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Benefit and Administrative Changes

Administrative and Benefit Changes

e There are no changes to the plan.
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Welcome to Your Anthem Blue Cross Del Norte County
Exclusive Provider Organization (EPO) Plan

The Del Norte County EPO plan is specifically designed for you to use Sutter Health System to manage
your health care through the selection of physicians, hospitals, and other specialists who you determine will
best meet your needs. With the exception of an emergency or urgent care, all care must be provided
and/or coordinated by a Del Norte County EPO provider physician and any hospital care must be
provided at a Del Norte County EPO hospital. By becoming familiar with your coverage and using it
carefully, you will become a wise health care consumer.

Anthem establishes medical policy for the Del Norte County EPO plan, processes medical claims, and
provides the Sutter Health System network of physicians, hospitals, and other health care professionals
and facilities. Anthem also has a relationship with the Blue Cross and Blue Shield Association, which
allows you to access the nationwide BlueCard Preferred Provider Network under this plan.

Anthem’s Review Center provides utilization review of hospitalizations, specified services, and outpatient
surgeries to ensure that services are medically necessary and efficiently delivered.

Your plan includes a 24-hour nurse assessment service to help you make decisions about your medical
care. You can reach a specially trained registered nurse to address your health care questions by calling
the 24/7 NurseLine toll free at 1-800-700-9185. Registered nurses are available to answer your medical
questions 24 hours a day, seven days a week. Be prepared to provide your name, the patient’s name (if
you're not calling for yourself), the subscriber’s identification number, and the patient's phone number.

The Outpatient Prescription Drug Program is administered by CVS Caremark. Please refer to your CVS
Caremark Prescription Drug Program Evidence of Coverage booklet for additional details.

Please take the time to familiarize yourself with this booklet. As a Del Norte County EPO plan member,
you are responsible for meeting the requirements of the plan. Lack of knowledge of, or lack of
familiarity with, the information contained in this booklet does not serve as an excuse for
noncompliance.
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A Summary of Common Services

This is only a brief summary. Refer to the section “Medical and Hospital Benefits” starting on page 15 in
this booklet for more information.

REMEMBER

With the exception of an emergency or urgent care, all care must be provided, or
coordinated by a Del Norte County EPO provider physician.

Covered Services Member Copayment

Physician Services

- Office or home visits $15

- Physician visit during a hospital stay No Copayment

- Visit to a specialist $15

- Urgent care $15

Preventive Care Services

- Preventive care No Copayment

- Diagnostic X-ray/lab No Copayment

Online Care Services $15

Acupuncture and Chiropractic Care (up to a $15

combined maximum of 20 visits per calendar year)

Diabetes $15

Hospital Services

- Inpatient No Copayment

- Outpatient No Copayment
e Upper and lower Gl endoscopy, cataract $250

surgery, and spinal injection

e Physical therapy, occupational therapy, $15
speech therapy, respiratory therapy,
chemotherapy, radiation therapy or

hemodialysis treatment
- Emergency $50 (waived if admitted)
Urgent Care
—  Physician services $15
Skilled Nursing Facility (up to 100 days per calendar No Copayment

year)
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Home Health Care

- Physical therapy, occupational therapy, speech $15
therapy or respiratory therapy

Ambulance No Copayment

Mental or Nervous Disorders or Substance Abuse

—  Physician services $15

General Medical Care (in a non-hospital based

facility)

- Hemodialysis, chemotherapy, and radiation $15
therapy

Rehabilitative Care $15

Hearing Aid Services (benefits are provided for one

hearing aid per ear every three years)

—  Physician services $15

Infertility Treatment 50%

Smoking Cessation Program (up to a maximum of No Copayment

$100 per class/program per calendar year)

Vision Care (for members age 18 and over, service No Copayment

is limited to one visit per calendar year)

Member Calendar Year Copayment Limits

Member’s maximum calendar year Copayment
for all covered services*

*Copayment for infertility services will not apply
to the Copayment limits

$1,500 per member
$3,000 per family
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Eligibility and Enroliment

Eligibility and Enroliment

Information pertaining to eligibility, enroliment, and termination of coverage, can be obtained through
the CalPERS website at http://www.calpers.ca.gov/index.jsp?bc=/member/health/elig-enroll/home.xml,
or by calling CalPERS. Also, please refer to the CalPERS Health Program Guide for additional
information about eligibility. Your coverage begins on the date established by CalPERS.

It is your responsibility to stay informed about your coverage. For an explanation of specific enrollment
and eligibility criteria, please consult your Health Benefits Officer or, if you are retired, the CalPERS
Member Account Management Division at:

CalPERS

Member Account Management Division
P.O. Box 942715

Sacramento, CA 94229-2715

or call:

888 CalPERS (or 888-225-7377)

(916) 795-3240 9TDD)

Live/Work

If you are an active employee or a working CalPERS retiree, you may enroll in a plan using either your
residential or work ZIP Code. When you retire from a CalPERS employer and are no longer working
for any employer, you must select a health plan using your residential ZIP Code.

If you use your residential ZIP Code, all enrolled dependents must reside in the health plan’s service
area. When you use your work ZIP Code, all enrolled dependents must receive all covered services
(except emergency and urgent care) within the health plan’s service area, even if they do not reside in
that area.

Physician/Patient Relations

If you are not satisfied with your relationship with Anthem, then you may submit the matter to CalPERS
under the change of enrollment procedure in Section 22841 of the Government Code.
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Monthly Rates

State Employees and Annuitants

The premiums shown below are effective January 1, 2016, and will be reduced by the amount the State of
California contributes toward the cost of your health benefit plan. These contribution amounts are subject

to change as a result of collective bargaining agreements or legislative action. Any change will be done by
the State Controller or affected retirement system without any action on your part. For current contribution
information, contact your employing agency or retirement system health benefits officer.

Cost of the Plan:

Type of Enroliment Monthly Rate
SUBDSCIIDON ...ttt et et ettt et st st st et st et et et et et et et e e e s enen s e $ 71570
Subscriber and one family MEMDBEN .............cccueeuiiiiiiieieeeeeet e $ 1,431.40
Subscriber and two or more family MEMBEIS ...........ccvvviiiriiiiieiieesee e $ 1,860.82

Contracting Agency Employees and Annuitants

The rates shown below are effective January 1, 2016, and will be reduced by the amount your contracting
agency contributes toward the cost of your health benefit plan. For help on calculating your net
contributions, contact your agency or retirement system health benefits officer.

Cost of the Plan:

Type of Enroliment Monthly Rate
SUBDSCIIDON ...ttt et ettt et et st st st s et e et et e te s et et e e et s enennnans $ 79557
Subscriber and one family MEMDBEN ............cceeeeeiiiiitieee et $ 1,591.14
Subscriber and two or more family MEMBEIS ...........ccoeiviviiiiiiiiiieeee s $ 2,068.48

Premium Change

The plan rates may be changed as of January 1, 2017, following at least 60 days’ written notice to the
Board prior to such change.

Premium Payment
For direct payment of premiums, contact:

CalPERS EPO Membership Department
Anthem Blue Cross

P.O. Box 629

Woodland Hills, CA 91365-0629

1-877-737-7776
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Plan Providers

PLEASE READ THE FOLLOWING INFORMATION SO YOU WILL KNOW FROM WHOM
OR WHAT GROUP OF PROVIDERS HEALTH CARE MAY BE OBTAINED. THE
MEANINGS OF WORDS AND PHRASES IN ITALICS ARE DESCRIBED IN THE
SECTION OF THIS EVIDENCE OF COVERAGE ENTITLED DEFINITIONS.

Del Norte County EPO Providers (EPO Providers). Anthem has established a network of various types
of "Del Norte County EPO Providers (EPO Providers)". EPO providers for the Del Norte County EPO plan
participate in the Anthem preferred exclusive provider organization and are defined as Sutter Health
System. EPO providers have agreed to a rate they will accept as reimbursement for covered services.
See the definition of "EPO Providers" in the “Definitions” section, starting on page 73, for a complete list of
the types of providers which may be EPO providers.

All care must be provided and/or coordinated by a Del Norte County EPO provider physician and
any hospital care must be provided at a Del Norte County EPO hospital.

Del Norte County EPO Hospitals. Hospital services, unless an emergency, can only be provided at the
following facilities. For professional services, call customer services at 1-877-737-7776 or use
www.anthem.com/calcalpers to verify if the provider of service is an EPO provider.

Sutter Coast Hospital

Address

800 East Washington Blvd.
Crescent City, CA 95531
Map and directions

Phone:
(707) 464-8511

Email
Email us at suttercoast@sutterhealth.org

Anthem publishes a directory of EPO Providers. You can get a directory from your plan
administrator (usually your employer) or from Anthem. You may call customer service at 1-877-737-
7776 or you may write to Anthem and ask Anthem to send you a directory. You may also search for an
EPO provider using the “Find a Doctor, Hospital or Urgent Care” function on Anthem’s website at
https://www13.anthem.com/cp/web/calpers/find-a-doctor.

Non-EPO Providers. Non-EPO providers are providers which have not agreed to participate in Sutter
Health System. They have not agreed to the reimbursement rates and other provisions of Sutter Health
System. Benefits are provided for them under the plan only if you have an authorized referral, for an
emergency or for urgent care.
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Physicians. "Physician" means more than an M.D. (medical doctor). Certain other practitioners are
included in this term as it is used throughout the plan. This doesn't mean they can provide every service
that a medical doctor could; it just means that the plan will cover expense you incur from them when they're
practicing within their specialty, the same as if the care were provided by a medical doctor. As with the
other terms, be sure to read the definition of "Physician" to determine which providers' services are
covered. Only providers listed in the definition are covered as physicians. Please note also that certain
providers’ services are covered only upon referral of an M.D. or D.O. (doctor of osteopathy). Providers for
whom referral is required are indicated in the definition of “physician” by an asterisk (*).

Other Health Care Providers. "Other Health Care Providers" are neither physicians nor hospitals. They
are mostly free-standing facilities or service organizations. See the definition of "Other Health Care
Providers" in the “Definitions” section, starting on page 73, for a complete list of those providers. Other
health care providers are not part of Sutter Health System.

Reproductive Health Care Services. Some hospitals and other providers do not provide one or more of
the following services that may be covered under your plan contract and that you or your family member
might need: family planning; contraceptive services, including emergency contraception; sterilization,
including tubal ligation at the time of labor and delivery; infertility treatments; or abortion. You should obtain
more information before you enroll. Call your prospective physician or clinic, or call customer service at 1-
877-737-7776 to ensure that you can obtain the health care services that you need.

Centers of Medical Excellence. Anthem is providing access to the following separate Centers of Medical
Excellence (CME) networks. The facilities included in each of these CME networks are selected to provide
the following specified medical services:

e Transplant Facilities. Transplant facilities have been organized to provide services for the following
specified transplants: heart, liver, lung, combination heart-lung, kidney, pancreas, simultaneous
pancreas-kidney, or bone marrow/stem cell and similar procedures. Subject to any applicable
copayments or deductibles, CME have agreed to a rate they will accept as payment in full for covered
services. These procedures are covered only when performed at a CME.

e Bariatric Facilities. Hospital facilities have been organized to provide services for bariatric surgical
procedures, such as gastric bypass and other surgical procedures for weight loss programs. These
procedures are covered only when performed at a CME.

An EPO provider in Sutter Health System is not necessarily a CME facility.
Care Outside the United States—BlueCard Worldwide

Prior to travel outside the United States, call customer service at 1-877-737-7776 to find out if your plan has
BlueCard Worldwide benefits. Your coverage outside the United States is limited and it is recommended:

o Before you leave home, call customer service at 1-877-737-7776 for coverage details. You have
coverage for services and supplies furnished in connection only with urgent care or an
emergency when travelling outside the United States.

e Always carry your current ID card.

¢ Inan emergency, seek medical treatment immediately.
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The BlueCard Worldwide Service Center is available 24 hours a day, seven days a week toll-free
at (800) 810-BLUE (2583) or by calling collect at (804) 673-1177. An assistance coordinator, along
with a medical professional, will arrange a physician appointment or hospitalization, if needed.

Payment Information

Participating BlueCard Worldwide hospitals. In most cases, you should not have to pay upfront for
inpatient care at participating BlueCard Worldwide hospitals except for the out-of-pocket costs you
normally pay (non-covered services, deductible, copayments, and coinsurance). The hospital should
submit your claim on your behalf.

Doctors and/or non-participating hospitals. You will have to pay upfront for outpatient services,
care received from a physician, and inpatient care from a hospital that is not a participating BlueCard
Worldwide hospital. Then you can complete a BlueCard Worldwide claim form and send it with the
original bill(s) to the BlueCard Worldwide Service Center (the address is on the form).

Claim Filing

Participating BlueCard Worldwide hospitals will file your claim on your behalf. You will have to
pay the hospital for the out-of-pocket costs you normally pay.

You must file the claim for outpatient and physician care, or inpatient hospital care not provided by a
participating BlueCard Worldwide hospital. You will need to pay the health care provider and
subsequently send an international claim form with the original bills to Anthem.

Additional Information About BlueCard Worldwide Claims.

You are responsible, at your expense, for obtaining an English-language translation of foreign country
provider claims and medical records.

Exchange rates are determined as follows:
- For inpatient hospital care, the rate is based on the date of admission.

- For outpatient and professional services, the rate is based on the date the service is provided.

Claim Forms

International claim forms are available from Anthem, from the BlueCard Worldwide Service Center, or
online at:

www.bcbs.com/bluecardworldwide.

The address for submitting claims is on the form.
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Maximum Allowed Amount

General

This section describes the term “maximum allowed amount” as used in this Combined Evidence of
Coverage and Disclosure Form, and what the term means to you when obtaining covered services
under this plan. The maximum allowed amount is the total reimbursement payable under your plan for
covered services you receive from EPO providers, non-EPO providers, or other health care providers.
It is the plan’s payment towards the service billed by your provider combined with any applicable
Copayment owed by you. In some cases, you may be required to pay the entire maximum allowed
amount. In addition, if these services are received from a non-EPO provider or other health care
provider, you may be billed by the provider for the difference between their charges and the plan’s
maximum allowed amount. In many situations, this difference could be significant.

When you receive covered services, Anthem will, to the extent applicable, apply claim processing rules
to the claim submitted. Anthem uses these rules to evaluate the claim information and determine the
accuracy and appropriateness of the procedure and diagnosis codes included in the submitted claim.
Applying these rules may affect the maximum allowed amount if Anthem determines that the procedure
and/or diagnosis codes used were inconsistent with procedure coding rules and/or reimbursement
policies. For example, if your provider submits a claim using several procedure codes when there is a
single procedure code that includes all of the procedures that were performed, the maximum allowed
amount will be based on the single procedure code.

Provider Network Status

The maximum allowed amount may vary depending upon whether the provider is an EPO provider, a
non-EPQ provider or an other health care provider. Services provided by non-EPQO providers will only
be covered for emergency services, urgent care, or with an authorized referral.

EPO Providers and CME

For covered services performed by an EPO provider or CME the maximum allowed amount for this
plan will be the rate the EPO provider or CME has agreed with Anthem to accept as reimbursement for
the covered services. Because EPO providers have agreed to accept the maximum allowed amount
as payment in full for those covered services, they should not send you a bill or collect for amounts
above the maximum allowed amount. However, you may receive a bill or be asked to pay all or a
portion of the maximum allowed amount to the extent you have not met your Deductible, if any, or have
a Copayment. Please call customer service at 1-877-737-7776 for help in finding an EPO provider or
visit www.anthem.com/ca/calpers.

If you go to a hospital which is an EPO provider, you should not assume all providers in that hospital
are also EPO providers. To receive the greater benefits afforded when covered services are provided
by an EPO provider, you should request that all your provider services (such as services by an
anesthesiologist) be performed by EPO providers whenever you enter a hospital.

If you are planning to have outpatient surgery, you should first find out if the facility where the surgery is
to be performed is an ambulatory surgical center. An ambulatory surgical center is licensed as a
separate facility even though it may be located on the same grounds as a hospital (although this is not
always the case). If the center is licensed separately, you should find out if the facility is an EPO
provider before undergoing the surgery.
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Non-EPO Providers (Only with an authorized referral, in an emergency, or for urgent
care) and Other Health Care Providers.*

Providers who are not Sutter Health System are non-EPO providers or other health care providers,
subject to Blue Cross Blue Shield Association rules governing claims filed by certain ancillary
providers. For covered services you receive from a non-EPO provider or other health care provider,
the maximum allowed amount will be based on the applicable Anthem non-EPQ provider or other
health care provider rate or fee schedule for this plan, an amount negotiated by Anthem or a third party
vendor which has been agreed to by the non-EPO provider or other health care provider, an amount
derived from the total charges billed by the non-EPQO provider or other health care provider, an amount
based on information provided by a third party vendor, or an amount based on reimbursement or cost
information from the Centers for Medicare and Medicaid Services (“*CMS”). When basing the maximum
allowed amount upon the level or method of reimbursement used by CMS, Anthem will update such
information, which is unadjusted for geographic locality, no less than annually.

Providers who are not contracted for this product, but are contracted for other products, are also
considered non-EPQ providers. For this plan, the maximum allowed amount for services from these
providers will be one of the methods shown above unless the provider’s contract specifies a different
amount.

Unlike EPO providers, non-EPO providers and other health care providers may send you a bill and
collect for the amount of the non-EPO provider’s or other health care provider’s charge that exceeds
Anthem'’s maximum allowed amount under this plan. You may be responsible for paying the difference
between the maximum allowed amount and the amount the non-EPQ provider or other health care
provider charges. This amount can be significant. Choosing an EPO provider will likely result in lower
out of pocket costs to you. Please call customer service at 1-877-737-7776 for help in finding an EPO
provider or visit Anthem’s website at www.anthem.com/ca/calpers. Customer service is also available
to assist you in determining this plan’s maximum allowed amount for a particular covered service from
a non-EPO provider or other health care provider.

Please see the “Out of Area Services” provision in the section “Other General Provisions”, on page 67,
for additional information.

*Exceptions:

- Clinical Trials. The maximum allowed amount for services and supplies provided in connection
with Clinical Trials will be the lesser of the billed charge or the amount that ordinarily applies when
services are provided by an EPO provider.

- If Medicare is the primary payor, the maximum allowed amount does not include any
charge:

1. By a hospital, in excess of the approved amount as determined by Medicare; or

2. By a physician who is an EPO provider who accepts Medicare assignment, in excess of the
approved amount as determined by Medicare; or

3. By a physician who is a non-EPO provider or other health care provider who accepts Medicare
assignment, in excess of the lesser of the maximum allowed amount stated above, or the
approved amount as determined by Medicare; or

4. By a physician or other health care provider who does not accept Medicare assignment, in
excess of the lesser of the maximum allowed amount stated above, or the limiting charge as
determined by Medicare.
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Member Cost Share

For certain covered services, and depending on your plan design, you may be required to pay all or a
part of the maximum allowed amount as your cost share amount (Deductibles, if applicable, or
Copayments). Please see those specific benefits under the section “Medical and Hospital Benefits”,
starting on page 15, for your cost share responsibilities and limitations, or call customer service at 1-
877-7137-7776 to learn how this plan’s benefits or cost share amounts may vary by the type of provider
you use.

Anthem will not provide any reimbursement for non-covered services. You may be responsible for the
total amount billed by your provider for non-covered services, regardless of whether such services are
performed by an EPO provider, non-EPQ provider, or other health care provider. Non-covered
services include services specifically excluded from coverage by the terms of your plan and services
received after benefits have been exhausted. Benefits may be exhausted by exceeding, for example,
Medical Benefit Maximums or day/visit limits.

Authorized Referrals

In some circumstances Anthem may authorize you to receive services provided by non-EPQ provider.
In such circumstance, you or your physician must contact Anthem in advance of obtaining the covered
service you receive from a non-EPO provider. It is your responsibility to ensure that Anthem has been
contacted. Please call customer service at 1-877-737-7776 for authorized referral information or to
request authorization.
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Copayments, Out-of-Pocket Amounts and Medical Benefit Maximums

After any applicable Copayment is subtracted, benefits will be paid up to the maximum allowed amount, not
to exceed any applicable Medical Benefit Maximum. Copayments, Out-Of-Pocket Amounts and Medical
Benefit Maximums are noted in the section “A Summary of Common Services”, on pages 3-4.

Copayments
Your Copayment will be subtracted from the maximum allowed amount.

If your Copayment is a percentage, the applicable percentage will apply to the maximum allowed
amount. This will determine the dollar amount of your Copayment.

Out-of-Pocket Amounts

Satisfaction of the Out-of-Pocket Amount. If you pay Copayments equal to your Out-of-Pocket
Amount per member during a calendar year, you will no longer be required to make Copayments for
any additional covered services or supplies during the remainder of that calendar year, except as
specifically stated under Charges Which Do Not Apply Toward the Out-of-Pocket Amount below.

Charges Which Do Not Apply Toward the Out-of-Pocket Amount. The following charges will not
be applied toward satisfaction of an Out-of-Pocket Amount:

e Charges which are not covered under this plan.
e Charges which exceed the maximum allowed amount.

e Charges incurred for services and supplies from a non-EPQ provider without an authorized
referral unless in connection with an emergency or urgent care.

Medical Benefit Maximums

The plan will not make benefit payments for any member in excess of any of the Medical Benefit
Maximums.
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Conditions of Coverage

The following conditions of coverage must be met for expense incurred for services or supplies to be
covered under this plan.

1.

You must incur this expense while you are covered under this plan. Expense is incurred on the date
you receive the service or supply for which the charge is made.

The expense must be for a medical service or supply furnished to you as a result of illness or injury or
pregnancy, unless a specific exception is made.

The expense must be for a medical service or supply included in the section “Medical and Hospital
Benefits”, starting on page 15. Additional limits on covered charges are included under specific
benefits and in the section “A Summary of Common Services” on pages 3-4.

The expense must not be for a medical service or supply listed in the section “Exclusions” starting on
page 43. If the service or supply is partially excluded, then only that portion which is not excluded will
be covered under this plan.

The expense must not exceed any of the maximum benefits or limitations of this plan.

Any services received must be those which are regularly provided and billed by the provider. In
addition, those services must be consistent with the iliness, injury, degree of disability and your medical
needs. Benefits are provided only for the number of days required to treat your illness or injury.

All services and supplies must be ordered by an EPO provider physician or a non-EPQO provider
physician provided in connection with emergency services or with an authorized referral.
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Medical and Hospital Benefits

Subject to any Medical Benefit Maximums, the requirements set forth under the section “Conditions of
Coverage”, on page 14, and the exclusions or limitations listed under the section “Exclusions” (starting on
page 43), the plan will provide benefits for the following services and supplies. Any Copayments you must
pay are shown after each benefit.

Abortion

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies provided for abortion. Mifepristone is covered when provided under the FDA
approved treatment regimen.

Acupuncture and Chiropractic Care

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Acupuncture services of a physician for acupuncture treatment to treat a disease, illness or injury,
including a patient history visit, physical examination, treatment planning and treatment evaluation,
electro acupuncture, cupping and moxibustion.

Chiropractic care is covered for the treatment of illness or injury. Services include, but are not limited
to, manipulation of the spine, joints and/or musculoskeletal soft tissue, re-evaluation, and/or other
services.

Acupuncture and chiropractic care services are limited to a combined maximum of 20 visits per
calendar year.

Allergy Testing and Treatment

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Physician services and supplies, except for prescription drugs, related to allergy testing and treatment
are covered.

Ambulance

EPO Provider. 100%
Non-EPO Provider. Not covered (unless for emergency)

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Ambulance services are covered when you are transported by a state licensed vehicle that is designed,
equipped, and used to transport the sick and injured and is staffed by Emergency Medical Technicians
(EMTs), paramedics, or other licensed or certified medical professionals. Ambulance services are
covered when one or more of the following criteria are met:
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e For ground ambulance, you are transported:
- From your home, or from the scene of an accident or medical emergency, to a hospital,

- Between hospitals, including when you are required to move from a hospital that does not
contract with Anthem to one that does, or

- Between a hospital and a skilled nursing facility or other approved facility.
e For air or water ambulance, you are transported:
- From the scene of an accident or medical emergency to a hospital,

- Between hospitals, including when you are required to move from a hospital that does not
contract with Anthem to one that does, or

- Between a hospital and another approved facility.

Ambulance services are subject to medical necessity reviews. Pre-service review is required for air
ambulance in a non-medical emergency. Please refer to section “Utilization Review Program” starting
on page 35, for information on how to obtain the proper reviews. When using an air ambulance in a
non-emergency situation, Anthem reserves the right to select the air ambulance provider. If you do not
use the air ambulance Anthem selects in a non-emergency situation, no coverage will be provided.

You must be taken to the nearest facility that can provide care for your condition. In certain cases,
coverage may be approved for transportation to a facility that is not the nearest facility.

Coverage includes medically necessary treatment of an illness or injury by medical professionals from
an ambulance service, even if you are not transported to a hospital. If provided through the 911
emergency response system*, ambulance services are covered if you reasonably believed that a
medical emergency existed even if you are not transported to a hospital. Ambulance services are not
covered when another type of transportation can be used without endangering your health. Ambulance
services for your convenience or the convenience of your family members or physician are not a
covered service.

Other non-covered ambulance services include, but are not limited to, trips to:
o A physician's office or clinic;
e A morgue or funeral home.

Important information about air ambulance coverage. Coverage is only provided for air ambulance
services when it is not appropriate to use a ground or water ambulance. For example, if using a
ground ambulance would endanger your health and your medical condition requires a more rapid
transport to a hospital than the ground ambulance can provide, this plan will cover the air ambulance.
Air ambulance will also be covered if you are in a location that a ground or water ambulance cannot
reach.

Air ambulance will not be covered if you are taken to a hospital that is not an acute care hospital (such
as a skilled nursing facility), or if you are taken to a physician’s office or to your home.

Hospital to hospital transport: If you are being transported from one hospital to another, air
ambulance will only be covered if using a ground ambulance would endanger your health and if the
hospital that first treats you cannot give you the medical services you need. Certain specialized
services are not available at all hospitals. For example, burn care, cardiac care, trauma care, and
critical care are only available at certain hospitals. For services to be covered, you must be taken to

2016 Del Norte County EPO Plan Page | 16



the closest hospital that can treat you. Coverage is not provided for air ambulance transfers because
you, your family, or your physician prefers a specific hospital or physician.

* |f you have an emergency medical condition that requires an emergency response, please call the
“911” emergency response system if you are in an area where the system is established and
operating.

Ambulatory Surgery Centers

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
Services and supplies provided by an ambulatory surgical center in connection with outpatient surgery.

Ambulatory surgical center services are subject to pre-service review to determine medical necessity.
Please refer to section “Utilization Review Program” starting on page 35, for information on how to
obtain the proper reviews.

Bariatric Surgery

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies in connection with medically necessary surgery for weight loss, only for morbid
obesity and only when performed at a designated CME facility. Please refer to section “Utilization
Review Program” starting on page 35, for information on how to obtain the proper reviews.

You must obtain pre-service review for all bariatric surgical procedures. Charges for services
provided for or in connection with a bariatric surgical procedure performed at a facility other
than a CME will not be covered.

Bariatric Travel Expense

Certain travel expenses incurred in connection with an approved, specified bariatric surgery, performed
at a designated CME that is fifty (50) miles or more from the member’s place of residence, are covered,
provided the expenses are authorized by Anthem in advance. The fifty (50) mile radius around the
CME will be determined by the bariatric CME coverage area (see “Definitions” on page 73). The plan
will pay for the following travel expenses incurred by the member and/or one companion:

e Transportation for the member and/or one companion to and from the CME.
e Lodging, limited to one room, double occupancy.

e Other reasonable expenses. Tobacco, alcohol, drug and meal expenses are excluded from
coverage.

Customer service will confirm if the “Bariatric Travel Expense” benefit is available in connection with
access to the selected bariatric CME. Details regarding reimbursement can be obtained by calling
customer service at 1-877-737-7776. A travel reimbursement form will be provided for submission of
legible copies of all applicable receipts in order to obtain reimbursement.
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Breast Cancer

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies provided in connection with the screening for, diagnosis of, and treatment for
breast cancer whether due to illness or injury, including:

1. Diagnostic mammogram examinations in connection with the treatment of a diagnosed illness or
injury. Routine mammograms will be covered initially under the Preventive Care Services benefit.

2. Mastectomy and lymph node dissection; complications from a mastectomy including lymphedema.

3. Reconstructive surgery of both breasts performed to restore and achieve symmetry following a
medically necessary mastectomy.

4. Breast prostheses following a mastectomy (see the benefit “Prosthetic Devices” on pages 29-30).

This coverage is provided according to the terms and conditions of this plan that apply to all other
medical conditions.

Blood

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Blood transfusions, including blood processing and the cost of unreplaced blood and blood products.
Charges for the collection, processing and storage of self-donated blood are covered, but only when
specifically collected for a planned and covered surgical procedure.

Clinical Trials

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
Routine patient costs, as described below, for an approved clinical trial.

Coverage is provided for services you receive as a participant in an approved clinical trial. The
services must be those that are listed as covered by this plan for members who are not enrolled in a
clinical trial.

An “approved clinical trial” is a phase I, phase Il, phase lll, or phase IV clinical trial that studies the
prevention, detection, or treatment of cancer or another life-threatening disease or condition, from

which death is likely unless the disease or condition is treated. Coverage is limited to the following
clinical trials:

1. Federally funded trials approved or funded by one or more of the following:
a. The National Institutes of Health,

b. The Centers for Disease Control and Prevention,
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c. The Agency for Health Care Research and Quality,
d. The Centers for Medicare and Medicaid Services,

e. A cooperative group or center of any of the four entities listed above or the Department of
Defense or the Department of Veterans Affairs,

f. A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants, or

g. Any of the following departments if the study or investigation has been reviewed and approved
through a system of peer review that the Secretary of Health and Human Services determines
(1) to be comparable to the system of peer review of investigations and studies used by the
National Institutes of Health, and (2) assures unbiased review of the highest scientific
standards by qualified individuals who have no interest in the outcome of the review:

i.  The Department of Veterans Affairs,
ii. The Department of Defense, or
ji. The Department of Energy.

h. Studies or investigations done as part of an investigational new drug application reviewed by
the Food and Drug Administration.

i.  Studies or investigations done for drug trials that are exempt from the investigational new drug
application.

When a service is part of an approved clinical trial, it is covered even though it may otherwise be an
investigative service as defined by the plan (see “Definitions” on page 75).

Participation in such clinical trials must be recommended by your physician after determining
participation has a meaningful potential to benefit the member.

Routine patient costs do not include any of the costs associated with any of the following:

1.
2.

4.

The investigational item, device, or service itself.

Any item or service provided solely to satisfy data collection and analysis needs and that is not
used in the clinical management of the patient.

Any service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis.

Any item, device, or service that is paid for, or should have been paid for, by the sponsor of the trial

Note: You will pay for costs of services that are not covered.

Contraceptives

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies provided in connection with the following methods of contraception:

Injectable drugs and implants for birth control, administered in a physician’s office.

Intrauterine contraceptive devices (IUDs) and diaphragms, dispensed by a physician.
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e Professional services of a physician in connection with the prescribing, fitting, and insertion of
intrauterine contraceptive devices or diaphragms.

If your physician determines that none of these contraceptive methods are appropriate for you based
on your medical or personal history, coverage will be provided for another prescription contraceptive
method that is approved by the Food and Drug Administration (FDA) and prescribed by your physician.

Certain contraceptives are covered under the “Preventive Care Services” benefit on pages 28-29.
Please see that benefit for further details.

Dental Care

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

1. Admissions for Dental Care. Listed inpatient hospital services for up to three days during a
hospital stay, when such stay is required for dental treatment and has been ordered by a physician
(M.D.) and a dentist (D.D.S. or D.M.D.). Anthem will make the final determination as to whether
the dental treatment could have been safely rendered in another setting due to the nature of the
procedure or your medical condition. Hospital stays for the purpose of administering general
anesthesia are not considered necessary and are not covered except as specified in #2, below.

2. General Anesthesia. General anesthesia and associated facility charges when your clinical status
or underlying medical condition requires that dental procedures be rendered in a hospital or
ambulatory surgical center. This applies only if (a) the member is less than seven years old, (b)
the member is developmentally disabled, or (c) the member’s health is compromised and general
anesthesia is medically necessary. Charges for the dental procedure itself, including professional
fees of a dentist, are not covered.

3. Dental Injury. Services of a physician (M.D.) or dentist (D.D.S. or D.M.D.) solely to treat an
accidental injury to natural teeth. Coverage shall be limited to only such services that are medically
necessary to repair the damage done by the accidental injury and/or restore function lost as a
direct result of the accidental injury. Damage to natural teeth due to chewing or biting is not
accidental injury unless the chewing or biting results from a medical or mental condition.

4. Cleft Palate. Medically necessary dental or orthodontic services that are an integral part of
reconstructive surgery for cleft palate procedures. “Cleft palate” means a condition that may
include cleft palate, cleft lip, or other craniofacial anomalies associated with cleft palate.

Important: If you decide to receive dental services that are not covered under this plan, a EPO
provider who is a dentist may charge you his or her usual and customary rate for those services. Prior
to providing you with dental services that are not a covered benefit, the dentist should provide a
treatment plan that includes each anticipated service to be provided and the estimated cost of each
service. If you would like more information about the dental services that are covered under this plan,
please call customer at 1-877-737-7776. To fully understand your coverage under this plan, please
carefully review this Evidence of Coverage document.

Diabetes

EPO Provider. $15 Copayment
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
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Services and supplies provided for the treatment of diabetes, including:
1. The following equipment and supplies:

a. Blood glucose monitors, including monitors designed to assist the visually impaired, and blood
glucose testing strips.

b. Insulin pumps.
c. Pen delivery systems for insulin administration (non-disposable).
d. Visual aids (but not eyeglasses) to help the visually impaired to properly dose insulin.

e. Podiatric devices, such as therapeutic shoes and shoe inserts, to treat diabetes-related
complications.

ltems a through d above are covered under your plan’s benefits for durable medical equipment
(see “Durable Medical Equipment” benefit on page 22). Item e above is covered under your plan's
benefits for prosthetic devices (see "Prosthetic Devices" benefit on pages 29-30).

2. Diabetes education program which:

a. s designed to teach a member who is a patient and covered members of the patient's family
about the disease process and the daily management of diabetic therapy;

b. Includes self-management training, education, and medical nutrition therapy to enable the
member to properly use the equipment, supplies, and medications necessary to manage the
disease; and

c. Is supervised by a physician.
Diabetes education services are covered under plan benefits for office visits to physicians.
3. The following items are covered as medical supplies:

a. Insulin syringes, disposable pen delivery systems for insulin administration. Charges for
insulin and other prescriptive medications are not covered.

b. Testing strips, lancets, and alcohol swabs.

4. Screenings for gestational diabetes are covered under your Preventive Care Services benefit on
pages 28-29. Please see that benefit for further details.

Diagnostic X-Ray and Laboratory

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Benefits are provided for outpatient diagnostic imaging and laboratory services.

Imaging procedures, including, but not limited to, Magnetic Resonance Imaging (MRI), Computerized
Tomography (CT scans), Positron Emission Tomography (PET scan), Magnetic Resonance
Spectroscopy (MRS scan), Magnetic Resonance Angiogram (MRA scan), Echocardiography and
nuclear cardiac imaging are subject to pre-service review to determine medical necessity. You may
call customer service at 1-877-737-7776 to find out if an imaging procedure requires pre-service
review. Please refer to section “Utilization Review Program” starting on page 35, for information on
how to obtain the proper reviews.
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Durable Medical Equipment

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Rental or purchase of dialysis equipment; dialysis supplies. Rental or purchase of other medical
equipment and supplies which are:

1. Of no further use when medical needs end:;
For the exclusive use of the patient;

Not primarily for comfort or hygiene;

el

Not for environmental control or for exercise; and
5. Manufactured specifically for medical use.

Specific durable medical equipment is subject to pre-service review to determine medical necessity.
Please refer to section “Utilization Review Program” starting on page 35, for information on how to
obtain the proper reviews.

Emergency Care Services
EPO Provider or Non-EPO Provider. $50 Copayment* (100% after Copayment)
Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
*If admitted to the hospital on an inpatient basis, the emergency room Copayment is waived.

Inpatient hospital services are subject to pre-service review to determine medical necessity. Please
refer to section “Utilization Review Program” starting on page 35, for information on how to obtain the
proper reviews.

Services in a physician’s office, outpatient facility or an emergency room of a hospital are covered
when required for an emergency. This benefit includes emergency room physician visits.

If a patient is in a non-EPO provider hospital, emergency services benefits shall be payable until the
patient’'s medical condition permits transfer or travel to an EPO provider hospital.

General Medical Care (in a non-hospital based facility)

EPO Provider. 100% ($15 Copayment for hemodialysis, chemotherapy and radiation therapy)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Hemodialysis treatment, including treatment at home

Medical social services

Chemotherapy and radiation therapy

Genetic testing (not including medically necessary genetic testing of the fetus or newborn)
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Hearing Aid Services

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The following hearing aid services are covered when provided by or purchased as a result of a written
recommendation from an otolaryngologist or a state-certified audiologist.

1. Audiological evaluations to measure the extent of hearing loss and determine the most appropriate
make and model of hearing aid. These evaluations will be covered under plan benefits for office
visits to physicians.

2. Hearing aids (monaural or binaural) including ear mold(s), the hearing aid instrument, batteries,
cords and other ancillary equipment.

3. Visits for fitting, counseling, adjustments and repairs for a one year period after receiving the
covered hearing aid.

Benefits are provided for one hearing aid, per ear, every three years.
No benefits will be provided for the following:

1. Charges for a hearing aid which exceeds specifications prescribed for the correction of hearing
loss, or for more than on hearing aid per ear every three year.

2. Surgically implanted hearing devices (i.e., cochlear implants, audient bone conduction devices).
Medically necessary surgically implanted hearing devices may be covered under your plan’s
benefits for prosthetic devices (see “Prosthetic Devices” benefit on pages 29-30).

Home Health Care

EPO Provider. 100% ($15 Copayment for physical therapy, occupational therapy, speech therapy or
respiratory therapy)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
The following services provided by a home health agency:

1. Services of a registered nurse or licensed vocational nurse under the supervision of a registered
nurse or a physician.

2. Services of a licensed therapist for physical therapy, occupational therapy, speech therapy, or
respiratory therapy.

3. Services of a medical social service worker.

4. Services of a health aide who is employed by (or who contracts with) a home health agency.
Services must be ordered and supervised by a registered nurse employed by the home health
agency as professional coordinator. These services are covered only if you are also receiving the
services listed in 1 or 2 above.

5. Medically necessary supplies provided by the home health agency.

Home health care services are subject to pre-service review to determine medical necessity. Please
refer to section “Utilization Review Program” starting on page 35, for information on how to obtain the
proper reviews.
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Home health care services are not covered if received while you are receiving benefits under the
"Hospice Care" benefit on pages 24-25.

Home Infusion Therapy

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The following services and supplies when provided by a home infusion therapy provider in your home
for the intravenous administration of your total daily nutritional intake or fluid requirements, medication
related to iliness or injury, chemotherapy, antibiotic therapy, aerosol therapy, tocolytic therapy, special
therapy, intravenous hydration, or pain management:

1. Medication, ancillary medical supplies and supply delivery, (not to exceed a 14-day supply);
however, medication which is delivered but not administered is not covered:;

2. Pharmacy compounding and dispensing services (including pharmacy support) for intravenous
solutions and medications;

3. Hospital and home clinical visits related to the administration of infusion therapy, including skilled
nursing services including those provided for: (a) patient or alternative caregiver training; and (b)
visits to monitor the therapy;

4. Rental and purchase charges for durable medical equipment; maintenance and repair charges for
such equipment;

5. Laboratory services to monitor the patient's response to therapy regimen.

Home infusion therapy provider services are subject to pre-service review to determine medical
necessity. Please refer to section “Utilization Review Program” starting on page 35, for information on
how to obtain the proper reviews.

Hospice Care

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The services and supplies listed below are covered when provided by a hospice for the palliative
treatment of pain and other symptoms associated with a terminal disease. Palliative care is care that
controls pain and relieves symptoms but is not intended to cure the iliness. You must be suffering from
a terminal illness as certified by your physician and submitted to Anthem. Covered services are
available on a 24-hour basis for the management of your condition.

1. Interdisciplinary team care with the development and maintenance of an appropriate plan of care.

2. Short-term inpatient hospital care when required in periods of crisis or as respite care. Coverage
of inpatient respite care is provided on an occasional basis and is limited to @ maximum of five
consecutive days per admission.

3. Skilled nursing services provided by or under the supervision of a registered nurse. Certified home
health aide services and homemaker services provided under the supervision of a registered
nurse.

4. Social services and counseling services provided by a qualified social worker.
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5. Dietary and nutritional guidance. Nutritional support such as intravenous feeding or
hyperalimentation.

6. Physical therapy, occupational therapy, speech therapy, and respiratory therapy provided by a
licensed therapist.

7. Volunteer services provided by trained hospice volunteers under the direction of a hospice staff
member.

8. Pharmaceuticals, medical equipment, and supplies necessary for the management of your
condition. Oxygen and related respiratory therapy supplies.

9. Bereavement services, including assessment of the needs of the bereaved family and development
of a care plan to meet those needs, both prior to and following the subscriber’s or the family
member’s death. Bereavement services are available to surviving members of the immediate
family for a period of one year after the death. Your immediate family means your spouse,
children, step-children, parents, and siblings.

10. Palliative care (care which controls pain and relieves symptoms, but does not cure) which is
appropriate for the illness.

Your physician must consent to your care by the hospice and must be consulted in the development of
your treatment plan. The hospice must submit a written treatment plan to Anthem every 30 days.

Hospital Benefits

EPO Provider. 100% ($250 Copayment for upper and lower gastrointestinal endoscopy, cataract
surgery and spinal injection / $15 Copayment for physical therapy, occupational therapy, speech
therapy, respiratory therapy, chemotherapy, radiation therapy, or hemodialysis treatment)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

1. Inpatient services and supplies, provided by a hospital. The maximum allowed amount will not
include charges in excess of the hospital’s prevailing two-bed room rate unless there is a
negotiated per diem rate between Anthem and the hospital, or unless your physician orders, and
Anthem authorizes, a private room as medically necessary.

2. Services in special care units.

3. Outpatient services and supplies provided by a hospital, including outpatient surgery, and the
following:

a. Upper and lower gastrointestinal (Gl) endoscopy, cataract surgery, and spinal injection.

b. Physical therapy, occupational therapy, or speech therapy, chemotherapy, radiation therapy,
hemodialysis treatment or infusion therapy.

Certain hospital services are subject to pre-service review to determine medical necessity. Please
refer to section “Utilization Review Program” starting on page 35, for information on how to obtain the
proper reviews.
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Infertility Treatments

EPO Provider: 50%
Non-EPO Provider. Not covered

Any Copayments will NOT apply toward the satisfaction of the Out-of-Pocket Amount.

Diagnosis and treatment of infertility, as medically necessary, provided you are under the direct care
and treatment of a physician.

Jaw Joint Disorders

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The plan will pay for splint therapy or surgical treatment for disorders or conditions of the joints linking
the jawbones and the skull (the temporomandibular joints), including the complex of muscles, nerves
and other tissues related to those joints.

Mental or Nervous Disorders or Substance Abuse

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Covered services shown below for the medically necessary treatment of mental or nervous disorders or
substance abuse, or to prevent the deterioration of chronic conditions.

—_

Inpatient hospital services and services from a residential treatment center as stated in the
"Hospital" benefit on page 25, for inpatient services and supplies.

2. Partial hospitalization, including intensive outpatient programs and visits to a day treatment center.
Partial hospitalization is covered as stated in the “Hospital” benefit on page 25, for outpatient
services and supplies.

3. Physician visits during a covered inpatient stay.

4. Physician visits for outpatient psychotherapy or psychological testing for the treatment of mental or
nervous disorders or substance abuse. This includes nutritional counseling for the treatment of
eating disorders such as anorexia nervosa and bulimia nervosa.

4. Behavioral health treatment for pervasive developmental disorder or autism. Note: You must
obtain pre-service review for all behavioral health treatment services for the treatment of pervasive
developmental disorder or autism in order for these services to be covered by this plan. Please
refer to section “Utilization Review Program” starting on page 35, for information on how to obtain
the proper reviews. No benefits are payable for these services if pre-service review is not
obtained.

Treatment for substance abuse does not include smoking cessation programs, nor treatment for
nicotine dependency or tobacco use.
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Online Care Services

EPO Provider. $15 Copayment
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

When available in your area, covered services will include medical consultations using the internet via
webcam, chat, or voice. Online care services are covered under plan benefits for office visits to
physicians.

Non-covered services include, but are not limited to, the following:

e Reporting normal lab or other test results.

o Office visit appointment requests or changes.

¢ Billing, insurance coverage, or payment questions.

e Requests for referrals to other physicians or healthcare practitioners.

o Benefit precertification.

e Consultations between physicians.

e Consultations provided by telephone, electronic mail, or facsimile machines.

Note: You will be financially responsible for the costs associated with non-covered services.
Pediatric Asthma Equipment and Supplies

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The following items and services when required for the medically necessary treatment of asthmain a
dependent child:

1. Nebulizers, including face masks and tubing, inhaler spacers, and peak flow meters. These items
are covered under the plan's medical benefits and are not subject to any limitations or maximums
that apply to coverage for durable medical equipment (see "Durable Medical Equipment" benefit on
page 22).

2. Education for pediatric asthma, including education to enable the dependent child to properly use
the items listed above. This education will be covered under the plan's benefits for office visits to a
physician.

Physician Services

EPO Provider. $15 Copayment (No Copayment will apply to anesthesia services, physician visits
during a hospital stay, or injectable or infused medications given by the physician in the office)
Non-EPO Provider. Not covered (unless an authorized referral is obtained)

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
1. Office or home visits for a covered illness, injury or health problem.
2. Services of an anesthetist (M.D. or C.R.N.A.).
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3. Injectable or infused medications* given by the physician in the office.
*This does not include immunizations prescribed by your physician.
4. Physician visits during a hospital stay.

5. Visits to a specialist.
Pregnancy or Maternity Care

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

1. All medical benefits for an enrolled member when provided for pregnancy or maternity care,
including the following services:

a. Prenatal and postnatal care;

b. Ambulatory care services (including ultrasounds, fetal non-stress tests, physician office visits,
and other medically necessary maternity services performed outside of a hospital);

c. Involuntary complications of pregnancy;
d. Diagnosis of genetic disorders in cases of high-risk pregnancy; and
e. Inpatient hospital care including labor and delivery.

Inpatient hospital benefits in connection with childbirth will be provided for at least 48 hours
following a normal delivery or 96 hours following a cesarean section, unless the mother and her
physician decide on an earlier discharge. Please see the section “For Your Information” on page
80 for a statement of your rights under federal law regarding these services.

2. Medical hospital benefits for routine nursery care of a newborn child, if the child’s natural mother is
an enrolled member. Routine nursery care of a newborn child includes screening of a newborn for
genetic diseases, congenital conditions, and other health conditions provided through a program
established by law or regulation.

3. Certain services are covered under the “Preventive Care Services” benefit on pages 28-29. Please
see that provision for further details.

Preventive Care

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Screening services and supplies provided in connection with preventive care services as shown below.
No Copayment will apply to these services or supplies.

1. A physician's services for routine physical examinations.
2. Immunizations prescribed by an examining physician.

3. Radiology and laboratory services and tests ordered by the examining physician in connection with
a routine physical examination, excluding any such tests related to an illness or injury. Those
radiology and laboratory services and tests related to an illness or injury will be covered as any
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other medical service available under the terms and conditions of the provision “Diagnostic
Services”.

4. Health screenings as ordered by the examining physician for the following: breast cancer, including
BRCA (breast cancer) testing if appropriate (in conjunction with genetic counseling and evaluation),
cervical cancer, including human papillomavirus (HPV), prostate cancer, colorectal cancer, and
other medically accepted cancer screening tests, blood lead levels, high blood pressure, type 2
diabetes mellitus, cholesterol, obesity, and screening for iron deficiency anemia in pregnant
women.

5. Human immunodeficiency virus (HIV) testing, regardless of whether the testing is related to a
primary diagnosis.

6. Counseling and risk factor reduction intervention services for sexually transmitted infections, HIV,
contraception, tobacco use, and tobacco use-related diseases.

7. Additional preventive care and screening for women provided for in the guidelines supported by the
Health Resources and Services Administration (HRSA), including the following:

a. All FDA-approved contraceptive methods for women, including over-the-counter items, if
prescribed by a physician. In order to be covered as preventive care, contraceptive
prescription drugs must be either a generic or single-source brand name drug unless the
individual’s health care provider considers the generic or single-source brand name drug
medically inappropriate. In such instance, the alternative contraceptive prescription drug would
also be covered as preventive care. Also covered are sterilization procedures and counseling.

b. Breast feeding support, supplies, and counseling. One breast pump will be covered per
pregnancy under this benefit.

c. Gestational diabetes screening.

8. Preventive services for certain high-risk populations as determined by your physician, based on
clinical expertise.

This list of preventive care services is not exhaustive. Preventive tests and screenings with a rating of
A or B in the current recommendations of the United States Preventive Services Task Force
(USPSTF), or those supported by the HRSA will be covered with no Copayment.

See the definition of “Preventive Care Services” in the section “Definitions” on page 77 for more
information about services that are covered by this plan as preventive care services.

Prosthetic Devices

EPO Provider. 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
1. Breast prostheses following a mastectomy.

2. Prosthetic devices to restore a method of speaking when required as a result of a covered
medically necessary laryngectomy.

3. The plan will pay for other medically necessary prosthetic devices, including:
a. Surgical implants;

b. Avrtificial limbs or eyes;
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c. The first pair of contact lenses or eye glasses when required as a result of a covered medically
necessary eye surgery;

d. Therapeutic shoes and inserts for the prevention and treatment of diabetes-related foot
complications; and

e. Orthopedic footwear used as an integral part of a brace; shoe inserts that are custom molded
to the patient.

Reconstructive Surgery

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Reconstructive surgery performed to correct deformities caused by congenital or developmental
abnormalities, illness, or injury for the purpose of improving bodily function or symptomatology or
creating a normal appearance. This includes medically necessary dental or orthodontic services that
are an integral part of reconstructive surgery for cleft palate procedures. “Cleft palate” means a
condition that may include cleft palate, cleft lip, or other craniofacial anomalies associated with cleft
palate.

Rehabilitative Care

EPO Provider. $15 Copayment
Non-EPO Provider. Not covered (unless an authorized referral is obtained.)

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.
The following services provided by a physician under a treatment plan:

1. Physical therapy and physical medicine provided on an outpatient basis for the treatment of iliness
or injury including the therapeutic use of heat, cold, exercise, electricity, ultra violet radiation,
manipulation of the spine, or massage for the purpose of improving circulation, strengthening
muscles, or encouraging the return of motion. (This includes many types of care which are
customarily provided by physical therapists and osteopaths.)

2. Occupational therapy provided on an outpatient basis when the ability to perform daily life tasks
has been lost or reduced by, or has not been developed due to, illness or injury including programs
which are designed to rehabilitate mentally, physically or emotionally handicapped persons.
Occupational therapy programs are designed to maximize or improve a patient's upper extremity
function, perceptual motor skills and ability to function in daily living activities.

3. Outpatient speech therapy.

Benefits are not payable for care provided to relieve general soreness or for conditions that may be
expected to improve without treatment.
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Skilled Nursing Facility

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Inpatient services and supplies provided by a skilled nursing facility, for up to 100 days per calendar
year. The amount by which your room charge exceeds the prevailing two-bed room rate of the skilled
nursing facility is not considered covered under this plan.

Skilled nursing facility services and supplies are subject to pre-service review to determine medical
necessity. Please refer to section “Utilization Review Program” starting on page 35, for information on
how to obtain the proper reviews.

Smoking Cessation Program

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The plan will reimburse the member up to a maximum of one hundred dollars ($100) per
class/program per calendar year for smoking cessation programs or classes. Smoking cessation
drugs that may be purchased over-the-counter without a prescription are not covered. The plan will
cover medically necessary drugs for nicotine dependency that require a prescription.

Special Food Products

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Special food products and formulas that are part of a diet prescribed by a physician for the treatment of
phenylketonuria (PKU). These items will be covered as medical supplies.

Transgender Surgery Benefit

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered (unless an authorized referral is obtained)

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies provided in connection with gender transition when you have been diagnosed
with gender identity disorder or gender dysphoria by a physician. This coverage is provided according
to the terms and conditions of the plan that apply to all other covered medical conditions, including
medical necessity requirements, utilization management, and exclusions for cosmetic services.
Coverage includes, but is not limited to, medically necessary services related to gender transition such
as transgender surgery, hormone therapy, psychotherapy, and vocal training.

Coverage is provided for specific services according to plan benefits that apply to that type of service
generally, if the plan includes coverage for the service in question. If a specific coverage is not
included, the service will not be covered. For example, transgender surgery would be covered on the
same basis as any other covered, medically necessary surgery; hormone therapy would be covered
under the plan’s prescription drug benefits (if such benefits are included).
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Services that are excluded on the basis that they are cosmetic include, but are not limited to,
liposuction, facial bone reconstruction, voice modification surgery, breast implants, and hair removal.
Transgender services are subject to prior authorization in order for coverage to be provided. Please
refer to section “Utilization Review Program” starting on page 35, for information on how to obtain the
proper reviews.

Transplant Benefits

EPO Provider. 100% ($15 Copayment for physician office visit)
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies provided in connection with a non-investigative organ or tissue transplant, if you
are:

1. The recipient; or
2. The donor.
Benefits for an organ donor are as follows:

e When the person donating the organ and the person getting the organ are covered members, each
will get benefits under their plans.

e When the person donating the organ is NOT a covered member, but the person getting the organ
is a covered member, benefits for the organ donor (who is not a covered member) under this plan
are limited to benefits not available to the donor from any other source. Other source includes, but
is not limited to, other insurance, grants, foundations, and government programs.

e If the member, covered under this plan, is donating the organ to someone who is NOT a covered
member, benefits for the covered member donating the organ are not available under this plan.

The maximum allowed amount for a donor, including donor testing and donor search, is limited to
expense incurred for medically necessary medical services only. The maximum allowed amount for
services incident to obtaining the transplanted material from a living donor or a human organ transplant
bank will be covered. Such charges, including complications from the donor procedure for up to six
weeks from the date of procurement, are covered. Services for treatment of a condition that is not
directly related to, or a direct result of, the transplant are not covered.

Covered services are subject to any applicable Copayments and medical benefit maximums. The
maximum allowed amount does not include charges for services received without first obtaining
Anthem’s prior authorization or which are provided at a facility other than a transplant center approved
by Anthem. Please refer to section “Utilization Review Program” starting on page 35, for information on
how to obtain the proper reviews.

To maximize your benefits, you should call the Transplant Department as soon as you think you may
need a transplant to talk about your benefit options. To reach the Transplant Department, please call
customer service at 1-877-737-7776 and ask to speak to the transplant coordinator. You must do this
before you have an evaluation or work-up for a transplant. Anthem will help you maximize your
benefits by giving you coverage information, including details on what is covered and if any clinical
coverage guidelines, medical policies, Centers of Medical Excellence (CME) rules, or exclusions apply.

You or your physician must call the Transplant Department for pre-service review prior to the
transplant, whether it is performed in an inpatient or outpatient setting. Prior authorization is required
before benefits for a transplant will be provided. Your physician must certify, and Anthem must agree,
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that the transplant is medically necessary. Your physician should send a written request for prior
authorization to Anthem as soon as possible to start this process. Not getting prior authorization will
result in a denial of benefits.

Please note that your physician may ask for approval for HLA (human leukocyte antigen) testing, donor
searches, or harvest and storage of stem cells prior to the final decision as to what transplant
procedure will be needed. In these cases, the HLA testing and donor search charges will be covered
as routine diagnostic tests. The harvest and storage request will be reviewed for medical necessity
and may be approved. However, such an approval for HLA testing, donor search, or harvest and
storage is NOT an approval for the later transplant. A separate medical necessity decision will be
needed for the transplant itself.

Specified Transplants

You must obtain Anthem’s prior authorization for all services including, but not limited to, preoperative
tests and postoperative care related to the following specified transplants: heart, liver, lung,
combination heart-lung, kidney, pancreas, simultaneous pancreas-kidney, or bone marrow/stem cell
and similar procedures. Specified transplants must be performed at Centers of Medical Excellence
(CME). Charges for services provided for or in connection with a specified transplant
performed at a facility other than a CME will not be covered. Call customer service at 1-877-737-
7776 for pre-service review if your physician recommends a specified transplant for your medical care.
A case manager transplant coordinator will assist in facilitating your access to a CME. Please refer to
section “Utilization Review Program” starting on page 35, for information on how to obtain the proper
reviews.

Transplant Travel Expense

Certain travel expenses incurred in connection with an approved, specified transplant (heart, liver, lung,
combination heart-lung, kidney, pancreas, simultaneous pancreas-kidney, or bone marrow/stem cell
and similar procedures) performed at a designated CME that is 75 miles or more from the recipient’s or
donor’s place of residence are covered, provided the expenses are authorized by us in advance. The
following travel expenses incurred by the recipient and one companion* or the donor will be covered:

e Ground transportation to and from the CME when the designated CME is 75 miles or more from
the recipient’s or donor’s place of residence.

e Coach airfare to and from the CME when the designated CME is 300 miles or more from the
recipient’s or donor’s residence.

e Lodging, limited to one room, double occupancy.
e Other reasonable expenses. Tobacco, alcohol, drug, and meal expenses are excluded.

*Note: When the member recipient is under 18 years of age, this benefit will apply to the recipient and
two companions or caregivers.

The plan will provide benefits for lodging and ground transportation, up to the current limits set forth in
the Internal Revenue Code.

Expense incurred for the following is not covered: interim visits to a medical care facility while waiting
for the actual transplant procedure; travel expenses for a companion and/or caregiver for a transplant
donor; return visits for a transplant donor for treatment of a condition found during the evaluation; rental
cars, buses, taxis or shuttle services; and mileage within the city in which the medical transplant facility
is located.
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Details regarding reimbursement can be obtained by calling customer service at 1-877-737-7776. A
travel reimbursement form will be provided for submission of legible copies of all applicable receipts in
order to obtain reimbursement.

Urgent Care

EPO Provider or Non-EPO Provider: 100% ($15 Copayment for physician office visit or urgent care
facility)

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

Services and supplies received to prevent serious deterioration of your health or, in the case of
pregnancy, the health of the unborn child, resulting from an unforeseen iliness, medical condition, or
complication of an existing condition, including pregnancy, for which treatment cannot be delayed.
Urgent care services are not emergency services. Services for urgent care are typically provided by an
urgent care center or other facility such as a physician’s office. Urgent care can be obtained from EPO
providers or non-EPQ providers.

Vision Care

EPO Provider: 100%
Non-EPO Provider. Not covered

Any Copayments will apply toward the satisfaction of the Out-of-Pocket Amount.

The plan will provide services and supplies for eye refraction to determine the need for corrective
lenses. This service is limited to one visit per calendar year for members age 18 and over. There is no
limit on the number of visits for members under age 18. Eyeglasses are not covered, except when
needed after a covered and medically necessary surgery.
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Utilization Review Program

Benefits are provided only for medically necessary and appropriate services. Utilization Review is
designed to work together with you and your provider to ensure you receive appropriate medical care and
avoid unexpected out of pocket expense.

No benefits are payable, however, unless your coverage is in force at the time services are
rendered, and the payment of benefits is subject to all the terms and requirements of this plan.

Important: The Utilization Review Program requirements described in this section do not apply when
coverage under this plan is secondary to another plan providing benefits for you or your family members.

The utilization review program evaluates the medical necessity and appropriateness of care and the
setting in which care is provided. You and your physician are advised if Anthem has determined
that services can be safely provided in an outpatient setting, or if an inpatient stay is
recommended. Services that are medically necessary and appropriate are certified by Anthem and
monitored so that you know when it is no longer medically necessary and appropriate to continue
those services.

This plan includes the processes of pre-service, care coordination, and retrospective reviews to
determine when services should be covered. Their purpose is to promote the delivery of cost-
effective medical care by reviewing the use of procedures and, where appropriate, the setting or
place of service where care is provided. This plan requires that covered services be medically
necessary for benefits to be provided.

Certain services require pre-service review of benefits in order for benefits to be provided. EPO
providers will initiate the review on your behalf. A non-EPO provider may or may not initiate the
review for you. In both cases, it is your responsibility to initiate the process and ask your physician
to request pre-service review. You may also call customer services at 1-877-737-7776. Pre-service
review criteria are based on multiple sources including medical policy, clinical guidelines, and
pharmacy and therapeutics guidelines. Anthem may determine that a service that was initially
prescribed or requested is not medically necessary if you have not previously tried alternative
treatments that are more cost effective.

It is your responsibility to determine whether a particular service requires pre-service authorization.
Please read the following information that follows to assist you in this determination and please
feel free to visit www.anthem.com/ca/calpers or call customer services at 1-877-737-7776 if you
have any questions about making this determination.

It is also your responsibility to see that your physician starts the utilization review process before
scheduling you for any service subject to the utilization review program. If you receive any such
service, and do not follow the procedures set forth in this section, your benefits will be reduced as
shown in the "Utilization Review Requirements and Effect on Benefits" on pages 36-38.
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http://www.anthem.com/ca/calpers/

Utilization Review Requirements and Effects on Benefits

The stages of utilization review are pre-service review, care coordination review, and retrospective review.

Pre-service review determines in advance the medical necessity and appropriateness of certain
procedures or admissions and the appropriate length of stay, if applicable. Pre-service review is required
for the services listed below.

The appropriate utilization reviews must be performed in accordance with this plan. When pre-service
review is performed and the admission, procedure or service is determined to be medically necessary and
appropriate, benefits will be provided for the following:

Scheduled, non-emergency inpatient hospital stays and residential treatment center admissions.
Exceptions: Pre-service review is not required for inpatient hospital stays for the following services:

¢ Maternity care of 48 hours or less following a normal delivery or 96 hours or less following a
cesarean section, and

¢ Mastectomy and lymph node dissection.
Specific non-emergency outpatient services, including diagnostic treatment and other services.
Specific outpatient surgeries performed in an outpatient facility or a doctor’s office.

Transplant services, including transplant travel expense. The following criteria must be met for certain
transplants, as follows:

a. For kidney, bone, skin or cornea transplants if the physicians on the surgical team and the facility in
which the transplant is to take place are approved for the transplant requested.

b. For transplantation of liver, heart, heart-lung, lung, kidney-pancreas or bone marrow, including
autologous bone marrow transplant, peripheral stem cell replacement and similar procedures if the
providers of the related preoperative and postoperative services are approved and the transplant
will be performed at a CME facility.

Air ambulance in a non-medical emergency.
Specific durable medical equipment.

Services of a home infusion therapy provider if the attending physician has submitted both a
prescription and a plan of treatment before services are rendered.

Home health care services if:
a. The services can be safely provided in your home, as certified by your attending physician;
b. Your attending physician manages and directs your medical care at home; and

c. Your attending physician has established a definitive treatment plan which must be consistent with
your medical needs and lists the services to be provided by the home health agency.

Admissions to a skilled nursing facility, if you require daily skilled nursing or rehabilitation, as certified
by your attending physician.
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Bariatric surgical services performed at a CME facility, such as gastric bypass and other surgical
procedures for weight loss if:

a. The services are to be performed for the treatment of morbid obesity.

b. The physicians on the surgical team and the facility in which the surgical procedure is to take place
are approved for the surgical procedure requested; and

c. The bariatric surgical procedure will be performed at a CME facility.
Transgender surgery If:
a. The services are medically necessary and appropriate; and

b. The physicians on the surgical team and the facility in which the surgery is to take place are
approved for the transgender surgery requested.

Note: You must be diagnosed with gender identity disorder or gender dysphoria by a physician.

Advanced imaging procedures, including but not limited to: MRI, CT scan, PET scan, MRS scan, MRA
scan, Echocardiography, and Nuclear Cardiac Imaging. You may call customer service at 1-877-737-
7776 to find out if an imaging procedure requires pre-service review.

Behavioral health treatment for pervasive developmental disorder or autism.

If you proceed with any services that have been determined to be not medically necessary and appropriate
at any stage of the utilization review process, benefits will not be provided for those services.

Care coordination review determines whether services are medically necessary and appropriate when
Anthem is notified while service is ongoing, for example, an emergency admission to the hospital.

Retrospective review for medical necessity is performed to review services that have already been
provided. This applies in cases when pre-service or care coordination review was not completed, or in
order to evaluate and audit medical documentation subsequent to services being provided. Retrospective
review may also be performed for services that continued longer than originally certified. Services that are
not reviewed prior to or during service delivery will be reviewed retrospectively when the bill is submitted for
benefit payment. If that review results in the determination that part or all of the services were not
medically necessary and appropriate, benefits will not be provided for those services. Remaining benefits
will be subject to previously noted reductions that apply when the required reviews are not obtained.

How to Obtain Utilization Reviews

Remember, it is always your responsibility to confirm that the review has been performed.

Pre-service Reviews

1.

For all scheduled services that are subject to utilization review, you or your physician must initiate the
pre-service review at least five working days prior to when you are scheduled to receive services.

You must tell your physician that this plan requires pre-service review. Physicians who are EPO
providers will initiate the review on your behalf. A non-EPO provider may initiate the review for you, or
you may call Anthem directly at 1-877-737-7776.

If you do not receive the reviewed service within 60 days of the certification, or if the nature of the
service changes, a new pre-service review must be obtained.
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4. Anthem will determine if services are medically necessary and appropriate. For inpatient hospital and

residential treatment center stays, Anthem will, if appropriate, specify a specific length of stay for
services. You, your physician and the provider of the service will receive a written confirmation
showing this information.

Care Coordination Reviews

1.

If pre-service review was not performed, you, your physician or the provider of the service must contact
Anthem for care coordination review. For an emergency admission or procedure, Anthem must be
notified within one working day of the admission or procedure, unless extraordinary circumstances*
prevent such notification within that time period.

When EPO providers have been informed of your need for utilization review, they will initiate the review
on your behalf. You may ask a non-EPO provider to call Anthem at 1-877-737-7776 or you may call
directly.

When Anthem determines that the service is medically necessary and appropriate, Anthem will,
depending upon the type of treatment or procedure, specify the period of time for which the service is
medically appropriate. Anthem will also determine the medically appropriate setting.

If Anthem determines that the service is not medically necessary and appropriate, your physician will
be notified by telephone no later than 24 hours following Anthem'’s decision. Anthem will send written
notice to you and your physician within two business days following Anthem’s decision. However, care
will not be discontinued until your physician has been notified and a plan of care that is appropriate for
your needs has been agreed upon.

Extraordinary Circumstances. In determining "extraordinary circumstances", Anthem may take into
account whether or not your condition was severe enough to prevent you from notifying Anthem, or whether
or not a member of your family was available to notify Anthem for you. You may have to prove that such
"extraordinary circumstances" were present at the time of the emergency.

Retrospective Reviews

1.

If a pre-service review or a care coordination review was not performed, a retrospective review will be
done to review services that have already been provided to determine if they are medically necessary.

Retrospective review is performed when Anthem is not notified of the service you received, and is
therefore unable to perform the appropriate review. It is also performed when pre-service or care
coordination review has been done, but services continue longer than originally certified.

It may also be performed for the evaluation and audit of medical documentation after services have
been provided, whether or not pre-service or care coordination review was performed.

Such services which have been retroactively determined to not be medically necessary and appropriate
will be retrospectively denied certification.
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The Medical Necessity Review Process

Anthem works with you and your health care providers to cover medically necessary and appropriate care
and services. While the types of services requiring review and the timing of the reviews may vary, Anthem
is committed to ensuring that reviews are performed in a timely and professional manner. The following
information explains Anthem'’s review process.

1.

A decision on the medical necessity of a pre-service request will be made no later than five business
days from receipt of the information reasonably necessary to make the decision, and based on the
nature of your medical condition.

When your medical condition is such that you face an imminent and serious threat to your health,
including the potential loss of life, limb, or other major bodily function and the normal five day timeframe
described above would be detrimental to your life or health or could jeopardize your ability to regain
maximum function, a decision on the medical necessity of a pre-service request will be made no later
than 72 hours after receipt of the information reasonably necessary to make the decision (or within any
shorter period of time required by applicable federal law, rule, or regulation).

A decision on the medical necessity of a care coordination request will be made no later than one
business day from receipt of the information reasonably necessary to make the decision, and based on
the nature of your medical condition. However, care will not be discontinued until your physician has
been notified and a plan of care that is appropriate for your needs has been agreed upon.

A decision on the medical necessity of a retrospective review will be made and communicated in
writing no later than 30 days from receipt of the information necessary to make the decision to you and
your physician.

If Anthem does not have the information Anthem needs, Anthem will make every attempt to obtain that
information from you or your physician. If Anthem is unsuccessful, and a delay is anticipated, Anthem
will notify you and your physician of the delay and what Anthem needs to make a decision. Anthem will
also inform you of when a decision can be expected following receipt of the needed information.

All pre-service, care coordination, and retrospective reviews for medical necessity are screened by
clinically experienced, licensed personnel (called “Review Coordinators”) using pre-established criteria
and Anthem’s medical policy. These criteria and policies are developed and approved by practicing
providers not employed by Anthem, and are evaluated at least annually and updated as standards of
practice or technology change. Requests satisfying these criteria are certified as medically necessary.
Review Coordinators are able to approve most requests.

For pre-service and care coordination requests, written confirmation including the specific service
determined to be medically necessary will be sent to you and your provider no later than two business
days after the decision, and your provider will be initially notified by telephone within 24 hours of the
decision for pre-service and care coordination reviews.

If the request fails to satisfy these criteria or medical policy, the request is referred to a Peer Clinical
Reviewer. Peer Clinical Reviewers are health professionals clinically competent to evaluate the
specific clinical aspects of the request and render an opinion specific to the medical condition,
procedure and/or treatment under review. Peer Clinical Reviewers are licensed in California with the
same license category as the requesting provider. When the Peer Clinical Reviewer is unable to certify
the service, the requesting physician is contacted by telephone for a discussion of the case. In many
cases, services can be certified after this discussion. If the Peer Clinical Reviewer is still unable to
certify the service, your provider will be given the option of having the request reviewed by a different
Peer Clinical Reviewer.
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8. Only the Peer Clinical Reviewer may determine that the proposed services are not medically necessary
and appropriate. Your physician will be notified by telephone within 24 hours of a decision not to certify
and will be informed at that time of how to request reconsideration. Written notice will be sent to you
and the requesting provider within two business days of the decision. This written notice will include:

e an explanation of the reason for the decision,
o reference of the criteria used in the decision to modify or not certify the request,

e the name and phone number of the Peer Clinical Reviewer making the decision to modify or not
certify the request,

e how to request reconsideration if you or your provider disagree with the decision.

9. Reviewers may be plan employees or an independent third party Anthem chooses at Anthem’s sole
and absolute discretion.

10. You or your physician may request copies of specific criteria and/or medical policy by writing to the
address shown on your plan identification card. Anthem discloses their medical necessity review
procedures to health care providers through provider manuals and newsletters.

A determination of medical necessity does not guarantee payment or coverage. The determination
that services are medically necessary is based on the clinical information provided. Payment is based on
the terms of your coverage at the time of service. These terms include certain exclusions, limitations, and
other conditions. Payment of benefits could be limited for a number of reasons, including:

e The information submitted with the claim differs from that given by phone;
e The service is excluded from coverage; or
e You are not eligible for coverage when the service is actually provided.

Revoking or modifying an authorization. An authorization for services or care may be revoked or
modified prior to the services being rendered for reasons including but not limited to the following:

e Your coverage under this plan ends;
e The agreement with CalPERS terminates;
e You reach a benefit maximum that applies to the services in question;

e Your benefits under the plan change so that the services in question are no longer covered or are
covered in a different way.

Personal Case Management

The personal case management program enables Anthem to authorize you to obtain medically appropriate
care in a more economical, cost-effective and coordinated manner during prolonged periods of intensive
medical care. Through a case manager, Anthem has the right to recommend an alternative plan of
treatment which may include services not covered under this plan. It is not your right to receive personal
case management, nor does Anthem have an obligation to provide it; Anthem provides these services at
Anthem’s sole and absolute discretion.
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HOW PERSONAL CASE MANAGEMENT WORKS

The personal case management program (Case Management) helps coordinate services for members with
health care needs due to serious, complex, and/or chronic health conditions. The programs coordinate
benefits and educate members who agree to take part in the Case Management program to help meet their
health-related needs.

The Case Management programs are confidential and voluntary, and are made available at no extra cost to
you. These programs are provided by, or on behalf of and at the request of, your health plan case
management staff. These Case Management programs are separate from any covered services you are
receiving.

Members may be identified for possible personal case management through the plan’s utilization review
procedures, by the attending physician, hospital staff, or Anthem claims reports. The member or the
member's family may also call Anthem.

Benefits for personal case management will be considered only when all of the following criteria are met:
1. You require extensive long-term treatment;

2. Anthem anticipates that such treatment utilizing services or supplies covered under this plan will result
in considerable cost;

3. Anthem’s cost-benefit analysis determines that the benefits payable under this plan for the alternative
plan of treatment can be provided at a lower overall cost than the benefits you would otherwise receive
under this plan while maintaining the same standards of care; and

4. You (or your legal guardian) and your physician agree, in a letter of agreement, with Anthem’s
recommended substitution of benefits and with the specific terms and conditions under which
alternative benefits are to be provided.

Alternative Treatment Plan. If Anthem determines that your needs could be met more efficiently, an
alternative treatment plan may be recommended. This may include providing benefits not otherwise
covered under this plan. A case manager will review the medical records and discuss your treatment with
the attending physician, you, and your family.

Anthem makes treatment recommendations only; any decision regarding treatment belongs to you
and your physician. CalPERS will, in no way, compromise your freedom to make such decisions.

EFFECT ON BENEFITS

1. Benefits are provided for an alternative treatment plan on a case-by-case basis only. Anthem has
absolute discretion in deciding whether or not to authorize services in lieu of benefits for any member,
which alternatives may be offered and the terms of the offer.

2. Anthem’s authorization of services in lieu of benefits in a particular case in no way commits Anthem to
do so in another case or for another member.

3. The personal case management program does not prevent Anthem from strictly applying the
expressed benefits, exclusions and limitations of this plan at any other time or for any other member.

Note: Anthem reserves the right to use the services of one or more third parties in the performance of the
services outlined in the letter of agreement. No other assignment of any rights or delegation of any duties
by either party is valid without the prior written consent of the other party.
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Disagreements with Medical Management Decisions

1. If you or your physician disagree with a decision, or question how it was reached, you or your physician
may request reconsideration. Requests for reconsideration (either by telephone or in writing) must be
directed to the reviewer making the determination. The address and the telephone number of the
reviewer are included on your written notice of determination. Written requests must include medical
information that supports the medical necessity of the services.

2. If you, your representative, or your physician acting on your behalf find the reconsidered decision still
unsatisfactory, a request for an appeal of a reconsidered decision may be submitted in writing to
Anthem.

Exceptions to the Utilization Review Program

From time to time, Anthem may waive, enhance, modify, or discontinue certain medical management
processes (including utilization management, case management, and disease management) if, in Anthem’s
discretion, such a change furthers the provision of cost effective, value based and quality services. In
addition, Anthem may select certain qualifying health care providers to participate in a program that
exempts them from certain procedural or medical management processes that would otherwise apply.
Anthem may also exempt claims from medical review if certain conditions apply.

If Anthem exempts a process, health care provider, or claim from the standards that would otherwise apply,
Anthem is in no way obligated to do so in the future, or to do so for any other health care provider, claim, or
member. Anthem may stop or modify any such exemption with or without advance notice.

Anthem also may identify certain providers to review for potential fraud, waste, abuse or other inappropriate
activity if the claims data suggests there may be inappropriate billing practices. If a provider is selected
under this program, then Anthem may use one or more clinical utilization management guidelines in the
review of claims submitted by this provider, even if those guidelines are not used for all providers delivering
services to this plan’s members.

You may determine whether a health care provider participates in certain programs by checking our online
provider directory on Anthem’s website at www.anthem.com/ca/calpers or by calling customer service at 1-
877-137-7776.

Quality Assurance

Utilization review programs are monitored, evaluated, and improved on an ongoing basis to ensure
consistency of application of screening criteria and medical policy, consistency and reliability of decisions
by reviewers, and compliance with policy and procedure including but not limited to timeframes for decision
making, notification and written confirmation. Anthem’s Board of Directors is responsible for medical
necessity review processes through its oversight committees including the Strategic Planning Committee,
Quality Management Committee, and Physician Relations Committee. Oversight includes approval of
policies and procedures, review and approval of self-audit tools, procedures, and results. Monthly process
audits measure the performance of reviewers and Peer Clinical Reviewers against approved written
policies, procedures, and timeframes. Quarterly reports of audit results and, when needed, corrective
action plans are reviewed and approved through the committee structure.
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Exclusions

No payment will be made under this plan for expenses incurred for or in connection with any of the items
below. (The titles given to these exclusions and limitations are for ease of reference only; they are not
meant to be an integral part of the exclusions and limitations and do not modify their meaning.)

1.
2.

10.
1.

12.

Air Conditioners. Air purifiers, air conditioners, or humidifiers.

Birth Control Devices. Any devices needed for birth control which can be obtained without a
physician’s prescription such as condoms.

Blood. Benefits are not provided for the collection, processing and storage of self-donated blood
except as specifically provided under the "Blood" benefit on page 18.

Braces or Other Appliances or Services. Braces and other orthodontic appliances or services,
except as specifically stated in the “Reconstructive Surgery” benefit on page 30 or “Dental Care”
benefit on page 20.

Care Not Approved. Care you got from a health care provider without an authorization from an
EPO provider physician, except for an emergency or for urgent care.

Care Not Covered. Services received before your effective date or after your coverage ends,
except as specifically stated under the section “Extension of Benefits” on pages 61-62.

Care Not Medically Necessary. Services or supplies that are not medically necessary, as
defined.

Care Not Specifically Listed. Services not specifically listed in this plan as covered services.

Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued
under medical or physician supervision, unless specifically listed as covered in this plan.

This exclusion includes, but is not limited to, commercial weight loss programs (Weight Watchers,
Jenny Craig, LA Weight Loss) and fasting programs.

This exclusion does not apply to medically necessary treatments for morbid obesity or dietary
evaluations and counseling, and behavioral modification programs for the treatment of anorexia
nervosa or bulimia nervosa. Surgical treatment for morbid obesity is covered as stated in the
“Bariatric Surgery” benefit on page 17.

Consultations. Consultations provided using telephone, facsimile machine, or electronic mail.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to
alter or reshape normal (including aged) structures or tissues of the body to improve appearance.
This exclusion does not apply to reconstructive surgery (that is, surgery performed to correct
deformities caused by congenital or developmental abnormalities, illness, or injury for the purpose
of improving bodily function or symptomatology or to create a normal appearance), including
surgery performed to restore symmetry following mastectomy. Cosmetic surgery does not become
reconstructive surgery because of psychological or psychiatric reasons.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital
stay primarily for environmental change or physical therapy. Custodial care or rest cures, except
as specifically provided under the "Hospice Care" benefit on pages 24-25 or "Home Infusion
Therapy" benefit on page 24. Services provided by a rest home, a home for the aged, a nursing
home or any similar facility. Services provided by a skilled nursing facility, except as specifically
stated in the "Skilled Nursing Facility" benefit on page 31.
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13.

14,

15.

16.

17.

18.

Dental Services or Supplies. For dental treatment, regardless of origin or cause, except as
specified below. “Dental treatment” includes but is not limited to preventative care and fluoride
treatments; dental x rays, supplies, appliances, dental implants and all associated expenses;
diagnosis and treatment related to the teeth, jawbones or gums, including but not limited to:

e Extraction, restoration, and replacement of teeth;
e Services to improve dental clinical outcomes.

This exclusion does not apply to the following:

e Services which are required by law to cover;
e Services specified as covered in this booklet;
e Dental services to prepare the mouth for radiation therapy to treat head and/or neck cancer.

Educations or Academic Services. This plan does not cover:

e Educational or academic counseling, remediation, or other services that are designed to
increase academic knowledge or skills.

e Educational or academic counseling, remediation, or other services that are designed to
increase socialization, adaptive, or communication skills.

e Academic or educational testing.

e Teaching skills for employment or vocational purposes.

e Teaching art, dance, horseback riding, music, play, swimming, or any similar activities.
e Teaching manners and etiquette or any other social skills.

e Teaching and support services to develop planning and organizational skills such as daily
activity planning and project or task planning.

This exclusion does not apply to the medically necessary treatment of pervasive developmental
disorder or autism.

Experimental or Investigative. Any experimental or investigative procedure or medication. But, if
you are denied benefits because it is determined that the requested treatment is experimental or
investigative, you may request an independent medical review.

Eye Exercises or Services and Supplies for Correcting Vision. Optometric services, eye
exercises including orthoptics. Routine eye exams and routine eye refractions, except as
specifically provided under the “Preventive Care” benefit on pages 28-29 and the “Vision Care”
benefit on page 34. Eyeglasses or contact lenses, except as specifically stated in the "Prosthetic
Devices" benefit on pages 29-30.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of
correcting refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism.
Contact lenses and eyeglasses required as a result of this surgery.

Food or Dietary Supplements. Nutritional and/or dietary supplements and counseling, except as
provided in this plan or as required by law. This exclusion includes, but is not limited to, those
nutritional formulas and dietary supplements that can be purchased over the counter, which by law
do not require either a written prescription or dispensing by a licensed pharmacist.
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19.

20.

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.
32.

33.

Government Treatment. Any services actually given to you by a local, state, or federal
government agency, or by a public school system or school district, except when payment under
this plan is expressly required by federal or state law. The plan will not cover payment for these
services if you are not required to pay for them or they are given to you for free. You are not
required to seek any such services prior to receiving medically necessary health care services that
are covered by this plan.

Health Club Memberships. Health club memberships, exercise equipment, charges from a
physical fitness instructor or personal trainer, or any other charges for activities, equipment or
facilities used for developing or maintaining physical fitness, even if ordered by a physician. This
exclusion also applies to health spas.

Infertility Treatment. Services or supplies furnished in connection with the diagnosis and
treatment of infertility, except as specifically stated in the "Infertility Treatments" benefit on page 26.

Lifestyle Programs. Programs to alter one’s lifestyle which may include but are not limited to diet,
exercise, imagery or nutrition. This exclusion will not apply to cardiac rehabilitation programs
approved by Anthem.

Non-Licensed Providers. Treatment or services rendered by non-licensed health care providers
and treatment or services for which the provider of services is not required to be licensed. This
includes treatment or services from a non-licensed provider under the supervision of a licensed
physician, except as specifically provided or arranged by Anthem. This exclusion does not apply to
the medically necessary treatment of pervasive developmental disorder or autism.

Non-EPO Providers. Services or supplies that are provided by a non-EPO provider without an
authorized referral, except emergency services or urgent care.

Non-Prescription Drugs. Non-prescription, over-the-counter patent or proprietary drugs or
medicines. Cosmetics, health or beauty aids.

Orthopedic Supplies. Orthopedic shoes (other than shoes joined to braces) or non-custom
molded and cast shoe inserts, except for therapeutic shoes and inserts for the prevention and
treatment of diabetes-related foot complications as specifically stated in the “Prosthetic Devices”
benefit on pages 29-30.

Outpatient Drugs. Outpatient drugs or medications including insulin except drugs for abortion or
contraception when taken in the physician’s office or as specifically stated in the “Home Infusion
Therapy” on page 24, “Abortion” on page 15, or “Preventive Care” on pages 28-29.

Personal Items. Services for your personal care, such as: help in walking, bathing, dressing,
feeding, or preparing food. Any supplies for comfort, hygiene or beautification.

Private Contracts. Services or supplies provided pursuant to a private contract between the
member and a provider, for which reimbursement under the Medicare program is prohibited, as
specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Routine Exams or Tests. Routine physical exams or tests required by employment or
government authority.

Scalp Hair Prostheses. Scalp hair prostheses, including wigs or any form of hair replacement.

Sexual Problems. Treatment of any sexual problems unless due to a medical problem, physical
defect or disease.

Sterilization Reversal. Reversal of sterilization.
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34.

35.

36.

37.

Surrogate Mother Services. For any services or supplies provided to a person not covered under
the plan in connection with a surrogate pregnancy (including, but not limited to, the bearing of a
child by another woman for an infertile couple).

Transgender Services. Services and supplies in connection with transgender services, except as
specifically stated in the “Transgender Surgery” benefit on pages 31-32.

Voluntary Payment. Services for which you have no legal obligation to pay, or for which no
charge would be made in the absence of insurance coverage or other health plan coverage, except
services received at a non-governmental charitable research hospital. Such a hospital must meet
the following guidelines:

e |t must be internationally known as being devoted mainly to medical research;
o Atleast 10% of its yearly budget must be spent on research not directly related to patient care;

e Atleast one-third of its gross income must come from donations or grants other than gifts or
payments for patient care;

e It must accept patients who are unable to pay; and
e Two-thirds of its patients must have conditions directly related to the hospital's research.

Work-Related. Work-related conditions if benefits are recovered or can be recovered, either by
adjudication, settlement or otherwise, under any workers' compensation, employer's liability law or
occupational disease law, even if you do not claim those benefits.

2016 Del Norte County EPO Plan Page | 46



Medical Claims Review and Appeals Process

The procedures outlined below are designed to ensure you have a full and fair consideration of claims
submitted to the plan.

The following procedures shall be used to resolve any dispute which results from any act, failure to act,
error, omission or medical judgment determination by Anthem’s review with respect to any medical claim
filed by you or on your behalf. The procedures should be followed carefully and in the order listed.

The cost of copying and mailing medical records required for Anthem to review its determination is your or
your Authorized Representative’s responsibility.

1. Objection to Claim Processing

You or your Authorized Representative may object by writing to Anthem’s customer service department
within sixty (60) days of the discovery of any act, failure to act, error, or omission with regard to a
properly submitted claim. The objection must set forth all reasons in support of the proposition that an
act with regard to the claim, failure to act on the claim, error, or omission occurred. The objection
should be sent to:

Anthem Blue Cross

Attention: Grievance and Appeals
P.O. Box 60007

Los Angeles, CA 90060-0007
Telephone: 1-877-737-7776
Fax#: 818-234-3824

Anthem will acknowledge receipt of the objection by written notice to you and/or your Authorized
Representative within five (5) days of receipt of the objection. Anthem will then either affirm its decision
regarding the claim, take action on the claim or resolve the error or omission within thirty (30) days of
receipt of the objection.

If Anthem affirms its decision regarding the claim or fails to respond within thirty (30) days after
receiving the request for review, and you and/or your Authorized Representative still objects to
Anthem'’s act, failure to act, error, or omission as stated above, you and/or your Authorized
Representative may proceed to Administrative Review as outlined in item 5 below.

2. Notice of Claim Denial - Adverse Benefit Determination (ABD)

In the event any claim for benefits is denied, in whole or in part, Anthem will notify you and/or your
Authorized Representative of such denial in writing within 30 days.  Any denial of a claim for benefits
is considered an “adverse benefit determination” (ABD) and can be based on the fact that it is not a
covered benefit, the treatment is not medically necessary, or the treatment is
experimental/investigational. The denial can be the result of Utilization Review for a prospective
service, a service that is currently being pursued, or a service that has already been provided. (See
Utilization Review Program section starting on page 35.) The ABD shall contain specific reasons for the
denial and an explanation of the plan’s review and appeal procedure. Any ABD is subject to Internal
Review upon request.
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3.

Internal Review

You and/or your Authorized Representative may request a review of an ABD by writing or calling
Anthem’s customer service department within one hundred and eighty (180) days of receipt of an ABD.
Your appeal or grievance must clearly state your issue, such as the reasons you disagree with the ABD
or why you are dissatisfied with the services you received. If you would like Anthem to consider your
grievance on an urgent basis, please write “urgent” on your request and provide your rationale.
(See definition of “Urgent Review” on page 55.) Requests for review should be sent to:

Anthem Blue Cross

Attention: Grievance and Appeals
P.O. Box 60007

Los Angeles, CA 90060-0007
Telephone: 1-877-737-7776
Fax#: 818-234-3824

You and/or your Authorized Representative may submit written comments, documents, records,
scientific studies, and other information relating to the claim that resulted in an ABD in support of the
request for Internal Review. You and/or your Authorized Representative will be provided, upon request
and free of charge, reasonable access to records and other information relevant to your claim for
benefits, including the right to review the claim file and submit evidence.

Anthem will acknowledge receipt of a request for Internal Review by written notice to you and/or your

Authorized Representative within five (5) business days.  Anthem will then either uphold or reject the
ABD within thirty (30) days of the request for Internal Review if it involves an authorization of services

(pre-service appeal or concurrent appeal) or within sixty (60) days for services that have already been
provided (post-service appeal).

If Anthem upholds the ABD within the timeframes described above, that decision becomes a “Final
Adverse Benefit Determination” (FABD), and you and/or your Authorized Representative may pursue
the independent External Review process described in section 5 below. You and/or your Authorized
Representative may also request an independent External Review if Anthem fails to render a decision
within the timelines specified above for Internal Review.

Urgent Review

An urgent grievance is resolved within 72 hours upon receipt of the request, but only if Anthem
determines the grievance meets one of the following:

e The standard appeal timeframe could seriously jeopardize your life, health, or ability to regain
maximum function; OR

e The standard appeal timeframe would, in the opinion of a physician with knowledge of your medical
condition, subject you to severe pain that cannot be adequately managed without extending your
course of covered treatment; OR

e A physician with knowledge of your medical condition determines that your grievance is urgent.

If Anthem determines the grievance request does not meet one of the above requirements, the
grievance will be processed as a standard request. If your situation is subject to an urgent review, you
and/or your Authorized Representative can simultaneously request an independent External Review
described below.
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5. Request for Independent External Review

If the FABD includes a decision based on Medical Judgment, the FABD will include the plan’s standard
for medical necessity or other Medical Judgment related to that determination, and describes how the
treatment fails to meet the plan’s standard. Y ou and/or your Authorized Representative will be
notified that you may request an independent External Review of that determination by an Independent
Review Organization (IRO).  This review is at no cost to you. Examples of Medical Judgment
include, but are not limited to:

e The appropriate health care setting for providing medical care to an individual (such as
outpatient versus inpatient care or home care versus rehabilitation facility; or

o Whether treatment by a specialist is medically necessary or appropriate pursuant to the plan’s
standard for medical necessity or appropriateness); or

e Whether treatment involved “emergency care” or “urgent care”, affecting coverage or the level
of coinsurance.

For more information about the plan’s standard for medical necessity, please see page 75 in the
section entitled Definitions.

You and/or your Authorized Representative may request an independent External Review no later than
four (4) months from the date of receipt of the FABD. The type of services in dispute must be a
covered benefit. For cases involving Medical Judgment, you and/or your Authorized Representative
must exhaust the independent External Review prior to requesting a CalPERS Administrative
Review. (See CalPERS Administrative Review and Administrative Hearing on pages 50-51.)

You and/or your Authorized Representative may also request an independent External Review if
Anthem fails to render a decision within the timelines specified above for Internal Review. For a more
complete description of independent External Review rights, please see 45 Code of Federal
Regulations section 147.136.

6. Request for CalPERS Administrative Review Process

If you remain dissatisfied after exhausting the Internal Review process for benefit decisions and the
independent External Review in cases involving Medical Judgment, you and/or your Authorized
Representative may request a CalPERS Administrative Review. Y ou and/or your Authorized
Representative may also request Administrative Review in connection with an objection to the
processing of a claim by Anthem. Please see section 1 above.
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CalPERS Administrative Review and Administrative Hearing

1.

Administrative Review

If you remain dissatisfied after exhausting the Internal Review process for benefit decisions and the
independent External Review in cases involving Medical Judgment, you and/or your Authorized
Representative may submit a request for CalPERS Administrative Review. You must exhaust Anthem’s
internal grievance process, and the independent External Review process, when applicable, prior to
submitting a request for CalPERS Administrative Review.

This request must be submitted in writing to CalPERS within thirty (30) days from the date of the FABD
for benefit decisions or the independent External Review decision in cases involving Medical Judgment.
For objections to claim processing, the request must be submitted within thirty (30) days of Anthem
affirming its decision regarding the claim or within sixty (60) days from the date you and/or your
Authorized Representative sent the objection regarding the claim to Anthem and Anthem failed to
respond within thirty (30) days of receipt of the objection.

The request must be mailed to:

CalPERS Health Plan Administration Division
Health Appeals Coordinator

P.O. Box 1953

Sacramento, CA 95812-1953

If you are planning to submit information Anthem may have regarding your dispute with your request for
Administrative Review, please note that Anthem may require you to sign an authorization form to
release this information. In addition, if CalPERS determines that additional information is needed after
Anthem submits the information it has regarding your dispute, CalPERS may ask you sign an
Authorization to Release Health Information (ARHI) form.

If you have additional medical records from providers that you believe are relevant to CalPERS review,
those records should be included with the written request. You should send copies of documents, not
originals, as CalPERS will retain the documents for its files. You are responsible for the cost of copying
and mailing medical records required for the Administrative Review. Providing supporting information
to CalPERS is voluntary. However, failure to provide such information may delay or preclude CalPERS
in providing a final Administrative Review determination.

CalPERS cannot review claims for medical malpractice, i.e. quality of care.

CalPERS will attempt to provide a written determination within 60 days from the date all pertinent
information is received by CalPERS. For claims involving urgent care, CalPERS will make a decision
as soon as possible, taking into account the medical exigencies, but no later than three (3) business
days from the date all pertinent information is received by CalPERS.

Administrative Hearing

You must complete the CalPERS Administrative Review process prior to being offered the opportunity
for an Administrative Hearing. Only claims involving covered benefits are eligible for an Administrative
Hearing.

You and/or your Authorized Representative must request an Administrative Hearing in writing within
thirty (30) days of the date of the Administrative Review determination. Upon satisfactory showing of
good cause, CalPERS may grant additional time to file a request for an Administrative Hearing, not to
exceed thirty (30) days.
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The request for an Administrative Hearing must set forth the facts and the law upon which the request is
based. The request should include any additional arguments and evidence favorable to your case not
previously submitted for Administrative Review or External Review.

If CalPERS accepts the request for an Administrative Hearing, it will be conducted in accordance with
the Administrative Procedure Act (Government Code section 11500 et seq.). An Administrative
Hearing is a formal legal proceeding held before an Administrative Law Judge (ALJ); you and/or your
Authorized Representative may, but is not required to, be represented by an attorney. After taking
testimony and receiving evidence, the ALJ will issue a Proposed Decision. The CalPERS Board of
Administration (Board) will vote regarding whether to adopt the Proposed Decision as its own decision
at an open (public) meeting. The Board’s final decision will be provided in writing to you and/or your
Authorized Representative within two weeks of the Board's open meeting.

3. Appeal Beyond Administrative Review and Administrative Hearing

If you are still dissatisfied with the Board’s decision, you may petition the Board for reconsideration of its
decision, or may appeal to the Superior Court.

You may not begin civil legal remedies until after exhausting these administrative procedures.
Summary of Process and Rights of Members under the Administrative Procedure Act

e Right to records, generally. You may, at your own expense, obtain copies of all non-medical and
non-privileged medical records from Anthem and/or CalPERS, as applicable.

e Records subject to attorney-client privilege. Communication between an attorney and a client,
whether oral or in writing, will not be disclosed under any circumstances.

o Attorney Representation. At any state of the appeal proceedings, you may be represented by an
attorney. If you choose to be represented by an attorney, you must do so at your own expense.
Neither CalPERS nor Anthem will provide an attorney or reimburse you for the cost of an attorney
even if you prevail on appeal.

¢ Right to experts and consultants. At any state of the proceedings, you may present information
through the opinion of an expert, such as a physician. If you choose to retain an expert to assist in
presentation of a claim, it must be at your own expense. Neither CalPERS nor Anthem will
reimburse you for the costs of experts, consultants or evaluations.

Service of Legal Process
Legal process or service upon CalPERS must be served in person at:

CalPERS Legal Office
Lincoln Plaza North
400 “Q” Street
Sacramento, CA 95814
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Adverse Benefit Determination (ABD) Chart

Adverse Benefit Determination (ABD)

Appeals Process
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180 Days to File Appeal
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Final Adverse Benefit Determination
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for Post-Service Appeals
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Request for External Review
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External Review
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