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Covered Benefits

Network

Non-Network

Deductible (Single/Family)

Single / Family: $500 per
person deductible

Single / Family: $750 per
person deductible

Routine medical exams, Mammograms, Pelvic
Exams, Pap testing, PSA tests, Immunizations,
Annual diabetic eye exam, Hearing screenings
and Vision screenings which are limited to
Screening tests (i.e. Snellen eye chart) and
Ocular Photo screening

Out-of-Pocket Limit (Single/Family) Single: $2,000
Family: $4,000
Physician Home and Office Services (PCP/SCP)* $25 copay after deductible 50%
Primary Care Physician (PCP)/
Specialty Care Physician (SCP)
Indiana University Health Center $15 copay
Including Office Surgeries and allergy serum: $25 copay after deductible 50%
o allergy injections (PCP and SCP) $25 copay after deductible 50%
o allergy testing $20 copay after deductible 50%
o MRAs, MRIs, PETS, C-Scans, Nuclear
Cardiology Imaging Studies,
non-maternity related Ultrasounds, and
pharmaceutical products
Preventive Care Services
Services included but not limited to: No copayment/coinsurance 50%

Emergency and Urgent Care
Emergency Room Services
o facility/other covered services
(copayment waived if admitted)

$100 copay after deductible

$100 copay after deductible

Include, but are not limited to:
o Medical Care visits (1 per day), Intensive
Medical Care, Concurrent Care, Consultations,
Surgery and administration of general
anesthesia and Newborn exams

Urgent Care Center Services $50 copay after deductible 50%
o MRAs, MRIs, PETS, C-Scans, Nuclear $20 copay after deductible
Cardiology Imaging Studies,
non-maternity related Ultrasounds, and
pharmaceutical products
o Allergy injections $25 copay after deductible 50%
o Allergy testing $20 copay after deductible 50%
Inpatient and Outpatient Professional Services Inpatient: $25 copay after 50%

deductible
Outpatient: $50 copay after
deductible

Blue 11.0

Anthem Blue Cross and Blue Shield is the trade name of Anthem Insurance Companies, Inc. Independent
licensee of the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem
Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are registered marks of
the Blue Cross and Blue Shield Association.
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Covered Benefits Network Non-Network

Inpatient Facility Services (Network/Non-Network $200 copay after deductible 50%
combined)
Outpatient Surgery Hospital/Alternative Care Facility | $100 copay after deductible 50%

o Surgery and administration of general anesthesia
Other Outpatient Services (including but not limited to): | $20 copay after deductible 50%

o Non Surgical Outpatient Services

For example: MRIs, C-Scans,
Chemotherapy, Ultrasounds and
other diagnostic outpatient services.

o Home Care Services

(Network/Non-Network combined)
100 visits (excludes IV Therapy)

o Durable Medical Equipment, Orthotics 20% 20%

and Prosthetics

o Physical Medicine Therapy Day

Rehabilitation programs

o Hospice Care $15 copay after deductible 50%

o Ambulance Services 0% after deductible 0% after deductible
Outpatient Therapy Services
(Combined Network & Non-Network limits apply)

o Physician Home and Office Visits (PCP/SCP) $15 copay after deductible / 50%

o Other Outpatient Services @ Hospital/Alternative | $25 copay after deductible 50%

Care Facility (Cardiac Rehabilitation)
Limits apply to:

o Physical therapy: 60 visits
Occupational therapy: 60 Visits
Manipulation therapy: 12 visits
Speech therapy: 20 visits
Cardiac Rehabilitation: unlimited

o Pulmonary Rehabilitation: unlimited
Accidental Dental: $3,000 limit per accident 100% after deductible 100% after deductible
(Network and Non-Network combined)
Behavioral Health Services
Mental lliness and Substance Abuse!:

o Inpatient Facility Services $200 copay after deductible 50%

o Physician Home and Office Visits (PCP/SCP) $25/$25 copay after deductible

o Other Outpatient Services, Outpatient Facility

@ Hospital/Alternative Care Facility,
Outpatient Professional
Human Organ and Tissue Transplants? 20% 50%

o Acquisition and transplant procedures,

harvest and storage

o
o
o
o
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Covered Benefits Network Non-Network

Prescription Drug Options: National Formulary
Network Tier structure equals 1/2/3

o Network Retail Pharmacies: $10/$40/$60 50%3
(30-day supply)
Includes diabetic test strip
o Home Delivery Service: $20/$80/$120 Not covered
(90-day supply)
Includes diabetic test strip
Member may be responsible for additional cost when not
selecting the available generic drug.
Members have additional cost with retail supply greater
than 30 days.

Specialty Medications must be obtained via our Specialty
Pharmacy network in order to receive network level
benefits

Specialty medications are limited to 30 day supply

regardless of whether they are retail or mail order.

Notes:

o All medical and prescription drug deductibles, copayments and coinsurance apply toward the out-of-pocket maximum (excluding Non-Network
Human Organ and Tissue Transplant (HOTT) Services)

O  Deductible(s) apply to covered medical services listed with a percentage (%) coinsurance, including 0% and to all listed with a copay.

0 Dependent age: to end of the month which the child attains age 26

0  Specialist copayment is applicable to all Specialists excluding General Physicians, Internist, Pediatricians, OB/GYNs and Geriatrics or any other
Network Provider as allowed by the plan.

0  When allergy injections are rendered with a Physicians Home and Office Visit, only the Office Visit cost share applies. When the Office Visit cost

share is a % coinsurance or a copay, deductible and coinsurance apply to allergy injections. If billed separately, Network Allergy injections are

subject to the Allergy Injection $25 copayment.

Ambulance Non-network non-emergency use limited to $50,000 per benefit period.

NCS (No Cost Share) means no deductible/copayment/coinsurance up to the maximum allowable amount.

PCP is a Network Provider who is a practitioner that specializes in family practice, general practice, internal medicine, pediatrics,

obstetrics/gynecology, geriatrics or any other Network provider as allowed by the plan.

SCP is a Network Provider, other than a Primary Care Physician, who provides services within a designated specialty area of practice.

Live Health Online (LHO) is covered at the PCP costshare.

Benefit period = plan year

Prosthetic limbs are unlimited and do not apply to a Plan Lifetime Maximum.

Mammograms (Diagnostic) are no copayment/coinsurance in Network office and outpatient facility settings.

Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health Parity.

Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizations and physician

visits are no deductible/coinsurance up to the maximum allowable amount.

Private Duty Nursing - limited to 35 visits per plan year.

Elective abortions are covered unless otherwise noted in your Certificate of Coverage.

0000OO0OO0O 00O

oo

T We encourage you to review the Schedule of Benefits for limitations.
2Kidney and Comea are treated the same as any other illness and subject to the medical benefits.
3 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.
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Precertification:
Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help the member know if the services are considered not
medically necessary.

Pre-existing Exclusion Period: None

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 summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate, and
Schedule of Benefits. In the event of a conflict between the Group Contract and this description, the terms of the Group Contract will prevail.

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your
language at no cost. To talk to an interpreter, call (855) 333-5735.

Separate from our language assistance program, we make documents available in
alternate formats for members with visual |m?a|rments. If you need a copy of this
document in an alternate format, please call the customer’service telephone number
on the back of your ID card.

(TTY/TDD: 711)

09 elitly Cila pleall 5 5ae Luall o Jpand] Sl (Gaud caiical] fia Glis <ol jludivl o el HIS 131 (4w adl) (Arabic)
(855) 333~ ke Ueail s sie I Gonill Lilia

Armenian (huykpkh). Cpk wju huunwpyph hkn Juyyws hupgkp niakp, gnip hpwynibp nibkp whydwp
vnwhuy oqhnipynill b mknkwwmynipnia dkp jEqyny: Pupgquwish hkwn unubint hwdwp qubquhwpkp
hEwnlyuwy hkpwpnuwhudupny ' (855) 333-5735

Chinese
(FF30) « WMREE A HE BN - EEREERENES fEE S HEAEN - MRS SR
» SHERE (855) 333-5735

9 Oledbl 4SS ugylo |y G ol cdo o wbw ol o) pny T bw 4SS o Tysw g0 2 (g__wj L_3) (FarSi)
0 Lid prade SO Lo 2S4S sy cdadS bl glisyole ploj 4o s/ 4dija g42e Jsdy 1y SLas
oy lad (o

el Xy wlad (855) 333-5735

French (Frangais): Si vous avez des questions sur ce document, vous avez la possibilité d’accéder
gratuitement a ces informations et a une aide dans votre langue. Pour parler a un interprete, appelez le

(855) 333-5735.
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Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ¢d
ak enfomasyon nan lang ou gratis. Pou pale ak yon entépret, rele (855) 333-5735.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere

assistenza e informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete,
chiami il numero (855) 333-5735

(Japanese) (A&EE)
COXEDVTHIENIFTABRNSENE. HLBEICEHBEOEBTEHM CXEEZTHERE/IENINHIET EREET
[C(Z. (855) 333-5735 ([CHEEECESLY,

Korean (BHZ0]): 2 20| el oSt 2OAIE0|2tE AS AL, Aol £ HBI7t AHEBlE Q02 RR £
UEHEE S Hel7t ASLICH SHALRt O|oF7|3t2{ ™ (855) 333-5735 2 2[5t A| 2.

(Navajo) (Din4): D77 naaltsocos bikl’7g77 [ahgo b7na’7d7[kidgo nl bohOnd4edz3 d00 bee
ah00t’i’” t’11 ni nizaad k’ehj7 bee ni[ hodoonih t’ladoo b33h 717n7g00. Ata’
halne’7g77 [a’ bich’8’ hadeesdzih n7n7zingo ko738’ hod771lnih (855) 333-5735.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do
bezplatnego uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiac
z ttumaczem, zadzwon pod numer (855) 333-5735.

(Punjabi) (v77&): 7 3775 &7 eAF7ew §73 §&] AT'E I& 3T IT'5 48 HEF €9 U] TTHT [€9 HET W3 Fead! YT FI3
a7 Hfgarg I Ry eaTHie 378 d& 395 3¢, (855) 333-5735 3 & 3/

(Russian) (Pycckumn): ecnu y eac ecmb kakue-riubo 80rMpocki 8 OmHoweHuUu daHHo20 AoKymMeHma, 8bl umMmeeme
npaeo Ha 6ecrnnamHoe nosyyeHue NOMowU U UHghopMayuu Ha sawem si3bike. Ymobbl ceg3ambCsi C YyCMHbIM
nepegodyukom, no3goHuUme rno mes. (855) 333-5735.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e
informacién en su idioma, sin costos. Para hablar con un intérprete, llame al (855) 333-5735.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may
karapatan kang humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa
isang tagapagpaliwanag, tawagan ang (855) 333-5735.

Vietnamese (Tiéng Vigt): Néu quy vi c6 bat ky thic mic nao vé tai ligu nay, quy vi co quyén nhan sy
trg gilp va thong tin bang ngdn ngir cua quy vi hodn toan mién phi. Pé trao dbi v&i mot thdng dich
vién, hdy goi (855) 333-5735.

It’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free language
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assistance services through interpreters and other written languages. Interested in these services? Call the Member
Services number on your ID card for help

(TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national
origin, age, disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with
our Compliance Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160,
Richmond, VA 23279. Or you can file a complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by
calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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