Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Anthem® BlueCross

Employbridge, LLC: Anthem Base PPO [Modified Anthem PPO Elements Choice HSA6350 Embedded (CA and OOS)]

Coverage Period: 01/01/2027 - 12/31/2027
Coverage for: Individual + Family | Plan Type: PPO +
HSA

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/. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, providet, or other undetlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (855) 333-5730 to

request a copy.

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

provider?

$6,350/petson or $12,700/ family
for In-Network Providers.
$9,525/person or $19,050/ family
for Out-of-Network Providers.

Yes. Preventive Care. For more

information see below.

$6,350/petson or $12,700/ family
for In-Network Providers.
$12,700/petson ot
$25,400/family for Out-of-
Network Providers.

Premiums, balance-billing charges
(unless balanced billing is
prohibited), and health care this
plan doesn't cover.

Yes. See www.anthem.com/find-
care/?Palphaprefix=]PU or call
(855) 333-5730 for a list of
network providers. Benefits and

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.

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 setrvices.

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

CA/LG/Modified Anthem PPO Elements Choice HSA6350 Embedded (CA and OOS)/877B/01-27
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costs may vary by site of service | Provider for some services (such as lab work). Check with your provider before you get
and how the provider bills. services.

Do you need a referral | No. You can see the specialist you choose without a referral.
to see a specialist?

#A Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay |

Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Common Limitations, Exceptions, &

Other Important Information

Medical Event

Primary care visit to treat an Virtual visits (Telehealth)

0% coinsurance 50% coinsurance

injury or illness benefits available.
If you visit a Specialist visit 0% coinsurance 50% coinsurance \blé;t;gisvjlizsilgleel chealth)
hfj‘lrtig::,l:eo fFice You may have to pay for services
provicers . . . that aren't preventive. Ask your
or clinic Preventive care/screening/ No charge, deductible does o) . .
munization ot anDl 50% coinsurance provider if the services needed
" PP are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood . .
work) 0% coinsurance 50% coinsurance none
If h test
you have a tes . ) ) $800 maximum/service for OQut-
Imaging (CT/PET scans, MRIs) 0% coinsurance 50% coinsurance —

of-Network Providers.

50% coinsurance up to
$250/prescription (retail) and = Most home delivery is 90-day
Not covered (home delivery) | supply. For more information,

50% coinsurance up to refer to “CA Essential DMHC
$250/prescription (retail) and = Drug List” at
Not covered (home delivery) | https://www.anthem.com/ca/p

50% coinsurance up to harmacy-information/.

$250/presctiption (retail) and | *See Prescription Drug section

If you need drugs . R 0% coinsurance (retail and
to treat your Typically Generic (Tier 1) home delivery)

illness or Typically Preferred Brand &

condition .
. . Non-Preferred Generic Drugs
More information (Tier 2)

about prescription
drug coverageis  Typically Non-Preferred Brand 0% coinsurance (retail and

0% coinsurance (retail and
home delivery)

available at and Generic drugs (Tier 3) home delivery) Not covered (home delivery) | of the plan or policy document
https://www.anthe . ;
- . ) . . 50% coinsurance up to (e.g. evidence of coverage or
m.com/ca/pharma | Typically Preferred Specialty 0% coinsurance (retail and . . .
B R— (brand and generic) (Tier 4 home delivery) $250/prescription (retail) and | certificate).
' & ) ) very Not covered (home delivery)
If you ¥1ave Facility fee (e.g., ambulatory 0% coinsurance 50% coinsurance $350 maximum/ adrrns:slon for
outpatient surgery center) - - Out-of-Network Providers.
surgery Physician/surgeon fees 0% coinsurance 50% coinsurance none
VR
Emergency room care 0% coinsurance Covered as In-Network 0% coinsurance for Emergency

Room Physician Fee.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/.
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What You Will Pay

Common . . . Limitations, Exceptions, &
. Services You May Need In-Network Provider Out-of-Network Provider ’ P >,
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)
If you need Emergency medical .
L Joun ; 0% coinsurance Covered as In-Network none
immediate transportation
medical attention Urgent care 0% coinsurance 50% coinsurance none
If you have a Facility fee (e.g., hospital room) 0% coinsurance 50% coinsurance none
hospital stay Physician/surgeon fees 0% coinsurance 50% coinsurance none
Office Visit

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

Outpatient services

Office Visit
0% coinsurance
Other Outpatient
0% coinsurance

Office Visit
50% coinsurance
Other Outpatient
50% coinsurance

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

none

Inpatient services

0% coinsurance

50% coinsurance

0% coinsurance for Inpatient
Physician Fee In-Network
Providers. 50% coinsurance for
Inpatient Physician Fee Out-of-
Network Providers.

Office visits

0% coinsurance

50% coinsurance

Childbirth/delivery professional

0% coinsurance

50% coinsurance

Maternity care may include tests
and services desctribed elsewhere

If you are services in the SBC (i.e., ultrasound).
" . fertili
pregnant Childbirth/delivery facility . . Coverage includes fertility
. 0% coinsurance 50% coinsurance preservation services, see
services . . .
Fertility Preservation section.
Home health care 0% coinsurance 50% coinsurance 100 visits/benefit petiod.
TP . o YRR
Poomssed bl Rehabilitation services 0% coinsurance 50% coinsurance S Ty et Gretlen

recovering or
have other

Habilitation services

0% coinsurance

50% coinsurance

Skilled nursing care

0% coinsurance

50% coinsurance

100 days/benefit period for
skilled nursing services.

special health :
nIZeds Durable medical equipment 0% coinsurance 50% coinsurance *See. Durable Medlcal
= Equipment section.
Hospice services 0% coinsurance 50% coinsurance none
If your child Children’s eye exam Not covered Not covered cone
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/.
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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 Long-term care ¢ 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

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

e Acupuncture 20 visits/benefit period e Bariatric surgery (In-Network) e Chiropractic care 30 visits/benefit period
e Infertility treatment - 3 oocyte egg e DPrivate-duty nursing in a Home Setting only
retrievals/lifetime

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: Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,
https://www.dmhc.ca.gov/, Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, 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.

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 Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500, Sacramento, CA 95814-2725, (888) 466-2219,

https:/ /www.dmhc.ca.cov

Additionally, a consumer assistance program can help you file your appeal. Contact California Consumer Assistance Program, Operated by the California
Department of Managed Health Care, 980 9th Street, Suite 500, Sacramento, CA 95814, (888) 466-2219, https://www.dmhc.ca.gov/

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential 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 Essential Coverage, you may not be eligible for the
premium tax credit.

Page 4 of 9


https://www.dmhc.ca.gov/
http://www.dol.gov/ebsa/healthreform
http://www.healthcare.gov/
http://www.dol.gov/ebsa/healthreform
https://www.dmhc.ca.gov/
https://www.dmhc.ca.gov/

Does this plan meet the Minimum Value Standards? Yes.
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:

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
hospital delivery)

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
up care)

B The plan’s overall deductible $6,350
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
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 $6,350
Copayments $0
Coinsurance $0
What isn’t covered

Limits or exclusions $60
The total Peg would pay is $6,410

B The plan’s overall deductible $6,350

B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
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 $5,400
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $5,420

B The plan’s overall deductible $6,350
B Specialist coinsurance 0%
B Hospital (facility) coinsurance 0%
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 $2,800
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $2,800

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: IMPORTANT: Can you read this letter? If not,
we can have somebody help you read it. You may also be able
to get this letter written in your language. For free help with
translations or interpreter services, in a timely manner, please
call the telephone number on the back of your ID card.
(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

HRaRRRd-

IMPORTANTE: ¢Puede leer esta carta? Si no es asi, podemos
pedirle a alguien que lo ayude a leerla. También puede recibir
esta carta escrita en su idioma. Para obtener ayuda oportuna y
gratuita con traducciones o servicios de interpretacion, llame al
namero de teléfono que figura en el dorso de su tarjeta de
identificacion. (TTY/TDD: 711).

Arabic

Chinese

BT | TAEEEHEE ? OEFE
KTLEAREE - SETLBELCITEE BORES - 1
FEFESZENHSENOEREERD > ST E D seEnE
ZE3%EE - (TTY/TDD:711) -

Farsi
ol gh 248 Al i € 3l anil g e i S Tl g | Al ) 2l e Tagee
il g8 4 | el ol ) g Caul (S piman S S8 Lz s
pa e b o€ den i LA A ) 3 Al e 5 OIS ) SaS il 0 g S
A el aga D S Gl jo ke ol o gl L Wkl ¢ alds
(TTY/TDD:711)
Hindi
FEcaUI: T AT g T 9 Tehd 67 I1G Aal, af &4 hal &I 58
UEa H TR HETaT 4t & o 1@ @ &1 319 =7 99 & 39e1
AT 3 ot Torgar Hendt §1 3] IT GTTAT WA & HET H FAL
TR fo¥: 9Tk W & fore o s 9g=e 99 & 9 e e
TNl FaT 9T ST HL| (TTY/TDD:711)]

Hmong
TSEEM CEEB: Koj puas yeem nyeem tau tsab ntawv no? Yog

Lo il e il ol L€ (o3 ) S a1 100 SAILL ) aha se) 8 oli€ay (o cala
Jpeaall chials 4, e Al Jioaa o J panall o Liad oSass o Lgse) 3 A chise o
PENPRNREN Py P T E DG EURNG. U PR ECEOP OIS
alal) 4 gelt |D dila: jels o 2ga gall cinlell a8 Sty

(TTY/TDD:711) &

tias nyeem tsis tau, peb mam kom lwm tus neeg los pab nyeem
rau koj.

Koj hais tau kom muab tsab ntawv no sau ua

koj yam lus. Rau kev pab txhais ntawv los sis txhais lus pab
dawb, kom raws sij hawm, thov hu tus npawb xov tooj nyob sab
nraum gab ntawm koj daim npav ID. (TTY/TDD: 711).

Japanese

FE: IOFRETmH T I 2D TRVESE, ENIFEAT
LHEICEFE-THHED2IELTEL Y., ZOBHMBEE. &
FOERETHFIIWS I L ERETT, WiRCERY - A0ER]
R EIFEODESE. DH—- FOEFCGEEINATVWEE
HESITBEEFEZE W, (TTY/TDD:711),

Armenian

JUCEdNr E. hmpnqm‘unaLﬂ Ep Jupguy wyu twdwljp: Bek ns,
Jwpnn Eup oquky Akq Yupnuy wyt: Fnip Yupnn Ep twl vinwbiug
wyu hundwlyp gpunp’ dkp (kqny: Fupquubn pibkph fud
pupgUuiswljub Swouwympnibtkph widwp oqunippui
hunlwp, dudwbwlht, pugpmd Eup quiqubwpty dEp ID pupunh
huwljwpuly §nqind todws hkpwnuwhudwpn: (TTY/TDD
711):

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. #CA-DMHC-001#
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Khmer

NENS: IOHMHIGHISHUSISICNSIS? 10HS1S
U HINGCE S ST WESESn

NS ERAUTNIN G BjiuisiiS il

AU NERCSEEIEN IBYjeguohs

DS UIENIISSSSIG NG USHEMIUSTU
YiuNHEAUSTUNIUENS NS INUnn

W GINISTIIUSIEISSIMWsNs 1D

IUtE™MY (TTY/TDD:711)

Korean

E2:0l MAlg gey JYA YOHE MAg e
= === =2 RJ&LIEP. %EMIE JdHZE O MA=
LOU = SIS AH0|L B U8 22
Ol =ctAl A ™ HAH ID ar':
T A2 (TTY/TDD: 711).

Punjabi
HIZTYS: 3t gHI fog U39 ug Aa= I? Aas &1, 37w forg
UIs o go st Hes ae Ao 91| 3At g Usanstsm i &t

fouer A= 31 waee 7 E9THIR ATe oo Hez Hee BE, AN fAS,

faaur aga W widlst gz 2 i B2 SEics g9 '3 a8
a1 (TTY/TDD:711).

Russian

BAXKHAA MHOOPMALUWA: MoxeTe nn Bl NpoYnTaTh AaHHOE
nuceMo? Ecnu HeT, Hal cneymanucT NOMOXKeT Bam B 3TOM. Bbl

Tagalog

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi,
maaari kaming kumuha ng taong tutulong sa iyo na basahin ito.
Maaari mo ring ipasulat ang sulat na ito sa iyong wika. Para sa
libreng tulong sa mga pagsasalin o serbisyo ng interpreter, sa
isang napapanahong paraan, mangyaring tawagan ang numero
ng telepono sa likod ng iyong ID card. (TTY/TDD:711).

Thai

dasd1dn: aaaursasuaanatulauiala 617
isEsavwnauhoaulvduaala
uananilaadvauisanabiidauaanuiahile Tuaiwuasanilay
aafuuinrsulantaaui .

s10157'16Ws nsandasanunalanInsdwvin
drunavuasdasdszanarnavaal (TTY/TDD:711).

Viethamese

QUAN TRONG: Quy vi cé thé doc |a thw nay khong? Néu khc:-ng,
c:hung t6i co thé nho ai do giup quy vi doc thw. Quy vi cling co thé
yéu cau viét 14 thw nay bang ngdn ngi clia minh. Dé dwoc tro
gitip mién phi vé dich vy bién dich hodc théng dich mét cach kip
th&i, vui léng goi s6 dién thoai & mat sau thé ID cua quy vi.
(TTY/TDD: 711).

TakkKe MOXeTe NoNy4YnTb AaHHOE NMCEMO Ha Bawem A3blke. YTobbl
CBOEBPEMEHHO Nony4uTs BecnnartHele yenyrin NMCEMEHHOTO UK
YCTHOro nepesoga, NO3BOHUTE NO HOMepy TenedoHa, yKasaHHoMY
Ha 060pOTHOWN CTOpOHEe Balen MAEHTUDWKALNOHHON KapTbl
yqacTtHuka. (TTY/TDD: 711).

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. #CA-DMHC-001#
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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 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. #CA-DMHC-001#
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