AGREEMENT NO. 15-644-4

AMENDMENT 4 TO SJVIA PARTICIPATION AGREEMENT

This Amendment 4 to the SJVIA Participation Agreement (Amendment 4) is dated January 1, 2018,
and is between the County of Fresno, a political subdivision of the State of California (COUNTY OF
FRESNO), and the San Joaquin Valley Insurance Authority, a joint powers agency (SJVIA).

The parties previously entered into an agreement dated December 7, 2015, and titled “SJVIA
PARTICIPATION AGREEMENT” (Agreement), to allow COUNTY OF FRESNO to participate in
certain insurance programs through SJVIA. The parties have previously amended the Agreement
several times, most recently on July 1, 2017, to extend the term of the Agreement through December
31, 2017.

The parties now desire to amend the Agreement to further extend the term of the Agreement, and to
revise the insurance programs available to COUNTY OF FRESNO through SJVIA and the rates for
benefits under those programs.

The parties therefore agree as follows:
1. The Agreement is amended, effegtive January 1, 2018, as follows:
a. The term of the Agreement is extended through December 31, 2018.

b. The Exhibit A that is attached to this Amendment 4 replaces and supersedes all
documents previously identified as Exhibit A to the Agreement.

c. The Exhibit B that is attached to this Amendment 4 replaces and supersedes all
documents previously identifieg as Exhibit B to the Agreement.

L]

2. Except as modified by this Amendment 4, the Agreement remains in full force and effect.

IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the day and year
' first hereinabove written.

SAN J IN VAL NSURANCE _ COUNTY OF FRESNO
A ORJ(/
By v
Pete Vander Poel
SJVIA Board President
Date: 4/47/9'07 ¥ Date: s/ilhs
REVIEWED & RECOMMENDED FOR BERNICE E. SEIDEL, CLERK
APPROV BOARD OF SUPERVISORS
By Ve By g\.\a—wj E jeLas ‘O@Ai’
Rhonda Sjostrom '

SJVIA Assistant Manager
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BlucCross

Anthem Blue Cross
Your Plan: SJVIA Custom EPO 0/15/0
Your Network: EPO

This summary of benefits is a brief outline of coveruge, designed to help you with the selection process. This summary does not reflect each and
every benefil, excclusion and limitation which may apply to the coverage. For more details, imporiant limitations and exclusions, please review
the formal Cerlificate of Insurance or Evidence of Coverage (EOC). If there is a difference between this summary and the Certificate of

Insurance or Evidence of Coverage (EOC), the Certifirnte of Insurance or Evidence of Coverage (EOC), will prevail.

Overall Deductible
See notes section to understand how your deductible works,

No charge

Other practitioner visits:

Retail health clinic $15 copay per visit | Not covered

On-line Visit with Livellealth Online $15 copay per visit | Not covered
Includes behavioral bealth) visits.

Chiropractor services $10 copay per visit | Not covered
Coverage for In-Network Provider is limited to 40 wisit limit per benefit
period. Chiropractic appliances are limited ta 850 per benefit period.

Acupuncture $15 copay per visit | Not covered
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~ Adler

Otlier services in an office;

| No eharge.

. , - No eharge

&

Diagnostic Scrvipcs
Lab:
Office
Freestanding Lab

Qutpatient Hospital

‘ Advanced diagnestic i
scans):

Office

Outpatient Hospital

Freestanding Radiology Centey

No charge
% No charge

No charge

example, MRI/PET /CAT

ore
No chasge
No charge

No charge

Not covered

Not covered

Not covered

Nol covered
Not covered

Not covered

Covered as In-

Ambulance (air and ground)

Network

. .
izé“ii 2ok
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Outpatient Mental/Behavioral Health and Substance Abuse
Doctor office visit or LiveHealth Online visit
Facility visit:

Facility fees

Not covered

x

1 $15 copay per visit

H
3

No charge

Not covetred

Not covered

Hospital Stay (all inpatient stays including maternity, mental /
behavioral health, and substance abusc)

Facility fees (for example, room & board)

Doctor and other services

No charge
No charge

Not covered

' Not covered

Rechabilitation setvices (for example,
physical/speech/occupational therapy):

Oftice
Costs may vary by site of service. Limited to a 60-day period of care.

Outpatient hospital
Limited to a 60-day period of care.

Habilitation services
Office

Outpatient hospital

$15 copay per visit

No charge

$15 copay per visit

ke

No charge

Not covered

Not covered

Not covered

Not covered




Cardiac re

Oritpatieng hospital

$15 copay per visit

Nat covered

No charge Not cove
Skilled nusrsing care (in a facility) No charge Not covered

Coverage for In-Network Provider is lmited

Ears

ht Chﬁrgc

Durable Medical Equipment .
!\ Hearing atds benefit available for one bearing aid per ear every three years. Breast
| pump and supplies are covered nnder Preventive Care at o charge.

No charge

Not covered

Prosthetic Devices

No chatge

| Not covered

Horme Infusion Therapy
| Subject to yiifizatton reviam.

“$15 copay per visie

1 Mot coverad

Family Planning and Infestility Services

o Infertiity studics and tests

2 Fernale Sterilization (including tubal ligation and
counseling/consultation)

e Malc Sterilization

2 Counseling and consultation

e (alifornia Fetal Genetic Testing

$15 copay per visit
‘No charge

$15 copay
$15 copay per visit

No charge

Not covered

Smoking Cessation Program

No charge

Not covered




Notes:

Ani hr;m §"\ }

e ff;&m ts the perde s of Moo

This Summary of Benelits has been updated to comply with federal and state requ'u‘cfncnts including applicable
provisions of ihe-récently enacted federal health care reform laws. As we receive additional guidance and clatification on
the new health &are mfnrm liavws from thf.. u.s. Dep:u:tmcut of Health and Human Services, Department of Labor and
Internai Revenue Service, we may be required to make additional changes to this Sutnmary of Benefits. This Sumnmary of
Benefits, as updated, is subject to the approval of the California Department of Insurance and the California Department
of Managed Health Care (as applicable). :

In addition to the benefits described in this summary, coverage may include additional benefits, depending upon the
member's hésie state, The benelin pm\nded in this summary-are subject to federal and Califoraia laws. Thire dte some
states that require mote genérovs benefits bie provided to ﬂmu residents, even if the master palu::y was not isstied in their
state: [F the membet!s state has sich, rc;qnuc.mmts, we @il ad)ust the benefits to meet the requirements.

“The family deductible and out-of-pocket maximum are embedded meaning che. cost-shares of One Famnily ietiber will be

applied-to the individual dechictible and individual out-af-pocket maximuny; inaddition, amcunis for all family miembers

apply to:the family deductible and family out-of-pecket maximum. No one member will pay swore thdnthe individugl

‘deductible and individual out-af-pocker masitouim,
All medical services subject to a coinsurance are also subject to the annual medical deductible.

Annual Out-of-Pocket Maximums includes deductible, copays, coinsurance and prescription drug.

Preveative Care Services includes Phyucal exam; prcvcuuvc scteenings (maludmg seteenings for-cancer, HPV, diabetes,
chiolesterol, blood. pressure, hearing and vision, immunization, health edireation, inteeveation services, HIV testing) and

additional pieventivecate For Women pwvrded fotiin the guidance suppotted by Health Resources and Service
Administration. - .

For plans with an afﬁce yisit: copay, the copay applies to the actital office visit and additipnal cost:shares mdy apply for
any other service performed iiv the office (i.¢., X-tay, lab, stupery), alter any applicable deductible.

If your plan includes an emergency room facility copay and you are ditectly admitted to a hospital, your efnergency room
facility copay is waived.

Cerrain services are subject to the uiilizgtion: révimv‘pmgmm Before scheduling services, the memler must make sure
utilization review is obtained. If utilization feview js ot obiaitied, benefits may be reduccd or-net paid, according to the
plan.

Additional visits maybe authorized if medically necessary. Pre-setvice review must be obtained prior to receiving the
additional setvices.

Transplants covered only when performed at Centers of Medical Excellence or Blue Distinction Centets.

Bariatric Surgery covered only when performed at Blue Distinction Center for Specialty Cate for Banatnc Surgety.
Skilled Nursing Facility day limit does not apply to mental health and substance abuse.

Respite Care limited to 5 days per admission.

Freestanding Lab and Radiology Center is defined as setvices received in 4 non-hospital based facility.

Coordination of Benefits: The benefits of this plan may be reduced if the member has any other group health or dental
coverage so that the services received from all group coverage do not cxceed 100% of the covered expense.

For additional information on limitations and exclusions and other disclosure items that apply to this plan, go to
Itpsed AeanthemeaiiZpdEx=CA LG BEFO
For additional information on this plan, please visit sbe.anthem.com to obtain a Summary of Benefit Coverage.

of Califodeds, budepembin fonsee of the Blue Ceoss
andd sy il ¢ strs st lniielend ihy i Crosy Asstom
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SJVIA County of Fresno
Modified Premier PPO
(250/20/100/50) - Active

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the
recenlly enacled federal health care reform laws. As we receive additional guidance and clarification on the new health care reform
laws from the U.S. Department of Health and Human Services, Depariment of Labor and Infernal Revenue Service, we may be
required o make additional changes to this summary of benefits. This proposed benefit summary is subject to the approval of the
California Department of Insurance and the Califernia Department of Managed Health Care. In addition {o dollar and percentage
capays, members are responsible for deductibles, as described below. Please review the deductible information to know if a
deductible applies to a specific covered service. Certain Covered Services have maximum visit andfor day limits per year. The
number of visits andfordays aliowed for these serwces will begin accumulating on the first visit andfor day, regardless of whether
your deductible has biseii met, Membiers are also resiunsible for all cosls-over he plan maximums. Plan maximums and other
important inforniation appear in ilatics. Benefits are subject to aII terms cendﬂmm limilatians, and exclusions of the Pollcy

slysusd Odd

Explanation of Maximum Allowed Amount

Maximum Altowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-
Participaling Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or
coinsurance. Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not
responsible for the difference between the provider's usual charges & the maximum allowed amount. Non-Participating Providers & Other
Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement amount is based on: an Aathem Blue
Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor, or billed charges. For Medical
Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may be based on the reasonable
and customary value. Members may be. respiopsible for any i amount in excess of the reasonable and customary value.

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the
covered expense & actual charges, as well as any deductlble & percentage copay

Benefit year deductible for al providers E250/member B
L _$500/family (combined/aggregale)

Deductible for non-Anthem Blue Cross PPO hospitalor ~ $500/adinission (waived for emergency admission)

residential treatment conter ' ) .

Deductible for non-Anthem Blue Cross PPO hospital or . $500/admission (waived for emergency admission)

residential treatment center if ut:llzatlon rewew not obtained

Deductible foremergency room serv

%ff?;jii(){}/:vi’s\ii (waived if admitted directly fromEWR)

Annual Out-of-Pocket laximums (no cross accumu!afmn}
PPQ Providers & Other Health Care Providers $3,000/memberfyear; $5,000/familyfyear

Non-PPO Providers $10,000/memberfyear; $15,000/family/year

The following do not apply to the medical out-of-packet maximums: non-covered expenses and prescription drugs. After an annual-out-of-
pocket maximum is met for medicat during a calendar year, the individual member or family will no longer be required to pay a copay or
coihsurance for medical. The member remams respanslbte for non- covered expenses and prescription drugs

Lifetime Maximum v Unlimited
‘Covered Services PPQ: Per. Non-PPO: Per
Member Copay Member Copay

Haspztal Medical Services (subjoel lo tlilization roview

forinpatient setvices; waived for emwgwmy admissions)

¥ Seml-private toom, meals &-speslal dlels, & dncillary services No copay 50%’

¥ Qulpatient mvdmal -carg, surgical services & supplies No copay 50%!
{hospital care other than emergency reom care)

Ambuiatory Surgical Centers

> Outpalient surgery, services & supplies No copay 50% (benefit limited 1o $350/day)
Skifled Nursing Facility (subject to utilization review) ‘ k
¥ Semi-private room, services & supplies No copay 50%

(fimited fo 100 days/benefit year)

Hospice Care

> Inpatient or outpatient services ; family bereavement services No copay?
Home Health Care (Subject to ulilization review) _
> Services & supplies from a home health agency No copay 50%

(limited fo 100 visils/benefil year, ane visit by a
home health aide equals four hours or less;
not covered while member receives hospice care}

ied if the facility has a contract with Anthein 6k
g ‘; ‘:m mti supplr—< IS :e*dm el by 25%, tesulling

DY 12-18-1¢

amhom Cemica Anthem Bius Croas {P-NP) -NGF MLP20%9 Effectivn 1-1-13 Piintag 1312018



Covered Services ﬁ — PPO: Per - Non-PPO: Per
Member Copay Member Copay

Home Infusion Therapy (subject to utilization review)
¥ Includes medication, ancillary services & supplies; No copay 50%
carggiver training:& visits by provider to monitor (benefit limited to $600/day)

therapy; durable rivedical:equipment; lab services
Physician Medical Services '
Office & home visits $20/visit! 50%
(deductible waived)
» Hospital & skilled nursing facility visits No copay 50%
»  Surgeon & surgical assistant; anesthesiologist or anesthetist No copay 50%
> Drugs administered by a medical provider No copay 50%
{certain drugs are subject to utilization review

v

Diagnostic X-ray & Lab ) .
» MRI, CT scan, PET scan & nuclear cardiac scan No copay 50%
(subject to ufilization review)

>  Other diagnosficx:ray & lab ) .. Nocopay 50%
Preventive Care services "
Preventive Care Services including*, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol
blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.
No copay 50%

NPhysid'aI' Tﬁgrapy,ﬂhx;ical Mwédkiciné & O‘ccup*é)t‘iona‘ly “No copay 50%
Therapy, includi Iropractic Services (limifed fo .
24 isitsienefit yaay; adilitional visits inay'be authorized) | .

Speech Therapy |
> Qutpatient speech therapy fallowing injury or arganic disease Nocopay 50%

Acupuncture

>  Services for the treatment of disease, illness or injury No copay? 50%?
(limited to 12 visits/benefit year)

Temporomandibular Joint Disorders K : . R
> Splint therapy & surgical treatment - No copay 50%

Pregnancy & Maternity Care
»  Physician office visits No copay 50%
> Prescription drug for elective abortion (mifepristone) No copay 50%

Normal delivery, cesarean section, complications of pregnancy
& abortion i

> Inpatient physician services No copay 50%
> Hospital & ancillary services No copay 50%?3

Organ & Tigsue Transplants:(sufiject o utifization review;
specified organ Iransplanis covered only whei petformied
at Center of Expertise [COE]) '
> Inpalient services provided infcprinection with No copay
non-investigative organ or tissue fransplants
> Transplant travel expense for an authorized, No copay (deductible waived)
specified transpiant at a COE
(recipient & companion transportation limifed fo
6trips/episode & $250/persontiip
for tound-leip-coach &irfare, 21 dagsimp- alher.cxpenses
enitiad! ter A fiipdepisutie & 5250 Tor cotmd-trip coash aidfare,
hotel limitedt-to $100%ay-for 7 doys, ollior expensesilinitos to $25/day for 7 days)

! The dolfar cobay applies only fo the visit itself. An additional No copay applies for any services performed in office (i.e., X-ray, {ab, surgery), after any applicable deduciible.: -
2 Acupunclure services can be perdormed by a certified acupuncturist (C.A.), a dactar of medicine (M.D.), a doclor of osteopathy {D.0.), a podiatrist {D.P.M.),
or a dentist (D.D.S.). 3 Fer California faciliies, a discount will be applied if the facility has a conlracl with Anthem Biue Cross for {ee-for-service business, For California
facifites withoul a contract, covered expense for non-emergency hospital services and supplies is reduced by 25%, resulling in higher costs for members.



Covered Services

FPOT Per i Non-PPO; Per
Momber Cupay _ Member Copay

Bariatric Surgery (subject to utilization review; medically
nscessary surgery for weight loss, only for morbid obesily,
covered anly when performed at a Center of Expertise [COE))
#  Inpatient services provided in connection with medically
necessary surgery for weight (oss, only for merbid obesity
7 Bariatric fravel expense when member‘s home
is 56 miles ar more from the nearest bariatric COE
(member’s transportalion to & from COE limited o
$130/person/rip for 3 trips [pre-surgical visil, initial
surgery & one folfow-up visil]; one companion's
lransportalion to & from COE limited to $130/personttrip
for 2 trips finitial surgery & one follow-up visitf;
fotel for member & one companion limited to one room
double occupancy & $100/day for 2 days/rip, or as
medically necessary, forpre-surgical & follow-up visit;
hotel for one companion limited to one room double
occupancy & $100/day for duration of member's initial
stwtgery stay lor L4d6ys; ofttér redseoabli expenses
fiviled fo: $2chay[pe’rson far 4 daysrip)

No copay

No copay (deductible waived)

Diabetes Education Programs (raqiires phy\\ﬁ:wan superws;on)

»  Teach members & their families about the disease $20/visit 50%
process, the daily management of diabetic therapy & (deduclible waived)
_ self-management training
Prosthetic Devices
»  Coverage for breast prostheses; prosthetic devices to No copay 50%.
restore a method of speaking; stirgical implants;
artificial limbs or eyes; the first pair of canlact Ienses
orgyeglasses when required as a rasqilof ey i
& lherapaillic shoes & inserts for ety
Durable Médical Equipment )
> Rental or purchase of DME including hearing aids, _ No copay 50%

dialysis equipment & supplies (hearing sids benefi

is available for one hearing aid per ear every [hree years; breast pump
and supplies are covered under preventive care af no charge for in- network)

Related Outpatient Medical Services & Supplies

> Ground or air ambulance transportation, services
& disposable supplies

.. » Biood transfusions, blood processing & the cost of

unreplaced blood & blood products

»  Autologous blood (self-donated blood collection,
lesting, processing & storage for planned surgery)

No copay’
No copay!

No copay!

1These providers are not represented in the Anthem Blue Cross PPO netwo?k.



will be. subjocl lo pre=sgrvice re wew)

“Covered Services PPO: Per Non-FPOT Per
Member Copay . Member Copay
“Emergency Care '
> Emergency room services & supplies No copay No copay
(8100 deductible waived if admitted)
» Inpatient hospital services No copay No copay
» Physician services No copay No cupay
Mental or Nervous Disorders and Substance Abuse
Inpalient Care
> Facility-based care {subject to ulilization review; 100% 50%:!
waived for emergency admissions)
> Inpatient physician visits 100% 50% \
Outpatient Care
> Fagilily-based ¢are (subject to utilization review; 100% 50%!
wiaiveel for emerg;cnncy admissions)
> Quipatlient phiysiciar visits $20/visit2 50%
{Behavioral Health Treatment for Autism & Pervasive Disorder {deductible waived)

' For Californla facilities, a discount apphes ifthe laclhty has a contract with Anthem Blue Cross for fee- for —service business. For California facllities without
a contract, covered expensa for non-emergency haspital services and supplies is reduced by 25%, resulting In higher out-of-pocket costs for members.

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan, in detall.



Premier Plan Exclusmns and leltations

Kol Medically Necassary. San

Experimental or Investigative
Bul, il membsr is den

.;'d i1 the !-‘m‘e.
Outside the Uniled States. Services or suppliss ferpishad and
the Urited Slales, untess such seevices or supplies a:¢ rnishied in
Cf @n Gineige

Crime ac Nuclear Energy. Cand
to comit a [elony, 25 laag a3 any ijuries are aal a resull of
dameslic vioience: of (7) any releass of nuclear engs
govenment f are gvzilabie fir the roalmenl o
of nuclesr eneigy.

Not Covered, Servicas received hefore the membe
afler the mernber's &

ei's efieclive daie. Senvicos received
iveragu onds, except as specified a5 covered in the EOC
Excess Amounts, Any amourds it vxcess of covercd expense or the lileling ma
Wark-Related, Work-refzled condilions if Senefits are recovered of can be reco
adjudicalion, seillement or othenwise, under any workers' compensalion. employ

97 veeupafional disease faw, wheihor orriof the membey ciains (Rhose benstils. if (here is a dis

of subslantial uecorlalaty as lo whether benelils may be recavered for those condifions parsuanl lo
watkets' comgpensalion, we will provide lhe benefits of this plan for such condifions, subject 0 a

right of recovery and reimbuirsel under California Labior Code Seriion 49113, as specified as
vovered in the EOC,

Government Treatment. Any services the member actuaily received hal ware provided by a lncal,

state oi federal govemment agenay, except when paymsznt undee his plan is expressly required by
faderat or slafe sw. We will not cover payment tor theso services if (he member 15 rol required (¢
pay for them or they are given lo fhe insured person for fiees,
Services of Relalives. Professional services received from a persori living in the member's home
or who is relaied lo (he member by blood or marriage, except as specified s covered it he
Voluntary Payment, Services for which (he member has no legal ob /
00 tharge would be miads in the abserice of insuranse coversge orclhe i8N Coverig
exuepl services recoived at a non-governmiental charilable research hospitsl. Suck a hos
st tnel the following guidelines:
1. ilmus! ba internationally known as being devoled mainly fo medical research;
2. alleast 10% of ils yearly budget mus! bo spent on research not ditecily reiated o
palien| care;
3. atleast one-third of ils gross income must come from donalions or granis other than gilts
or payments lor palient care;
4. K must accep! palienls who are unable ‘o pay; and
4. two-thirds ot its valients must have condilions directly rcliilegl fo Ihe hospilal's research,
Not Spacifically Listed. Services nol specificatly listed in the nlan 28 covered serviges.
Private Contracts. Sarvices of supplies provided pursuanl to a privale confract betveen
the member and a pravider, for which reimbissernent undes Medicare programas prohibiled,
as spectfied in Sectien 1802 {42 U.5.C, 1355a) of Tile XVII: of he Sacial Security Acl.
Inpatient Diagnostic Tests. inpatient room and board charges in saanection wilh & hospilal stay
primarily fer diagnosiic losls which could have been prerformed sufely on an cuipatienl basis,
Mental or Nervous Disorders. Acadamic or edusalional lesling, counseting, and remediation,
Mental or nervous disorders and alcokof or drig dependenm Including rehabilitalive cére in
telation to these rongil ns, excepl as specified a5 covered i lhe EOC,
Qrthodontia, Braces, other crihodontic appliaaces or orlkodonlic services,
Dental Services or Supplies. Dental plates, bridges, crowns, caps or olher dents! prosiheses,
dentgl implants, dendal sorvices, extraction of leelh, eaiment o the feet o gurs, or isdlinent to
or fo; any disarders for the lemperomand:bular {aw) joint, except as specified as coverad in the
. Cosmeic dentat surgery or othar dentai services for beaubfication.
Hearing Aids or Tests. Hearing aids arid rouline "earsng s, axcept os specifiod as covered
in the £0C,
Oplametric Services or Supplies. vp:!)d{e(hc servicas, gye execises
Reuling gye examrs and couling cyo relractions, eye)iasses o
28 covered in the EOC,
Outpatient Occupational Therapy, Ustpalisnl sccupalicnal therapy, excerd by 2 home
2gency, hospice, of infusion terapy provides, excepl as spe<ified as cover he G0,
Outpatient Speech Therapy. Qulpatienl speech tharapy, axcept as spusified 25 covored
in tha £

luding othoplics.
onlecl ienses, except a5 specifiad

Cosmetic Surgery. Casmetit:
aller or reshape norerd (including aged)
This exclusion does nel apply (o teconsliuctive surgery {(al is, s

oy Ia |r'1rrc~* appea
med lo zarrect
jury for the purpose
o, ocluding

o 'QSI\ e 6‘,’ g

goy BeCauss

'l_r)' Iollowing mias!
peyehclogical o psychi
Commercial Weight Loss Programs, ]

s, .ml is aad fimiled b
4 fasting oo
o mc;f:cu‘
behay

r"ed 1o & persuh i coveitd
ed o, e bea q ol a

Ihe plas
chld by 'anothu

HERSIES

=Glion wnlh 3 mmgat» ,.,reﬂ{-arry ing
aman for an mx-a,hee coupia)

G0 J|! fs

GGG B

nes not apu
n meldesd io

Air Conditioniers, A
Custodial Care or Rcsl Cures. Inpatent ream and board ¢l
siay primaily lor envirormental clange of physical e
ahame for Ihe aged, & aurging home or any similarfacility, uerwce> p*nwdod by A skilled nursing
taciily o custodial care 01 rest cures, except as spéciiied as covered in the EQC

ips, exercise equipmenl, charges fom &
ner, c\rary olh c."laf es for a

oxGision Albo ap;;h«-» lc hedilh Jpa.s,

Persanal ltems. Any supplies for somiori, hygiens or beaulilication

Educahon or Counselmg Ecucational services or nuitrilional counseling, excepl as specilicd

coverad in the EOC, xclusion does nol apply ie counsefing for e realmaut of accraxia

nm. 052 of bufimiz nervosa

Food or Dietsry Supplements. Mulritionat andfor dielery suppletenls, excepl as provided i this

plan oras raquirer by law, This exclusios includes, but is not bimiled o, those rultitenal formutas

and dielary supplements that can be purchased over the caunter, whick by law do nol requiremet

either a wiitlen prescription of dispensing by a ficensed pharmacisl,

Telephone and Facsimile Machine Cansulalions. Consutiations provided by lelephons

or facsinite maching,.

Routine Exams or Tests, Routine physical exams or lesls which do not directy heai an aciual

iinass, infury ar condition, nciuding liose requied by ompioyment oy governimenl awmnasily,

excepl 35 specified as covered I he EOC.

Acupunclure, Acupuncluse realmend, as specilied as caveled in the EOC. Acupsessure of
rassage 1o conlrol pain, lreal iness or promoie heallh by applying pressure fo one or more

bpecma areas of the body based on dermaloraes ar acupunclure poinis;

Eye Surgery for Refractive Defects. Any eye surgery solely or pimarily for te purpose of

correcting refractive defects of he eye such as nsarsightedness {myopia} andior asligmatism,

Cor\iacl lenses and eyeglassc»s mquirr-d as a sesuil of {his surgery.

i J'B :’OC, A :
Ouipatient Prescription Drugs and Medications, Ou spatient prescnpho'\ druigs or medicalions
and insulin, axcept as specified as covered in the £0C. Any non-prescripiicn, aver-the-counter
pateql or proprietary diug o medicine. Cesmetiss, heafth or beauly aids,
Speclalty Phiarmacy Drugs. Speci harmacy drugs thal must be obtained from the speciallf
hgriniacy program, bul, which are obiained fiom a relaibplirssy, are nol coviad by this phay
eitier will have to pay the full cost of the specialty; phacmacy drugs Db{aincﬂ from akigail
pharmacy that should have been obtained from the speclally pharmacy program.
Contraceplve Devices. Contraceplive devices prescribed for birth control except as specified
as coverad in the £GC.
Diabetic Supplies. Prescr
as covered i Ihe EOC,
Private Duty Nursing. inpatieat or 94 E(p'i(leﬂi servicas al a private duty nursa,
Lifestyle Peograms. Py fo alt 3
exereisg, lmagery of aulrtion This exclusion
approved by us,
Wigs.
Third Party Liabiliky — Anthemn Blue Cross is enfillesd lo red
recovers damages fram a legally liable third party,
Coordination Of Benefits —-The Lenefiss of Ihis pian ey Lo ieduced i
roup heallh ar deatal coverage sa lhai the services received from ll group caverages do v
excesd 100% of lhe ¢overed sxpenss,

v

and nor-preseription diabelic suppies except

ich may nclude trat 3 aol lis
! aal aply io cardiac rznahililation programs

u:sement of b paid if e

Anthem Blue Cross is the rade name of Blye Cross of Californa. Independent Licensee
of the Blue Cross Association. & ANTHEM Is 2 regislered frademark of Anthom insursoce
Companies, Inc, The Blue Cross nama and symhof sre rogistered marks of the

Biue Cross Association.



SJVIA County of Fresno
= PPO 1000

e Custom Classic PPO
(1000/45/80/50)

Anthem believes this plan is a “grandfathered health plan” under the Palient Proteclion and Affordable Care Act (the Affordable Care Act). As permitied by
the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law was enacled. Being
a grandfathered health plan means that this plan may nol incliiile. &&rain caisumer protections of the Affordable Care Act that apply to other plans, for
example;the requirement for the provision of preventive heallli sefvices withgut any cost sharing. However, grandfathered health plans must comply with
certain other consumer prolections in the Affordable Care Act, for example the elimination of lifetime limits on benefits. \

Questions fegarding which‘proleciions of the Affordable Care Agt: apply-af m which prolgglions do not apply to a grandfathered health plan and what
might cairse.aplan to change fformgrandfathered health planstatus can.big-directed to Anthen at the telephone Uit printed on the back of your
member identilication. card,.or contact. your group benefits adinistralorii Y6 do not have an identification card,  For ERISA plans, you may also
conlact the Etnployee Benefits Security Administration, U.S. Depariment of Libor-at 1-866-444-3272 or wwew.dol. goviebsaltiealthreform, This Web
site has a table summarizing which protectionsdo and do not: ‘piy fo grandiathered haaﬂh Plhng: Fof nenfedersl governiiental plans, you may
dlsocontac the\.5 Déparlmentol Hisalih-dnd Huinst Seciiess sl 1

Jn addition (o dollar and pemeniage COpays; members are fesponsible for deduclibles, as déseritied bielow. Pidase revievthis deduciiblenfarmation
{oknaw:if a deductible applies lo-a-sped covered service, Crlain: Covered Services have maximum visit andfor day limits per year. The number
of Visits antilor days allowed fof thiesé services will Begin aceurnulaling'en the first visit and/or day, regardless of whether your deduclible has been
iet, Menibers arg also.responsible for.all costs over {ive plan madmums:

Plan maximitirtis and oltier itnpadant ifotmation appear fvitalics, Benefits are subject lo all terms, conditions, limitations, and exclusions of the
;Pehcy )

Expianatmn of Max iy Altowed Aniount

totatreimbursement: payab!u underihe phn far covered services: received from Parlicipating 2nd Mens Participaling

et tovards the services biffed: by &-provider-combingd with-any applicable deduoli ible; copayment oreginsurance:

Pari!mpalkng Piavidsrs- The rafe th pmwﬁw fias agresd’lo acce reiribursernent for coverad: semses Members-arg ol responsible for the
the provider's usual charges- & the maximuni allowed amount.

{ :ders & @t \er’ Hea!lh Care Prowdars-{snc!ude |FeTiey

Lrapresentedin the PPO provider nelwork) “Relmbursement amount:
he provider, information Ttom a Whifd party vendor, or billed chiarges.
tendared bya NamPamcspa!mg Pra,vx fesror NoiG Wracting Hospital, réinbursement: may bg based-on.the-
as6nable and:customany value; Meirbers may be respansible forany amount | Inexcess: of.the reasonable n sustomary valie:

o

“When using Non-PPO and Other Health Care Providers, members are responsible for any differ ence between the covered expense

- & actual charges, .as well as any deductible & perccnfage CORAY:,

“Calendar year deductible for all providers

“Deductible for non-Anthem Blue Cross PPO hospital or
residential treatment center

Deductible for non-Anthem Biue Cross PPO hospital or $250/admission (waived for emergency admisksiorwv)k '
residential treatmeit center if utilization review notiabtained x

“ Deductible for emergency room services $1 00/yisit§(waivjed if admitied dirscliz from ER} .

Qut-of:Pocket Makimums (hooross app/ication)
PPY Providers & Qlher Health Care-Providers $4, 000 memberlyear; $8;000/familyfygar
ton aviders $1D; QBO!m&mhw/}mru%i?O DM
Thefollovwi mg‘sdu nalapply to oikof-pockal maximums: nen-coveted expense, After a member reaches ibe-oul-

member remaing responsible for non-PRO providers & other heallh care providers, costs in excess of hecmv:,:feﬂ-e}(p@hs@
Lifetime Maximum ) Unlimited
Covered Services RPO: Per Non-PPO: Per
, Member Copay Member Copay!
HOSpatal Medical Services {Subject to ufilization review.
for inpatient-sorvices; waived for emergency admissions)
¥ Semi-privale: room, meals & special diets, $1,000/year? + 20% 50%
& ancillary:services {benefit limited to $600/day)
» Quipalientmedical'care, surgical services & supplies , 20% 50% _
{hospital'care ofher ihan- emergency roam cére) (benefit imited to $600/day)
Ambulzitory Surgical Centers )
> Otitpaimnt surgery, services & supplies $250/surgery + 20% 50%

) B (benefit limited to $350/visit)
Skilled Nursing Facility {sutject lo ufilizalion review) : '
»  Semi-privale room, services & supplies 20% 20%

(limited to 100 days/calendar year)

Hospu.e Carg (subject fo alilization reviesy

¥ Inpaligntorou patmn services, formeinbers No copay
with-up-la-aie: y?ar e expactanny; lamily
Bereavement-services:

The serceniage copay lor non-crng én icey from nonAnthem Blue Cross PPO peoviders s hased on the schedaled amount,
 Applicable to the Annual Qut-ol-Pocket mz

anthem.com/ca Anlhem Blue Cross  (P-NP) Effective 12/1817 Printed 1/3/2018

LVWIINIIDFT N 1)



Govered Services - TTTEPO: Per Non-PPO; Per
Member Copay » Mernber Copay!

Home Health Care fsubject {o utilization review)

> Services & supplies from a home health agericy 20% 20% wila authorization
(limited to 100 prior authorized visits/calendar year, ong visil by a
home health aide equals four hours or fess, nol covered
while member receives hospice care)

Home Infusion Therapy (subjec to utilization review)

> Includes medication, ancillary services & supplies) 20% 20%
caregiver training & visits:by pravider o monitar
therapy; durable medical equipment; lab-services

Physician Medical Services

> Office & home visits $45/visit? 50%
. ‘ " (deductible waived)

» Hospital & skilled nursing facility visits 20% 50%

>  Surgeon & surgical assistant; anesthesiolagist or anesthetist 20% 50%

> Drugs administered by a medical provider 20% 50%
(certain drugs are subject to ulilization review)

Diagnostic X-ray & Lab ,

» MR, CT scan, PET scan & nuclear cardiac scan 20% 50%
(subject fo ulilization review)

> Other diagnostic x-ray & lab o ~ Nocopay . 50%

Preventive Care Services

Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPV, diabetles, cholesteral,

blood pressure, hearing and vision immunizations, health educalion, . No copay 50%
Intervention services, HIV testing), and additional preventive care (deductible waived)

for women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This.list is not exhaustive. This benefit includes all Preventive Care

Services reduired by federal and state law,

Physical Thorapy; Bhysical Madicine & Occupational T et - 0%

Therapy ‘ . (deductible waived) S

Chirapractic Services (up (o' 12 visits/ealendar year, addiioral —— 825hisit 50%

_Visitstyiay b approved, if medically necessary) {deduatible waiver)

Speech Therapy

»  Outpatient speech therapy following injury or organic disease $45/visit 50%
el e . (deductiblewaived) . .

Acupuncture S '

¥ Services for the treatment of disease, iliness or injury 20%3 50%?3

(limited to 20 visits/cafendar year)

Temporomandibular Joint Disorders

> Splint therapy & surgiéal treatment ‘ 20% 50%

Pregnancy & Maternity Care ) ’

> Physician office visits $45/visit? 50%
(deductible waived)

> Prescription drug for elective abortion (mifeprisione) 20% Not covered

Normal delivery, cesarean section, complications of pregnancy

& abortion

» Inpatient physician services 20% 50%

¥ Hospital & ancillary services $1,000/yeart + 20% 50%

{benefit limited to $600/day)

» Female Sterilization(inciuding tubal ligation and counsefing/consuitation) No copay Not covered

>  Male Sterilization 20% Not Covered

¥ Family planning counseling $45/visit Not covered
(deductible waived)

!The percentage copay for non-emergency services from ron-Anthem Biue Cross PFQ providers is based on (he scheduied amoun(.
2The doliar copay appiies only to the visit itself, An additional 20% copay applies lor any services perormed in office (i.e., X-ray, lab, surgsry), after any appticable decuclible.

3Acupunciure services can be petformed by a certifisd scupuncturist {C.A.), a dosto: of medicing (W.D.), a dacter of osteopalhy (0.0.), a podiatrist (D.P.M.),
or & dertist (.D.S.).

4 fippicable to the Annual Out-ol-Packet maximums



Covered Services

PPO: Per Non-PPO: Per

Member Copay Member Copay!?

Organ &T nssue Transplants (sub/ecl to wlilization réview,
spacified:agar transplanfs covered only when perlormad.
at a Center of Expertise [COE])

> Inpatient services provided in connection with
non-investigative: nrgan gr-tissue transplants
’Transplant travel expense_ for an authorized,

. i ;

>

6 lr‘zwfaprmie

&2t ripfoni vaeli Anlledio 1

"mom daubla occupanicy. & $7E)0‘ I for 214, mp ofier
expenses limiled to %?5!day/persa by
Aransportationsfiniled o1 [tip/episode:&:3250 for round- fnp
codch: azrfare, tel linited fo S 100Ky for: days ‘vlher
expenses limited to $25/day for 7 days)

$1,000/year? + 20%

No copay (dedurctible waived)

(subjectto utilizalion review; medically
£ Wezgh! foss; only. for maybid obesity,
erformed’ Senter of Experise

> ,'lnpatler il services:providied in connection with medially
‘negassary surgery farweight loss, only for morbid-obesity
» Bariatric travel ‘expense when member's home
is 50 mifes ormore:from the nearesi Bariatric COE
{member’s transporialmn Jlo&drom COE infited
to $1300person/trip. for 3 1iips Jore-surgical visit,
surgery&ong follaw-up vigif]; one: companmn s
,mnspa at{z,;p. fo & from COE fimited 1041 SG/persen/frm

doubfe occubéncy 3
medically.ngce;
hoiel foronece

r-d days; o onablo Expenses.
liriled ,_<$25/day/person for 4diysip).

$1,000/year’ + 20%

No copay (deductible waived)

Diabetes Education Programs (requires physician supervision)

> Teach members & their families about the disease
process, the daily management of diabetic therapy &
self-management tralmng .

$45/visit 50%
(deductibie waived)

Prosthetic Devices

> Covarage for breasUprosiheses; proslhefﬁc devices o
reslore-a method of epaaking, surgical implants; arifi fifigial

limbsg ; e first pazr of eontact Jenses or eyeglisses.

Whien requiredas @ resufl of eye surgery; & Iherageui feshoes

& inserts

50% 50%

Durable Medical Equipment
> Rentalor purchase of DME including

dilysls equmeni & supplies, ome medical equipment,
proslieticlo Hhotics. (hearing aids benefil

eatingid parear syery’ s years; breast ump
s ad covered. under praventive tareal o phiarge forirnetwork)

50% 50%

Related Outpatlent Medical Services & Supplies

> Ground or air ambulance transportation, services
& disposable supplies

> Blood transfusions, blood processing & the cost of
unreplaced blood & blaod products

> Autologous blood (self-donaled blood collection,
testing, processing & storage for planned surgery)

20%?
20%2
20%?2

1 The percentage copay {or non-emergency services from non-Anthem Blue Cross PFO providers is tbased on the scheduled amountl.

2These providers are nol represented in the Anthem Blue Cross PPO netwerk,
3 Applicable to the Annual Out-ol-Pockel maximums



Cavered Services PPQ: Per Non-PPO: Per
o o Member Copay iMember Copay!
Emergency Care
¥ Emergency room services & supplies 20% 20%
(8100 deduclible waived if admitted)
> Inpatient hospital services & supplies $1,000/year’ + 20% 20%
> Physician servicss » A 20% 20%
Mental or Nervous Disorders and Substance Abuse '
Inpatient Care
> Facility-based care (subject fo utiization review; $1,000/year? + 20% 50%

waived for emergency adriissions)
> Inpatient physician visits
QOutpatient Care

> Facility-based care (subject to utilization review;
waived for emergency admissions)

> Outpalient physidian visits
(Behavioral Heallh treatment for Autism & Pervasive Disorder

Willthe subject to pre-\%fvica rewew)

20%

20%

~$doivta 12

(dleduiivle waived)

{beriefil limited to $600/day)
50%

50% 4
{benefit limited to $600/day)
50%

1 The perceniage copay for non-emergency services from non-Anthem Blue Cross PPO providers i is based on the schedu'ed amount.
2The dollar copay applies only 1o the visil itsel, An addillonal 20% copay applles for any services periormed in office {i.a., X-ray, lab, surgery), after any applicable deductible.

3 applicable 1o the Aniual Out-of-Packet maximums

This Summary of Benefits is a brief review of benefits. Once enrolled, members will receive a Combined Evidence of Coverage and
Disclosure Form, which explains the exclusions and limitations, as well as the full range of covered services of the plan,

in detail,



Classic PPO Plan Exclusions and Limitations

Not Medically Necessary. Services or supplies \hat are not medically nccessary, as defined.

Expmmmxtal or lnvcsugalive;; A inentpl v x;;z,jaguga\w.., pim s of nedgaton,
il d i‘!i:(w lmnlw’if‘!*

Oulslde lhe Unlted Slates SGNICES o supphes furnished and hilled by a provider oulside
the Uniled Slales, unless such services or supplies are furnished in conneclion with urgent care
oran omergency

ol nuclear enorgy,

Not Covered. Services received before the member's effective dale. Services received
after the member's coverage ends, excepi as specified as covered in lhe EOC,:

Excess Amounts. Any amounis in excess of covered expense or any Medical Benefil Ma)umum
Wnrk Related, ka relaled condmcns d benems are recovered or can| be recovese
it

1t mus;l ba intema(lonaily known as being devoled mainly lo medical research;

2. atleast 10% of its yearly budget must be spent on research not direclly refaled lo
palienl care;

3, alleast one-third of ils gross income must come from donations or granls other than gills
or payments for patient care;

4, [t must accept palients who are unabla lo pay; and .
5. two-lhrds of ils patients must have condilions direcly relaled to lhe hospital's research.
Not Speclﬂcally Lls(ed Semces nol spa ‘fcally listed in the plan as covered services.
:Eé plé wwﬂctbmmn

; } et or edusalisne losti ‘muu&a?mg. ol ip adiaﬂun,
’Mania‘ of iibunlis diaside st abyse; ki misbitalve oot i relntion o fose
condilions, excepl as specilied as covered in the EQC,

Orthodontia. Braces, other orthodanlic app‘lances or orthodonlic sewices

-Pantal Servicesor, -Siiplies: Danfabya
dantad it Ol wervines, oXH] :

tip:feir any Ssostdors Jor i tarporemsnd e (i) |
0T, Casmnlic dusilalsurgnrporalhurdutatiseni
Hearing Alds or Tests. .

Optumetrlc Sorvicoy orSupphes Optarieiric servicas, oye exercises including orthoptics.
ine eye 1EkaaNS, as specifiod as covored in the EOC.
305, excepl’ @vasgc;.med as covumd in the EQC:

&jmw:f. hostﬂce or home hﬁusﬁn (llerapy providie; a5 -.,-eslf'ed as l““iu(!:d in lhe EOC.

Qutpatient Speech Therapy. Oulpalxonl speech lhefapy excepl as specified as covered
in the EGC,

CosmoliciSurgety: Cwmm SR o s ol %wa:m i

syl mnufmm oy ia
b

Thiw o wzm tnamnotapplylo wccmm slive smgriry tiS ‘s ;. U
“epilse) by pongonital ordbvdlpoientat sbammallipy 1 }hfg fair ;«qaa
ivortr punplomatelayan o srati @ ot qsgrsurm}, inchting:
rpastors syimiialry. ol masteciomy: Dustoel
iy Vil peyrhetoglea oe ;wyrhmz CAOBINS:

tzlgh! Lmls Fn:\gf;hnw Weighl losq programs, whetorgtnnt lémy sin pursued
lisled a5 coved i fis: p!an

This excluclcn leude> bul is rnthrrulcd lo, coinmercial weight less pragrams (V'mghl‘.f‘.aichers,
lenny Craig, LA Weighl Lossj and fasling programs,

Thi mmsmn dnm 0] agg i it mf'!"f“if‘ fe oz ey Iraaitnut for et ot

1ot alipn g et Of GaciEn

r\m;, ms uu!&mm R ;w:x;‘m? feaetirasy bt z;se}ilwd !M@t;‘i Lt o et lan ﬂt%ndh!mn
¥ ce of Covarage (EGC)

sty of chulsirg

vy bt ot B

Sterilization Reversal.
dntastility Treatmnt Ay wmw i ﬁumi"
&1

SmmgnmfdclherSaf\l'ces Furanyss
xs; lﬂm in: ctznnm.!srm wilth a sutmgakz :

Edugatippior Counse(lngk Eaia
as gl in the EOC. Thisaxiiis
nervesa or buhmla nervose,

§efing, it 85 spechipd’
Jar the-ruatenl of pronziia

Telephone and Facsimile Machine Consultatlons, Consultations provided by lelephone
or facsimile machine,

syesu s pestightodi
W’}ﬁifﬁ‘-j Bsa peslitol miss,xmmy,

{ prusetintién drugs or medications
flibs; over- lhe{ouuier

plermiey progrsi, (i, i
Bomber slibhnee o piy Wit sifaii;

pharmacy that should have been obtalned from me speclalry pharmacy pwgram
Contraceptive Devices. Contiaceplive devices prescribed for binth contio! except as specified

as covered in the EOC,

Diabetic Supplies. Prescription and non-prescription diabetic supplies excepl as specified

as covered in the EOC,

Private Duty Nursing. Inpatient or outpatient services of a private duly nurse,

Jiifisslyle Programs. #/grams lo aller one's ll[estﬁu fuhighmsyinclude bul g nat limited to diel,
tuiniifse, imagery orntirion. This exclusion will sy applyta cgmftac rehabilitzian grograms
approved by us.

Wigs.

Thirdl Party Ulabltity - Anlhem Blue Cross is entilled to reimbursemen of benefils paid if he
Mefas recovers damagesdrom a legally liable hird party.

Ganrdination of Bmu!ﬂg-"fbumnﬁf s of Ds plan mﬂ”t:g reduced if he fsember has any other
growp hewith o i) smgrahean-hal the services (ecelind frem 8l group opgrages do not
exceed 100% of the covered expense,

Anthen Blird Cross Is the irady nama of Blie Lrosa of Calfarald, inthpanidenit Ligonséd.
of Hhe HINg CrassAstoclations& ANTHER I » reisteratl fdenpt ol Suthain tyimone
Compmiles, . The Blye Cross-fapiv ant; ‘symiboliare registared. ks af the,

Blue Cross Associallon.




SJVIA County of Fresno
Modified Lumenos® Health Savings Account
(HSA) LHSA266 (1500/2700/80/60)

Anthem

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the
recently enacted federal health care reform laws, As we receive'additional guidance and clarification on the new health care reform
laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be
required to make additional changes to this summary of benefits, This proposed benefit summary is subject lo the approval of the

* California Department of Insurance and the California Department of Managed Health Care. This Lumenos plan is an innovative type
of coverage that allows an insured person to use a Health Savings Account to pay for routine medical care. The program also
includes traditional health coverage, similar to a typical health plan that protects lhe insured person against large medical expenses.
The insured person can spend the money in the HSA account the way the insured person wants on routine medical care,
prescription drugs and other qualified medical expenses, There are no copays or deductibles lo satisfy first. Unused doliars can be
saved from year fo year to reduce the amount the insured person may have to pay in the future. If covered expenses exceed the
insured person's available HSA dollars, the traditional health coverage is available after a limited out-of-pocket amount is paid by the
insured person. Certain Covered Services have maximum visit and/or day limits per year. The number of visits and/or days allowed
for these services will begin accumulating on the first visit and/or day, regardless of whether your deductible has been mel. The
insured person is responsible for all costs over the plan maximums. Plan maximums and other important information appear in
italics. Benefits are subject to all terms, conditions, limitations, and exclusuons of the F‘ehcy

Explanation of Maximum Allowed Amount

Maximum Atlowed Amount is the total reimbursement payable under the plan far covered services received from Participating and Non-
Participating Providers, It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or
coinsurance. Participating Providers- The rate the provider has agreed to accept as reimbursement for covered services. Members are not
responsible for the difference between the provider's usual charges & the maximum allowed amount,

Non-Parlicipating Providers & Other Health Care Providers-(includes those not represented in the PPO provider network)-Reimbursement
amount is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the provider, information from a third party vendor,
or billed charges. For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement may

be based on the reasonable and customary value. Members may be responsible for ahy amount in excess of the reasonable and customary.

value. Participating Pharmacies & Mail Service Program-members are not responsible for any amount in excess of the prescription drug
maximum allowed amount. Non-Participating Pharmacies-members are responsible for any expense not covered under this plan & any
amount in excess of the prescription drug maximum allowed amount.

When using non- partlclpatlng providers, the insured person is responsible for any difference between the covered expense &
actual charges, as well as any deductible & percentage copay.

When uslng the outpatlent prescrlption drug benefits, the insured person {s alway’s résponsible: for drug expenses which are ot
coverad under thls plan, as well as any deductible, percentage or dollar copay.

Calendar year deductrble (applicable to medical care & prescription drug benefits; The smgle deductible is applicable fo a member that is
enrolled as the only covered person on the plan (no dependents). Two or more peopls can accumulate towards the family deduclible.

No one mernber will pay more than the per member deductible of $2,700. The deductibles accumulate (embedded) individuals on a family
plan)

»  For alf Providers $1,500 singlef $2,700 per member/ $3,000 family

Individual can receive benefits once individual deductible has been met

Annual Out-pi-Packet Maximurns (in-aatworkébut-of-network
autaf-pockel masinums we-exsiusive of gacly otiter; includes
calendar year deductible & prescriplion drug covered expense)

> Parlicipaling Providers, Parlicipating Pharmacy ) $3,000 single/ $5,000 family
& Other Heatth Care Providers
> Non-Participating Providers & Non-Participating Pharmacy $10,000 single/ $15,000 family

The following do not apply to out-of-pocket maximums: costs in excess of the covered expense & non-covered expense. After an individual
instired persen oripsuredfamily (includes msured smployes & ong or theré mamhers of (e smglpyee’s faml?l} feaches the ottof-pockel
waimum for &l medieal and prescription drug. ammd gxpense the individual insured parson o insuped Tanmi zwugs during ths aakendar
vesr, e ndividual instired persan oF insuréd famify will no langer blee’*qmre‘d te-pay-a copay for the remal m:}m ol thatyear. The individual
insurad parson orinsured family remains rospsonsibie for soslsirexcgss of the coverad expengs wives provided by forpakieipaling
providers and other health care providers; non-covered expense.

Lifetime Maximum \ Unfimited

anfhern comica Anthern Bluc Cross Lile end deaith insurance Gompany  {MP) - NGF M-LLZ2045 Etedlive 0172618 Printed 17372018
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Covered Services Traditional Health Coverage
Insured Person Copay
In-Network Qut-of-Network
{Ihsured is also responsible
for ¢haiges in excess of

covcmd oxpense)

Hospxta Tudical Services (subjosl t tiilzation review
for inpatient services; waived for eptergancy: admissions)
»  Semi-private room, meals & special diets, & ancillary services 20% 40%
> OQutpatient medical care, surgical services & supplies 20% 40%

(hospilal care other than emergency room care)
Ambulatory Surgical Centers ‘
> Oulpalient surgery, services & supplies o 20% 40% (benefit limited to $350/day)

Skilled Nursing Facility (subject fo utilization review,)

> Semisprivale roolyy, services & supplies 20% 40%
{limitad to 1 Of) dayqua, zdrr year; limit does not
Apply to mental heatth and substance abuse)

Hospice Care

> Inpatient or. -Gultpatient. seriices for insured persons with up 20% 40%
to one yearJife-expectancy; family bereavement services

Home‘Health Care

20% 40%
HOANETIea1E8I0e, :
while insured person receives hosplce care) -
Home lnfusion Therapy
> (dasimpdicatio 20% 40%

(benefit limited to $600/day}

Physmlan Medwal Services

»  Office & home visits - 20% 40%

> Hospifal & skilled nursing. fagility visits 20% 40%

»  Surgean & surgical assistant; anesthesiologist or anesthetist 20% 40%

> Drugs administered by a medical provider 20% 40%
{(Certain.drugs are subject to utilization rewew}

Diagnostic X-ray & Lab Q .

> MR|, CT scan, PET scan & nuclear cardiac scan o 20% - .- 40% .
(subject fo utilization review) ” : ‘ o .

»  Other diagnostic x-ray & lab . 20% 40%

Preventive Care Services

Prevenlive Care Services including®, physical exams, preventive

Screenings (including screenings for cancer, HPV, diabetes, cholesterol, No copay 40%
Blood pressure, hearing and vision, imimunizations, health education, (deduclible waived)

Intervention services, HIV testing), and additiofial preventive care for

Women provided for in the guidelines supported by the Health

Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law,

Physical Therapy, Physical Medicine & Occupational Therapy, 20% 40%
(ncluding Chiropractic.Services (iimiled to 24 visits/calendar year)

Speech Therapy ' '

> Outpalient speech therapy following injury or arganic disease 20% 40%
Acupuncture

> Services for the treatment of disease, illness or injury 20%? 40%!

{limited to 12 visits/calendar year)

Temporomandibular Joint Disorders
> Splint therapy & surgical treatment 20% 40%

"m JpUnClug sevices can be perormed by a canified scupunciunst {G.4,), a dottor of medicing Uﬁl“\ a doclor of osteepalhy (D.G ), 5 padiatnst {DP.M),
or a dentist (D.D,S.)



Covered Services

Traditional Heaith Coverage
insured Ferson Copay

to restore a method of speaking; surgical implants;
artificial limbs or eyes; the first pair of contact

fenses or eyeglasses when reguired as a resuit of

eye surgery, wigs for alopecia resulting from
chemotherapy or radiation therapy; & therapeutic shoes
& inserts for insured persons with diabetes

in-Network Out-of-Network
(Insured is also responsible
for charges in excess of
covered expense.)
Pregnancy & Maternity Care
»  Physician office visits 20% 40%
% Prescription drug for elective abortion (mifepristone) 20% 40%
Normal delivery, cesarean section, complications
of pregnancy & abortion
»  Inpatient physician services 20% 40%
»  Hospital & ancillary services 20% 40%
Organ & Tissue Transplants (subject lo utilization review;
specified organ fransplants covered only when performed
al Centers of Medical Excellence [CME])
»  Inpatient services provided in connection with 20%
non-investigative organ or tissue transplants
» Transplant travel expense for an authorized, specified 20%
transplant at a CME (recipient & companion transporlation
limited fo 6 trips/episode & $250/person/lrip for round-trip
coach airfare hotel limited fo 1 room double occupancy &
$100/day for 21 days/rip, other expenses limited to
$25/day/person for 21 daysArip; donor transportation
limited to 1 trip/episode & $250 for round-irip coach airfare,
holel fimited to $100/day for 7 days, other expenses limited fo
$25/day for 7 days)
Bariatric Surgery (subject o ufilization review; Inedially
necessary surgery for weight loss, only for morbid obesily,
covered only when performed at Centers of Medical Excellence [CME])
» Inpatient services provided in connection with medically 20%
necessary surgery for weight loss, oniy for morbid obesity
> Barigfric fravel expense when insured person's home 20%
is 50 miles or more from the nearest bariatric CME
(insured person's lransportation to & from CME limited
fo $130/person/trip for 3 trips Jpre-surgical visit,
initial surgery & one follow-up Visit]; one companion’s
{ransportation o & from CME limiled to § 130/person/trip
for 2 trips [initial surgery & one follow- -Up visit];
hotelfor msured-persan & one companibn:imifsd &
gneyoom:doublengcupancy & $100/day for 2 days/irip;
or as medically necessary, for pre-surgical & follow-up visit;
hotel for one companion limited to one room double
occtipancy & $100/day for duration of insured person’s
inftial surgery stay for 4 days; other reasonable expenses
fimited to $25/day/persor for 4 dayslrip)
Diabetes Educatlon Programs (requires physician superws:on)
»  Teach insured persons & their families about the disease 20% 40%
process, the daily management of diabetic therapy &
self-management training
Prosthetic Devices ‘
> Coverage for breast prostheses; prosthetic devices 20% 40%




Covered Services

Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
(Insured is also responsible
for charges in excess of
covered expense,}

Durable Medical Eqtiipment

(Rahavioral Health treatment for Autism & Pervasive Disorder

Wil be stibject fo presservice review)

Rental or purchase of DME including hearing aids, 20% 40%
dialysis equipment & supplies (hearing aids benefit
available for one hearing aid per ear every three years,
Breast pump and supplies are covered under
-Preventive care at no charge for in-network)
Related Outpatient Medical Services & Supplies
> Ground or air ambulance transportation, services 20%!
& disposable supplies
»  Blood transfusions, blood processing & the cost 20%:?
of unreplaced blood & blood products
> Autologous bloo (self:danated blocd collection, 20%!
festing, processing & siorage for planned smgery)
Emergency Care
> Emergency room services & supplies 20% 20%
> Inpatient hospital services & supplies 20% 20%
»  Physician services } 20% - 20%
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
» Facility-based care (subyjoct to ulilization review; 20% 40%
waived for emergency: adm/ss;ons)
> Inpatient physician visits 20% 40%
Outpalient Care .
> Fadility-based care (subjec! fo ulilization review; 20% 40%
-waived for emergancy admmstons) .
> Butpatient physician visits 20% . 40%

1 These providers are not represented in the PPO network.



Covered Services Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
{fnsured is also responsible
for charges ih excess of
the prescription drug
maximum allowed aritount)

Outpatient Prescription Drug Benefits

> Preventive immunizations administered by a retail pharmacy - No copay (deductible waived;
» Female oral contraceptives generic and single source brand, Mo copay (deductible waived)
> Flu, Zostavax & Pneumococcal vaccines No copay
»  Retail pharmacy prescription drug maximum aliowed amount 20% 40%’
»  Mail service prescription drug maximum allowed amount 20% Not applicable
Specialty pharmacy drugs (obtained through specially 20% Not applicable
pharmacy program)
Supply Limits?
> Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified
Schedule 1 attention deficit disorder drugs that require
a triplicate prescription form, but require a double copay,
6 tablets or units/30-day period for impotence and/or
sexual dysfunction drugs {available only at retail pharmacies)
» tome Delivery ' 90-day supply
»  Specialty Pharmacy ‘ 30-day supply

¥ Insured person remains responsible for the costs In excess of the prescription drug maximum amount aliowed.
2 Supply limits for certain drugs may be ditferent. Please refer to the Cerificate of Insurance for complete information.
The Outpatient Prescription Drug Benefit covers the following:

> Outpatient prescription drugs and medications which the law restricts {o sale by prescription. Formulas prescribed by a physician
for the treatment of phenylketonuria.

Insulin

Syringes when dispensed for use with insulin and other seif-injectable drugs or medications

Prescription oral contraceptives; contraceptive diaphragms. Contraceplive diaphragms are limited-1o one per year,
Injectable drugs which are self-administered by the subcutaneous route {under the sk‘m) by the patient of insured person: '
Drugs that have Food and Drug Administration {FDA) labeling for self-administration

All compound prescription drugs that contain at least one covered prescription ingredient

Diahetic supplies (i.e., test strips and lancats)

Prescription drugs for treatment of impotence andior sexual dysfunclion are limited to organic (non-psychologicat) causes.
Inhaler spacers and peak flow meters for the trealment of pediatric asthma.

Smoking cessalion products requiring a physician's prescription.

Certain over-the-counter drugs appraved by the Pharmacy and Therapeutics Committee to be included in the prescription drug
formulary.

Flu, Zostavax & Pneumococcal vaccings obtained af a local network pharmacy must be administered by a pharmacist

V'V Y V¥V

¥ VYV VY VY

L

This Summary of Benefits is a brief review of benefits. Once enrolled, insured persons will receive a Certificate of Insurance,
which explains the exclusions and limitations, as well as the full range of covered services of the plan in detail.
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Lumenos Health Savings Account Plan — Exclusions and Limitations

Benefits are not provided for expenses incurred for or in connection
with the following ilems:

Not Medically Necessary, Services or supplies thal are no! medically necessary, as defined.
Efperimenlal 6# lnvestlgaim Any e‘anmenlat or invasilgalive: pvo;.miure or. medication,

Bu, it kiured. riited benefits begousn it ix detewmined IKat ihi seiposid ioatnent
is expiamrmntm Grinvastignie, the nsuled parson may taquest an indepentent midicdt ovew,
as described in (he Certificale.

Outside the United States, Services or supplies lurnished and billed by a provider oulside

the Uniled States, uniess such services or supplies are furnished In connection with urgent care
Of an emergency.

Crime ar: }wcsearﬁnerw i

of aliemptiy mmm LE famy &M’ﬂ
ant ol domesiicvialensm G

of nutlear energy.
Not Covered. Services received before the insured person's effective dale. Services received
after the insured person's coverage ends, excepl as specified as covered in the Cerlificate.
Excess Amounts, Any amounts in excess of covered expense or the lifetime max|mum
Work Relaled Work-relaled: con{!shmxs if benefits are recovuied o can B
tisyy asl {Iemnicroiﬁemﬁm, ey wictatato i

i isinsured persomelzing Hnso b
T b ) mwms;d {wﬁm&.

ired povsors petlolly resclvett ol gors mamﬁﬁa
6y ecuption pymentunder s plin bieapessly
pnvies il Etm nstcest peredn

tt) Es mia(eﬂ lo lhe mswed person by bk:-ad nrmamage, excﬁpi 535 sp;:mfed as coyated
in e Cel ﬁcale.

Biitra hospital must mes| lh° followmg guﬂzﬁaﬁnesx
1, it must be internationally known as belng devoted malnly to medical research;

2. atleast 10% of its yearly budget must be spenl on research not directly relaled o patien care;
3

al leasl one-third of its gross income must come from donallons or grants other than gifs.”
of payments for patient care;

4, itmusl accepl palients who are unable to pay; and

5. two-thirds of its patients must have conditions direclly related to the hospital’s research.
Not Speclfically Listed. Sewlces nol spemr cally hsled in lhe plan as covered services.
Privale Cont(nr.(s. St

iy iy connosion vaili a hospital slay
falyon, Bl mm&m basis,
Mental or Nervous Dlsorders Academxc or educaﬂonm lesllng, counseling, and remedialion.
Mentat or nervous disorders or substance abuse, including rehabilitative care in relation to these
conditions, axcept as specified as covered in the Cerlificale,

Orthodontia, Braces, other orthodonlic appllances or urthodonllc sarvices.

Denlal Serviees ar Suppids, Dantid o
dopiat implants, et v, o ihg I
or for any disorders for tietermpercoiniian rfi‘m}]
Ceﬂjucale (,mnetxcdémui surge(y of’ Qﬁwﬁmzt&'

5, aya emc: :‘cs& intluting orihoptics.
Ralingeye piants ol tau!lne ﬁye Sspodifind as covetedin fhe Terlificate.
Eyegtissosarcanindl legsds, earcepm o s Chivaton N thi Gofifasts,

Quipatient Yecupatinmal Therapy. Oufatent ocoupistionnt (herapy, exsept by o fomfivdi
Bgancy, Insplce, or s infualin therapy tovider, 253puified as-eivared in tha Gerlifeatn,
Qutpatient Speech Therapy. Oulpalien! speech therapy, except as specified as covered

in the Cerlificale.

Gosmitti: Surgmyg (:éanmee svrwy woﬁmrsengibaz piotfermmed solely 107 beautifisaid
rttams g issvns ot bedy i e
P sz o feconsiinetive shtgury {lh:d {5, SR perloinmst
1 ﬁmmﬁé ? mmmﬁ o demmrwnw st ?m. flinbss, o

T Lt o syipph lisiypor o oo
i - Plellowiag sy, Cownati sugaydaes g
B sipe frraey u&&w Buraaty wmw Of piyuiiiGgicil or pyehini s

{ aninr srlried)

Scalp Hair Prostheses, Scaip hair prosiheses, including wigs or any form of hair replacement,
excepl as specilied as covered in the Cerificaie
Commercizi Waight Loss ngmms \eight loss prograins. whallseor not ihey e pursued
under mediegt o physician supareision, unless sposificatly listed a8 guvered i WRis phin.
This exclusion incluties, bul 1s nol limited lo, corrmercial weight loss programs (Weight Waichers,
Jenny Craig, | A Weight Loss) and fasting programs
d woessary baionnts o tnoridabisstly of distany,

A ke alion poelinis: ot lretniid o 3
5. Smg%m bt far srasibid 66 0sily 5 vovert: pifisribadin i,

sm!nmal &2 i::is:msw. tzs
mmnmalnm |n viro feafifiznd

This awujau deesealiagpy
i ik o pustem nolla / em, of f}iéif‘
st e, 0y vmﬁs&&yfﬁwd infhe

mmdygﬁbmsvrmumniéﬂ Shergror il thomy
Bl ;stsaasmvaw in umCﬁxﬁﬁmﬁ
i

Personal Iterns' Any supplies lor comfo:t hyglene or beautification,

Educaﬂon or Colisispling. Educalional s¢i¥iies or nulrilional counseling, except as specified as
_covured in the Ceriissile, This exclusiori #66%.not apply lo counseling for the Irealien} of anorexia
nBINgsa ar buhmla nervosa.

rlmsprwnrﬂ wmgs st ; i IS
Hoicniron mibrosaenie st ol Vs Gady i 6 dernalo T GR o

"EyE Stirpsry for Refegclivo Defects. Any eyo sifipary solely or prﬂnanlyfouhu purpose of
v oy «*te of lhe eye such as redrdightedness (myopia)andlor asligmatism.
Conlact Icnses and eyeglasses required as a resull ol his surgery.

Pliysical Therapy or Physitol Medichie: Sexvias of a physicinh fas
maditine, except when providet] m«wgq o edpates] Inpdienlw"immﬁ' or 3= Sc&‘aﬁtﬂ i EG&L&%J’
in {he Cerlificale,

i
1 ; 4 mwwr*m mrm{ ﬁsxpm,fr isd :»amvvwi i B ik,
gosmelxcs hea\lh or beat ty aids,
Spialalty Phaeiay. Dooys: Gpesielty phamosydrags il wibd b Sliined o
EsiinAygran bl whifete bty froar il ;ﬁzmw;ﬂ, gl e
mu' el v o pay e ol cost of Bespuctally pimr maay-dnigs foa
3 ralalt pliiney that hot] dhwa&;e&xa obitatwd from the: fy ,>pmgra 2
Contraceptive Devices. Coalraceplive devices prescribed lor bll'm contiol excepi as specified
as covered in lhe Geriificale,
Diabetic Supplies. Prescription and non-prescription dizbelic supplies excepl as specified
as cavered in the Cerificale.
Private Duty Nursing. Inpalienl ¢s outpalien! services of a private duly nurse,
L}&:styzo Programs. Prageams o aligr s Bleslyle which may incdiga but s ot limited e diet,
tiifehn, iiagery or nlifn; exceptan gpafiod as covered in tieLerilicats, This exclusion will
not appiy 1o cariac re lation programs approved by us
Clinical Teials. Services ard suppiies in connackon wilh cumca' ¥izls, oucept as specificd
as covered i the Cenlificale
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Lumenos Health Savings Account Pian — Exclusions and Limitations (Contmued)

Outpatient prescription deug services and supplies are sot provided for or i caniinction
vath the following:

leirngnizing agents,

tivlagical ser

J products of Blood plis

excopl whe < d o usk willi & uther

i-spoitlariedus abertions

dispensed or adminisleted i an culpatipal
, and g nysim’ans‘ atfices

weluding cutpatent

icn, excepl insulin
f"‘rln (t over- imwtunl*’a drug =ppmvn<‘2 by ihe Pharmacy smi
,ed in the presciiplion daig fonrudary,

I’I\f ! a{wulxcs {

Drugs & med
resthame, 5anak

ices, appliances & supplics, even if prescribed by 8 ph
s, a8 spesifind as covered m the Codificale

excepl conicaceplive diaphrag
Servicas or supplies for which e insured persee i not charged
Onygen

LOSIH

alics & heatth er beauty Aids,

~

Drugs Taaled “Caulion, Limiled by Fadpral L (0 Inv vesligaigiilUse,” or Koy
inugiligaiionat deugs. Any drugs omi}sf v:‘u’mr;s prescribed :mu-n«-.\ialj 2
Any expense lor a dnig or medication incited in excess of {3) the Oruy ed Fee Scheduie
fer drugs dispensed by nen-parlicipaing pharmacics: or (b the oulpatient prescriplion diog
regoliated rale for drugs dispensed by parlicipating pharmacies ot through the mail

sonvive progrem

*OA appraved

Meiigs whish have rel been approved Yo general use by the Slals of Catifornia Depariment of
Heallh Servises or Ihe Foed and Diug Administralion. This does nol apgly Lo drugs that are
medically necessary for a covered conditien,

Over-the-counler smoking cessalion drugs. This does ot épply to imedicaliy necessary drugs
Iha! the insured person ¢an oniy get wilh a prescriplion undar sate ard feders! faw.

Drugs used primariiy for casmelic purposes {eig., RelinsA for wiinkles). However, (his wili not apply
{o the use of ihis type of dnig for mdically necessary lreatment of a medical cunditicn olker than
one that is cosmotic,

val and el

-):‘zl\';’,’; r

Anotexi

s ablainad pulsid
Of 30 RIRGIG

Allzigy dese fon proticts o

preephidnsgs that

Preseriplion drugs w prass
exeeptingulia, This does nol apply

wns in

Camgound madicalivay shiair
will have ta pay the full cost uf !he wmpnund drugs
at 3 non-participating pharmacy.

mzy, Insured person
msured person ebtains drug

ly pharmacy piegram, bul, wi

e oblained fram a rel nnvasy s ol covizred Dy this plan, nsured parsan will have to pay

Ahnfulrcostaf the spacirity pliarmagy droys oblainad franya retail phavsacy that insured

peraon should liave aiitstned from the specialty phisrmiagy program.

Third Party Liability —Anthem ke Cros
to reimbursement of benehiy p
third parly.

and Heallh insurance Cotnpany is enkilled
if ke insured person recovers damzges fiom a legally liable

Ceardination of Benefits --The tenefits of s pien vy bo raduced if ihe insied person ha
ofter graup keailh or denlal cov 13l [he services rezeived from al group coverages do nol
axceet 100% of the covered expesse.

Lumenos plans provided by Anthem Biue Crass Lils and Health Insurance Company.
Indapenden! licansees of the Bluoe Cross Association. ® ANTHEM and LUMENOS are
rogisiered fradomarks of Anthem Insurance Companles, Inc. The Blue Cross name and
symbol ars mgls!omd/marks of the Biue Cross Assaclation.



SJVIA County of Fresno

Modified Lumenos®

Health Savings Account (HSA)
LHSA 263 (3000/100/50) (EPID; CGHSA1605)

This sumimary ofibencﬁ 30 tiederal, Lngluding applieable provislions ef he.
recentlyenacled fedoral s R'f"," ”{ 11 ‘r.ff d ; on g new hm ‘caremform

sjijaudyg Odd

a&Heal h'Savings Agepunt fo pay!
heallly-plan thal protests he insured:person against

The {;s)med pm%a (?an s;’éénd ihemmmy i e 1
andoliicr :

Explanatlon of MaXImum Allowed Amount

Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-
Participating Providers. Itis the payment towards the services billed by a provider combined with any applicable deductible, copayment or
coinsurance,

Parlk;?mﬁ;:g Pra y dars- The ral& the prowd s agreed fo accept as rejmbursement for covered serices. Membigrs:are not regponsible for

be, based on the reasonable anﬂ Quskjmqry value, Members may t::e t%spnnstb Mor aﬁy ameunt |n axcess of the: reasonabie sno ot tiz;iiary
value.,

Participating Pharmacies & Mail Service Program-members are not responsible for any amount in excess of the prescription drug maximum
allowed amount. Non-Participating Pharmacies-members are responsible for any expense not covered under this plan & any amount in
excess of the prescription drug maximum allowed amount. When using non-participating providers, the insured person is responsible for any
difference between the covered expense & actuai charges, as well as any deductible & percentage copay. :
When using the outpatient prescription drug benefits, the insured person is always responsible for drug expenses which are not"
covered under this plan, as well as any deductible, percentage or dollar copay

Calendar year dedustible for all providers
'(’wpﬁcab!e to sedical caré & presgription:drug benefits)

»  Individual insured person $3,000/individual insured person
»  Insured family $6,000/insured family
Individual can receive benefits once individual deductible fhas been met

Annual Qut-of-Pocket Maximums (insnefwoikiout-oknglwark
aut-of-pockel maximums.are explisivé af edch otier; inclides
calsndar year dediclible  proseription-diug. cm.red ex;wnse)

»  Parlicipating Providers; Par! licipating Pharmacy $3,000/individual insured-person; $6,000/insured. familylyear
& Other HealtfiCare: Providers
3 Man-Parlicipaling Providars & Mon-Parlicipating Bhameagy 55,000 ndvidal insured person; $10,000/nsured: fam;kyfyear

Thie follaw ing denot-apply o oub-ol-pockel maiimuing: cosls i exoess of the sovered expense-d non-covered expense. Aller an-individual
insuired parson or insured-family (includes instred employes Sone o more niembars of the eniplyoe’s family) reachus lje oul-alposkel
mainin for all medical and preseriplion drug coversd expense the Individual ingursd person or insured family incurs: during thal calenidar
yiar, the individual insured person or instred Tamily @il o-fonger be-required o pay.a copay tord the remainder of that year, The ind vidnal
insured person of insurad faplly remaing responsible:far costs in-excess af e covered expense when provided by nan-part ticiprting
‘wroviders and otherheallh care providers; non-Govated: Qrpense.

' Lifetime Maximum Unlimited

sefticin com/ca Antharn Bhie O Al and Health nsurance Company 87 MGE [ERRRGEE A Cifzciren 042018 Brinfed 1423048



Covered Setvices

Traditional Health Coverage
Insured Person Copay

In-Netwark

Out-of-Network
{Insured is also responsible
for charges in excess of

. . . ) , covered BXpense.)
Hospital Medical Sowvices: fsubjact o ufllizadion. raview B
for inpatient sovlses; walved foremergency admissions)
> Semi-private room, meals & special diets, & ancillary services No copay 50%
» Oulpatient medical care, surgical services & supplies No copay 50%

(hospital care other than emergency room care)

Ambulatory Surgical Centers

> Qutpalient surgery, services & supplies

Mo copay

50% {benefit limited fo £350/day)

Skilled Nursing Facility (subject to utilization review)
> Semi-private rosm, services & supplies

(finited to 100 days/calendar year).

‘ No copay

50%

‘ Hospice Care

¥ Inpatient or outpatient services for insured persons with up
to one year life expectancy; family bereavement services

No copay

50%

Home Health Care

»>  Gewiges & supplies-from a home healthiageicy
{limited to 100 Visiis/ealendar year, ore vieil hy a
homa:heallh aide equals four hours ar loss; notcovered
while insured person recejves hospice care)

No copay

50%

£

Home Infusion Therapy
> ligludes madication, ancillary s
e r sligby p

ing-&-isilsby provider g
medical equipment;, lab

No copay

50%
(benefil limited to $600/day)

Physician Medical Services

» Hospital & skilled nursing facility visits
> Surgeon & surgical assistant; anesthesiologist or anesthetist
»  Drugs administered by a medical provider

{certain drugs are subject to ulilization review)

No copay
Na copay
No copay
No copay

50%

50% -
50% N
50%

Diagnostic X-ray & L.dh-

» MRI, CT scan, PET scan & nuclear cardiac scan
(subject to utilization review)

> Ofher diagnostic x-ray & lab

No copay

“Nocoay

50%
50%

Preventive Care Services
Preventive Care Services including®, physical exams, preventive

screenings (including screenings for cancer, HPV, diabetes, cholesteral,

blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration.

*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.

No copay

50%

Physical Therapy, Physical Medicine & Occupational Therapy,
including Chiropractic Services (limited to 24 visits/calendar year)

No copay

50%

Speech Therapy
¥ Qutpatient spesch therapy following injury or organic disease

No copay

50%

Acupuncture
»  Senviges for the lredlment of disease, iliness or injury
flitailzd to 12 visiistoalinoar year)

No copay!

50%?

Temporomandibular Joint Disorders
»  Splint therapy & surgical trealment

No copay

50%

Y Acupunciuse services can be peroned by a cerlifizd acupuncturist (C.A . a docler of medicing [M.D.), @ docior of osleopalhy {D.0.), a podiatrisl (0.P.RE),

or a denfist (0.D,5.).



Covered Services Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
(Insured is also responsible
for charges in excess of

o covered expense.}
Pregnancy & Maternity Care '
»  Physician office visits No copay 50%
»  Prescription drug for elective abortion (mifepristone) No copay 50%
Normal delivery, cesarean section, complications
of pregnancy & abortion
> Inpatient physician services , No copay 50%
» Hospital & ancillary services No copay 50%

"Organ & Tissue Transplants (subject to utilization review;
specified organ transplants covered only when performed
at Centers of Medical Excellence [CME))

» Inpatient services provided in connection with No copay
non-investigative organ or tissue transplants
> Transplant travel expense for an authorized, specified No copay

transplant at a CME (recipient & companion transporlahon
limited to 6 trips/episode & $250/person/trip for round-trip
coach airfare hotel limited to 1 room double occupancy &
$100/day for 21 days/trig, other expenses limited to
$25/day/person for 21 days/trip; donar transportation

limited to 1 trip/episode & $250 for round-trip coach airfare,
hotel limited to $100/day for 7 days, other expenses limited fo
$25/day for 7 days)

‘Bariatric Surgery (subject to utilization review; medically
necessary surgery for weight loss, only for morbid obesity,
covered only when performed at Centers of Medical Excellence [CME])

> Inpatient services provided in connection with medically No copay
necessary surgery for weight loss, only for morbid obesity
> Bariatric travel: expense when insuréd pérsaii's home . No copay

is 50 miles or-mote:from the nearest barlalric CME
(insured person's transportation to & from CME limited

to $130/person/trip for 3 trips [pre-surgical visi,

initial surgery & one follow-up visit]; one companion’s
transportation to & from CME limited to-§1 30/person/lno
for 2 trips finitial surgery & one foliow-up visit);

hotel for insuréd person & one companion limited fo .
one roori detibledesypansy & $100MaY for2 Uaysirp,
or asm&di&a neeessay, for prex«ﬂ:ngcal & foliowrup wstt
hotel for one companioiy limited to one room double
occupancy & §100/ay-for duration of insured person’s
initial surgery stay for 4 days; other reasonable expenses
limited to $25/day/person for 4 days/iip)

Diabetes Education Programs (requires physician supervision)
> Teach insured persons & their families about the disease No copay 50%

process, the daily management of diabetic therapy &
self-management training

Prosthetic Devices

> Coverage for breast prostheses; prosthetic devices Na copay 50%
to restore a method of speaking; surgical implants;
artificial limbs or eyes; the first pair of contact
lenses or eyeglasses when required as aresult of
eye surgery; wigs for alopecia resulting from
chemotherapy or radiation therapy; & therapeutic shoes
& inserts for insured persons Wlth dlabetes

Durable Medical Equnpment

Rental or purchase of DME including hearing aids, No copay 50%
dialysis equipment & supplies (hearing aids benefit

available for one hearing aid per ear every three years;

breast pump and supplies are covered under preventive care

al no charge for in-network)



Covered Services ' ' Traditional Heaith Coverage
Insured Person Copay
In-Network Out-of-Metwork
{tusurad-is also respongible
for charges In excess of

o ; covered expense;)
Related Outpatient Medical Services & Suppiies ‘
»  Ground or air ambulance transportation, services No copay !

& disposable supplies
»> Bload transfusions, blood processing & the cost No copay !
of unreplaced blood & biood products
> Autologous:blood (self-donated blood collenfion, No-capay
lesting, progassing & storage for plannied surgery)
Emergancy Care B
> Emergency room services & supplies No copay No copay
> Inpatient hospital services & supplies No copay No copay
¥ Physician services Mo copay ‘ Mo copay
Mental or Nervous Disorders and Substance Abuse ‘
Inpatient Care
> Faglily-based care (subjiu! to-uiflization review; No copay 50%
waivad-for emergengy-aoimissions)
> Inpatient physician visits No copay 50%
Outpatient Care
> Facllity-based care {subject fo ulfization review; No copay 50%
waived for emergancy. admissions)
> Guliatienlphysiclan visits No copay 50%

{Bohavioral Health treatment for Autism & Pervasive
Disorder will be subject to pre-service review )

1These providers are not represented in the PPO network.



Covered Services

Traditional Health Coverage
Insured Person Copay
In-Network Out-of-Network
(tnsared.is.also responsible
for-charges:in excess of
the prescnptlon drug
max:mum allowed amount)

Outpatient Prescription Drug Benefits

> Preventive immunizations administered by a retail pharmacy No copay (deductible waived)
- » Female oral contraceplives generic and single source brand, No copay (deductible waived)

>  Flu, Zostavax & Pneumococcal vaccines No copay

> Retail pharmacy prescription drug maximum allowed amount No copay 50%!

> Home Delivery prescription drug maximum allowed amount No copay Not applicable

> Specially pharmacy drugs (obtained through specially No copay Not applicable

pharmacy program)

Supply Limits?

> Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified
Schedule Il attention deficit disorder drugs that require
a triplicate prescription form, but require a double copay;
6 tablets or units/30-day period for impotence and/or
sexual dysfunction drugs (available only at retail pharmacies)

> Home Delivery 90-day supply

> Specnalty Pharmacy 30-day supply:

Vinsured person remains responsible for the costs in excess of the prescnpllon drug maximum amount allowed
28upply fimits for certain drugs may be different, Please refer lo the Celificate of Insurance for complete information.

The OQutpatient Prescription Drug Benefit covers the following:

»

VYVVYVYY YVVYYVY

v

QOutpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physxcnan
for the treatment of phenylketonuria,

Insulin
Syringes when dispensed for use with insulin and other seif-injectable drugs or medications

Prescription oral contraceptives; contraceptive diaphragms. Contraceptive diaphragms are limited to one per year.
» Injectable. drugs: which are self—admm(stered by the subcutaneous route {urider the skin) by the patient or insured person.

Drugs that have Faod and Drug Administration (FDA) labeling for self-administration

All compound prescription drugs that contain at least one covered prescription ingredient

Diabetic supplies (i.e., test strips and lancets)

Prescription drugs for treatment of impotence andfor sexual dysfunction are limited to organic (non-psychalogical) causes.
Inhaler spacers and peak flow meters for the treatment of pediatric asthma.

Smoking cessation products requiring a physician's prescription.

Certain over-the-counter drugs appraved by the Pharmacy and Therapeutics Committee to be included in the prescription drug
formulary.

Flu, Zostavax & Pneumococcal vaccines obtained at a local network pharmacy must be administered by a pharmacist

This Summary of Benefits is a brief review of benefits. Once enrolled, insured persons will receive a Certificate of Insurance,
which explains the exclusions and limitations, as well as the full range of covered services of the plan in detail.



Lumenos Health Savings Account Plan — Exclusions and Limitations

Benefits are nol provided for expanses incuteed for or in connection with the
inllewing iterns!
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Lumenos Health Savings Account Plan — Exclusmns and Limitations (Continued)

Dutpatienl prescription drog services and supplies are nol provided for o in coaneclion
with the foilowing:

Imminzing agenle, B

15 0f Dload plasiia
Hypodamut syfinges 3/ar needl VXEGPE 1 disponsed for use with insulin & olher
sellangectabie di

usnd lo induce spoataneous & anceUs abortions

sons dispansed or adminslered in an oulpaliont seliing, mciuging oulpatien]
nd ph ns' olfices

Frafesstngl charges in connechen with admi
:qs & medications

miay be oblainad wi
< for choteslerad lawering and cortain over-ihe.counier drugs approved

y the Pharnacy and herapeulics Commitlea (o be included it Ihe prescription drug formulary.
Drugs & medications dispensed by or while corfined in & hospilal, skilled nursing (aci
rest honee, sanatoium, convalescent hospital or simitar facility

Ourable medical equinmicn!, devices, apphisnces & supplies, even if prescribed by a physician,
excepl conlraceplive diaphcagms, as specified as covered in lhe Cerlilicale

Services or supplies for which ihe insured person is nol charged

Oxygen

Cosmelics & hoallh or beauly aids,

Drugs labeled "Caution, Limited by Fedéral Law to Investigational Use,” er Mon-FOA approved
invesligaliona! drugs Any drugs or medicalions prescribed ler expefimentat indicalicrs

Any expense for 2 diug or medication incurred in excess of {a) the Orug Limiled Fee Scheduls
for drugs dispensed by non-parlicipaling pharmacies; cr {b) the outpatient prescription drug
negotisled rate for drugs dispensed by parlicipaling pharmacies or through the mail

service program

Drugs which have nol been approved for genecs! use by the State of California Oepartinenl of
Health Services or the Food and Drug Adminisiration, This does not apply 1o drugs [hal are
medically recessary for a covered candifion.

Over-the counter smoking cessation drugs, This does not apply to medically necessary drugs
Ihat the insured person can anly get with 2 prescripiion under slale and federal law.

Dreags used primarily lor cosimelic purposes {e.g., Relin-A for wrinides), However, this will nol apply
lo the use af this lype of drug for medically necessary treatment of a medical condition olher than
one that is cosmetic.

Drugs used primarily to treal inferlifily (facluding, bul not fimiled lo, Clemid, Pergonal ard Metroding,
uniess madically necessary for analher covered condition,

nd drugs used for weight lass excepl when usts] Lo eat
is & appelile suppressanis)

1 olsaly

Drugs oblained oulsids the U S untess they are luemshed m conneelion wilh wgent care

of 20 emergency,

Allerqy desensilizalion producis of allergy scrum

Infusian divgs, excepl drygs that are seifadmmisierzd SubLutanesushy

Heibal supplements, nulrilional &nd diebary supplemnenls excepl for formulas lor fle Sealinenl

of phenyikelonuria

Prescription drugs wilh @ nen-piescriplion (over-lhe-counter] chemicat and dose equivalent
excepl insuin. This does not apply if an cver-the counier equivaient was ifed 3

Compousid medications oblained frem other than a parlicipaiing pharmacy, Insured person

wili have to pay the full cost of the compound drugs if insured person oblains drig

at a non-participating pharmacy.

Specially pharmacy drigs Ihal musl be oblained from the speciaily pharmacy program, but, which
are obfamed from a relail phernasy are nol covered by this plan. Insured person will have to pay
the full cost of the specialty pharmacy drugs cbtained from a retail pharmacy ihat insured
person should have obtained from the specialty pharmacy progran.

Third Party Liability — Anlhern Blue: Cioss Life and Heallh lnsuiance Company is enlilled
to reimbursemenl of benefils paid if the insured person recovers damages [rorm a legally fiable
Ihird party,

Coordinatlon of Benefits - The benefils of this plan may be reduced if he insured person has any
otlver group health or dental coverage sa that lhe services received from all group coverages do not
exceed 100% of the covered expense.

Lumenos plans provided by Anthem Blue Cross Life and Health Insurance Company.
Independent licensees of the Blue Cross Association. ® ANTHEM and LUMENOS are
registerad tradomarks of Anthom Insurance Companies, Inc, The Blue Cross name and
symbol are registered marks of the Blue Cross Association.



¢ Questions

How de | find ¢ participating network pharmacy?

You can use your EmpiRx Heaith ID card at over 68,000 pharmacies nationwide
including all pharmacy chains. You can find 2 network pharmacy by logging onto
www.empirxhealth.com or calling 877-262-7435,

What is a prior authorization and why is it necessary? .

Certain medications require prior authaorization {PA) because of their potential side
effects, potentially harmful interactions with other prescription medications, or to
confirm they are being prescribed in accordance with Food & Drug Administration
(FDA) approved indications. This process is designed to help ensure your-health and
safety. If a PA is needed, EmpiRx Health will work directly with your physician to
obtain the necessary information prior to fulfillment.

How do | find out if a particular prescription is covered by my benefits?
Call 877-262-7435 to speak to a representative who can assist you with drug
coverage questions or log onto www.empirxhealth.com for details.

How can | find out if generic or lower cast alternatives may be available to me?
Log into the member portal at www.empirxhealth.com and select “Drug Pricing.”
Search your medication and if there is a generic available, you will see the cost for
both the brand as well as the generic. You can also call 877-262-7435 to speak to a
representative who can assist you, or consult your physician or pharmacist to
determine if generic equivalents are available for your prescription.

Why does my copay change from month to month?

The cost of medications changes regularly and prices are not all the same at each
pharmacy. If your copay is based on a percentage rzther than a fixed dollar amount
ther depending on the pharmacy you use and the cost of the medication at the time
your prescription is filled, you may see a variation in your copay amaount. ’

this trachure is anly a general descriptian of your prescription benefit program and it is not a contract.
All benefits described herein are subject to the terms, conditions and limitations of the group'master
contract and applicable law. All personal health information is kept strictly canfidential, as required by
the privacy rules of the Health Insurance Portability and Accountability Act.

e maorks of Eq Ry Healrh. CEPR WD P00

San Joaquin Valley
Insurance Authority

EmpiRx Health Member Services
877-262-7435; TDD: 1-888-907-0020
24 hours a day, 7 days a week



Youg rrascripticn Benefit Program

Annuat Maximum Out of Packet Amount

Your planinciudes a $2,000 individual / 54,000 family annua) maximum out of pocket amount.
Retail Prarmacy Copayment

You are rasponsible to pay the retail pharmacist the copayment per prescription which is
hsted benw:

R DASEng
SlD DO for a Generic Medication
$20.00 far a Preferred

$20.00 for a Gener:c Medlcation
$40.00 for a Preferred

Brand Medication Brand Medication
$35.00 for a Non-Prefarred $70.00 for a Non-Preferred
Brand Medication . Brand Medication

T n 2 Uispense As Writter Plan (DAW), meaning your pharmacist mus: dispense the generic
ent drug when one is available unless your physician specifically requests the brand be
dispensed. if you request the brand name medication from your pharmacist, you are
responsible for the difference in cast between the brand and the generic pius the copayment.

SQuING

Retzil quantities wili be dispensed according to your physician’s instructions written on the
prescription up to a maximum of a 90-day supply.

Please Note: if the cost of your medication is less than your calculated copayment, you will
anly pay the cost of the medication. )

Mail Order Pharmacy Copayment
Maintenance medications can be submitted to Benecard Central Fill, the EmpiRx Hea(th mall
order faciity. Your plan aliows for up to a 90-day supply with three (2} refills, according to
. physician’s instructions. Your copay amaunt will be:
« $20.00 far a Generic Medication
! $40.00 for a Preferred Brand Medication
¢ $70.00 for a Non-Preferred Brand Medication

Specialty Medication Copayment

Specialty medications are high-cost biotechnology drugs requiring special distribution,
hardiing, and administration. These medications are typically designed tc treat chronic
diseases '

1$10.00 for a Generic Specialty Medication
' $20.00 for a Preferred Brand Specialty Medication
© $35,00 for a Non-Preferred Brand Specizlty Medication

Sprcialty medications can be filled one {1} time at 5 retail pharmacy. Al future prescripticns
must ke obtained at Benecard Central Fill's Specialty Pharmacy. Please note that specialty
medicatians are limized to a 30-day supply. “

Online Membker Tools
Maximize your benefit and find out how you can save on your out-of-
pocket costs with our valuable member resource tools eonline at

www.empirxhealth.com including:

«  Plan coverage details and copay information

»  Network pharmacy finder

s Mail service access to request refills and check order status

s Updated preferred medication list

»  Drug comparison pricing tool to identify lower cost alternatives

¢ Drug information

« Recent personal drug utilization history including the amount you
have paid and what the plan has paid on your behaif. This is helpful
for year-end tax purposes

Registration is easy! Along with your EmpiRx Health iD card, you will nead
basic member information, a phone number and an email address. Referto
our website periodically for the maost recent pharmacy netwark finder and
preferred medication list.




Preferred Medication List

The Preferred Medication List is a guide for selecting clinically and
therapeutically appropriate medications. It should not take the place of a
physician’s or pharmacist’'s judgment with regard to a patient’s
pharmaceutical care. Refer to www.empirxhealth.com for the most.recent
version of the Preferred Medication List.

Exclusions

Your prescription program covers most Medically Necessary,. Federal
Legend, State Restricted and Compounded Medications which, by law, may
not be dispensed without a prescription.

Be sure to present your EmpiRx Health ID card at a participating network
pharmacy to receive a discount off the retail price of medications that may
not be covered. )

A\

Retail Pharmacy Network

Your EmpiRx Health prescription benefit program provides you with access to an
extensive national pharmacy network, including all chain pharmacies and most
independents. This plan allows for a 90-day supply of maintenance medications.
Your ID card provides all the information your pharmacist will need to process your
prescription through EmpiRx Health. To locate a participating network pharmacy,
log onto www.empirxhealth.com or call EmpiRx Health Member Services toll-free
at 877-262-7435 (TDD: 1-888-907-0020).

Mail Order Pharmacy

The EmpiRx Health mail service pharmacy, Benecard Central Fill, is an option for
you to obtain maintenance medications. Typically, prescriptions fifled through mail
service include medications used to treat chronic conditions and are written for up
to a 90-day supply, plus refills. Prescriptions that you need to use right away should
always be taken to your local pharmacy. You do have the option to obtain 90-day
supplies through the retail network.

For your first order, complete the enclosed Mail Service Order Form and mail it
along with your original prescription using the pre-addressed envelope provided to
Benecard Central Fill. You can also have your physician submit your prescription
electronically to Benecard Central Fill or fax your prescription to 1-888-307-0040.
Be sure that your physician includes the cardholder name, 1D number, shipping
address, and patient’s date of birth. Only prescriptions faxed from a doctor’s office
will be accepted via fax.

To order refills you have three options:

¢ Internet: Visit www.empirxhealth.com. If you have not yet registered, click on
Register. If you are a registered user, log in and sefect Mail Order.

¢ Phone: Call Member Services toll-free, 877-262-7435, 24 hours a day, 7 days a
week and use the prompts to order your refills. Have your identification
number and credit card information ready.

2 'Mail: Send the Refill Request Order Form provided with your last shipment
back to Benecard Central Fill mail service in the pre-addressed envelope

EmpiRx Heaith does NOT aqutomatically refill your prescriptions.

To avoid delays, always include the appropriate copayment (if applicable) when
your order is placed. Visa, MasterCard, Discover, or American Express and debit
cards are accepted. You may aiso pay by check or money order made payable to
Benecard Central Fill. Please do not send cash. Please allow up to two (2) weeks
for delivery. Emergency prescriptions can be expedited at an additional charge.



Specialty Pharmacy
Specialty  pharmaceuticals  are  typically produced through biotechnology,
administered by injection, and/or require special handling and patient monitoring.

Through the Specialty Pharmacy, you receive personalized attention to help you
man3ge your medical condition including one-on-one counseling with our-team of
nharmacists and rained medical professionals.

Our clinical team partners with you and your prescribing doctor to ensure you
understand: :
How to manage your candition
What medications you have been prescribed
«  How to take your medication
*  What lower cost options may be availabie B
4 How to coordinate delivery of your medication )
¢ How la safely handle and store your medication

Shipments will arrive in secure, femperature-controiled packaging (if necessary)}
and will include everything you will need to take your medication.: Due to the
sensitive nature of specialty medications, same packages may require a signature.

Where Can ! Ship My Medications? o

we offer the convenience you need. Your medication can ba shipped directly 102
s Your home
@ Your work
*  Your doctor’s office

+  Or a convenient location of your choice

Save with Generic Medications

Generic equivalent drugs must meet the same Food & Drug Administration {FOA)
standards or purity, strength, and safety as brand name drugs. They also must have
the same active ingredients and identical absorption rate within the body as the
brand name version. If you wish to take advantage of this savings opportunity,
speak with your physician about the use of generics. You may aiso consult with your
pharmacist regarding generic drug options that may be available to you.

ID Cards

if your ID card is lost, you may print a temporary card online at
www.empirxhealth.com. If there is an emergency and you need a prescription filled,
call EmpiRx Health Member Services toll-free at 877-262-7435 {TDD: 1-888-907-
0020} and we will provide your pharmacist with the required information to
facilitate processing the claim.

Direct Member Reimbursement

If you must pay out-of-packet for your medication which is covered by your plan,
submit a Direct Member Reimbursement Form, which is availabie online at
www.empirxhealth.cam. You will need to provide an itemized recaipt showing: the
amount charged, prescription number, medication dispensed, manufacturer,
dosage form, strength, quantity, and date dispensed. Your pharmacist can assist you
if you do not have a detailed receipt. Direct reimbursement is based upon your plan
benefits and the amount reimbursed may be significantly lower than the retail price
you paid; therefore, always try tc use a participating network pharmacy and present
your 1D card to reduce any unnecessary out-of-pocket expenses.



Disclosure Form

580 SJVIA - CO OF FRESNO {SAN JOAQUIN VALLEY

Principal Benefits for

Kaiser Permanente Traditional Plan (12/18/17—12/17/18)

Health Plan believes this coverage is a "grandfathered health plan" under the Patient Prolection and Affordable Care Act. If you have

queslions about grandfathered health plans, please call our Member Service Contact Center.
Accumulation Period

The Accumulation Period for this plan is 1/1/17 through 12/31/17 (calendar year).
Qut-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

__Paiiatl onciyiay have: reached the amounts listed balow,

Family Coverage =~ Family Coverage
Amounts Per Accumulation Period (a E:::;i?nc:%,g\?:ﬁ:aarg;er) Each Member in a Family of | Entire Family of two or more |
, ) y e two or more Members ) Members
Plan Out-of-Pocket Maximum . - $1,500 . , Z 7 7%1,500 1T 7 7 $3,000
{Plan Deductible ) ) ..None B None None
Drug Deductlble ] 4 ~ None o None . . INone
Professuonal Services (Plan Provider ofﬂce Nisits) . » You Pay

"Most Primary Care Vlsns and most Non-Physician Specialist VISItS .............wiiowe. $15 per visit

Most Physician Specialist VISIts i ssissosss wasusssnszssenens e sronsretysrgrn o2 $15 per visit
Routine physical maintenance exams, including well-woman exams . No charge
Well-child preventive exams (through age 23 months)...... reesemerrassate No charge

Famlily planning counseling and consultations . No charge

Scheduled prenatal care exams............ccecvvnienann. . esremegpnsnsense s, INO CHATQE
Routine eye exams with a Plan Optometrist .............. Sieinmsnsnadas NO charge
Urgent care consultations, evaluations, and treatment . $15 per visit

Most physical, occupational, and speech therapy i $15 per visit
_Outpatient Services L . You Pay

Outpatient surgery and certain other outpatlent procedures $15 per procedure o .
Allergy injections (including allergy Serumy .., srusereerossgors ~ $3 per visit

Most immunizations (including the vaccine)s..; ... No charge

Most X-rays and laboratory tests,.,...cwesensins ~. No charge

Covered individual health education counsehng “ «~ws NO Charge

Covered health education Programs ., i, aisemiesmaemsiinisms i masmoe. NO Charge

Hospitalization Services. ... .~ ... L You Pay

Room and board, surgery, anestheS|a X-rays Iaboratory tests, and drugs............. No'charge °

Emergency Health Coverage You Pay

Emergency Depariment visits ........... . $100 per visit

Note: This Cost Share does not apply lf you are admmed d(recﬂy to the hospllal as an inpatient for covered Services (see
"Hospilalization Services" for inpatient Cost Share).

Ambulance Services You Pay
AMNDUIBNCE SEIVICES ......cooeeivrrsiine varbivacsssesvsesrorsesesronsentessesatsnssssssasosisssmananssidonnsinns 350 PEF rip
Prescription Drug Coverage You Pay-

Covered outpatlent items in accord with our drug formulary guidelines:
Most generic items at a Plan Pharmacy... v rsessncnarstasereneasaeanmnneenen e 910 fOr up to @ 30-day supply
Most generic refills through our mail- order servrce e $20 for up to a 100-day supply
Most brand-name items at a Plan Pharmacy ... . $20 for up to a 30-day supply
Most brand-name refills through our mail- order servvce . $40 for up lo a 100-day supply

Most specialty items at @ Plan Pharmacy .., ..o fosmrcgpresereenssssenmem e 320 fOF Up to a 30-day supply
Durable Medical Equipment {DME) You Pay
DME iterns in accord with our DME formulary quidelines........i,.cvecrcemrcrvenimermnrosns. 20% Coinsurance
Mental Health Services You Pay
Inpatient psychiatric hospitalization............ ctevemi e rinaeieewenes . INO Charge
Individual outpatient mental heaith evaluatlon and trealmem v 915 per visit
Group outpatient menial health {realment. ., et e Bt e sararrassssinsensaes DT PEF VISTL

{continuus)
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Disciosure Form {continued)

Chemical Dependency Bervices You Pay
Inpatient deloxification .......w.seeimsmeo s e Feanan i dae sy n eas KPR D ES 2K el ks FAPar s bgresrentiin No charge
Individual outpatient chemical dependency evaluanon and treatment... o 815 per visit
Group outpatient chemical dependency treatment .. .. $5 per visit
Home Heaith Services o You Pay
Home health care (up to 100 visits per Accumulation Pariod) ...« INO Charge
D!her . . You Pay

< Amount in excess of $1 ?5 Allowance

. Amount in excess of $1,000 Allowance per aid
... No charge

. .. Nocharge

s tennanoher 3 pr enannts S3asan 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, diabetas testing supplies).

Eyeglasses ar contact lenses every 24 months
Hearing ald(s) avery 36 months .. yoereneons
Skilled nursing facility care (up to 100 days per beneflt penod)
Prosthetic and orthotic devices
Hospice care,....:

Fia 15000508966 - Traditional HMU FGE5 104




Disclosure Form

580 SJVIA - CO OF FRESNO (SAN JOAQUIN VALLEY

Principal Benefits for
Kaiser Permanente Traditional Plan (12118/17—12/17/18)

Health Plan believes this coverage is a "grandfathered health plan" under the Patient Protection and Affordable Care Act. If you have
questions about grandfathered health plans, please call our Member Service Contact Center.
“Accumulation Period

The Accumulation Period for this plan is 1/1/17 through 12/31/17 (calendar year),
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 ohce you have reachicd the anotnisisted D

Family Coverage ' Family Coverage
Amounts Per Accumulation Period (a g::;'i?n(:? ;:ﬁ:gg er) Each Member in a Family of | Entire Family of two or more
y two or more Members Members

Plan Out-of-Pocket Maximum, $1,500 i $3,000

Plan Deductible None ) None

Drug. Deduciible None None
) Professional Services: (Plan Prov:der off{g_.mm . YMW;,

Most Primary Care Visits and most Non Physician Specialist VISHS ..........c.....o.ccvuie $15 per visit

Most Physician Specialist Visits........., atenvsoren . $15 per visit

Routine physical maintenance exams, |nc|ud|ng well-woman exams ... No charge

Well-child preventive exams (through age 23 months).......c.c.occvevenenenne , No charge

Family planning counseling and CONSURALIONS......owseacs fosdomsativestuosi iene No charge

Scheduled prenatal care exams......van No charge

Routine eye exams with @ Plan OPtOMELTISt . s téiomoin . No charge
Urgent care consultations, evaluations, and treatmenl, poaxegansss sysaners . . 315 per visit
Most physical, occupational, and speech therapy...... PR . $15 per visit

Outpatlent Services R e You Pay ,
. ‘Outpatlent surgery and certain other outpatlent procedures... e $15 pét,probedure
- Allergy injections (including allergy serum)........ « ~es 33 per visit

Most immunizations (including the vaccine).. .. NO charge

Most X-rays and laboralory tests.......eesasreorriiesns s NO Charge

Covered individual health educatlon counsellng ... No charge

Covered heallh edUCatIoN Programs ... .. us e smsmsersrssverseimperssormioriermiamssiaiencnne NO Charge

Hospitalization Services ‘ , You Pay.

Room and board, surgery. anesthesna X-rays laboratory tests and drugs ............. Nocharge

Emergency Health Coverage " You Pay

Emergency Department visits .. . . $100 per visit

Note: This Cost Share does not apply |f you are admlued dlreclly to the hospltal as an inpatient for covered Services (see
"Hospitalization Services" for inpatient Cost Share).

Ambulance Services You Pay
AMDUIENCE SEIVICES 1,10iersionnisroncmiorsrserssmmrisssaberstsassassves sasirassserisssissrns memnnenn s ense 905G PET trip
Prescription Drug Coverage You Pay

Covered outpatlent items in accord with our drug formulary guudehnes
Mosl generic items at a Plan Pharmacy............ rerenerrmreranvesenssermst e« 910 fOr UP 10 @ 30-day supply
Most generic refills through our mail- order serwce . $20 for up 10 a 100-day supply
Most brand-name items at a Plan Pharmacy ... - $20 for up to a 30-day supply
Most brand-name refills through our mail- order serwce . $40 for up to a 100-day supply
Most specialty items at a Plan Pharmacy ... . $20 for up to a 30-day supply

Durable Medical Equipment (DME) You Pay

DME items in accord with our DME formulary guidelineS.......weoeiirininsinnn e, 20% Coinsurance

Mental Health Services ) You Pay

inpatient psychiatric hospitalization................cccocereveivireren e g .... No charge
Individual outpatient mental health evaluation and treaiment. . $15 per visit
Group oulpatient mental health treatment........... $7 per visit

8963 124 1.5000508966 - Traditional HMD {continues)




Disclosure Form {continued)

Cliemical Depondenay Servnces You Pay

Inpatient detoxification ................ ' rcermremirren e, No charge

Individual outpatient chemlcal dependency evaluatlon and treatmentm $15 per visit

Group outpatient chemical dependency freatment ... i mmo a0 PEr Visit

Home Heaith Services ; You Pay

Home health care {up to 100 visits byer'Acéumulalion*Period) ........ poremernnns aviva s e No charge

Other You Pay

Eyeglasses or contact lenses every 24 MONtHS ..........c..orww e Amount in excess of $175 Allowance
Hearing aid(s) every 36 MONths .....c.uusmcccases nererorgrimret ... Amount in excess of $1,000 Allowance per ald
Skilled nursing facility care (up to 100 days per benem penod) oo NO charge

Prosthetic and orthotic devices ., ARSI WO wumseienses  NO Charge

Hospleeware........... N I ; - _ Mo charge

This is a summary of the most frequen*!y asked about benefits. Thrs chart does not explain benefits, Cost Shdre out-of-pocket
maximums, exclusjons, or limitations, nor does it list ail 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).

8963.124.1.5000508566 Traditional HMG . Sy LS W o




Plan Benefit Highlights for:

County of Frespo | .
Group No: ‘

056879

' Primary enrolleé. spouse (inélude's domestic partner) and eligible dependent

Deductibles
Deductibles waived for D & P?

children to the end of the month dependent turns age 26

$50 per person / $150 per family each calendar year

PPO-Dentists: Yes

_Non-PPO Dentists: No

Maximums

_'$2,500Wper person each calendar year
. No
D & P counts toward maximum? |
' Waiting Period(s) Basic Benefits | Major Beniefits Orthodontics | Prosthodontics
, Nané None None None‘

D

Dlagnostlc & Preventwe N
Services (D & P) 100 % 90 %
Exams. Gleanings and-x:rays: N s
| Basic Services " ’ ] " j
Fillings, simple tooth extractiens and | 90% 80%
e SEAIRNES , ‘ — —
"Endodontics (root caiials) 50 % 60 %
Lovered Under Maior Services, AR
Perlodontlcs (gum trealment), . Bh% 50.%
Coveréd Under Major Services N
Oral Surgery 50 % 50 %
_ Covered Under Major Seerces .
Major Services
- Crowns, inlays, onlays and wst , 50 % v50 % o
__festorations__ R e — - .
Pros.thodontlcs 50 % 50 %
Bridges, dentures and implants
Orthodontic Benefits 100 % 100 %
Adults and dependent children After co-payment After co-payment
Orthodontic Maximum _
Aduits (age 20 and over) $ 1,880 per case $ 1,880 per case
Child(ren) (through age 19) . .
One Orthodontic treatment per $1.660.per case $ 1,660 per case
lifetime
Maximum of 24 months of active
orthodontic treaimenl

*

Limitations or waiting periods may apply for some benefils; some services may be excluded from your plan.

Reimbursement is based on Della Dental maximum contract allowances and not necessarily each dentist's submitted fees.

** Reimbursement is based on PPO contracted fees for PPO dentists, Premier contracted fees for Premier dentists and
program aliowance for non-Delta Dental dentists.

‘Délta-Dental of Califérnia
100 First St.
San Fr?hci's‘co,'CA 94105

Customer Service
800:765-6003

Clalins Address
P.0. Box 997330

‘Sacramento, CA 958997330
deltadentalins.com
This benefit information is nol intended or designed to replace oc serve as the plan's Evidence of Coverage or Summary Plan

Description. If you have spacific queslions regarding the beneifils, limitations or exclusions {or your plan, please consult yout
company's benelils representalive. HT_PPO_2C0L, DOC (Rew.08/052014)

0
B
IE
o
=
-
o
=
T
ul
Z
i
m



SCHEDULE A
Description of Benefits and Copayments

Tha Benefits shown below are performed as deemed appropna @ by the att
exclusions of the Program. Please refer ta Schedule 8 for {urthier -clarificat
options with their Contract Dentist prior to services being rendered.

nding Gontract Bentist subject to the limitations and
it. of Bernefits: Envollegs:shoild discuss all freatment

‘Te;cft that appears in italles below: isi e caﬂy intandad to clarify thedelivery o Beneilts: under ti}e BeitaCa:ie UwA l&mgmm

andiis g intorproted 'os CD ,’mm 4rno enci
American P Assogiation, The Anarican '
updated cotes, descriptors an iwmemia?um winy he*usc B
Iegisiatmn
EHROULEE
CODE  RESGRIFTION PAYS.

D0100-D0999 1. DIAGNOSTIC

D0120
D0140
D0145
D0150
D0160
Do170
D074
D0180
D0190
Ro191
00210
D022b
D0230
D0240
D0250
D0260
D0270
Do272

D0273:

DO0274
D0277
D0330
D0415
D0425
D0460
D0470
D0472

D0473

D0474

D0s01
D0602

D0603

00999

D1000-D1999 1. PREVENTIVE

Prophylaxis cleaning - adult - 1 per 6 month period .. D Y O O Y ST OIN No Cost
Additional prophylax:s cleaning - adult (within the 6 month penod)

D1110
D1110

Perlodic oral evaluation - established patient CeeeveaaTr AL Iss N sy R e R bR eI R Y Rs b b SAP AR sk beetmasmarensasiay sanesesnce NO COBE

Limited oral evaluation - problem focused ....coomereriniianne. R PR T evameranans No Cost
Oral evaluation for a patient under three years of age and courfseling With primary caregiver ....vvseievesenaeee vesivs NO Cost
Comprehénsive oral evaluation - new or established patient ......... Cirsreamaaensenes rerensseninss etaemeannsrenane veurriae ND Cost
Detailed and extenslve oral evaluation - problem facused, by report .....cvevvsvricconicirvnseiner sxnamesaniv, . No Cost
Re-evaluation - limited, problem foeused (established patient; nét post-operative visi), ........... vivarensapaizaennnees NO COSE
Re-evaluation - post-operative office visit ...... Crreeresrsiseans eresvmmraranesevinseuinnes veereerusrarenianes vrereseraerasacsens No Cost
Comptehensive periodornital evaluation - new or established patient ......c..ccmeimnninne . iriesinravyeennneins NO CoOSE
Screening of apatlent .....c.oveivveeeieieciinnienenns NebenesimssaesstamsesusyrsaneernsrasvaR o RRs IR sur s rrens bessersrersersiss No Cost
Assessment of a patient ...............oceeeet verreserenasen vredsadenesendieaheh innnnsgudneideissnainerivinranrysarenservenssinneren NO COSE
Intraoral - complete series of radiographiei lmages Iinﬂlcd fo1 sanes avery 24 monfhs ivw i agrEbessrnaen save svsers Né:Cosi
Intraoral - peﬁepical first radiographicimane s e o neisesr et ginnforthesisennnns yass cerneeesinmeessonmsrasnses, NO.GOSE
ntraoral - penapical eaoch additional radiographrc image EYPTREUN AR  A & RS e _,;f,f;. .......... veaveses ND Cost
Intraoral - gcclusal TAdIoraphic IMAGE .......voeivviiseinnnrmsinssessnsdassaiasam s nns e ssaaes aneane siesasezeersThaged No Cost
Extraoral - first radiographic iMAQE ........wcvveeeceeererireresmrsnssssemsrressssesns fererereeninssenerasesarsereneonensesinrs NO COSE
Extraoral - each additional radiagQraphic IMAGE ..c...irectrremaiimmnremsermioneizatermotasmaresinsssssbenstorssssnssersrsseases No Cost
Bitewing - single radiographic IMAQE .......cicemreriaiemisreasiireesissessemiimecossrnmssuscoraesomsisesinenasrsesiseresinnsreors. NO GOSE

Bitewings - two radiographic IMageSs .........iimsisisssessvasnsinns ioses i sbmrivassnnnsesesassribinewsinnivrasivenssinazesseees NO COSH
Bitewings three radiographic images .......c.cocevremvrnnee. e vhaheah AN aARS ks AR ed b SER e En b e Rt bR iraesiiivsenireersns N0 Cost

"Bltewings - four radlographic images - limited to 1 501ieS BVery B MONINS .....vipissesisicrscressiveemenseessenssecesees NO COSE

Vertical bitewings - 7 te 8 radiographic images ; No Cost
Panaramic radiographiC IMAGE ......v.vcirinvireeensriassrinrorarsrussssssceisrsreivarsaasocnserassasimmresresssrasrersassssrnsness NO GOSE
Collection of microorganisms for culture and Sensitivity vi.....ovvevviieriinnivramecrinnses . reverresres seesizersns NO COSE

Caries susceptibility tests . No Cost
Pulp vitality tests .........: e b b s Sk § s el a e ws e g e 2§ e e Spamans Phuasenbnrersernniopnbesarnranssronnens e NO COSE
DIAgNOSHC CASIS .uuvceveenrarsrrnsronsaresssrmnmsmansessomarrinisens enpereareeios e veconh e bt esmmsannbevetantanevaanaronetaany werser NO Cost
Accessijon of tissue, gross exammation preparatuon and transmisswn of written report - avarlable only when

performed in conjunction With @ cOVEred DIOPSY «...eveieseerriinseerurasinsancernivviensissrnrsinvassineisssnseesceverenss NO COSE
Accession of tissue, gross and microscopic examination preparation and transmission of written repon~

available only when performed in conjunction with a8 Govered DIODSY -......eiceesssesmioersiesiomcnsssiassissisaizenas NO COSE
Accession of tissue, gross and microscopic examination, including assessment of surgical marglns for presence

of disease, preparation and transmission of written report ava:lable only when performed in conjunct:on with a

covered DIOPSY ..ce.eeresorcoriarinimnesansiresins i e ered e newan e dne e ansned g Sy ek e v Jredevmaerys srns No Cost
Caries risk assessment and documentatlon wnh a finding of low risk - hm/ted to chlldren age 3 to 19 1 every 3

YEBAIS <.o.noeeieneirieestoratainninssinssnstsaarasesnerasenunesrasretebennsnsionersnmerpisnes wavtsimr e errrrerssneraves pavsssgsens roeiee NO COSE
Caries risk assessment and documentation, with a finding of moderate risk - limited to chi/dren age 3 lo 19, 1

avery 3 Years ... s e ebban e e m st bt an s 2 e s AR S ¥r e g Y e e bse i oy . No Cost
Caries risk assessment and documentatlon w1th a f ndlng of hlgh I‘ISk hm:ted o chr/dren age 3 to 19 1 evety

T WIS oesiicviinrmiesimneins sess srccnssa s sataann s xos s n s w5 o3 hmm en e84 448 S et A b 7o 43 AR b e aan b s ..« No Cost
Unspecified diagnostlc procedure by report - inc/udes ofﬁce wsrt per wstt (in addmon to ol‘herserwces) ........... No Cost

et ena e seasvae raneneeesnirerenrene 545,00




D1120 Additional prophylaxis cleaning - child (within the 6 mOnth PBROW) ,.......crirneeessseesscenrireresinsmeieocorasnmsranize 33000
D1206 Topical application of fluoride vamish - 1 D1206 or D1208 per 6 month period .............. rererieiianaensemresarsanness NO Cost
D1208 Topical application of flueride - excluding varnish - 1 D1206 or D208 per 6 month petiod ..............ccceesvers.... N0 Cost
D1310 Nutritional counseling for control of dental QISEASE .. .vvvuieiirsonmeraseersersertocmmesreriasissensvrsryaerassisvroesnssrnse No. Cost
D1320 Tobacco counseling for the control and prevention of oral dISEASE ...u..ivwicvimreriiirireniriiiammsvirsiomsmmesnernn . NO Gost
D1330 Oral NYGIENE INSIUCIONS 1eavertrriuiimnsansmimacesssorrensnerersssansassaarsenasasseesssnnissasmssniosnrensssnosunersomsrinsavesssses MO COSE
D1351 Sealant - per tooth - limiifod 10 permanent molars HIToUGh 8F8 15 ...euvivveevrccrerintrsrrcensrnsasnresmeiasaansensneses NO GDEL

D1352 Preventive resin restoration in a moderate to high carles sk patient - permanent tooth - /imited to pennanant
mMOlars throlglh 8F8 15 ..vriiioriieeiiiasririrrariaiaserisanssrnarsisissarssunessvasrissescrertorissssrnensans een i vasress-ar NO Cost

3. Sealant repair - per taoth - /imited fo permanent molars through 8ge 15 ..cie.cvervunreriaisneioreeasesensaernsowsennss .- NO COSt
;. Space maintainer - fixed - unilateral ........cociriiiiiiiniinnns v eeerrerer e raeaaen s feeraeeetreroera e a st v e seeas No Cost
& Space maintainer - fixed -~ bilateral .......cocioiiiiiiiiiior i e rai e s ot rs s carius sasranoustsara st aenrrmeasnanaanes No Cost
{3 Space maintainer - removable - UMHBEAL ... .uicierisesricomnsbvsiseeriersocsnsrareas ivoniossseanes s onsenniasnessionnsonine NO COSE
% Space maintainer - removable - BIIABral ....c..ciouerriiemsrienirerrescanizasinsiseosrirosiosseriransscrssrsnssnsasaneenes NO COSE
Re-cement of re-bond SPAce MAINTAINET 1icv,sveivviremserioraasarivsrnesssssssasvomsssonssresesssensacsarsarcisasssatsassrensee NO COBL
Removal of fixed Space MAINLAINET v.uriseivsririnmvermvesviresanoresssrsssssrsrsivasssorassossinssssriorsavusnsrnrrsssennsesios No Cost

D2000 D2999 Ili. RESTORATIVE

aft @l ealvas aird bonding agonts, indifge:
sithin sicsrowns irn-the same rsatmont

D2150 Amatgam twa surfaces pnrnary or permanent reaerean b el e iy arager N e s et teva et eagtsanans irereirasieeneenseaees NO CoSE
D2160 Amalgam - three surfaces, PFthary o PEMMANENE .....coovierirerrmrnaiiniemneriisiarissdspnentersreslonmerr s cvasas s No Cast
D2161 Amalgam four or more surfaces, primary or permanent T U PP P PIT IS PR PN No Cost
D2330 Resin-based compasite - one SUMACE, BMMBIIOM - ....uriiveseriymnrinssassmscecrecrcnnsoovarsssrssonnsriassnessarssrrararsasaas N0 COSE
D2331 Resin-based composite ~ fwo surfaces, anteiar ........covrevrcrammornssiasirerrrssnmereans rerranerrvonnvrrsenersvansenrnasnias. NO COSE
D2332 Resin-based composite - three surfaces, amteHOor .......cocvevvernreenscrsernss No Cost
D2335 Resin-based composite - four or more surfaces or mvolwng incisal angle (antenor) eesrreennnornenn ey sees senasenee. NO GOSE
D2390 “Resin-based composite Crown, antefir ......ivsivsicvmervrriarrisriininessmirsiortimas resrarsessboressrssoneiingssnenonensesic MO COSE
D2391 Resin-based composite - one suiface, postenor reerperanriaaians '. ....................... s ey e et mbanaypen s a s e eens $25.00
D2392 Resin-based composite - two surfaces, posterior .......coociviieiiviiiianiinnn. ereaan reriesrsnsrnrsananmzonsiranssssrss 930,00
D2393 Resin-based composite - three surfaces, pasterior .......ccoveriocesininons rerreeaes s riarsaranemersrsimnerieencns o 530.00
D2394 Resin-based composite - four or more surfaces, POSLEIOT .. ... ccovvervrvorsrcreinsreesorms-srssursresnssraseseenees -sners 940.00
D2510 Infay - metallic - ONE SUMTACE ... eeiviarsrivasrismmreecussonnassrssecesommressmmmnssons R rrer b avaa s nee ey hran e tan No Cost
D2520 Inlay ~ Metalic - WO SUITACES o.ciiiiereiiivrrinsriirressenssnsssvocrinshrsriers ssasssnnomeerasosssoninnsasaiosninmasinsenisers NO COSE
D2530 Inlay ~ metallic - three OF INOTE SUMACES ...iv.vivercseissnceomnistretsnerrnstsrrnrreeresrissmmnnssrmesvamssessrsiensasnssaeecess NO COSE
D2542 Onlay - Metallic - WO SUMACES .. iiieiiciion e vivascsian v sncsrcoecn cres s mug s ce s amas bas £t £ abns €25 250 03 cneunnsnnssnssss No Cost
D2543 Onlay - metallic - three surfaces ............. vvenianacenenssnanne. NO Cost
D2544 Onlay - metallic - fOUr OF MOF@ SUITACES ... .uiceevrersiiserceressononshnorsssresersnessrmsencrsranennnssssnsssrnescnenanssees-e NO COSE
D2610 Inlay - porcelain/ceramiC - ONe SUMACE™ ...uv...verccuserensssasenrearssnaromseerssssansessissseneessasssnsesssrsomsessasssacss 350,00
D2620 inlay - porcelain/Ceramic - tWo SUITACES® ,........virrreeremsnnseseenscmsinesnsrmayans s smminssnsnrtassunensessmnerronesraeronss 900,00
D2630 Inlay - porcelain/ceramic - three or more surfaces® ...... e tprtmnnean e na g b vb s onrnsrrerarasznsrninsintenrrestinserens 900,00
D2G42 Onlay - porcelain/ceramic - two surfaces* ......cevevenenns UV OROUORRUUTPPPUPROPURE. 1.1 X1 11
D2643 Onlay - porcefain/ceramic - three surfaces® ............ e eekanses ha s e tes cave s en e bnmm s sottpnerter syrresssisnrsarresrs 900,00
D2644 Onlay - porcelain/ceramic - ToUr 0f MOTE SUIMTACES™ 1. iuiiisuirerirrssrerms s sxsiemms cim smrnernsssanvess prsnssrnrson vereeee $70.00
D2650 Inlay - resin-based composite - one surface U SO TR $15.00
D2651 Inlay - resin-hased composite - two surfaces ......... fe e reabre e terasstrnt s iBaetsrannerernsursrusinnvrevareseaenstronmnnesen 920.00
D2652 Inlay - resin-based composite - three or more surfaces ........ e v areannnn o omeyn s e a s mrmrn et s .. $30.00
D2662 Oniay - resin-based composite - WO SUMACES .....ivieiriiesiisviiianes oo am e seemecinse e vsmas nensias mesmsn e manseens 920,00
D266G3 Onlay - resin-based composite - three SUMACES .....ccociiiiiiuiimescumciriinraeee s e icas b ersanssoneconceccmennrsrees 939,00
D2664 Onlay - resin-based composita - foUr OF MO SUMACES ....yv.vueisrevrcsarcensersgerssirecsssnisormmsasonssn e trensariniess $50.00
D2710 Crown - resin-based composite (INGITECE) ...ivt i iiirins i v vaarcorries vae et cnsn e ns e r s msbiasae sietmneanncaas No Cost
D2712 Crown - % resin-based composite (indirect) ...... .No Cost
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D2720
D2721
D2722
D2740
D2750
D2751
D2752
D2780
D2781
D2782
D2783
D2790
D279
D2792
D2794
D2910
D2915
D2920
D2921
2920
D2930
D2631

D2932

D2933
D2840
D2941

- D2949

- D2650
D2951
D2952
D2953
D2954

", D2955 -

" D2957
D2960

D2961
D2g62

D2970
D2971
D2980
D298
D2982
D2983
D2990

Crown - resin With high Noble Metal .........cceuvimiiiimmininc i erseresreens s nnes isssasrssereerrssss ansnsivgensanes 990,00
Crown - resin with predominantly base mMetal .......cccversienmasercirsrermnsisssvnseesnsisisssisimosrassossorvensonsss 915,00
Crown - resin With NODIE MELAl .uvveveeavisiriaraninrsmesmsariosarssrisrasessronivenpansinssoanronsranssrnnssearsarsorssvassrssass  920.00
Crown - porcelain/ceramic substrate® ........

Crown - porcelain fused to high noble metal* ........... Cevesrerfareran s eaean trencareenaestrsnsenvenantasinsrassnsnersenens 300,00
Crown - porcelain fused 1o predominantly base metal ........ivvcccvnomsciavanecenresieisionsvessuseassossenranassossasnirs  995.00
Crown - porcelain fused to noble metal .............. reveeas Ceveetirnrarheraninseaesannnseressuninsantnsaviresnssnvaengurss 90000
Crown - % cast high noble metal ...... rrraseasbansyrnsvertasivennsenidass vyt ursdaennsionrsianyadnesaiiisonsnrnrtronareessscooseisse 970,00
Crown - % cast predominantly base metal ......... Verehieneenies ierarbeeasees heserteediasinteranstannans reeerdeenisensainrnenen $55.00
Crown - % cast noble metal ........ CevraneneTERat beaytanhash i anabeess o R ek bRERE TR thore e nurssrarrabresseertannsssseiniverieraes  PO0.00
Crown - % porcelain/ceramic* .........cccccvciieienne, Vreriersenginavesseen veenas eveeraeeamiermstetiesnntanennrrne pestisvaseesnses $70.00

Crown - full cast high noble metal ......ceieiameieediviiineonisions Savsiai
Crown - full cast predominantly base metal .....coreeiieniiniiainieaiesmmonie.
Crown - full cast noble metal .

-io‘ov»n",-‘au-'-'ﬁu;_f-.uu -------- e $70.00
vetrefeerenerennanesesmrienrnenneisie 900,00

srerEYReRIV AT RY Y enmangsyn snn¢--noq-y.nwepvu»vv-wuuucn—,-uoxu--vuu-nununnv-unu-unntd»i $60'00

Crown - titanium ................ verternerannrncnns cepvenryseae reesnmeenarrens nesrapraeksypensararans rverttprrerarasassarassrans e $70.00
Re-cement or re-hond Inlay, onlay, veneer or pamal coverage restorat!on ravessegparsanvamspnssannssonsssseassasyoranroes NO COSE
Re-cement or re-bond indirectly fabricated or prefabricated post and core . tpeersenistgrennes eae meevennveretarerensaan Np Cost
Re-cement or re-bond crown ........ Sa0mesnembrieerennn s LS IES KL 59 4y Snsh $ENIRS Y na € bNAR NS Lrib U mk Lasraa s sasyrssimpmanaansenns NO GOSE
Reattachment of tooth fragment, incisal edge or cusp (anteriorn) «...ivesvvuee mogenmarafonn .... No Cost
Prefabricated porcelain/ceramic crawn - primary tooth - antesior ................... devrrvemtrnrnennarennn-arerns riemrensses NOGost
Prefabricated stainless steel Crown - primary 100th «.crviiiesiiemiertienssmermrnrsspemsivesssressiseresmrrysennssrsanessesanes No Cost

Prefabricated stainless steel crown - permanent 00t «uiveeerecerecrirsiesrrmeesaensissrenmserneseaerssessionens .:.. No Cosgt
Prefabricated resin crown - anterior pimary fO0IR o .....uiusramscnesvinsssarssresiisssmerresassgoesyssnssssnrenssvenssnseenees NO GOSt
Prefabricated stainless stee) crown with resin window ~ anterior primary t00th ....v.veieiverecseaseraiessianiseennnsi.. NO Cost
Protactive restoraion ....ciuioiricercrsiecranesenssrersiecermrsrtsinersrsrerersrssispestasssterasteterarssearmases veeresinmenes v.res NO Cost
interim therapeuﬂc l'esto[aﬁon - pl’imal’y denﬁtion aviatengsinasuriesvasiabaswapshasboarEi asssrisah¥san itbboancasITIsoeanbnanrar N_O cost
Restorative-foundation for an’indirect restoration .... arvens , No Gost
Coré buildup, including any pins WHen FeqQUIrEd ciusivemuriioresiararosiimiusiosemaissenaiesseeerisaiiosesses nrssacrasasasvary NO'GOSE
Pin rétention - per tooth, in addition to restoratlon ... .csiuwscsicirmisesssrinsinnresvriisasose sivsnisiurananmnstvosssvorasrecss No Cost

Post and core in addition to crown, indirectly fabricatéd - includes canal praparalion ..........:.ccimiionncases No.Cost
Each additional indirectly fabricated post - same tooth - inclides canal preparation ...,-suevesessserssrsisssennenens... NO Cost
Prefabricated post and core in addition to crown - base metal post; inciudes canal preparatlon weerinnsans, NO Cost
POSt FINOVA! +oeeneersereessnes e RN AR No Cost

Each addihonal prefabncaled post same taoth - base metal post; includes ¢anal preparation ..... SRR No Cost
Labial veneer (resin laminate) - chairside - Jimited to replacement of significant looth structure loss due lo caries

orfraclure ........c.ccociiiiiiiiinnnn, B, T U PP POt $245.00
Labial veneer (resin laminate) - laboratary - limited to replacement of significant tooth structure loss due to caries
OF fractine ........ccceevccnneens Cbesassassaees hhseyhreshrs 3T HaNaAaesat e s s s hanpna ks suenanasraasnrasasy trssersssasonirorrmnrrnves $29D.00

Labial veneer (porcelain laminate) - laboratory - limited to replacement of significant tooth structure ioss due to
COMBS OF ITACILIS iaecrrsnsnsasesesinscbnscsnrasrasransivirsssssniasiarvansssrsacsansissoransshnrasnennssnecanssrorsosssearnnssnnsonses $349.00

Temporary crown (fractured tooth) - palliative treatment ONlY .....civcueverivsriesiascisiocnsvsmsecsossisasionerersinneneses No Cost
Additional procedures to construct new crown under existing partial denture framework .....c....ccovvviiiciiiniennn, $14.00
Crown repair necessitated by restorative material fallure ........cciivicvioiieeinsiosivmmvtinssesivevemsiniennammns-srees NO COSE
Inlay repair necessitated by restorative material failure ........c....cooviiiciivnsiniensevrmsreresnroesiinsaninsssioine s NO COSE
Onlay repair necessitated by restorative material fIUME ............cceceeeriarrmssassevrrisrsenmsrcverirmrocmnsnensneennie NO COSE
Veneer repair necessitated by restorative material failure ...........ocoeiviermniiiiiiiiiic Fevorinamiones NO COSE
Resin infiltration of incipient smooth surface lesions - /imited to permanent molars through age 15 ...... reseneraneass NO CoSt

D3000-D38399 V. ENDODONTICS

D3110
D3120
D3220

D3221
D3222
D3230
D3240

Pulp cap - direct (excluding final reStOration) «...ccc..ceivicirrerrcnvervnneriasrsscrnnsrtnnsrsiotsanesssansssssensmmerrosenseesen NO COSE

Pulp cap - indirect (excluding fina} restoratlon) ................................................................................... No Cost
Therapeutic pulpotomy (excluding fi nal restoralion) - removal of pulp coronal to the dentinocemental junclion and

application Of MEAICAMENT ... .. iiiruirsensentors siesconme s enitmensssinsonmennrimesscnanbntnss sdas oo an s esns swsssmions . No Cast
Pulpal debridement, pnmary and permanent teeth ........................ rvenprbrrenecs iererine o a bbb e han s wrees No Cost

Partial pulpatomy for apexogenesis - permanent tooth with incomplete root development ... ... e vermem cesicnerers NO COSE

Pulpal therapy ({resorbable filling) - anterior, primary tooth (excluding final restoration) ..........c..«ccoccsvevovussre... NO CoSE
Pulpal therapy (resorbable filling) - posteriar, primary tooth (excluding final restoration) .........cc.ce.cc.. cecveeernnn No Cost




D3310
D3320
D3330
D3331
D3332
D3333
D3346
D3347
D3348
D3351
D3352

D3353

D3410
D3421
D3425
D3428
D3427
D3430
D3450
D3g20

Root canal - endodontic therapy, anterior tooth (excluding final restoration) .........co.ovevvmmmsmcrrerrninsorpsrererssees $20.00

Root canal - endodontic therapy, bicuspid tooth (excluding final restoration) ......ccviroenvsomernrssessenresaeeones 940,00
Root canal - endodontic therapy, molar {(excluding final reStOratioN) ..c.vuvsveriosscrecrsatemmessnssirensnsnemponsveseneers  $60.00
Treatment of roat canal obstruction; NON-SUFGICAl AGEESESE . .cvvuivinetsirurnrsnvusnsesesersamneninnine Frenns exeirenrrre weeee $40.00
Incomplete endodontic therapy; inoperable, unrestorable Or fractured Ot ........vceivvmsiirseessrenersmnmrirneramernves 99000
Internal root repair of perforation defeCS ..ccicaiciiicrsiisrraencorortivoresvasaacuerssnns rrrnnneenseeenesnes 94000
Retreatment of previous root canal therapy = BMEEROT uuweversiviineerserarrresseerizesamerersrmsareareoeacresaesrnorsnrseres 938,00

Retreatment of previous root canal therapy ~ BICUSPIA ...c.ccoeirvirierriasermerscrsmersrassnrersens $60.00
Retreaiment of previous root canal therapy » Molar ... mnimon ian s eneiees e en s e $95.00
Apexification/recalcification - initial visit (apical closure/calmf ic reparr of perforatrons root resorpnon. etc.) ..o $85.00
Apexification/recaicification - interim medication replacement {aplcal closure/calcific repair of perforations, root

resorption, pulp space disintection, etc.) ......... s anresenamioans FOSRN reveavessrerssruaravatnsiiastrretrorens averes §45.00

Apexification/recalcification - final visit (includes completed root canal therapy aplcal closurelcalcrf ic repair of o
perforations, root TESOTPHON, BHC.) rurerrsersssrrrsosasaasermtonesrasion ivassensssnarsnsnsssnssssiois sasasesmmmrseranssssrmnsaraver  SHOO0

Apicoectomy - anterior .,......... U ORTROUSRIPRURTUDTUUORIUURRRRURRRE '« & &1 ¢
Apicoectorny - bicuspid (first root) g U RO PSP NP .. No Cost
Apicoectomy - MOlar {fIrst FODE) ivivessresrvnrvnmsesrarvsinmsaissrsiosnmmenroarssysnyssrenessarssarsasresssierarrovsranegosessens NO COSE
Apicoectomy (each additional fO0T) ., ciuverrersrimrasnevenrirscorsmnsersnesmonssrn st vens prrenssressssvaserasvae Cerneneraee No Cost
Periradicular surgery without apiCOBEIOMY (.vicorssserserstrerssnrsarvesgasnnensorensansersnsssinssornnsansssons: ... No Cost
Retrograde filling - per root ............ P NS SRS I SOPINTRP R PTVEOr \ LR ¢

Root amputation ~ PEF MO ... .ueiiieirsesccissrersetiron s vasosmanssuerramessausasmassaressrsssneasrers sorres
Hemisection {including any root removal}, not including roat canal therapy .........,

P T TPt o No Cost
R ¥ U No Cost

D4000-D4999 V., PERIODONTICS
- Includes preoperative and postoperative evaluations and treatment undsr a local anesthsfic.

D4210
D4211
D4212
D4240

D4241

D4245

D4249 .

D4280
D4261

D4263
D4264
D4266
D4267
D4270
D4273
D4274

D4275
D4277
" D4278
D4341
D4342

4355

Gingivectomy or gingivaplasty - four or mere contiguous teeth ar tooth bounded spaces per quadrant .i............ N6 Gast,
Gingivectamy or gingivoplasty - orfe to three contiguous teeth or tooth bounded spaces per quadrant ............... Ng Gost
Giriglvectomy: or gingivéplasty to allow access for restorative protedire, per t0oth ....osreisineesssmssasisicszeenss Mo CoBt
Gingival ﬂap procedure. in‘cluding root planlng - four or more cuntiguous teeth or tooth bounded spaces per

QUBTNANE L.iisciaseimieasiadvronssmenmscnasssesoamesusobeessanessssiontsaisssosranninssenrsnsssanshivassarsennnsiresssonsinsssstaaviosarae NO COSE
Gingival ﬂap procedure lncludlng roof. planing one to three Contlguous teelh or teoth bounded spaces per

quadrant .......c.coo.ee,s e s faraminsendns s areavenn st nsnsrcaneriesniaiannness NO COSE

Apically. posmoned ﬂap ceererrians verevanrisvesarys @4‘3 (JO
Clinical ¢crown lengthenrng hard hssue , SO UL S VN

QOsseous surgery (including elevation of a full thlckness flap and closure) - four or more conthuous {eeth or tooth

bounded Spaces Per QUATTANE . ... voiriii i viairei e anrrarantneterrese s arames e s atratn anrsbonnenresamsenannrrsats $75.00
Osseous surgery (including elevation of a full thlckness flap and closure) one to three contiguous teeth or tcoth

bounded spaces per quadrant ........... e mireraneaieiaaas deave prrevenrarvars Crevereraansemmrensarnensanessimirrssgienn 960,00
Bone replacement graft - first site in quadrant ............. e e i e ieieeiataeenrenicmee arvrrnans reninies; $125.00
Bone replacement graft - each additional site in quadrant ...... S SURSI s s e e e n e e o $45.00
Guided tissue regeneration ~ resorbable barrier, per sile . UUTTUTONN » $100.00
Guided tissue regeneration - nonresorbable barrier, per srte (|ncludes membrane removal) ...ooviiinnnns SO . $140.00
Pedicle 50t HISSUE Graft PrOCEAUIE ..vave.iveevrsiosmusvversesmsrreessnnmsssersunresvasssassesssnensesnsrresnsans ST weere $125.00
Subepithelial connective tissue graft procedures, per {ooth ......... feremtarareeceentes wreusrareseassirrsaninrnenrassnnres  $79.00
Distal or proximal wedge procedure (when not perfarmed in conjunction with surgical procedures in the same
anatomical area) ..... PO SRR PSRN A\ [« X 670
Soft tissue allegraft .. OO PSS SO UP DU SUIUPPRO VTN PPPRRR. K
Free soft tissue graft procedure (|nc|ud|ng donor site surgery) first tooth or edentulous tooth posmon fn graﬁ ...... $125.00
Free soft tissue graft procedure (including donor site surgery) each additional contiguous tooth or edentulous

tooth position in same graft Site ... ..owcevivncoimnimeirs i ce e ae e s erbe e nmans te seer citommesiiamenees $125.00
Periodontal scaling and root pla mn_.] four cr more {eet h per quadrant - limiled to 4 quadrants during any 12

CONSECUTIVE TTIONIRS o e oot e et et e e e e e e e e en e e vne e nen e anee e NO CoOSL
Periodontal scaling and root planing - one to three teeth per quadrant - iimifed to 4 quadrants fﬂjmq any 12

consecttive MoMNE ..ot eia o r e r e et eh oaarara e e era e e et e e eaa e i e st e hmn ~No Cost
Full mouth debriderent to enable comprehensive evaluation and dzegnosrs fimjted to 1 lrsalmant in anty 12

consecutive months ............ B S U PO ORI ORPPORIN No Cost

l.ocalized delivery of antimicrobial agents via a contro! leu release vehicle into rilseaeod crev;cuhr tissue, per
{coth - Jor eachi of the first iwo leeih treated within a guadrant following root planing or penodontal mainicnance .. $80.00




D4381

D4910
D4810
D4g21

DSOOO-D5899 Vi PROSTHODONTICS (removable)

D5110
5120
D510
D340
‘05241
135212

D5214

D56225
D5226
D5281
05410
D5411
D5421
D5422
D5510
D&520
D5610
D3620
D5630
D5640
D5650
D5660
D5670
D5671
D5710
D571
D5720
D5721
D5730
D5731
D5740
D57441
D&§750
D5751
D5760
D5761
D5820
D5821
D5850
D5851

whers theidaglim was
- Rebases; relines and s,
- Replacement of a denture or a partial den:unefiraquimstma existing b‘enrure to be $+ years old.

Localized delivery of antimicrobial agents via a controlled release vehicle Info diseased crevicular tissue, per

tooth - for an additional tooth treated in the same quadrant following roof planing or periodontal maintenance ..... No Cost
Periodontal maintenance - limited to 1 treatment each 6 month pen‘od ............. Cerrbesvemuoesursrssesatiresanrise st NB Eonl
Adidifranal periodontal maintenance (w;thm tha 6 month penod) eeeerusnraasiumraneanetsrstsusonninasiinasasanis  GOSIG
Gingival irrigation - per qUadrant .......,..cessrivesseoseionis et iemivineeiiEadives ik esaenbrmeranvaiiennas G et e den G s iy Nbch:st

Simenls and fyst

izt plageme & must be pravided.attl

adly it d,
cendﬁiamng are‘limited to 1 perdenture diring any 12 consecutive months.

Complete denture = maXilany i oceemsaorssesssmsonnss o
Complete denture - mandibuiar ..... reasssarraes
Immediate denture - MaXiilary ....ciicesissseanriiionam e

veresetarmgennsnnsnnnes $70.00

LR R Y e N AR TP TR X2 LT S T RN P Y T \ll!!\t.ll' reBenbS $85I00

Immediate denture - rhandibular ..... e irenveeesraaiabasonidoninren SO coesaranne rrenesnrnsee. $85.00
Maxillary pariial denture - resin base (including any senventional clasps, rests and teeth) ........e.evecveesensenres $80.00
Mandibular partial denture - resin base (Including any conventienal clasps, rests and teelh) etreraseiaraeanennse e $80.00

3 Maxillary partial denture - cast metal framework with-resin denture biases (including any conventlonal clasps,

rests and teeth) ...c.ocvueernnenes e verevnsurnvsaarTrtarn ey ey g ansonrapeyaenegaineaynyaensatentotnsneninrodrebysarsnierassiesaris . $B5.00
Mandibular partial denture - cast metal framework with resin denture bases (including any conventional clasps,

TESIS BNU LEBIN) ..1ucvscensmumecenserss s ersnbonensuass anrsarsseensosmbonnyssrinttsnsassminssssnsrssronsssesnarsmssstssessorsrvansesve 990,00
Maxillary partial dentura ﬂexlble hase (ncluding any clasps, rests ahd teeth) eerteraenesrerntniranternnens sremnseneees $195.00
Mandibular partial denture - flexible base (including any clasps; rests and teeth) ........... eanewviinrabeanard g sipomos1s B 88,00
Remavable unilateral partial denture - one. pigce cast metal (ineluding clasps and teeth) .....c..ovieemeninieniissneenn. $80.00
Adjust complete denture = MAXIIATY -......coeremrvesreatatasrssransrssesesrasanssrscssremransesnneeenrsenseersasassanenssennassses NO COBL
Adjust complete denture - MaNAIBUIGE 1yvucoosrersssesnssisismssasanininsmnsiiimsmmaoreis e saenssssbaranssanssessssransase No Cost
Adust partial denture - MaXIEIY ...sssseseesiisremmiorsadinnsorvesionessioransens . revestsrracsssensransrensesss NO COSE
Adjust partial denture - mandibular ....e.iccvessarvereares emmuerteesiiesennnsoen rreenns eevereontaiaererestrronnennerse cetedeanan No Cost
Repair broken complete denture base beeicinearea et g3 AR Rl e ban e ahebdbnrisansstarasensasibersesnanannnssneniiaiensinsnaes NO GOSE
Replace missing or brolten teeth - u-.omplete‘ denture (6ach toBth) ,c.essiioreirnsansasee iersenseenevios NO Cost

Repalr resin denture bage .....cviveiecineeennes eeNehUadesssnrndiiaanenantinreranathtuestarariibeFanraanenansserasarantrens eenens No Cost
Repair cast fTAMBWOIK .c.uvvisisresssinasereassssnsrnsssrsaresiosanvasioniannessssis nssianssrssasssissstodsnsnswraerssssassassessens NO COSE
Repair or replace broken clasp w.....ecivenanns rersaerrinees Cetreerianrasne e e s bt e e esvsemsesnreiansstanraerenans NO COSE
Replace broken teeth - per tooth ,....... L T Te TSV SNSRI S S RSP LRI D No Cost
Add tooth to existing partial denture .'.." ...................... eivraceearereei s e binratertnensesrearsenesnsarasrnrnssessessess NO COSE
Add clasp to existing partial denture .............c..cv.. voraveriscorraizirtens rreveaseernirrrernarananas Ceveeereretaeetesaerens No Cost:
Replace all teeth and acrylic on cast metal framework (Maxillany) .......ceeeveeriereirerrecreracreeemrecereennns oo $65.00
Replace all teeth and acrylic on cast metal framework (mandibular) ........co.n.ou. aru b epe o b s arans mranee ... $65.00
Rebase complete maxillary denture ...........cocceveneeerreernmrmermerrieerarnecas v rera e cesensaits wreretnceanromeense $30.00
'Rebase complete mandibular denture ...........usvisivvesssieaneasisoricieesioniiimrssrsresnesvesscmesssreses $30.00
Rebase maxillary partial dentUre ... ueie.sveensirmsoassossisisrarrmasioessnisterasersririsssanrssscsssrssssannenssssensenres 930,00
Rebase mandibular partial denture .......... reretheeenresan s ia s ien e R by s e rate s yabessarsarianssysnnnsasseseonmestrssnsessnss 930,00
Reline complete maxillary denture {(ChairSIdg) .......c.cciicirierciennriirvsrcsnssiacsrasenrnresinesarnes Cererentrere e ioranae No Cost

Reline complete mandibular denture (ChAIFSIAE) ......c..u s vierivrssionsinmcsin ot rinesnsinineenserssmerizrsssvorereesesaesss NO GOS8
Reline maxillary partial denture (Chairside) ........iiciii i v rne e sessriae s dedbe e cann s srnsns sstensi consns niecsans NO GOSE
Reline mandibular partial denture (Chairside) ...........cc.cveireercacransserirarsimermrenreierenceorimmeniernersesseesaarssnsse NO GOSE
Reline complete maxillary denture (Jaboratory) ..........cvviiarmmncieiniinmnsismesciinsism s e $29.00
Reline complete mandibular denture (IBBOTatONY) ......v.iiviveriassermiuniimeriserimcsiinessermsesorsennssesrssne irmssio 529,00

Reline maxillary partial denture (IBDOTAtOTY) ....vevuoveremearscocnrensenenenenssscsnnnssssrmomsmssrnssanrnsssn . $25.00
Reline mandibular partial denture (JABOTatONY) ....ccoivrvircrtiriveemisinirieienrracresnseessinmmssrsssonsennrsnranrapssasssses 929,00
Interim partial denture (maxillary) - /imited to 1 in any 12 consecutive months ....... wre s envrnnns menaanen enrravnres No Cost
Interim partial denture (mandibular) - limited fo 1 in any 12 consecutive MONIAS ..........osrressevissmrmsanascomsensanse NO COSE
Tissue conditioning, MaXilAIY ....civvicveerurneomrmseeeririiiiirinceaaraien e e ieea s re s eaas o n e s e e e T No Cost

Tissue coNditioning, MANGIBUIBE .......ivrveniernrmaiinaaniers e iommneees bae 5 eeeesssssimsopsmioni smrsineiineenssoomnisnsrasesnaas. NO COSE




D&300-D5988 VIl MAXILLOFACIAL PROSTHETICS - Not Covered
D600C-DETSS  VIIi. IMPLANT SERVICES - Not Covered
D6200-D699S

[bridge])

. PROSTHODONTICS, fixed {each retainer and each pontic constitutes a unit In a fixed pastial denture

- When a crown and/or pontic axceads six units in the same treatment plan, an Enjollee may be charged an additional $125.00 per unit,
beyend the 6th unit.

D620s
D&21Q
D6211
D6212
D6214
06240
D&241
D6242
D6245
06250
D8251
06252
D8600
DB601
Dg602
D6603
D6604
D6E0S
D6606
D&607
D6608
De60g

- D661D

DB611
D8612
06613
DEG1 4
DB615
D710
D6720
D6721
D6722
D6740
D750
D6751
D&752
D6780
D6781
De782
D6783
DB760
D6791
D6762
DG794
D6330

Hiacerient of grown, poati, inlay, onfay or stress breaker requires the axisting bridge fo be 5 ygam old,
* Name.brand, faboratony procassaier in-olfica protessed arowns
matofsl upgrades. The Contract Denfist may-<harge an agddifional
Limitation of Benelils #4 for arilifionstinfonmation.

1l pro

Pontic - indirect resin based composite ...... preserernverans veireennrraenn Cemarrienisaairs PN IR P
Pontic - cast high NODIE MEIAL . ....cvericiiiirnnns imrersmsriessrrasceesemnoassvessssnssvancssrscsserrssensssnnesnnsivorsssmnssneraes
Pontic - cast predominantly base Metal .u....cieseeonsremsmseorenernestsivasimmnnerrior et seeiemaosnesiuem sy rasessens
Pontic - cast noble Metal .......ccosimeecrrrsmimnieriesenroriasansrnmesnvsrsastas shussinss

PONE « BRANIMIN 10y iuivmaneineseiaseivmsnssrisevensoniassesimes vestnessrens soensonnninsanxasnivssssssnesnssssnssassssssenistesvesases
Pontic - porceiain fused 10 high NOBIE MOLAI ...vreeesiiviyinmmereininssrme catresssmasessesersivessrassssnssrrarsesssyoarsts
Pentic - porcelain fused ta predominantly base metal .......c.oooiniiniiiiiiiii vevnnns Giraveas
Pontic - porcelain fused to noble Metal ......eee i revirinaiomsssomaes o
Pontic - POrCEIBINIEBIAIMIE™ 1.iviuieriiniiiieterrneiisataneroaerinss iy asrmse coremsunFansaiianaemrrsni ransaisbinisonsssoxyennsrsnnnin
Pontic - resin with high noble matal S S U L YOt TR TS TP PIUPS DI SO GO S
Pontic - resin with predominantly base metal P L P ITRE ARSI SO UCHIS SO SUREIPPINE SVUHLR
Pontic ~ resin with noble Metal ... uisicerisirieamincismmmossrmasrseserterinasmssavsosossias sossnrirssnytrnacancavenins
Inlay - porcefalt/ceramle, WO SUMTACES ....civeivirsrrrscrinnsrsrsesessossnnes smagasssesisessess onsmsnnsenssnzsssessinn v sasenren
Inlay - porcelain/ceramlc, trae Or MOTE SUMTACES .....xsstiivemncesonnsrirarssrrerovensossobanissransassocsnrassossresse cmeres "
Inlay - cast high noble metal, two SUIACES .......cccoereanieirinnicmsimareeennonn, rienrerariaeanee Geevntraseranseerrararnests
Intay - .cast high nobla metal, three. OF INOFS SUIMACES wusvocssiarivrnsasss srrsrssosssensinarrserrsariensdisansssbors osvorasanss
inlay - cast predominantly base metal, fo SUIfACES ...-...oveerenee. reeeerteraersve syt erieryeb sty hy i re st begeeraeennen
inlay - cast predominantly hase metal, three or MOre SUMACES. ........ieiiiiwissereersensesreismecvrsasassasareseasnsnses
Intay ~ cast noble metal, two surfaces .......... sertvenssrstvestarsusns rvareerroanserennerarrarrn
Inlay - cast nohle metal, three or more surfaces ..... ortrraseaians
Onlay - porcelain/ceramic, tWo SUITACES .....curseirriansersssrcierssssmmmnse
Onlay - porcelain/eeramic, thres: ‘or more surfaces
Onlay - cast high néble matal, fwe surfaces ......0......

P T R N TR TI T I 22 PR PE TR

“risveanvamrdesaon Nears inerenmsvnaas PR TIYYICTY PEY

epymansrss

el eassdB eIt NP LI IR AINORNLECN LIPS

L N T L T T T e L

VedeteseneCes naa¥ramr ded e nasoaien

Onlay - cast high noble metal, three O MOTe SUMACES ...\ iuiiiivmsosei e crasvrerrsneninssssnnisross Abaeareearretaannaanas
Onlay - cast predominantly base metal, two surfaces ...........ccc.cveeess wraes
Onlay - cast predominantly base metal, three or more surfaces .................... N cewes

Onlay - cast NODIG MELE], TVO SUTTADGRS oeo.oniiiiarsrensrerrtrermnrrrasrssrsrssresanseeosenerssassems asssnssoseomsssssssrecsnsnone
Onlay - cast noble metal, three or imore surfaces
Crown - indirect resin based composite ........

D T e R L L L T R

SRR N AR EE T KA AR KA A AR R S KA PR A hE T AR T AR A NN AR AN BN PSRN S BB AY AN F IR AL ST AR B

Crown - resin with high noble metal ........... Lt et Ra e arrh st n e ra e hm e centre ey s an s crerecnen .
Crown - resin with predominantly base metal ......
Crown - resin with noble metal .........c....cc.coiiiniis ey P P

Crown - porcelainfceramic” ... .cooeevuuss ke e s s < £ e St 2 b4 AR a8 § 5 S B8 2 e m e m e s S A n e ey
Crown - porcelain fused to high noble metal*
Crown - porcelain fused to predominantly base metal ......

Crown - porcelain fused to noble metal ....... bty e na VRN PRI seran s FOPRR
Crown - % cast high noble metal ............... b eda s i e b pe bk h ey d b e s s a4 b e e G hr ek oat s O,
Crown - % cast predominantly base metal ....... RS LY A RS S H R A5 b S e HS 4 s xa kS H R EeY A RS s e
Crown - % cast noble metal ......................

D N R L L N R 2T L L S T R L TR TR L )

Crown - % porcelain/Ceramic” .........cvvvivvmvurmensuvees
Crown - full cast high nable metal ..........ovcvivienin
Crown - full cast predominantly base matal .............
Crown - full cast nable metal .......................
Crown - titanium ...
Re-cement or re-bond fxed padlal denturo ..

rpugh-spet Talizer] feohpiquo nrndoipls e
.00t to expeed $325.0(0n additlon o the listed Copayment. Refer lo

5a0.00
S70.00
25500
$60.00
$70.00
$70.00
$55.00
$60.00
$70.00
$30:60
§18,00
$20.00
$60.00
$65,00
$7D 0(1
N_Q Cost
No Cost
$60.00
$60.00
$55.00

$70.00
.. No Cost
No Cast
360.00
$60.00
$30.00
$30.00
$15.00
$20.00
$70.00
$70.00
$55.00
$£60.00
$70.00
$55.00
$60.00
$70.00
$70.00
$50.00
$60.00

... $70.00
. No Cost




D6840
D6580

Siress breaker ......ccvveeveveccvecsiirearincerenreencnreres et irasvavsearansencuntanternvarrrstsiansrntsararancesaanncansensnsunverness INO COSE
Fixed partial denture repair necessitated by restorative material faiture ...........cocoivuriiiricesvcnnans veavervesseasasess INO COSE

D7000-D7999 X. ORAL AND MAXILLOFACIAL SURGERY
- Includes preoperative and postoperative evaluations and treatment under a local anesthetic.

D711
D7140
D7210

D7220
D7230
D7240
D7241
D7250
D7251
DB7270
D7280
D7282
D7283
D7286
D7310

2. Remaval of torus-palatiniis ......svesee.

Extraction, coronal remnants - deciduous t00th .......ieeieciiinvasiismimiima rrr e eanees PR +reneeess- NO Cost
Extraction, erupted tooth or exposed root (elevation and/or forceps removal) A S R No Cost

Surgical removal of erupted tooth requiring removal of bone and/or sectioning of tooth, and lncludlng elevation of
mucoperiosteal flap if indicated ......oceccimininiiinnieriieinsac e arvrtnreressenranpereranse caeerraen verereees $10.00

Removal of impacted tooth ~ soft tissus ....... yrmmeense raVEeiFangernraren e e e e wiR EEs s 1an F e a e en s e n bR ER A ennnnan $156.00
Removal of impacted tooth - partially BONY v.ueyeceirssssetonmirormmmessonsaicnreriassainersrosrionsesrsenscnsizos srmsrasvns 920,00
Removal of Impacted tooth < completely bony eeererebEeeerenssuravessiie rasnasesoattenirinivarvateyierenrsraaeersennntrascors  9OD:00
Removal of impacted tooth - completely bony, with unusual surglcal compllcatlons evemiotnseanineqrsngtensarinavesss 990,00

Surgical removal of residual tooth raots (Cutting Procadure) .......ceeveeviiiiiinrinierir e e ees s s veerees No Cost
Coronectomy - Intentional partial toOth FEMOVAL ... .uveversevensorsrssnresserms essuseeresnrisisssesenseen . . $50.00
Tooth reimplantation and/or stabilization of accfdentally evulsed or dlsplaced tooth ............... i emkasesesrsnmazen . $35,00

Surgical access of @n unerupted toOth ... i laieftaraimm e irin s sr i saserrsessesinonmrensasseeres 920,00
Moabilization of ertpted or malpositioried tooth {0 2ld SRIPHON ,.......ecitimenisirir cusiveriaiinsivainsessserensnneeneine $28.00
Placement of device to facllitate eruption of impacted t0oth uuveesirsnnismaimmosnm o icesenisisnsamn 2 NO COSt
Incisional biopsy of oral tissue = soft - does not include pathology laboratory procedures ..... Ceresaeasens . . No Cost
Alveoloplasty in conjunction with extractions - four or more teeth or tooth spaces, per quadrant .....is<eesisii o ..v. No Gost
Alvedioplasty Tn cerijunction with extractions-- ene fo-thrée teeth or tooth spaces, per quadiant ..........cizrueeries NO €08t

Alvecloplasty, not In conjunction with.extractions - four or more teeth or tooth spaces, per quadrant ..................No Cost

Alveoloplasty notin conjunction with axtractions - ene to threa teeth of tooth spacss; per quadrant ...... venreeisins MO CoSE

Removal of benign odontogenic cyst or tumor - lesion dlameter up t0 1.25 €M (..vecveiiicienriiienicninsecncnneneenn . NO Cost

Removal of benign bdontogenic cyst o fumer-~lesion diamgter greater than 1.25 O cocrernisansinnannisrinesiorsainn » No Copst
Removal of lateral exostosis (maxulla or mandible) ....... Ceerenes eerermreareeenan veerres rerasnesessmsesreciranserssrarars No Cost.

2 0s FrSe AR RFSa R A s niaaniraiovanenrincarttaNenpriunticsaaphoanincazinamnnr

Removal of tofus MENAIDUIANS .xvveprresevreommparsasryesrroes sies cnstrsss sx3assvmns asnendviasshnesnssasns assawresmevisss oo vasabmiis G
Incision and drainage of abscess - Intraoral SOft tSBUE ..\v\veereeeieeranersiennnne. faererrreryaespniears S SO No Cost
Frenulectorny - also known as frehéctomy orfrenotomy - separate proc.edure notIncidental to another procedure No Cost
Excislon of hyperplastic tissud - per arch .......coocicamivecsmmncerns e enems e nsiebenn evessase s sarEa e ananranesasanenan No Cost
Excision of pericoronal GINGIVA carrerncrinmsnrscsnns varnses kisnussionsessassrsssnasnsnesmasesarsasnsvessesassersrasasabisravassosssns INO COSL

D8800-D8959 XI ORTHODONTICS oo - ) C - o

- The listed Copayment for each phase of orthodontic treatment (limiled, mterceptlve or comprehensive) covers up to 24 months of acbve
treatment. Beyond 24 months, an adififional monthly fee, not to exceed $125.00, may apply.
- The Refention Copayment includes adjustments and/or office visits up to 24 months,

D0210
D0322
D0330
D0340
D0350
D0351
D0470

Do210
D0470

D8o10
D8020
D8030
D8040
D8050
D8060
D8070

Pre and post orthodontic records include:

The benefit for pre-treatment records and dlagnostic services includes: ..
Intraoral - complete series of radiographic images

Tomographic survey

Panoramic radiographic image

Cephalometric radiagraphic image

2D oralffacial photographic images obtained intraorally or exiraorally

3D photographic image

e r i A i s e b st a e e e sains $200.00

Diagnostic casts

The benefil for post-treatment records INCIUOES: .....ccovuireninurauiisircisiieeiiireinarasssmssnernssssesssnsrnesnsssssscnes  $70.00
Intraoral - complete series of radiographic images

Diagnostic casts

Limited orthodontic treatment of the primary dentition . wrrmave sy e rarrarsraevserrnranscansmassscnsrveneenes $725.00
Limited orthodontic treatment of the transitional dentltlon ch/Id or adolescent to age 19 ................................. $725.00
Limited orthodontic treatment of the adolescent dentition -~ adofescent to age 19 .....vevverieiiiiviriiinninieenne, wereee $725.00
Limited orthadontic treatment of the adult dentition - adults, including covered dependent adult children ....... .eer. $925.00
Interceptive orthodontic treatment of the primary dentition ... e N $725.00
Interceptive orthadontic treatment of the transitional dentition ..........cccoove it o ... §725.00
Comprehensive orthodontic treatment of the {ransitional dentition - child or adolescent to age 19 ..............ccouis %1,700.00




D8080
D800
D860
D870
D8680
D8693
D8694
08989

Comprehensive orthodontic treatment of the adolescent dentition - adolescent 10 age 19 ceeeeeniciitoviiiniinnn 51,700.00
Comprehensive orthadontic treatment of the aduit dentition - aduits, including covered dependent aduit children ,.$1,800.00
Pre-orthodontic treatment examination to monitor growth and development ... ceviiircnsiismicacsvoans-. $25.00
Periodic orthodontic treatment visit - included in comprehensive case fee ........ RO crsaiias resienniras wieeeres NO Cost
Orthodantic retention (removal of appliances, construction and placement of removable retainers) corerisenencensas 927500
Re-bond or re-cement fixed retainer - Jlimited to 2 per & month period ...c..cccvs snarens srieanersermrssenesrvinenenrnsy NO COSE
Repair of fixed retainers, includes reattachment - limited fo 2 per 6 month penod eetmnresasadacensenaysiensgeressaness NG COSE
Unspecified orthodontic procedure, by report - includes trealment planning session .......... rrrversenarreeneanarsnenne $100.00

D9000-D9989  Xii. ADJUNCTIVE GENERAL SERVICES

D910
Do211
D212
D9215
08218
08220
D8221
D9241
D9242
D930
D430
D9440
D8450
D9931
D840
D851
DE52
De7s

Dg88s

Dogg7

LOF BAOL00 sipsrecrssansinssomsnpesnmscermessszpssess

ﬂamicas fora Iismd Dmn.edure o1 p@rﬁ;mwd by The asssgjim Gmﬁmni l}nntmt the Enmifﬂe p-xys thrz h}ﬁ'LC m.i

Palliative (emergency) treatment of dental pain minor procedure trrrneeservesnrrtsrsneriosasnaresnnesnnassonvsersressees NO GOSE

Regional block anasthesia ,..... e irnvisseerecrra s ismseinserstsrigraisitonses s inriarsabsvasninsnonsns doysarisprrssscs vv.ese. NO Cost
Trigerinal divislon block anesthesm Oy PRSP P camens cneransuararssenvarss ND CoOSE
Local anesthesia in conjunction with operative or surgical Procedures ....,.......ceeeee- beermreseenennaies PR , No Cost
Evaluation for deep sedalion or general Nesthesia ... itins vevereivssiitin e rveesmess asievinorssaevisosromsassssass s NO COSE
Deep sedation/gencral anesthesia - first 30 MINUES ,....acveiiiviieiiriiveiiiisriin i ceanreee e TR $165.00
Deep sedation/general anesthesia - each additional 15 minutes ...... verirereersesiassrncoteniaermrtoerion Cerbemreansnsa $80.00
Intravenous moderate (conscious) sedation/analgesia - first 30 MINUIES .o...iverorviariionnans rvseeemeneans tevraesentents $165.00
Intravenous moderate {conscious) sedationfanaldesia - each additional 15 mmutes ...... revrsettaenesranrireranaee ... $80.00
Consultation - diagnostic service provided by dentlst or physician other than requesting dentist or physiclan ....... No Cost
Offica visit for ebservation (during regularly scheduled hours) - no other services performed ......... seunee NO CoSE
Offica visit - after regularly SChedUIEE HOUIS ...vvveeireerrrensermiirsieesriseerseasssrssrisrsrinsssstosasessens rercesireanrannia, $20.00
Case presentation, detalled and extensive treatment planning rerrnecameeseenrestnereteran terimestherereeserniieeniararanns No Cost
Cleaning and jnspection of a ramovable applance ...revviiciiaririisscsiriretimnerrreriannrsrsorisesanie .+.. No Cost

OCClusal guerdﬁ (by I’Bpﬁrt - ”miied i,o 1 in 3 )795’3 ------------- srvy L T Ty e T e RN Y P T Y PR L TR Y T e P T T L &7666
OceiuBal SHJUBIMBNE, TMED ...erivirersonisiverersisisssessesasssresnissesasasseessnmsssssssstassssassssassinsrenssasssnsenassssese NOCGOSE
Occiugal adjustment, complete T T o Cost

Exisrnal bleachitig for homa applicition, per arch: incltides materials and fabrication of custom trays J:mired fo
one bleaching tray and gel for two waeks of Sel-reatMant ,......coverrrersmereenrssmeenes vorairrensressats oemvesenes SHEAEDD

Missed appointment - withaut 24 fipur notice - per 15 mindtes of appoim‘ment i‘.fme - up to an mvarall mawimum L
Of g’ﬂ) 00 LR e T 1) -nn..\.ﬂun,“-;-“. D T T TN A R T R O O R N I R R Lt L i %1(1400
Canceled appomtment without 24 hour notice - per 15 mlnutss of appomtment t!me up to an overall maximum ’
wxtenasnung s et ed vaanee doredoantoniorkverga i s npaanmiinesaonsarenes OG0

,,f;psymrﬁnt Listed

procedures which require & Dentist lo provida Spielalist Serdices, and are referred by the assigned Gonlraet Bantist, must beraullioglzad
4L

iy Della Dental. The Enrofice paysthe Copahmant specifled for siich services.

Procedures not listed above are not covered, however, may be available at the Contract Dentist's “filed fees.” “Filed fees” mean the

Contract Dentist's fees on file with Delta Dental. Questions regarding these fees shouid be directed to the Customer Service department
at 800-422-4234,




Anthem $250 PPO
Anthem $1000 PPO
Anthem $1500 Active
Anthem $1500 Retirees
Anthem $3,000
Anthem EPO

Kaiser HMO

Delta Dental PPO
Delta Dental DHMO

VSP Vision

LIIIPIU\YUC

$1,125.73
$835,75
$757.61
$866.57
$619.03
- $791,52

$353.45

$50.29
$26.38

$7.64

Spouse

$2,363.12

$1,754.41

$1,590.36

$1,534.13
$1,311.24
$1,399.80

$625,56

$80.19
$45.27

$13.73

Child{ren)
$2,140.95
$1,589.46
$1,440.84
$1,353.72
$1,175.57
$1,235:42

$552.71

$69.88"

$45.58

$13.46

Family
$3,264.65

$2,197.07
$2;019.60
$1,791.42
$1,842.03

$824.15

$102.58
$65.70

$19.71



