Vaur enmiiary at hor Rl

Anthem®lueCrossandBlueShield
YourPlan:Plard PPO
YourNetworkkeyCare

This schedule provides just a summary of the Covered Expenses, Limitations and Exclusions under the Plan. All benefits
subject to the Plan’s terms and contliituting Deductible and Coinsurance. In Network Discounts and AllowaldetCharges,
forthinthePlanDocument®whiclthisSchedulesattached?leaseeadthisSchedulenlyinconjunctiowiththePlarDocuments.

Benefits payable by the Plan may change dependgihgthpoiCovered Services are obtained from a Participating Provider. T
of Participating Providers may change from time to time. A list of Participating Providers is located at httptiésefarenthem.
isimportarto verifithatthe ProviderhoistreatingzouiscurrentliaParticipatirRrovider.
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http://www.anthem.com/
http://www.anthem.com/

Cost if you use a
NonNetwork
Provider

Costif youuse arnn-

CoveredvledicaBenefits e

VirtualCare
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http://www.livehealthonline.com/

Costif youuse arnn-

CoveredvledicaBenefits e
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CoveredvedicaBenefits

Costif youuseanin

NetworlProvider

Costif youusea

NonNetwork
Provider

X-Ray
Office

Outpatiendospital

$20PCP/$4@pec.
copay per visit medi
deductible does not

apply
20%coinsurancater

medical deductible i$ medical deductible is

met

30%coinsurancafter
cahedical deductible is
met

30%coinsurancater

met

AdvancediagnostitmagingorexampleMRI,PETandCATscans

Office

Outpatiendospital

20%coinsurancafter

medical deductible is

met
20%coinsurancafter

medical deductible is

met

30%coinsurancater
medical deductible is
met

30%coinsurancater
medical deductible is
met

Emergency and Urgent Care

UrgenCare

EmergenciRoonFacilityServices

EmergenciroomDoctorandOtherServices

Ambulance

$20 PCP/ $40 Spec
copay per visit medi
deductible does not

apply
20%coinsurancafter

medical deductible i

met

20%coinsurancafter

medical deductible is

met

20%coinsurancafter

medical deductible i

met

30%coinsurancafter
cahedical deductible is
met

CoveredslInNetwork

CoveredsInNetwork

CoveredsInNetwork

D

OutpatienMentaHealthand Substancé\buse
DoctorOfficeVisit

$20 copay per visit
medical deductible
doesotapply

30%coinsurancater
medical deductible is
met
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CoveredvledicaBenefits

Cost if you use a
NonNetwork
Provider

Costif youuse arnn-

NetworkProvider

Rehabilitatioservices
Coverage for rehabilitative and habilitative physical therapy an
occupational therapy combined is limited to 30 visits per benef
Coverage for rehabilitative and habilitative speech therapy is li
visitsperbenefiperiod.

Office

PT/OT $30 copay /vi 30%coinsurancafter
ST $20 PCP/ $40 Sp medical deductible is
copay/ visit medical

deductible does not

apply
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CoveredPrescriptiorDrugBenefits

Costif youuse ann-
NetworkPharmacy

Cost if you use a
NonNetwork
Pharmacy

Tierl Preventive TypicallyGeneric
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). F
supplyhomedelivery).

Tier2 Preventive TypicallyPreferredBrand
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). F
supplyhomedelivery).

Nocharge
er 90 day

Nocharge
er 90 day

Not covered (retail a
homedelivery)

Not covered (retail a
homedelivery)

Tierl- TypicallyGeneric
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). F
supplyhomedelivery).

$10 copay per
prescriptioRharmacy
deductible does not
apply (retail and hon
delivery)

homedelivery)

Not covered (retail and

Tier2— TypicallyPreferredBrand
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). R
supplyhomalelivery).

Greater of $40 or 30
> arcdisdagnagpto $80

per prescription aftef

Pharmacy deductiblc
met (retail) and Gred
of $80 or 30%

coinsuranagpto $160

per prescription aftef

Pharmacy deductiblc
met(homalelivery)

homedelivery)

b S
ater

A\Y1”4

oot covered (retail and

Tier3 - TypicallyNonPreferredrand
Per 30 day supply (retail pharmacy and Retail 90 pharmacy). F
supplyhomedelivery).

Greater of $60 or 40
coinsuranagpto $120
per prescription afte
Pharmacy deductiblé
met (retail) and Greé
of $120 or 40%
coinsuranagpto $240
per prescription afte
Pharmacy deductiblc
met(homalelivery)

homedelivery)

Not covered (retail and

Tier 4 -Typically Specialprandandgeneric)
Per30daysupplyspecialtgharmacy).

50%coinsuranagpto
$200 per prescriptio
aftelPharmacy
deductiblés met
(retail) and Not cove
(homalelivery)

n homalelivery)

red

Not covered (retail and
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Covered/isionBenefits

Costif youuse arnn-

NetworkProvider

Cost if you use a
NonNetwork
Provider

Thissabriefoutlin®fyouwisiorcoverageOnlychildren‘gisiorservicegountowardyouroutofpocketimit.

Children's/ision(upto agel9)

ChildVisionDeductible $0person $0person

Vision exam $15 copay deductibli Reimburseldpto $30
Limitedo 1 exanperbenefiperiod. doesotapply

AdultVision(agel9 andlder)

AdultVisionDeductible $0person $0person

Vision exam $15 copay deductible Reimbursddpto $30

Limitedo 1 exanperbenefiperiod.

doesotapply

Notes:
e Therepresentationbenefittnthisdocumerare
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http://www.sbc.anthem.com/

e Outofpockeprescripticsrugcostdonotcountowardshe Medicabutof pockemaximum.

e HumarDrgarandTissue3ransplantequir@recerifatiorandarecovere@sanyothesservicenyour
sTd ()0.22 0 Td [(y)4 Dol ng Q q 515.76 004 Tw 0.15 0C91T O Tdp-1C91T O Tdp-1C91T Tw 0.-0.003 Tt
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