurance after Deductible
Emergency Services

For ground or water ambulance services, Out-of-Network Providers may also bill you for any charges that
exceed the Plan’s Maximum Allowed Amount. This does not apply to air ambulance services or services
covered under Ohio House Bill 388. For air ambulance services, Out-of-Network Providers cannot bill you for
more than your applicable In-Network Deductible, Coinsurance, and/or Copayment.

Ambulance Services (Ground, Air and Water)
Non-Emergency Services 20% Coinsurance after Deductible

For ground or water ambulance services, Out-of-Network Providers may also bill you for any charges that
exceed the Plan’s Maximum Allowed Amount. This does not apply to air ambulance services or services
covered under Ohio’s House Bill 388. For air ambulance services, Out-of-Network Providers cannot bill you
for more than your applicable In-Network Deductible, Coinsurance, and/or Copayment.

Important Note: All scheduled ambulance services for non-Emergency transfers, except transfers from one
acute Facility to another, must be approved through Precertification. Please see “Getting Approval for Benefits”
for details
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Benefits In-Network Out-of-Network

Autism Services Benefits are based on the setting in which Covered
Services are received.

e Speech and Language therapy 20 visits per Benefit Period, In- and Out-of-Network
combined

e Occupational therapy 20 visits per Benefit Period, In- and Out-of-Network
combined

The visit limits for Physical, Speech and Language therapy and Occupational therapy for treatment of Autism
are separate from and not combined with the limits listed under Therapy Services.

Behavioral Health Services Mental Health and Substance Use Disorder Services
are covered as required by state and federal law.
Please see the rest of this Schedule for the cost shares
that apply in each setting.

Cardiac Rehabilitation Please see “Therapy Services.”

Cellular and Gene Therapy Services Please see the “Human Organ and Tissue Transplant
(Bone Marrow / Stem Cell), Cellular and Gene Therapy

* Precertification required Services” section later in this Schedule.

Chemotherapy Please see “Therapy Services.”

Clinical Trials Benefits are based on the setting in which Covered
Services are received.

Colonoscopies (Outpatient)

¢ Diagnostic colonoscopies No Copayment, Deductible, or 40% Coinsurance after Deductible
Coinsurance

¢ Routine colonoscopies Please see the “Preventive Care” section in this Schedule

Dental Services Benefits are based on the setting in which Covered

Services are received.
(Limited to services for Accidental Injury or to
prepare the mouth for certain medical treatments.)
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Benefits

In-Network

Out-of-Network

Diabetes Equipment, Education and Supplies

Screenings for gestational diabetes are covered
under “Preventive Care”.

Diabetic Education

Diabetic Supply

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

No Copayment,
Deductible, or
Coinsurance

20% Coinsurance after

Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

Diagnostic Services

Preferred Reference Labs

All Other Diagnostic Services

No Copayment,
Deductible, or
Coinsurance

40% Coinsurance after
Deductible

Benefits are based on the setting in which Covered
Services are received.

Dialysis

Please see “Therapy Services.”

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

Durable Medical Equipment

Orthotics

Prosthetics

Prosthetic Limbs

Wigs

Medical and Surgical Supplies

Wigs Needed After Cancer Treatment Benefit
Maximum

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

One wig per Benefit Period, In- and Out-of-Network
combined

Emergency Services

Emergency Room

Emergency Facility Charge

$250 Copayment per visit
Copayment waived if admitted




Benefits

In-Network

Out-of-Network

Emergency Doctor Charge (ER physician,
radiologist, anesthesiologist, surgeon)

Emergency Doctor Charge (Mental Health /
Substance Use Disorder)

Other Facility Charges (including diagnostic x-
ray and lab services, medical supplies)

Advanced Diagnostic Imaging (including MRIs,
CAT scans)

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

As described in the “Consolidated Appropriations Act of 2021 Notice” at the front of this Booklet, for Emergency
Services Out-of-Network Providers may only bill you for any applicable Copayments, Deductible and

Coinsurance and may not bill you for any charges over the Plan’s Maximum Allowed Amount until the treating
Out-of-Network Provider has determined you are stable and followed the notice and consent process. Please
refer to the Notice at the beginning of this Booklet for more details.

Gender Affirming Services

Precertification required for Inpatient Services

Benefits are based on the setting in which Covered
Services are received.

Habilitative Services

Benefits are based on the setting in which Covered
Services are received.

Please see “Therapy Services” for details on Benefit
Maximums.

Home Health Care

Home Health Care Visits from a Home Health
Care Agency (Including intermittent skilled
nursing services)

Home Dialysis

Home Infusion Therapy / Chemotherapy
Specialty Prescription Drugs

Other Home Health Care Services / Supplies

Private Duty Nursing (Including continuous
complex skilled nursing services)
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible




Benefits

In-Network Out-of-Network

Home Care Health Benefit Maximum

Private Duty Nursing Benefit Maximum

90 visits per Benefit Period, In- and Out-of-Network
combined.

The limit includes Private Duty Nursing and Therapy
Services (e.g., physical, speech, occupational, cardiac
and pulmonary rehabilitation) given as part of the Home
Health Care benefit.

The limit does not apply to Home Infusion Therapy or
Home Dialysis.

82 visits per Benefit Period, 164 visits per Lifetime In-
and Out-of-Network combined

Home Infusion Therapy

Please see “Home Health Care.”

Hospice Care

e Home Hospice Care

e Bereavement

¢ Inpatient Hospice

¢ Outpatient Hospice

e Respite Care

20% Coinsurance after
Deductible

20% Coinsurance after

Deductible
Not Covered Not Covered

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

Human Organ and Tissue Transplant (Bone
Marrow / Stem Cell) Services

Please see the separate summary later in this section.

Inpatient Services
Facility Room & Board Charge:

e Hospital / Acute Care Facility

Skilled Nursing Facility

Rehabilitation

Rehabilitation Services (Includes Services in an
Outpatient Day Rehabilitation Program) Benefit
Maximum

Skilled Nursing Facility Benefit Maximum

40% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

20% Coinsurance after
Deductible

60 days per Benefit Period, In- and Out-of-Network
combined

90 days per Benefit Period, In-and Out-of-Network
combined

18




Benefits

In-Network

Out-of-Network

e Mental Health / Substance Use Disorder Facility
¢ Residential Treatment Center

e Ancillary Services

Doctor Services when billed separately from the

Facility for:

e General Medical Care / Evaluation and
Management (E&M)

20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

e Surgery 20% Coinsurance after 40% Coinsurance after
Deductible Deductible

e Maternity 20% Coinsurance after 40% Coinsurance after
Deductible Deductible

e Mental Health / Substance Use Disorder 20% Coinsurance after 40% Coinsurance after

Services Deductible Deductible
Mammograms (Outpatient)
¢ Diagnostic mammograms No Copayment, Deductible, 40% Coinsurance after

¢ Routine mammograms

Coinsurance

Deductible

Please see “Preventive Care.”

Maternity and Reproductive Health Services

e Maternity Visits (Global fee for the ObGyn’s
prenatal, postnatal, and delivery services)

¢ Inpatient Facility Services (Delivery)

20% Coinsurance after

Deductible

The Office Visit

Copayment will also

apply to the first
prenatal visit.

40% Coinsurance after
Deductible

Please see “Inpatient Services”

Newborn / Maternity Stays: If the newborn needs services other than routine nursery care or stays in the
Hospital after the mother is discharged (sent home), benefits for the newborn will be treated as a separate

admission.

Infertility Services

Benefits are based on the setting in which Covered
Services are received.

Mental Health and Substance Use Disorder
Services

Mental Health and Substance Use Disorder Services
are covered as required by state and federal law.
Please see the rest of this Schedule for the cost shares
that apply in each setting.

Occupational Therapy

Please see “Therapy Services”.
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Benefits

In-Network

Out-of-Network

Office and Home* Visits

*Home visits are not the same as Home Health Care. For Home Health Care benefits please see the "Home
Health Care" section.

Primary Care Physician / Provider (PCP)
(Including In-Person and/or Virtual Visits)

Additional Telehealth/Telemedicine Services
from a Primary Care Provider (PCP) (as
required by law)

Mental Health and Substance Use Disorder
Provider (Including In-Person and/or Virtual
Visits)

Specialty Care Physician / Provider (SCP)
(Including In-Person and/or Virtual Visits)

Additional Telehealth/Telemedicine Services
from a Specialty Care Provider (SCP) (as
required by law)

Retail Health Clinic Visit

Counseling- includes Family Planning and
Nutritional Counseling (Other than Eating
Disorders)

Nutritional Counseling for Eating Disorders

Allergy Testing

In-Person Visits:
$20 Copayment per visit

Virtual Visits:
$20 Copayment per visit

No Copayment,
Deductible, or
Coinsurance

In-Person Visits:
$20 Copayment per visit

Virtual Visits:
No Copayment,
Deductible, or
Coinsurance

In-Person Visits:
$40 Copayment per visit

Virtual Visits:
$40 Copayment per visit

No Copayment,
Deductible, or
Coinsurance

See PCP/SCP

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

20% Coinsurance after
Deductible

20

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

Shots / Injections (other than allergy serum)

Allergy Shots/ Injections (including allergy

serum)
A $5 Copayment for allergy injection(s)
will be applied when the injection(s) is
billed by itself. The PCP or SCP office
visit Copayment / Coinsurance will apply
if an office visit is billed with an allergy
injection.

Diagnostic Lab (other than reference labs)

Diagnostic X-ray

Other Diagnostic Tests (including Hearing and
EKG)

Hearing Exam (non-routine)

Vision Exam (non-routine)

Advanced Diagnostic Imaging (including MRIs,
CAT scans)

Office Surgery
Anesthesia
Therapy Services:
- Chiropractic / Osteopathic / Manipulative
Therapy
- Physical Therapy

- Speech Therapy

- Occupational Therapy

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

See PCP /SCP

20% Coinsurance after
Deductible

See PCP/SCP

20% Coinsurance after
Deductible

$40 Copayment per visit

See PCP/SCP

See PCP/SCP

See PCP/SCP

40% Coinsurance after
Deductible

50% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

e Dialysis

e Radiation / Chemotherapy / Respiratory
Therapy

e Cardiac Rehabilitation

e Pulmonary Therapy

e Acupuncture

e Infusion Therapy

See PCP/SCP

See PCP/SCP

20% Coinsurance after
Deductible

See PCP/SCP

20% Coinsurance after
Deductible

See PCP / SCP

Please see “Therapy Services” for details on Benefit Maximums.

Prescription Drugs Administered in the Office
(other than allergy serum)

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

Orthotics

Please see “Durable Medical Equipment (DME),
Medical Devices, and Supplies.”

Outpatient Facility Services

Important Note on Office Visits at an Outpatient Facility If your PCP or SCP office visit is billed from an
Outpatient Facility, the services will be payable the same as in an office setting. Please refer to the “Office and
Home Visits” section in this Schedule of Benefits for details on the cost shares that will apply.

Facility Surgery Charge

Facility Surgery Lab

Facility Surgery X-ray

Ancillary Services

Doctor Surgery Charges

Other Doctor Charges (including
Anesthesiologist, Pathologist, Radiologist,
Surgical Assistant)
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

Other Facility Charges (for procedure rooms)

Mental Health / Substance Use Disorder
Outpatient Facility Services (Partial
Hospitalization Program / Intensive Outpatient
Program)

Mental Health / Substance Use Disorder
Outpatient Facility Provider Services (e.g.,
Doctor and other professional Providers in a
Partial Hospitalization Program / Intensive
Outpatient Program)

Shots / Injections (other than allergy serum)

Allergy Shots / Injections (including allergy
serum)

Diagnostic Lab

Diagnostic X-ray

Other Diagnostic Tests: Hearing, EKG, EEG
etc.

Advanced Diagnostic Imaging (including MRIs,
CAT scans)

Therapy:
- Chiropractic / Osteopathic / Manipulative

Therapy

- Physical Therapy

- Speech Therapy

- Occupational Therapy

- Radiation / Chemotherapy / Respiratory
Therapy
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after

Deductible

40% Coinsurance after

Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible

40% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

- Dialysis

- Cardiac Rehabilitation

- Pulmonary Therapy

- Infusion Therapy

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

Please see “Therapy Services” for details on Benefit Maximums.

e Prescription Drugs Administered in an
Outpatient Facility (other than allergy serum)

20% Coin