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RESOLUTION
CAL FIRE LOCAL 2881 53rd ANNUAL CONVENTION
SACRAMENTO, CA
JANUARY 10-13, 2019

SUBJECT: Peace Officer and Research Association of California (PORAC)
Membership for CAL FIRE L2881 members

SUBMITTED BY: Executive Board

INTENT: Increase L2881 member participation in PORAC
FINANCIAL
IMPACT: $2.00

Sunset Date: Continues Indefinitely: YES

Estimated Annual Revenue: $114,000.00

WHEREAS, (1) PORAC was incorporated in 1953 as a professional federation of local,
state and federal law enforcement agencies. PORAC currently represents
over 70,000 public safety members and over 930 associations, making it
the largest law enforcement organization in California and the largest
statewide association in the nation; and

WHEREAS, (2) PORAC Membership affords advocacy at the local, state and federal level
to make change in benefits and working conditions for public safety
employees; and

WHEREAS, (3) PORAC members are afforded health benefits that protect their members
in ways that could never be made available through CAL FIRE 12881
benefits; and

WHEREAS, (4) PORAC programs like, Insurance and Benefits Trust and Retiree Medical
Trust are available benefit options to members of PORAC adding new
ways for members to protect themselves and their families; and

WHEREAS, (5) PORAC as part of their Insurance and Benefits Trust, offers to members
that participate in their medical plan, free body scanning/screening every
36 months or reduced cost body scanning for non-plan members as well as
other benefits that are not currently available through CALPERS plans;
and

WHEREAS, (6) In 2016, the CAL FIRE L2881 Executive Board voted to enroll all CAL
FIRE L2881 peace officer members to ensure they have adequate
protection and benefits from PORAC and the Legal Defense Fund; and
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WHEREAS, (7) The CAL FIRE 12881 Executive Board sees a great benefit to
involvement in PORAC for all members of CAL FIRE L2881; and
therefore, be it

RESOLVED, (A)  That CAL FIRE L2881 work with PORAC to enroll ALL dues members
in PORAC” limited membership” for non-peace officer members with
access to the medical benefit plans in PORAC, and further, be it

RESOLVED, (B} that CAL FIRE L2881 offer enrollment in PORAC for CAL FIRE Local
2881 retiree members, and further, be it

RESOLVED, (C) that CAL FIRE L2881 continue the membership of all L2881 Peace
Officer Members as full/active members, and further, be it

RESOLVED, (D) that the “PASS THROUGH?” costs of this membership be added as a line
item in the 2019 CAL FIRE L2881 budget; and further, be it

RESOLVED, (E) that expenses associated with implementation of membership in PORAC
be included in the PORAC Dues Costs.

ACTION:

To Executive Board of Directors Adopt in Original Form

Adopt as Amended Adopt as a Consolidation of Resolutions

Withdrawn by Author

Reject




1071572018 Rales - Insurance & Benelits Trust / Commitiee of PORAC

Insurance & Benefits Trust
/ Committee of PORAC

I 0

Rates

@ 2018 Anthem Blue Cross Rates

Basic
Employee Only 5734.00
Employee and One Dependent $1,540.00

Employee and Two or more Dependent(s) $1,970.00

Supplement to Medicare
Employee Only $487.00

Employee and One Dependent $970.00
Employee and Two or more Dependent(s) $1,551.00

Maximum Out-of-Pocket Expense $3,000 per person/ $6,000 for a family.

Prescription Drugs

Retail

Generic $10.00 copay
Brand Formulary $25.00 copay
Brand Non-Formulary $45.00 copay
Mail Order

Generic $20.00 copay
Brand Formulary $40.00 copay
Brand Non-Formulary §75.00

hitps:/fibtolparac.orgfbenelils-offered/heallh-plansirales! 113



10/1572018 Ratas - Insurance & Benefits Trusl / Committea of PORAC

Benefit Changes effective 2015: Body Scans will be subject to a maximum $1,000
coverage limit every 36 months.

© 2017 Anthem Blue Cross Rates
© 2016 Anthem Blue Cross Rates
© 2015 Anthem Blue Cross Rates
© 2014 Anthem Blue Cross Rates
© 2013 Anthem Blue Cross Rates
© 2012 Anthem Blue Cross Rates
© 2011 Anthem Blue Cross Rates

© 2010 Anthem Blue Cross Rates

Anthem Blue Cross Rates older than five years are available upon written request from the IBT
Manager.

HEALTH

Anthem Blue Cross
anthem.com
800-288-6928

CalPERS

Calpers.ca.gov
888-225-7377

DISABILITY, LIFE & AD&D

Myers-Stevens & Toohey & Co. Inc.
PORACInsurance.org
800-827-4695

hlips:/fibtofporac.org/bansiits-offerad/hasith-plansirates/



10/4512018 Rales - Insurance & Banefils Trust / Commiltee of PORAC
DENTAL & VISION
Delta Dental

DeltaDental.com
800-765-6003

V/SP Vision Care
VSP.com
800-877-7195

HOME & AUTO

California Casualty
CalCas.com
888-513-5156

SUPPLEMENTAL

Aflac
Aflac.com/porac
949-255-1906

Insurance and Benefits Trust of PORAC
4010 Truxel Road, Sacramente, California
1-800-655-6397

Copyright @ 2018 Insurance & Benefils Trust / Committee of PORAC. All Rights Reserved. | Website
Designed by

hitps:/fiblolporac.org/benefits-ofieradhaalih-plansirates/



ue|d Odd 42Ang 1uapnid HvHOd

ue|d 1UapISaY eluJoi|ed-uopN



Summiary of Benefits and Coverage: What this Plan Covers & What You Pay Fur Covered Survices Cuoverage Period: 01/01/2019 - 12/31/2019
Anthem Blue Cross: PORAC Prudens Buyer PPO Non-California Resident Plan Coverage for: Individual + Family | Plan Type: PPO

 The Summary of Benefita and Coverage (SBC) E!ocumcn_l_'\;i-ll_hclp you choosc a health pl_-n? The SBC shows yc'n'u_EoWéh_s;ﬁ the |

A plan would shate the cost for covered heaith care services, NOTE: Information about the cost of this plan (called the premium) witl |
be provided scparately. This is only a summary. For mote informarion abour your coverage, or to ger a copy af the complete rerms '

of coverage, wurw, poracon:/insumnce. For general definitions of common terms, such as alliwed amount, balange billing. coinsurance, copayment,
| | deduetible, previder, or other undeglined terms see the Glossary. You can view the Glossary at www.heabthearg oy (she-plussgre/call: 1-800-288-6928

Lenporeant Crucstions ANSWETS

Whai is the overall $300/member or $900/ family for in- | Generally, vou must pay all of the costs from providers up 1o the deducillc nmount |
deduciible? Begwork Providers. $600/member ot | befure this play beging o pav. 16 vou have other family members on the plan, each |
[ §1,800/ family for Out-nf-Nowork family member must meet their ewa individual deduciible uwnel the total amount of
Providses. didpeible expenses pad by all funily members meets the overall famly gyafucribl.
" Arc there services | Yes, Pn"-;—ml s, Prevenve | This pjaa covers some iiems and services cven 1§ vos haven't ver met the deduenhle _-i
covered before you gare, Pomary Care visit, and Speciglist | amount. But a gopavment or gsoinsurance may apply. For example, this covers
meet yous :Imlt;u;lh!u& vigit for In-Neowne: Providers. | certain preventive services wi:i!-;_(]mt m_gmﬁ;_zgj before youpmccl ynmufnllgtgﬁ]ﬂ;. ‘
| See a bist of covered preventive services at
| hetpss/ S www healtheare goy feoncrape / proventive-care-henefits/. |
Are there other Mo, | You don't have 1o meet deduruldes for specifie services. . _!
deductibles for | I
| specific services?. ] . e
What is the out-of- | $3,000/ member or $6,000/ family for | The cur-of-pocke is the must you could | pn\ i a year for covered services. 1 you
pucker limis for this In- Motk Providers or Out-uf- { have other family mcrnbcrs in this plan, they have ro meet their own putof pocket
plan? Bigrwork Emidmcomb}ncd. This | limuts until the overall family oui-of.pocker limin has been met.
plan has a separate Ot of Pocket
| Maximum for Prescnpiion Dirugs |

$3,000/ member or $6,000/family | =

"What s not included | Premivms. Palaney-Hilline charges, Even :I;ugh"yn:xﬁ_\' thuse upmu_«,th:} ‘don’t count toward the gut-nf p.u;. ket limit-
in the put-of-pocket and Health Care this plan doesn'r |

limin? COVET, [
Will you pay less if Yes, Prudent Buyer PPO. Sec This plag uses n provider perwork. You will pay less if you use 3 provider in the plan's |

you usc a ngtwork | sww poracngefinsurppce or call pctwork. You will pay the most 1f vou use an out-of perwerk provider, and you might
| provider? 1-800-288-6928 for a list of porwork | receive 2 bill from a provider for the difference berween the provider's charge and what |
| | providers. | | Your plan pays (balance billing). Be aware your pemwork provider might use an out-of- !
MQME,JB!EE for some services (such as lab work), Check with your provider before |

| | vou per services.

Do you need a referral | No. You can sce the spegiglist you chuose without a peferal. |
to see a specialisg? - e AP WY S — J

CA/LASPORACPITHYRNNCARSHITPLN PROSNATTORY] INAS 19
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A All copaviment and gpinsuranee costs shown i this chart are after your deductible has been met, if o deductible applics.
What You Wil 1ay

Conmon
Medical Event

Services You May Newd In-Neiwnrk Provider

(You will pay the teast)

§20/ visit glegluciible docs

| Primary care visit o treat an

Out-of-Network
Pirovider
(You wili pay the maost)

Limmnatons, Exceprions, & Other
important Informarion

|
I"l MArance === | eeeeeees ==
| If you visita | injury or illness notapph | 1_r' e none |
health care il : $20/visit deductibly docs e : ;
| provider's office | w \151(. = not apph 1"""_%_&':_1@51 = NONE - smnee . - I
| or clinic | Preventivyg car/sereeming/ i
| immunization No charge 1% cuinsurange s R e
| [hayrmosne 1es (x-ray, bitnsl 1% cashesar ¥ . Aone
CERE] AnNCy LS - Sy S £ D0 T,
Ifyou have a test | work) e _ . -
10 goinsurancy 10 ginsyrance < (M- o ame

If you need drugs
to freat your
illness or
condition

More information
abour pregcription
drugz coverage s
avatlable at

i i . '

| Imaging (CT/PET scans, MRIs) |

SW/ presenipion at renul;
| Generic drugs S21/ preseription ar mail
order

| §235/preseription at retail
Preferred brand drugs S#)/presenprion ar mail
order

545/ presenpuon a retadl;
875/ preseriprion a mail
order

823/ |:)rcscri.pn'on preferred

100 up-front cost; paper
claim may be submitted
to request partal
reimbursement
100%. up-front cost, paper
claim may be submitted
1 requcst partizl

_reimbursement
M up-front cost; paper
clum may be submured
v fesqitest pacial
reimbursenient

Covers up to a 30 day supply
{retail prescripuon);

31-90 day suppliv (matl order
prescription) i
Covers up o a 3 day supply
{rctail preseripuon),

31-90 day supply {mail order
pruscription) -

Covers up ta a 30 day supply
ireral prescriprion);

3190 day supply (mail onder
prescnption)

Eﬂﬂ.ﬁm drug PN:SCI‘ipIiOn — 1[’(}'.5-» up- frunt cost; paper | Pre-atthorization rcqum:d 30 day
| Speonlry drugs 545/ preseription e | CELOGEPAITLILRT, | p—— Iv. No mail order
. | rcf:.rrcdd s prescription | e re s patnal i availabl R ;
:P :::f“]; 34 reimbursement } MAmble:
| Facility fee (e, ambulatore i
R Physician/surreon fees 10%% goinsumnce 1% coinsurmnc: J P [
' Ifyou need  Loepeoey momeare _ Weeguinmmace | 1M goinsprncs none —
| immediate Wﬁi‘ﬂ AP preinaumnce | A% grinsurance | =ee- —AORE -
| medical attention | LsREmmea By Ak Pt SRE | | G
Lnrent car 10% goinsurnce { 10" pinsarance LU |

" For more information about imitations and exceptions, sev plan or policy document i www, pofcons/ insurmncs.
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Wit Yoo Wali Pay

C|:1|1nl|.:1| Services You Moy Need In-Nemwork Provider Siam-mR g ok I THITE L T b.- AH
Medical Favnt v . Provider Important Intesnatzon
(Yo will pay the least)
2 (your wiil pay the most)
I If you have z | Facility fee (e, hospital room) | i) | 10% goinsurance e
! hospital stay | Physician/surgcon fees 10% coinsurance 10% goinsurnce By 1611 e
| I you need | Offies Visnt Office Visit Office Visit
| t'nemnl-henlth, -| . s 10% mmm ! 10% ﬂmm: PR ¥, ¥ VO —
| behavioral health, | SRS s ce Other Cutpaticnt Other QOurpatient Other Owtpatient
| : | ol M tp:
| or substance | Whcoinsymncee | %coinwmnee | -——-toneee-
| abuse services Inpaticnt services 10% coinsurance | 10" coinsumnes | SR ——
! | Officevisis | \Wecpinswrance | 1%hcoipsumace
1 Childbirth/delivery professional | L0% coi | 10% o Marernity care may include tests and
rz o | services .. W W iﬂmﬂﬂﬂf-ﬂ | « m | services deseribed clsewhere in the
REES Childbinh/delivery facility - { F | $BC (i.c. ultrasound )
- I 0% coinsurince 10% gpinsurance
services |
| Home health carg | WPhgpipsumnes | 10% guinsurange 100 visits/benefic period. |
[fyouneed help | Hehabiliation services L0 coinsurance 10% cuinsurance i *Sec Therapy Services section in
recovering or have | Habiliwionsrvies | Wegoinswmnee | IWegoinwoneg | Evidencrof Coverage.
other special | Shilled mersinge care | 2% coinsurance l _ AMbguinsuragee | 100 visns/benefit period. |
pouth Sesi Dunble medisalsquipmens | 20%coinwmnce | ecoigmimneg | e—eemomee——
| Hs yice | 10%h coinsurance | 10% crinsurance | e RONC e
| If your child Children’seveesam | Not covered = Notcovered | - —none-—--
| needs dental or | Children's glasses 3 |  Notcovered [ ~ Notcovered | ! il
| €ye care Children's dental check-up Not covered Not covered
* For more informaton about limitations and exceptions, sce plan or pelicy document at www. porc one/insuranc.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Docs NOT Cover (Check your policy or plan document for more information and a list of any ather gxclude
Egvices.)

e Cosmetic surgery ¢ Dental care {adukt) e Inferibiny reaiment
e Long- term care e Private-dury nursing e Routine cve care (aduh)
+  Rounne foot care unless you have been *  Weight loss programs

diypmeesed winl diabewes,

Other Covered Services (Limitations may apply to these services. This isn't 2 complere lst. Please see your plan document.)

*  Acupunciure *  Barkuric surgery »  Chiropracie care 20 visits/benefir period.
®  Hearing aids one hearing aid/ear every three. # Most coverage provided oatside the United
years, Staresygw bebeocon blygcapdaseldwads

Your Rights 1o Continue Coverage: There are apencies that can help if you want to eontinue yvour coverage after it ends. “The contact information for those
agencies 1 Depanment of Labor's Emplovee Benetits Sceurine Administranon at (866) 444-EBSA (3272) or waw ol /eheg heahtbirefomm. Other
coverage oprions may be available to vou m, including buving individual insurance coverage through the Fealth Insurance Markeplace. For more

information about the Marketplage, visit s | lealihCape oy o eall 1-800-318-2396.

Your Grevance and Appeals Rights: If you have a complaint against vour plan for o denial of a glaim, this complaing is called a grigvange or
appeal. For more information about your rights, look at the explunation of benefits vou will receive for that medical glwim. Your plan documents

also provide complete infonmation to submit a glaim, appeal, or u privvange for uny reason o your plan. For more information abowut vour rights,
this notice, or assistance, contact: Anthem Blue Cross Life and Health Insurance Company,

All requests for appeals should be submitied in wnting by the Mumber or the Member's authortzed representarive, exeept where the acceptance of oral appeals
is otherwise requited by the natre of the appeal {e.g. urgent eare). You or your authorized representanve must submit a request for review to:

Anthem Blue Cross Life and Health Insurance Company
NTTIN: Appeals
P.O. Box 4310, Woaodland Hills, CA 913634310
1-800-288-6928

1f vou chouse to contct the Plan, please contact: IBT of PORAC, 4010 Truxel Road, Sacramento, CA 95834,

* For more information abow limieations and exeeptions, sce plan or policy document at sy pore.one inserance. 4 of &quot
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About these Coverapre Examples:

sharing amounts [deducibles, ¢

Pegris Having o Baby
nelwisrh sl

M1 onehis o 1 )
hosqutal debven

B The plan's overall deduciible $300
W Spegialist copiyvment 520
B Hospital (facility) ceinsurance 10%
A Other coipsurance 10%

This EXAMPLE event includes services
like:

Specialist office visits (prewtal care)
Chililbirth/Delivery Prifussional Services
Clukdbirth/Delivery Faaility Services
Diagnosiic weais (rtraomnds aud blood vork)
Spegialisg vist (wresthesi)

Total Example Cost $12,840
In this example, Peg would pay:

Cost Shurinyr

Deduciibles 5300

Copayments 140

Coinsurance 52,480
What 155t corered

Limits or exclusions S6U

The rotal Peg would pay is $2,980

Alunagng Joe’s ope 2 Dhiabetes
7ot routitie m-neowork care o aowell
cratattolivd « onsldition

B The plan’s overall dedugtible 5300
W Specialist copavment 520
B Haspizal (facility) cofnsurance 10%
B Other gpfnsurance 10%

This EXAMPLE event includes services
like:
Primary care physician office visies (archiding

disease education)

Dizgnostic teats (ool nork)

Prescripton drugs
Durable medical equipownt (plwse weter)
Towal Example Cost 57,460

In this example, Joc would pay:

Deducribles s107

Copayments 52,850

Coinsurance $27
What isn't covered

Limits or exclusions 521

The total Joe would pay is 53,005

r This is not a cost estimatar. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will
be different depending on the actual care you recerve, the prices your providirs charge, and many ather factors, Focus on the gost

and goinsyranec’ and gxcluded servces under the plan. Use this information o compare the

Min's Simple Fractare
pwiirk crmespency raom vist and foliow

ll[’ L3 .ll(')
8 The plan's overall deductible 5300
® Speciulist copuvment 520
® Hospital (facility) cofnsunuce 10%
| Orther goinsuninee 10%

This EXAMPLE event includes services

like:

Emcrgency coom care (i medical supplies)

Dingnostic test (x-ng)
i i (erntehes)

Behabilitation services (phrricdl therpry)

Total Example Cost 52,010

In this example, Mia would pay:
r :

Dedugribles 300

Copaymenis 30

Coinsurance 5326

W¥iat esu't covered i

Limits or exclusions i S0

The total Mia would pay is 3686

The plan would be sesponsible for the other costs of these ENAMPLE coverad services,

6 of &quot
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Anthem Blue Cross: PORAC Prudent Buyer PPO Plan

[A

lmpml 1r:t (hu.amms
What is the overal)

deducrible?

" Arc there services
covered before you
meet your deductible?

Are there other
deductibles for

| specific services?
What is the piit-if-
pocket limil for this
plan?

‘What is not included

in the gui-of-pucke;
Jimir?

| Will you pay lcss if
you use a perwork

¥

| Do you need a peferral |

| to see o pecialing?

‘The Summary of Benefits and Coverage (SBC) document will help you choose a health plan, The SBC shows you how you and the
plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will
be provided separatcly. This is only a summary. For more informaton abour your eoverage, or to get a copy of the :ompl:!c terms

of covcragc, mﬁm_qm:.um.‘mmmm_; For g b:n:ml definitions of common I:nm, such as;_m]_mn.ha]nnsg_hﬂhm_

| $3,000; mcmber or 56,000/ f-\nﬁ[\

| Yes, Prudent Buver PPO. See

| [!Iﬂl:.!"ﬂ".'iﬂ!

Coverage Period: 01/01/2019- 12/31/2019
Coverage for: Individual + Family | Plan Type: PPO

S300/mr.mbu or Sgﬂﬂffnmil\' for Gcncmlly, you must pay all of the eosts from providers up o the deduciible amount

lo-Piorwork Providurs before this plan begins 1o pay. If you have other family members on the plan, cach family
Sﬁﬂﬂ/mcmbu or 51 800/f:1m:l\ for | member must meet their own individual derlierible until the twial amount of deducble
Out-of-Myrworlk Providers.

expenses paid b\' 1" ﬁmll\' mcmbcn mexts thc vverall fnm:i) s.luh.l_cnhiﬂ
| This plan cov crs some stems and services even if you ‘haven't yet met the n;d_q,m_ihi;

amount. But a copayment or gomsurance may apply. For example, this plan covers |
cenain preventve services without gost-shaning and before vou meet your degdugible. See |

garg, Primary Care visir, and

Spegialist visit for n-PMetaak

Prowiglers.  a list of covered preventive services at hrgpe:/ ummmw
| gare:benefits/.
No. [ You don't have w meet Jedugtibles for 5p:::|ﬁc scrvices.

T Thcmmj’_mhﬂm 15 the mast \uu  could pay in a year for covered services. ]fyuu .
for In-Mereopk Providers or Out-of- | have other family members in this plan, they have 10 meet their own put-of-pocker limits

ﬁhﬁ%&n&:ncd ‘This | until the overall family sar-of-pockes limiz bas been met. |
Maximum for oy [Drisps | |
$3,000/member or $6,000/ farmily | |

|
]:;_:m.um Balance-Billing charpes, Iiven thou;,h you p'n these cxpcnm they don’t count roward the mu_;f_ma;]‘_;:_.[m
and health care this plag doesa’t

COVEr.

l__

Th:s pL‘u] uses a mr_xm nerwnrk, You will p1y less if you you use p{,uy,mm the pt plm_,,
vrance or catl | peprork. You will pav the most if you use an out-of- mﬂm, and vou might
1-800-288-6928 for a list of perwork | receive o bill from a provider for the difference berween the provider's ch:lr;,c and whar |

previders, | your plan pays (abnce billing). Be aware your getwisrl provider might use an out-of-
umzl,_pmjd;r, for some services (such as lab wotk). Check with your provider before

= | you pet services, 1 o o R LTIy

No. ! You can sec the Em;:ﬂ_s_: you choose withont a refcrral.

CANLATPORM PraleoBuser -PPUVNA "J’I’l'[i_l INAMLY
1 of &quot



.& Al gppayment and coinrurance casts shown in this chart are after your dedugtible has been met, if a deductible applies.
What You Will Pay

Commun G \ Mt Necd
Moedical Eyent HAR IO

Tu-Nooworh Provider
(Yo vl pay the least)

Out-uf-Netwark
Provides
You wili pay the most)

Lamitations, Exceptions, & Other

Impostatn Tinformatton

Primary carc visit to troat an | $20/visn deducible docs - . !
If you visit a Iﬂ[un orillness ) not apple | 10% poinsurancy | s PP |
%] ikl | |

[ mfeﬂmce Spucialisy visit P w:f,‘f:_;ﬁf'u o % coinsirancs | (T3
orcime | Puvaau cun/seaing/ e e ———
immunization No charge 10% goinsurance B Te] e
Dhigriwastic 1gst (x-ray, blood S . I n n, i
 Hyouhaveatwst workl = ) “__Ll-lﬂ-i!ﬂ-ﬂi& ] i _" J::.Hﬂ.':l.l:ﬁmle | meme (YT e e __|
i Intagning (CT/PET scans, MRIs) | 10" grinasurancs 1M gpinsuringe | --mome- NOAC ===~ ]

Generic drugs

| Ifyouneed drugs
| 10 trear your !
| illneas or
condition
Mote information

about prescriprion
available at

b/ fwwanthe
m.com/ca/phacma |

| Preterred brand drups

Non-preferred brand drugs

510/ preseription an rerail;
$20/presenption at el
onkr

100'% vp-fromi cost; paper
claim may be submitted
to request parual

$25/prescription ac renil; |

540/ prescription at mail
order

$45/ preseripuon at reail;

575/ presenption at mail
order

claim may be submirted
to request parual
reimbursement

| 100% up-Front cost; paper

claim may be submiteed
1o request partial
resimbursement

| Cavers up 10 a 30 day supply
! {retail preseription);
| 31-90 dav supply (mail order

reimbursement | prescription)
| 100%: up-front cost; paper

| Covers up 10 a 30 day supply
! {retail prescription);
| 31-90 day supply (mail order
| prescription]
Covers up twra M) day supply
(vetail preseriptiony;
3190 day supply (mail order
prescripdon)

525/ prc;crip;orgmfum:d i

y * LS -

symbonmarion/ drug prescription retail; R oaT Cosk: pafey Pre-authorization required. 30 day {
| Specialty drugs | $45/prescoption non- D (EPA T maximum supply. No mail order |

referred drug prescription | =T availabl J
| P rcf\ |II, | reimbursemenr able: {
If you have . {::;,;2 22;5:,%’ » ambulatory 10% guinsumnce 1Y% guiguranee B LT T— f
d t | - — amnn s - PR — <
R Y/ Physician/surgeon fees 10% gni 10% goinsuranieg ™~ | ---mem- NONE-==-meen )

If you need {Emcrrepcymears 0 10% coinsurance 10% goinsurancg | soeeees P

immediaic Emenocy merdical : o !
medical attention | nsporaton 20% cuinsurance 2% goinsumngg | e NONE-smseee

* For more tnfurmanon about limitations and excepiions, see plan or puhicy ducument at
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What You Will Pay

Cnmm(.m T P S G e oL Lunituions, Exceptions, & Other
Medicat Eaent - Provider Iiportant Information
(Yo wall pa the deasty {You will pay the most)
Urgent carg | 10% coinsuraace 10% coinsyrgnece [y s 11 - —
Ifyou have a  Faciliy fee ez, hospiial room) | 10% goinsuranee | 10% coinsurance i =T
hospiral stay Physician/surzenn fecs i 10% gonsurance | 10%% giunsumnes
Ifyou need | | Ofiice Visit ; Office Visit | Office Visit
A 10% gansurance 10% poinsurance | cmmamees AONE--— ===
:‘c::\;-ilohr:]ﬂhf;lth, I Outpaient services Other Ouipatent i Other Quipatient { Other Outpatient
ot substance ] - W% goinsurance | 10% golpaurange | <evessernOnEeeneaa
abuse services Inpatient services 10% coinsurance | 10% coipsurange = | —emeeee- A cr—
Office visies ] 10 coinsuninte :_ 10% goinsymapge |
| Childbirth/ delivery professional : : Maternity care may include tests and
| LT | services / K " 10% guinsurance 107 cuinwurance s:wiccs?iucrihcd‘els:whcrc in the !
pmgﬂant — . o o — el e s e e e - .
Childbirth/delivery facility i | e SBC (i.e. ulirasound.) '
services 10% golasurance | 10% goinsurance |
| Home health carg 10% coinsuranes | 10% goinsunee | 100 visis/benefitperiod.
If you need help Rehabilimtionservices | 1 0 LUINEUTINGS L 1Whguinsumance | *See Therpy Services section in
| recovering or have  Uahilition serviges | 10 epinsurangs | Evidence of Coverage. e |
oherspecial | Sild g cars b coinsumnee | 100 viss/beneheperiod
hesitheeeds | Dugble medical equipment | 20% L 0% oinsumngs ]

1% m

=g

H your child | Children’s eyeexam Not covered Not covered
needs dental or | Children’s plasses Mot covered Not covered

- 1. &3 —
eye care | Children’s dental check-up Not covercd Not covered

Excluded Services & Othier Covered Services:

| services)

¢ Cosmetic surgery e Dental care (adull) » Inferubty treatment
¢ Long- wrm care ®  Private-duty norsing e Routine eye care (adult)
*  Routine foot care unless you have heen e Weighr loss programs

diagnosed with diabetes.

* For mare information abaut limitations and exceptions, see plan or policy document 2t e poracon:/ insurance.
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Other Covered Services (Limitations may apply 1o these services. This isn’ta complere list, Please see your plan document.)
¢ Acupuncture ¢ Hanatric surpery ¢  Chiropractic care 20 visits/benefit period.

* Hcaring aids one beanng aid/car cvery three ¢ Most coverage provided outside the United

years. Searesyruw bebs com/ bluscandworlwids

Your Rights o Continue Coverage: There are agencies that ean help if vou want 1o continue your coverage afier it ends, The contact information for those

agrencies ts: Depanment of Labor’s Employee Benefits Security Admimstration an (B66) 444-EBSA (3272) or www dol g (gl healit . Other
coverage options may be available 1 you 1o, Including buying individual inserance coverage through the Heallh Insurance Markstplice. For more
information about the Markerplags, visit s, HealdhCarg grow or eall 1-800-318-2596.

Your Grievance and Appeals Rights: If you have s compluint against your plan firr a denial of » glaim, this complaiot is called a pricvance or
appeal. For more information abowt vour rights, ook at the explanation of benefits vou will reeeive for that medical glaim. Your plan documents
also provide complete informanion to submit o glaim, appeal, or a prievagee for any reason to vour plap. For more information about vour rights,
this notice, or assistance, contact: Anthem Bloe Cross Life and Fealth Insurance Cormpany.

All requests for appeals should by submitied in writing by the Member or the Member’s authorized represenmative, exeept where the accepiance of oral appeals
is otherwise required by the nature ol the appeal {e.e. urpgent care). You or your authorized representative must submit a request for review o

Anthem Blue Cross Lifu and Health Insurance Company
NTTN: Appeals
P.0Y. Box 4310, Wesendland Halls, CA 91365-4310
1-K00.284.6928

If you chouse i contaes the Plan, please comtact: 1BT of PORAC, AHD Truxel Road, Sscramento, €A 93834,

Duoes this plan provide Minimum Essentinl Coverage? Yes
If vou don’t have M for a month, vou'll have 1 make a pavment when vou {ile your 1ax return unless you qualify for an exemprion
from the requirement that vou have health coverage for that month.

Dioes this plan meet the Minimum Value Standards? Yes

If vour plap doesn' meer the Mipimum Valee Stapdarids, vou mav be cligible for a premun tas eredit 1w help vou pay for a plan through the Markerplace.
10 see exatmples of how- this plaw neght enter rosts jor a sumple seedical dination, see the pext sectron. -

* For more infonmation about limitations and exceptions, sce plan or puliey document ar wsawpose, o insurance. 4 of &quot



Abour these Covernge Examples:
aHLILIIEEE L R2, :

Prir is Having a Baby
HIENE twerth prosiitl iste ad
il sicliery)

(AR HRREEREIFS

B The plan’s overall dedugtibic $300
B Specialist copayment 520

® Hospital (facility) coinsurance 10%%
B Other coipstumrnce 10%
This EXAMPLE cvent includes services
like:
Spucialist office visits (prenatal care)
Childbirth/ Delivery Professional Services
Childbirth,/ Delivery Facilily Servicex
Diagnostic wats (nlnoomds aml bivod sork)
Specialist vistt fanesthessa)
Total Example Cost $12,840
In this example, Peg would pay:
Deductibles $300
Lopaymenis S40
Coinsurance S1,240
117 bat tsn't corered
Limits or exclusions |89
The 1otal Peg would pay is $1,676

Managing Joo's tvpe 2 Diaberes
{0 v af romame in-nctwork cate ot g sl
controlled condimon;

& The plan's overall deduciilile 5300
W Specialist copayment $20
W Hospital {facility) gofnsimunce 10%
B Other cojnsunince 10%
This EXAMPLE cvent includes scrvices
like:
i - care physician office visits (mefidng
disearse crncition)
Diagnostic 1ess (feod work)
Dugable medical equipment {leose meser)
Total Example Cost §7,460
In this example, Joe would pay:
Dedugtibles 5120
Copavmeny 5200
Coinsurance 513
Wkat 1sm't covered
Limits or exclusions 56,041
‘The total Joe would pay is $6,374

is is not a cost estimator. Treatments shown are jusr examples of how this plan mighs cover medical care. Your actual costs will
be different depending on the actual eare you receive, the prices your prwiders charge, and many other factors. Focus on the post
sharing amouvnts (eductibles, copaymenis and goinsurance) and gxclded scrvices under the plan. Use this information o compare the

orton of costs vou might pay under different health plans. Please note these coverage examples are based on sclf-only coverage.

Mua’s Simple Fracture
; I

pr-network conespeney rmoam visee ansed tollos
s Cire
M The plan's overall deductible $300
B Speciulisy copayment 520
B Hospital (facillty) cofnsumnee 10%%
W Other gofeurance 10%
This EXAMPLE cvent includes services
fike:
Emurpency room care (iuckiding sedical supplics)
Diugnostic tesg (x-nry)
bl migdic; iprnent (erniches)
Rehabilivaion services (physiad theny)
Total Example Cost 52,010
In this example, Mia would pay:
Lose Sharing el
Deduciibles ] S300
Copayments 560
Coinsumnes | S22
¥bat trit't rorered 5
_Limits or exclusions S0
The ro1al Mia would pay is $582

The plan would be responsible fur the uther costs of these EXAMPLE covered services.
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Language Access Services:
It’s importam we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exelude people, or treat them difierently on the
basis of race, color, narional erigin, sex, age or disability. For people with disabulitics, we offer free aids and services. For people whose primary languape isn't
English, we offet frec language assistance services through interpreters and other written languages. [nterested in these services? Call the Member Services
number on vour ID card for help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file 2 complaint, also known as a grievance. You can file a complaine with our Compliance Coordinator in writing to Compliance
Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279, Or you can {ile a complain with the LS. Depaniment of Health and
Human Serviees, Office for Civil Rights at 200 Independence Avenue, $W; Room 309F, HHH Building Washington, 12.C. 20201 or by ealling 1-800-368-
1019 (TDE: 1+ 800-337-7697) or voline at g Dogrpori] bbs e Soer el oleby s, Complaint forms are available at

huteme e by ge s Sogor S il Cimcex bl
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