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Summary of Benefits

Anthem @&

Thank you for your interest in our Medicare Advantage plans

Anthem Blue Cross offers benefits to help you stay healthy while
protecting you from unexpected costs. This plan includes your hospital,
medical, and drug benefits in one plan.
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Summary of Benefits

Anthem Select (HMO-POS)

Anthem Select (HMO-POS)
Our service area includes this county in CA: Alameda.

Do you have questions?

You can learn more on our website, https://shop.anthem.com/medicare/
ca. Or call us toll-free 1-888-211-9813 (TTY: 711). Hours of operation: 8 a.m. to
8 p.m., seven days a week (except Thanksgiving and Christmas) from
October 1 through March 31, and Monday to Friday (except holidays) from
April 1 through September 30.

The Summary of Benefits does not include every service, limit, or exclusion,
but the Evidence of Coverage does. Just give us a call to request a copy.

Anthem Select (HMO-PQOS) is a Medicare Advantage plan. It includes
hospital, medical, and prescription drug benefits. To join this plan, the
following must apply to you:

e YouU're entitled to Medicare Part A.
e You're enrolled in Medicare Part B.
e You live in our service areaq.

You can use doctors and facilities outside this plan’s network for certain
services. You can use either network or out-of-network providers for non-
Medicare dental services covered by the plan. If you go outside the
network, your out-of-pocket cost may be higher.



Anthem Select (HMO-POS)

Medicare coverage that goes beyond Original Medicare

e Medicare Advantage plans cover everything Original Medicare covers —
Part A (hospital services) and Part B (medical services) — plus more.

e Medicare Advantage Prescription Drug Plans cover Medicare Part D
drugs and Part B drugs.

This is a Health Maintenance Organization Point of Service (HMO-POS) plan.
That means:

e You will choose a primary care physician (PCP) in the plan’s network of
doctors for covered services. Your PCP provides most of your medical
care, including routine care and hospitalizations. They can help you save
time and money by directing you to specialists when needed.

e Before you visit a specialist, we recommend you talk to your PCP first.
They know your health history and can help you find the right care. You
can use doctors who aren't in the plan for a limited number of services,
but your costs may be higher.

Is your PCP in our plan’s network of doctors?

If you need to change your primary care physician (PCP), give us a call and
we'll help. Doctors can join or leave the network at any time, so check if they're
in-network with our Find a Doctor tool online. Just follow the steps listed.
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How to find a doctor/PCP in our plan:

[=], v el

e Go to https://shop.anthem.com/medicare/ca

1. Select Useful Tools and choose Find a Doctor. I'EI
wl

2. Enter your ZIP code, county and the date you want your
coverage to begin.

3. Fillin the details (city, doctor’'s name, distance, etc.).

4. Be sure to check that the doctor is listed as “In-Network” for this
plan.

e Oryou can ask us for the Provider Directory. The phone number
IS on page 2.

Find a pharmacy

Our plans include the majority of pharmacies in America, so you're likely
to find one near you. If your pharmacy is not in this plan, you could end up
paying more for your drugs.

To confirm your pharmacy is in the plan (or find a new one) see the
Pharmacy Directory on our website at https://shop.anthem.com/
medicare/ca. Under Useful Tools, choose Find a Pharmacy to enter your
location and search details. Preferred pharmacies are noted to the right
of the pharmacy name. Or you can give us a call and we'll send you the
directory.

Our plan offers preferred and standard pharmacies. You may go to
either type of pharmacy to fill your covered prescription drugs.


https://shop.anthem.com/medicare/ca

How to check if your prescriptions (or an acceptable
alternative) are covered and what they’ll cost:

e Visit https://shop.anthem.com/medicare/ca

1. Select Useful Tools and choose Find Your Covered
Drugs.

2. Enter your ZIP code, county and beginning coverage
date.

3. Enter your drug name, dosage, quantity and refill
frequency, and select Add Drug or Next.

4. Select your pharmacy, and then select View All Plans.

5. Choose Plan Details and then Drug Cost to view the
drug's tier, specific cost, and coverage details.

e You can also call us at the number on page 2 for a copy
of the Formulary.

Don’t miss out on some Extra Help

Medicare offers Extra Help, a program with prescription drug assistance for
people who qualify. Extra Help can cover prescription drug plan deductibles,
premiums, copays, and coinsurance. Plus, there are no late-enrollment
penalties.
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To find out if you qualify for Extra Help, call:

e Our helpful representatives at 1-888-211-9813 .
e 1-800-MEDICARE (1-800-633-4227) (TTY: 1-877-486-2048),
24 hours a day/7 days a week.

e The Social Security Administration at 1-800-772-1213
(TTY: 1-800-325-0778) Monday to Friday, 8 a.m.to 7 p.m.

e Your state Medicaid office.

For more information about Medicare, you can read the Medicare & You
handbook. If you don't have a copy of this booklet, you can access it online
at the Medicare website (www.medicare.gov/medicare-and-you) or request
a copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a
week. TTY users should call 1-877-486-2048.

Optional supplemental dental and/or vision
benefits

You can add an Optional Supplemental Benefits (OSB) package to the plan
for an additional monthly premium. Optional Supplemental Benefits may not
be available with every Medicare Advantage plan. See the Optional
Supplemental Dental and Vision Plans section of the medical benefits chart
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for more details.
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Summary of 2025
medical benefits
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How much is my premium (monthly payment)?

$0.00 per month

You must continue to pay your Medicare Part B premium.

How much is my deductible?

This plan does not have a medical deductible.

This plan does not have a Part D deductible.

Is there a limit on how much | will pay for my covered medical services?
(does not include Part D drugs)
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$7,550.00 per year from doctors and facilities in our plan

Like all Medicare health plans, our plan protects you by having yearly limits on your out-of-
pocket costs for medical and hospital care.

Services you receive from doctors or facilities in our plan go toward your yearly limit. If you
reach the limit on out-of-pocket costs, you will not have to pay any out-of-pocket costs for
covered Part A and Part B services for the rest of the year.

Inpatient Hospital'

Facilities in our plan: Days 1-6: $315.00 per day, per admission / Days 7-90:
$0.00 per day, per admission

Our plan covers an unlimited number of days for an inpatient hospital stay.

Per-day cost sharing applies to each new inpatient admission (Note: transfers to an
inpatient rehabilitation hospital is considered a new admission and cost sharing per day

applies).
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Outpatient Hospital'?

Doctors and facilities in our plan: $315.00 copay

What you will pay may depend on the service and where you are treated.

Ambulatory Surgical Center'?

Doctors and facilities in our plan: $275.00 copay

Doctor’s Office Visits

Primary care physician (PCP) visit:

PCPs in our plan: $15.00 copay

Specialist visit: 2

Doctors in our plan: $45.00 copay

Preventive Care Screenings and Annual Physical Exams

Preventive care screenings:

Doctors in our plan: $0.00 copay

Annual physical exam:

Doctors in our plan: $0.00 copay
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Anthem Select (HMO-POS)

Preventive Care Screenings and Annual Physical Exams

Covered preventive care screenings:

e Abdominal aortic aneurysm e Diabetes prevention program
screening e Diabetes screenings and monitoring
e Alcohol misuse screenings and e HIV screening
counseling .
" o e Lung cancer screenings
= e Annual “wellness” visit : - .
o e Medical nutrition therapy services
c e Bone mass measurement : : .
7] _ e Obesity screenings and counseling
a e Breast cancer screening e Prostat ings (PSA)
5 (mammogram) rostate cancer screenings
- . : e Sexually transmitted infections
O e Cardiovascular disease screeninas and counselin
€ (behavioral therapy) 9 9
g : . e Tobacco use cessation counseling
e Cardiovascular screening . ; :
n ‘ . (counseling for people with no sign
e Cervical and vaginal cancer of tobacco-related disease)
screening

. e \Vaccines, including flu, hepatitis B,
e Colorectal cancer screenings pneumococcal, and COVID-19 shots
(colonoscopy, fecal occult blood

test, flexible sigmoidoscopy)  Vision care

. . e “Welcome to Medicare” preventive
e Depression screening visit (one-time)

Any extra preventive services approved by Medicare during the contract year will be
covered. When you use doctors in our plan, 100% of the cost of preventive care screenings
and annual physical exams is covered.
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Emergency Care

$90.00 copay

If you are admitted to the hospital within 24 hours, you do not have to pay
your share of the cost for emergency care.

Emergency and Urgent Care Worldwide Coverage

This plan covers urgent care and emergency services when traveling outside
of the United States for less than six months. This benefit is limited to $100,000
per year.

Urgently Needed Services
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$35.00 copay
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Diagnostic Services, Labs, and Imaging'?

Diagnostic Radiology Services

CT scans, MRI, MRA, PET at the Doctors’ $150.00 copay
offices in our plan:

CT scans, MRI, MRA, PET at Outpatient $150.00 copay
[ facilities in our plan:
£
2 Ultrasounds at the Doctors’ offices in $10.00 copay
8 our plan:
'
> Ultrasounds at Outpatient facilities in $10.00 copay
o our plan:
;
= Diagnostic Tests and Procedures
Doctors’ offices in our plan: $50.00 copay
Outpatient facilities in our plan: $75.00 copay
Lab Services
Doctors’ offices in our plan: $10.00 copay
Outpatient facilities in our plan: $10.00 copay

Outpatient X-rays

Doctors’ offices in our plan: $10.00 copay
Outpatient hospitals or facilities in our $10.00 copay
plan:

Freestanding facility or at-home $10.00 copay

portable x-ray services in our plan:

12
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Diagnostic Services, Labs, and Imaging'?

Therapeutic Radiology Services (such
as radiation treatment for cancer)

Doctors and facilities in our plan: 20% coinsurance

Hearing Services

Medicare-covered hearing services (Exam to diagnose and treat hearing and
balance issues):

Doctors in our plan: $45.00 copay
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Routine hearing services: '

This plan covers 1 routine hearing exam every year. $300 maximum plan
benefit for over-the-counter hearing aids OR 1 routine hearing aid fitting
evaluation and a $3,000 maximum plan benefit for prescribed hearing aids
every year.

Doctors in our plan: $0.00 copay for routine hearing exam(s). $0.00 copay for
hearing aids up to the maximum plan benefit amount.

Dental Services

Medicare-covered dental services (this does not include services for care,
treatment, filling, removal or replacement of teeth):’

Doctors and dentists in our plan: $45.00 copay

13
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Anthem Select (HMO-POS)

Dental Services

Preventive dental services:

Dentists in our plan: $0.00 copay
Dentists not in our plan: 20% coinsurance

This plan covers 1 oral exam(s), and 1 cleaning(s) every year.
To find a dental provider in our plan, follow the same steps as the "How to find a doctor/

PCP in our plan" box at the beginning of this booklet. Then select Dental Provider under
Provider Type.

Vision Services

Medicare-covered vision services:

Exam to diagnose and treat diseases and conditions of the eye

Doctors in our plan: $45.00 copay

Eyeglasses or contact lenses after cataract surgery

Doctors in our plan: $0.00 copay

Routine vision services:

14

Routine vision exam

This plan covers 1 routine eye exam(s) every year.
Doctors in our plan: $0.00 copay
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Vision Services

Routine eyewear (lenses and frames)

This plan covers up to $100 for eyeglasses or contact lenses every year.
Doctors in our plan: $0.00 copay

To find a vision provider in our plan, follow the same steps as the "How to find a doctor/PCP
in our plan” box at the beginning of this booklet. Then select Vision Provider under Provider

Type.

Mental Health Care

Inpatient visit:’

Doctors and facilities in our plan: Days 1-6: $311.00 per day, per admission /
Days 7-90: $0.00 per day, per admission

Our plan covers unlimited inpatient days.

Per day cost sharing applies to each new inpatient admission. (Note: transfers to an
inpatient rehabilitation hospital is considered a new admission and cost sharing per day
applies).

Outpatient individual and group therapy services: '

Doctors and facilities in our plan: $40.00 copay

15
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Anthem Select (HMO-POS)

Skilled Nursing Facility (SNF)'

Doctors and facilities in our plan: Days 1-20: $0.00 per day / Days 21 - 100:
$196.00 per day

Our plan covers up to 100 days in a Skilled Nursing Facility (SNF).

Your copays for SNF benefits are based on benefit periods. A benefit period starts on the
first day you go into a hospital or SNF and ends when you haven't had any inpatient
hospital care or skilled nursing care for 60 days in a row. If you go into a SNF after one
benefit period has ended, a new benefit period starts. There's no limit to the number of
benefit periods you can have.

Physical Therapy'

Doctors and facilities in our plan: $25.00 copay

Ambulance'

16

Ground/Water Ambulance:

Emergency transportation services in our plan: $250.00 copay per trip

Air Ambulance:

Emergency transportation services in our plan: 20% coinsurance per trip
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Medicare Part B Drugs

Insulin furnished through an insulin pump:
Drugs obtained from doctors and facilities in our plan: $35.00 copay

Other Part B Drugs:'

Drugs obtained from doctors and facilities in our plan: $0.00 copay - 20%
coinsurance

Chemotherapy drugs:'

Drugs obtained from doctors and facilities in our plan: 0% coinsurance - 20%
coinsurance
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You may see lower than the maximum coinsurance on certain chemotherapy and Part B
drugs with prices that have increased faster than the rate of inflation.
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Additional benefits
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Acupuncture

Medicare-covered acupuncture services:'?

Providers in our plan: $0.00 copay

Available for people with chronic low back pain under certain circumstances. Please see
the Evidence of Coverage for more information.

Summary of Benefits

Routine acupuncture services:'

Providers in our plan: $0.00 copay per visit. This plan offers coverage for 12
Visits every year.

Chiropractic Care'?

Medicare-covered chiropractic services:

Providers in our plan: $15.00 copay

Medicare coverage includes manipulation of the spine to correct a subluxation (when one
or more of the bones of your spine move out of position).

18
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Foot Care (podiatry services)"?

Medicare-covered podiatry:

Doctors in our plan: $0.00 copay - $45.00 copay

Foot exams and treatment are covered if you have diabetes-related nerve damage and/or

meet certain conditions.
You pay nothing for Medicare-covered routine podiatry services. For all other Medicare-

covered podiatry services, you pay the higher amount shown above.

Routine foot care:

Doctors in our plan: $0.00 copay
This plan covers: 24 routine foot care visit(s) each year.

Home Health Care’?

Doctors and facilities in our plan: $0.00 copay

LiveHealth® Online

Lets you talk to a board-certified doctor or licensed psychiatrist, psychologist,
or therapist by live, two-way video on a computer, smartphone, or tablet.

LiveHealth Online is offered through an arrangement with Amwell, a separate company,
providing telehealth services on behalf of your health plan.

19
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Medical Equipment/Supplies

Durable Medical Equipment (wheelchairs, oxygen, etc):

Suppliers in our plan: 20% coinsurance

Medical supplies and prosthetic devices (braces, artificial limbs, etc.):!

Suppliers in our plan: 20% coinsurance

Diabetic supplies and services:

Suppliers in our plan: $0.00 copay

Covered diabetic supplies include: glucose monitors, test strips, and lancets.
See your Evidence of Coverage for all supplies covered.
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Medicare Community Resource Support

We assist you right over the phone by providing you with health-related
information and by connecting you to local community-based services and
support programs. We'll help you coordinate these services based on your
unique needs. Call us at the number listed on your plan ID card and ask for the
Medicare Community Resource Support team for more details.

Outpatient Rehabilitation

Cardiac (heart) rehab services (with a limit of two, one-hour sessions per day
and a maximum of 36 sessions within a 36-week period):!

Doctors and facilities in our plan: $30.00 copay

Pulmonary (lung) rehab services (with a limit of two, one-hour sessions per
day and a maximum of 36 sessions):!

Doctors and facilities in our plan: $15.00 copay

20
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Outpatient Rehabilitation

Occupational therapy visit:'?

Doctors and facilities in our plan: $25.00 copay

Outpatient Substance Abuse'™?

Individual & Group therapy visit:

Doctors and facilities in our plan: $40.00 copay

Over-the-Counter Products

This benefit provides a spending allowance of $25 every quarter on your
Benefits Mastercard® Prepaid Card for over-the-counter (OTC) health and
wellness products like vitamins, first aid supplies, pain-relievers, and more.

You have a variety of convenient ways to use the benefit:

Shop in-store at participating retailers near you.
Shop online on the approved vendor website.
Shop on the approved vendor mobile app.

Call to place an order.

Order by mail.

Renal Dialysis

Doctors and facilities in our plan: 20% coinsurance

21
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SilverSneakers®! Fitness program

When you become our member, you can sign up for SilverSneakers. It's
included in our plan. To learn more details, go to www.silversneakers.com or
call SilverSneakers at 1-855-741-4985 (TTY: 711), Monday to Friday, 8 a.m.to 8

p.m. ET.

tSilverSneakers is @ registered trademark of Tivity Health, Inc. © 2024 Tivity Health, Inc. All
rights reserved. Tivity Health, Inc. is an independent company providing a fitness program on

behalf of this plan.

24/7 Nurseline

24-hour access to a nurse ling, seven days a week, 365 days a year
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Services with a 1 may need prior authorization (preapproval) from the plan.

Services with a 2 may need a referral from your doctor or Primary Care Physician (PCP).
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Summary of 2025 prescription
drug coverage

Ways to save
1. Choose generic drugs on tiers 1 and 2 when available.

2. Use mail order.

3. Use a preferred pharmacy. To find a preferred pharmacy in
this plan:

o Visit https://shop.anthem.com/medicare/ca (select
Useful Tools and choose Find a Pharmacy). Preferred
pharmacies are noted to the right of the pharmacy name.

e Give us a call and we will send you a copy of the
Pharmacy Directory.

23
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Anthem Select (HMO-POS)

Stage 1: Yearly Deductible Stage

This plan does not have a Part D deductible.

Stage 2: Initial Coverage Stage

24

After you pay your yearly deductible (if your plan has one), you pay the amount
listed in the table on the following pages, until your total yearly drug costs
reach $2,000. Total yearly drug costs are the total drug costs paid by both you
or on your behalf by certain third parties, including payments for supplemental
benefits provided by our Part D plan.

You may get your covered drugs at retail pharmacies and mail-order
pharmacies in our plan. Generally, you may get your covered drugs from
pharmacies not in our plan only when you are unable to get your prescription
drugs from a pharmacy that is in our plan. If you live in a long-term care facility,
you pay the same as at a standard retail pharmacy.

The amount you pay is determined by the covered Part D prescription and if
you receive Extra Help low-income subsidy coverage. Please refer to your 2025
LIS Rider for the specific amount if you receive Extra Help.

Important message about what you pay for vaccines and Insulin:
This plan covers most Part D vaccines at no cost to you and you will not pay
more than $35 for a one-month supply for any covered Insulin.



Stage 2: Initial Coverage Stage

Cost Sharing Anthem Select (HMO-POS)

Tier 1: Preferred Generic

Preferred retail one-month supply $0.00

Standard retail one-month supply $0.00

Mail order three-month supply $0.00'%° v
3

Tier 2: Generic ;3;
<

Preferred retail one-month supply $0.00 Q
w

Standard retail one-month supply $0.00 o

Mail order three-month supply $0.00 %
(72}

Tier 3: Preferred Brand

Preferred retail one-month supply 15%
Standard retail one-month supply 20%
Mail order three-month supply 15%

Tier 4: Non-Preferred Drug

Preferred retail one-month supply 30%
Standard retail one-month supply 30%
Mail order three-month supply 30%

Tier 5: Specialty Tier

Preferred retail one-month supply 33%
Standard retail one-month supply 33%
Mail order three-month supply Not available
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190 The three-month supply for this tier on this plan is 100 days.
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Stage 3: Catastrophic Coverage Stage

During this stage, you pay nothing for your covered Part D drugs.
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Optional supplemental
dental and vision plans
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Summary of Benefits

Package 1: Preventive Dental Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $13.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $500 for the following preventive dental benefits
each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs and codes before you receive services.

Benefits included:

30

Doctors in our plan:
You pay no copay for:
e Two exams
e Two cleanings

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images
per calendar year

e Two fluoride treatments



Anthem Select (HMO-POS)

Benefits included:

Since these services are not normally covered under Original Medicare, we offer them as a
Supplemental Benefit for an extra monthly payment through this Optional Supplemental
Package.

wn
(=
3
3
Q
=
<
(o)
)
w
(1)
>
(1)
=4
~+
w0

31



Package 2: Dental and Vision Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $33.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Summary of Benefits

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $1,000 for the following preventive dental
benefits each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs, and codes before you receive services.

Benefits included:

Dental:

Doctors in our plan:
You pay no copay for:
e Two exams
e Two cleanings
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Benefits included:

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images
per calendar year

e Two fluoride treatments
You pay 20% of the covered charges for certain restorative dental services
(fillings).
You pay 50% of the covered charges for certain endodontic, periodontic, and
oral surgery dental services which include, but are not limited to, the following:
e Root canal treatment
e Periodontal scaling and root planing

e Simple and surgical extractions
Exclusions & Limits for this benefit package:

e Dentures and crowns are excluded.
e Coverage is only available from network providers.
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Vision:

This package offers a $150 reimbursement allowance toward the purchase of
eyewear. The benefit applies to corrective (prescription) glasses, lenses,
frames, and/or contact lenses.

Talk to your provider and confirm all coverage, costs, and codes prior to
services being rendered.

Exclusions & limits for this benefit package:

e Safety eyewear, non-prescription sunglasses, glass lenses, non-
prescription lenses or contacts, or lens treatments are not covered.

e Coverage is only available from network providers.

Since these services are not normally covered under Original Medicare, we offer them
as a Supplemental Benefit for an extra monthly payment through this Optional
Supplemental Package.
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Summary of Benefits

Package 3: Enhanced Dental and Vision

Package

Anthem Select (HMO-POS)

How much is the monthly payment?

An extra $51.00 per month. You must keep paying your Medicare Part B
monthly payment.

How much is the deductible?

This package does not have a deductible.

Is there a limit on how much the plan will pay?

Doctors in our plan:

e The plan will pay up to $2,000 for the following preventive dental
benefits each year (benefit maximum).

Talk to your doctor and confirm all coverage, costs and codes before you receive services.

Benefits included:

Dental:

34

Doctors in our plan:
You pay no copay for:
e WO exams
e Two cleanings

e Dental X-rays: include one full-mouth or panoramic X-ray and one set/
series of bitewing X-rays each year and up to seven periapical images
per calendar year

e Two fluoride treatments



Anthem Select (HMO-POS)

Benefits included:

You pay 20% of the covered charges for certain restorative dental services
(fillings).

You pay 50% of the covered charges for certain endodontic, periodontic,
prosthodontic and oral surgery dental services which include, but are not
limited to, the following:

e Root canal treatment

e Periodontal scaling and root planing

e Simple and surgical extractions

e Crowns (once per tooth every five years)

e Complete denture, immediate denture, or partial denture (one set of
dentures every five years)

e Denture adjustment, repair, replacement, rebasing and relining

e Local anesthesia (a drug to numb a part of the body) or regional block
anesthesia
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Vision

This package offers a $200 reimbursement allowance toward the purchase of
eyewear. The benefit applies to corrective (prescription) glasses, lenses,
fraomes, and/or contact lenses.

Talk to your provider and confirm all coverage, costs, and codes prior to
services being rendered.

Exclusions & limits for this benefit package:

e Safety eyewear, non-prescription sunglasses, glass lenses, non-
prescription lenses or contacts, or lens treatments are not covered.

e Coverage is only available from network providers.

Since these services are not normally covered under Original Medicare, we offer them as a
Supplemental Benefit for an extra monthly payment through this Optional Supplemental
Package.
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Hay disponibles servicios de traduccion; pédngase en contacto con el plan o su agente.

If you need emergency or urgent care, call 911 or go to the nearest doctor or facility that can
help you. Most times, you must use doctors in our plan to receive covered medical care, except
for emergencies and urgently needed care when doctors in our plan are not available or
dialysis services when you are out of the service area. If you receive routine care from doctors
outside our plan, neither Medicare nor Anthem Blue Cross will pay for it.

The Benefits Mastercard® Prepaid Card is issued by The Bancorp Bank N.A, Member FDIC,
pursuant to license by Mastercard International Incorporated and card can be used for eligible
expenses wherever Mastercard is accepted. Valid only in the U.S. No cash access. This is not a
gift card or gift certificate. You have received this card as a gratuity without the payment of any
monetary value or consideration.

Anthem Blue Cross is an HMO-POS plan with a Medicare contract. Enrollment in Anthem Blue
Cross depends on contract renewal. Anthem Blue Cross is the trade name of Blue Cross of
California. Independent licensee of the Blue Cross Association. Anthem is a registered
trademark of Anthem Insurance Companies, Inc.
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Multi-Language Insert
Multi-Language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-888-230-7338 (TTY: 711). Someone
who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un
intérprete, por favor llame al 1-888-230-7338 (TTY: 711). Alguien que hable espafol le podra
ayudar. Este es un servicio gratuito.

Chinese Mandarin: 12 R ZHZMNENIFEIRS - BB ER T REIN YR AT @58
B - MRMCEZIEFEIRS - BENEE 1-888-230-7338 (TTY: 711) »
HIMMWPXTEAREBRELS I8 - X2—NRZERS -

Chinese Cantonese ﬂt%ﬁ%ﬁﬁﬁ’]&%‘%%ﬂé%ﬁﬁ RO/EEEA 5t - AU MIRER BN =
AR7s - WIEENERRTS - 7530 1-888-230-7338 (TTY:711) - HFEPXWAEBELBE AR
RHEER - LE—IE%EHEV

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot

ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot.
Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-888-230-7338 (TTY: 711).
Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos
questions relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au
service d'interprétation, il vous suffit de nous appeler au 1-888-230-7338 (TTY: 711). Un
interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra 16i cac cau hdi vé chuong surc
khde va chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-888-230-7338
(TTY: 711) sé& c6 nhan vién ndi tiéng Viét gitp d& qui vi. Day Ia dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-230-7338
(TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= C|g EY = 24E HH0| 2ot HE0| Holl E2|1A F8 89 MH|AE
X1I 16%“‘ °'*'—|Er S99 MHAE 0| 23t2{H TS| 1-888-230-7338 (TTY: 711) HE =2
228l FHAIR. oh‘# 01 St= YA 2o EE AYLLCH O] MHAE REE

2=gE Lo}
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Russian: Ecnv y BaC BO3HUKHYT BONPOCHI OTHOCUTENbHO CTPaxOBOro UM MeauKamMeHTHOro
nnaHa, Bbl MOXeTe BOCMNOSb30BaTbCA HaWMMn 6ecnnaTHbIMK yCnyramm nepeBogymKoB.
YT106bI BOCNONB30BaTLCA YCryraMmu nepeBogynka, No3BOHUTE HaM No TenedgoHy
1-888-230-7338 (TTY: 711). Bam okaeT NOMOLLb COTPYAHMK, KOTOPbIA FOBOPUT NO-PYCCKN.
[aHHaga ycnyra 6ecnnaTHas.

e dpanll Lual 450 Joan ol daalls Gleti Aliu (5f e Aadl dlaall (5 5dll aa il cilenk 235 ) s Arabic
1-888-230-7338 (TTY: 711) ol L Juxi¥l (s 3 chle ol 558,02 sie

Agilae Fadd o3 e Luey A jallcionty L (add o s

Hindi: AT HATHET AT 4T 3l AT & a1 H AT et H R & AT af & (o g/ a1
HRd FATIOAT HATU 3T &, T FATTHAT IId F4d & o0, a9 g+ 1-888-230-7338 (TTY: 711)
T¥ I FL. RIS TARTT ST AT STdT § AT 78 FC ThaT ¢, T8 UF ThRT 94T 8.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero
1-888-230-7338 (TTY: 711). Un nostro incaricato che parla Italianovi fornira l'assistenza
necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagcao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicagao. Para obter um
intérprete, contacte-nos através do numero 1-888-230-7338 (TTY: 711). Ira encontrar alguém
que fale o idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan
1-888-230-7338 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac z
pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonié¢ pod numer 1-888-230-7338
(TTY: 711). Ta ustuga jest bezptatna.

Japanese: ST DR BERREERUAFETSVICEA TH5EBMICHEEAT S0 (2
EROBRY—EXNHY FITWVWET - @BREC B2 dI21E ~ 1-888-230-7338
(TTY:711) IZHEFELZ3 WV - HABZFEITA ELZIRBNZLET -

ChiFEROY —EXTT -

Armenian: UGup nlubUp pwpgUwUswywl wuysdwn swnwinLpjntulbn’ wwunwupuwlbino
gwlywgwd hwpgh, nnp wpnn Gp nluGuw JGp wnnnenijwl Ywd ntntnph pwaph
JGpwptpjw: Pwuwynnp pwngdwuhy unwlwint hwdwp quuqwhwptp® 1-888-230-7338
(TTY: 711): UugGptuh hdwgnipjwdp JGnp w2huwwnmwyhgutinhg nplk Ywpnn £ oqub) éGq:
Uw wudbwp dwnwjnipncu E:
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ailale gl e dar ajse e (feadS Dswar & pan ofadd gl 980, alidide fcdas Lo :Farsi
s il pleti g Lo L sl L alidh o e cudd 8 5 g s ol ) usly 1-888-230-7338 (TTY: 711):
JEI G L SRS PREQCY RIS P DO S0 EOF T PRI L RS LR

Hmong: Peb muaj cov kev pab cuam kws txhais lus pub dawb los teb txhua nge lus nug uas
tej zaum koj yuav muaj txog peb txoj phiaj xwm kho mob los sis txoj phiaj xwm yuav tshuaj
noj. Txhawm rau thov ib tug kws txhais lus, ces tsuas yog hu rau peb ntawm tus xov tooj

1-888-230-7338 (TTY: 711). Yuav muaj ib tug neeg txawj hais Lus Hmoob los pab koj. Nov
yog ib gho kev pab cuam pub dawb xwb.

Khmer: WiGHt SUN/AUUHSAUAUITMSIwssaAsguisitudsurwsesd

SHAOMISIUHSAMGSHBISHA/RELNRUSMN YBusiuaiwisH
S1UgUSSUMSHSHMURMUIT gy SIuNSUR WL N MMyt uie

1-888-230-7338 (TTY: 711) 4 HSHMME ATV S UNWM AN HAF UG IWHSHNSY
SuANUINAUYURSaASTUTY

Loatian: woncsHibaeccUwIgnlosuigend (WdnaLa I ILWNILSIOLNJONVEELNIVISLWIV
U1 £9299WONCSY. (WOSLCSIVIVCUWIF, WIICONNMIWONCSIN 1-888-230-7338
(TTY: 711). VIYSVLURCIWITIVIOTIVIOFOBWIVLID, VECLVNIVUINIVVTVCION?.

Punjabi: 73t Afg3 af Teet Was 979 3973 & J Aaw dfH <t AET®T € A9 €< Bl H13 38 HE3
TIHMT AT J51 JEt ESTHMT S BT, 97 Ae 1-888-230-7338 (TTY: 711) ‘3 % J3| et =faat
T nfarg+t S5er 3, €9 39 Hee 99 Aaer I fea g He3 A I

Thai:

HvIATAUNWILINafaUA AU AaLEIRELALAULNUFUAINKIALNUAILT) UINGaINITAN
WEINsAncianIi 1-888-230-7338 (TTY: 711)
wilnufnandengerwianlvianumandana uiasfividundnisws

Ukrainian: My Hagaemo 6e3koLwTOBHI MOCNyru 3 yCHOro nepeknagy, wob Bu mornu
noctaBuTK Byab-AKi 3anNMTaHHA WOAO NNaHy HagaHHA MeguyHoro ob6cnyroByBaHHSA abo
npenaparTiB i OTpUMaTh Ha HMUX BignoBigi. Akwo Bam noTpibHi nocnyru nepeknagava, NpocTo

3atenedgoHymnte Ha Homep 1-888-230-7338 (TTY: 711). Bam gonomoxe XTOCb, XTO rOBOPUTb
aHrnincekoto. MNMocnyra HagaeTbest 6€3KOLWTOBHO.

lu Mien: Yie nbuo maaih faan waac mienh tengx wang-henh dau waac bun meih muangx
dungh haaix zanc meih giemx zuqc naaic gorngv taux yie mbuo nyei beu weih heng-wangc
sou-gorn a’fai guangc yong-in jauv-louc gong. Liouh lorx longc faan waac mienh nor douc
waac daaih lorx yie mbuo yiem njiec naaiv 1-888-230-7338 (TTY: 711). Maaih haih gorngv
benx ang gitv waac nyei mienh tengx nzie meih. Naaiv diuc gong-bou jauv-louc se wang-henh
tengx hnangv oc.
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Information CENTERS FOR MEDICARE & MEDICAID SERVICES

Anthem Blue Cross - HO544

For 2024, Anthem Blue Cross - HO544 received the following Star Ratings from Medicare:

Overall Star Rating: 1.8, 8 §XaAe
Health Services Rating: ) 0 0 ‘okake
Drug Services Rating: ) 6.0 0 ok

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important
Medicare rates plans on their health and drug

services.
This lets you easily compare plans based on The number of stars show how well a
quality and performance. plan performs.
Star Ratings are based on factors that include: *** ** EXCELLENT
e Feedback from members about the plan’s
service and care ****i} ABOVE AVERAGE
e The number of members who left or stayed
with the plan ***i\*?i\‘? AVERAGE
e The number of complaints Medicare got
about the plan WK 750y BELOW AVERAGE
e Data from doctors and hospitals that work
with the plan *ﬁ?ﬁ?ﬁ?ﬁﬁ? POOR

More stars mean a better plan - for example, members may get better care and better, faster
customer service.

Get More Information on Star Ratings Online
Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.
Questions about this plan?

Contact Anthem Blue Cross 7 days a week from 8 a.m. to 8 p.m,, (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from
April 1 through September 30 at 1-888-211-9813 (toll-free) or 711 (TTY).

Current members please call 1-888-230-7338 (toll-free) or 711 (TTY).


https://medicare.gov/plan-compare

Anthem Blue Cross is an HMO plan with a Medicare contract. Enrollment in Anthem Blue Cross
depends on contract renewal.

Y0114_24_3006382_0006_U_M CMS Accepted 1060259MUSENMUB_0006



Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
1-888-211-9813 TTY: 711, 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and
Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from April 1
through September 30.

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services.

It is important to review plan coverage, costs, and benefits before you enroll. Visit
https://[shop.anthem.com/medicare/ca or call 1-888-211-9813 to view a copy of the
EOC.

Review the provider directory (or ask your doctor) to make sure the doctors you see now

are in the network. If they are not listed, it means you will likely have to select a new doctor.

Review the pharmacy directory to make sure the pharmacy you use for any

prescription medicines is in the network. If the pharmacy is not listed, you will likely
have to select a new pharmacy for your prescriptions.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan,

your current Medicare Advantage healthcare coverage will end once your new Medicare
Advantage coverage starts. If you have Tricare, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact Tricare for more information. If
you have a Medigap plan, once your Medicare Advantage coverage starts, you may want
to drop your Medigap policy because you will be paying for coverage you cannot use.

In addition to your monthly plan premium, you must continue to pay your Medicare Part B

premium. This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2026.
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Except in emergency or urgent situations, we do not cover services by out-of-network

providers (doctors who are not listed in the provider directory).

Our plan allows you to see providers outside of our network (non-contracted providers).

However, while we will pay for covered services provided by a non-contracted provider, the
provider must agree to treat you. Except in an emergency or urgent situations, non-
contracted providers may deny care. In addition, you will pay a higher co-pay for services
received by non-contracted providers.

Y0114_25_3008715_0000_1_C 1070750MUSENMUB_0089
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