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+ Our plan premium and cost sharing
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CHAPTER 1:

Get started as a member

SECTION1 You’re a member of Anthem Veteran (PPO)

Section 1.1 You’re enrolled in Anthem Veteran (PPO), which is a Medicare PPO

You’re covered by Medicare, and you chose to get your Medicare health coverage through our plan,
Anthem Veteran (PPO). Our plan covers all Part A and Part B services. However, cost sharing and
provider access in this plan are different from Original Medicare.

Anthem Veteran (PPO) is a Medicare Advantage PPO Plan (PPO stands for Preferred Provider
Organization). Like all Medicare health plans, this Medicare PPO is approved by Medicare and run by a
private company. This plan doesn’t include Part D drug coverage.

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Anthem Veteran (PPO) covers your
care. Other parts of this contract include your enrollment form and any notices you get from us about
changes to your coverage or conditions that affect your coverage. These notices are sometimes called
riders or amendments.

The contract is in effect for the months you’re enrolled in Anthem Veteran (PPO) between January 1,
2026 and December 31, 2026.

Medicare allows us to make changes to our plans we offer each calendar year. This means we can
change the costs and benefits of Anthem Veteran (PPO) after December 31, 2026. We can also choose to
stop offering our plan in your service area, after December 31, 2026.

Medicare (the Centers for Medicare & Medicaid Services) must approve Anthem Veteran (PPO) each
year. You can continue to get Medicare coverage as a member of our plan as long as we choose to
continue offering our plan and Medicare renews approval of our plan.

SECTION2 Plan eligibility requirements

Section 2.1 Eligibility requirements

You're eligible for membership in our plan as long as as you meet all these conditions:
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« You have both Medicare Part A and Medicare Part B

+ You live in our geographic service area (described in Section 2.2). People who are incarcerated
aren’t considered to be in the geographic service area even if they’re physically located in it.

« You’'re a United States citizen or lawfully present in the United States.

Section 2.2 Plan service area for Anthem Veteran (PPO)

Anthem Veteran (PPO) is only available to people who live in our plan service area. To stay a member of
our plan, you must continue to live in our plan service area. The service area is described below.

Our service area includes these counties in Ohio: Adams, Allen, Ashland, Ashtabula, Athens, Auglaize,
Belmont, Brown, Butler, Carroll, Champaign, Clark, Clermont, Clinton, Columbiana, Coshocton,
Crawford, Cuyahoga, Darke, Defiance, Delaware, Erie, Fairfield, Fayette, Franklin, Fulton, Gallia, Geauga,
Greene, Guernsey, Hamilton, Hancock, Hardin, Harrison, Henry, Highland, Hocking, Holmes, Huron,
Jackson, Jefferson, Knox, Lake, Lawrence, Licking, Logan, Lorain, Lucas, Madison, Mahoning, Marion,
Medina, Meigs, Mercer, Miami, Monroe, Montgomery, Morgan, Morrow, Muskingum, Noble, Ottawa,
Paulding, Perry, Pickaway, Pike, Portage, Preble, Putnam, Richland, Ross, Sandusky, Scioto, Seneca,
Shelby, Stark, Summit, Trumbull, Tuscarawas, Union, Van Wert, Vinton, Warren, Washington, Wayne,
Williams, Wood, Wyandot.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Customer Service
at 1-855-690-7801 (TTY users call 711) to see if we have a plan in your new area. When you move, you’ll
have a Special Enrollment Period to either switch to Original Medicare or enroll in a Medicare health or
drug plan in your new location.

If you move or change your mailing address, it’s also important to call Social Security. Call Social
Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

Section 2.3 U.S. citizen or lawful presence

You must be a U.S. citizen or lawfully present in the United States to be a member of a Medicare health
plan. Medicare (the Centers for Medicare & Medicaid Services) will notify Anthem Veteran (PPO) if you’re
not eligible to stay a member of our plan on this basis. Anthem Veteran (PPO) must disenroll you if you
don’t meet this requirement.
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SECTION3 Important membership materials

Section 3.1 Our plan membership card

Use your membership card whenever you get services covered by our plan. You should also show the
provider your Medicaid card, if you have one. Sample membership card:

/ - \ / @@ XXXXXXXXXXX.COM /XX \
Anthem @@  ruanrame Anthem =XV
%o TR Member Service:  X-XIBOCXXXX
TTY/TDD Line: XXX
John Q. Member ! - Provider Servigh 2RO XXX
[P)gi__lxx))((“' ))<<>)((>)<<x Depiggion | Service: FEXXX-XXX-XXXX
. A 24 Nurging DO XX XXX
Member ID: Silrsodiierd FAK-XXX-XXXX
AAAXXXXXXXXX - ||
Group AKX fice Visit Copay: XX
Plan: X *ecialist Visit Copay: SXX
Issuel AXXAX) (XX KX IXAT  Emergency Room Copay: XX
RxBI| AXXXXX  Preventive Copay: $X
RXPCN XX
RXGRA XXXX CMS  XOOKX-XXX-XXX
\ / @e Date: MM/DD/YY /

DON’T use your red, white, and blue Medicare card for covered medical services while you’re a member
of this plan. If you use your Medicare card instead of your Anthem Veteran (PPO) membership card, you
may have to pay the full cost of medical services yourself. Keep your Medicare card in a safe place. You
may be asked to show it if you need hospital services, hospice services, or participate in
Medicare-approved clinical research studies (also called clinical trials).

If our plan membership card is damaged, lost, or stolen, call Customer Service at 1-855-690-7801 (TTY
users call 711) right away and we’ll send you a new card.

Section 3.2 Provider Directory

The Provider Directory www.anthem.com lists our current network providers and durable medical
equipment suppliers. Network providers are the doctors and other health care professionals, medical
groups, durable medical equipment suppliers, hospitals, and other health care facilities that have an
agreement with us to accept our payment and any plan cost sharing as payment in full.

As a member of our plan, you can choose to get care from out-of-network providers. Our plan will cover
services from either in-network or out-of-network providers, as long as the services are covered
benefits and medically necessary. However, if you use an out-of-network provider, your share of the
costs for your covered services may be higher. Go to Chapter 3 for more specific information.

Get the most recent list of providers and suppliers on our website at www.anthem.com.

If you don’t have a Provider Directory, you can ask for a copy (electronically or in paper form) from
Customer Service at 1-855-690-7801 (TTY users call 711). Requested paper Provider Directories will be
mailed to you within 3 business days.
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SECTION4 Your monthly costs for Anthem Veteran (PPO)

Your Costs in 2026

Monthly plan premium*

*Your premium can be higher than this amount. Go
to Section 4.1 for details.

$0.00

Maximum out-of-pocket amount

This is the most you'll pay out of pocket for covered
Part A and Part B services.

(Go to Chapter 4, Section 1.2 for details.)

From network providers: $5,900.00

From network and out-of-network
providers combined: $8,950.00

Primary care office visits

In network
$0.00 copay per visit

Out-of-Network
50% coinsurance per visit

Specialist office visits

In network
$40.00 copay per visit

Out-of-Network
50% coinsurance per visit

Inpatient hospital stays

In network
Days 1-5: $350.00 per day, per admission /
Days 6-90: $0.00 per day, per admission

Out-of-Network
50% coinsurance per stay

Your costs may include the following:
« Plan Premium (Section 4.1)

+ Monthly Medicare Part B Premium (Section 4.2)

« Optional Supplemental Benefit Premium (Section 4.3)
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Section 4.1 Plan premium

You don’t pay a separate monthly plan premium for Anthem Veteran (PPO).

Medicare Part B premiums differ for people with different incomes. If you have questions about these
premiums, check your copy of the Medicare & You 2026 handbook in the section called 2026 Medicare
Costs. Download a copy from the Medicare website (www.Medicare.gov/medicare-and-you) or order a
printed copy by phone at 1-800-MEDICARE (1-800-633-4227), TTY users call 1-877-486-2048.

Section 4.2 Monthly Medicare Part B Premium

Many members are required to pay other Medicare premiums

As a member of our plan, you are eligible for a reduction in your Medicare Part B premium up to
$165.00. The reduction is set up by Medicare and administered through Social Security Administration
(SSA). Depending on how you pay your Medicare Part B premium, your reduction may be credited to
your Social Security check or credited on your Medicare Part B premium statement. Reductions may
take several months to be issued.

Please be aware that should you disenroll from Anthem Veteran (PPO) your Part B premium reduction
will end on the effective date of disenrollment. The Social Security Administration may take several
months to complete the necessary processing. If your Part B premium is automatically deducted from
your monthly Social Security check, any Part B premium reductions you receive after the effective date
of disenrollment will be deducted from your subsequent monthly Social Security check.

You must continue paying your Medicare premiums to stay a member of our plan. This includes
your premium for Part B. You may also pay a premium for Part A if you aren’t eligible for premium-free
Part A.

Section 4.3 Optional Supplemental Benefit Premium

If you signed up for extra benefits, also called optional supplemental benefits, you pay an additional
premium each month for these extra benefits. Go to Chapter 4, Section 2.1 for details.

« Preventive Dental Package: $14.00 additional monthly premium.
« Dental and Vision Package: $27.00 additional monthly premium.

« Enhanced Dental and Vision Package: $34.00 additional monthly premium.
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SECTIONS5 More information about your monthly plan premium

Section 5.1 Our monthly plan premium won’t change during the year
We’re not allowed to change our plan’s monthly plan premium amount during the year. If the monthly

plan premium changes for next year, we’ll tell you in September and the new premium will take effect
on January 1.

SECTION6 Keep our plan membership record up to date

Your membership record has information from your enrollment form, including your address and
phone number. It shows your specific plan coverage including your Primary Care Provider
(PCP)/Independent Physician Association (IPA).

The doctors, hospitals, and other providers in our plan’s network use your membership record to
know what services are covered and your cost-sharing amounts. Because of this, it’s very important
to help us keep your information up to date.

If you have any of these changes, let us know:

+ Changes to your name, address, or phone number

« Changesin any other health coverage you have (such as from your employer, your spouse or
domestic partner’s employer, workers' compensation, or Medicaid)

« Any liability claims, such as claims from an automobile accident

+ Ifyou’re admitted to a nursing home

+ Ifyou get care in an out-of-area or out-of-network hospital or emergency room
+ Ifyour designated responsible party (such as a caregiver) changes

« If you participate in a clinical research study (Note: You’re not required to tell our plan about
clinical research studies you intend to participate in, but we encourage you to do so.)

If any of this information changes, let us know by calling Customer Service at 1-855-690-7801 (TTY users
call 711).

It’s also important to contact Social Security if you move or change your mailing address. Call Social
Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

SECTION7 How other insurance works with our plan

Medicare requires us to collect information about any other medical or drug coverage you have so we
can coordinate any other coverage with your benefits under our plan. This is called Coordination of
Benefits.
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Once a year, we’ll send you a letter that lists any other medical or drug coverage we know about. Read
this information carefully. If it’s correct, you don’t need to do anything. If the information isn’t correct,
or if you have other coverage that is not listed, call Customer Service1-855-690-7801 (TTY users call
711). You may need to give our plan member ID number to your other insurers (once you confirm their
identity) so your bills are paid correctly and on time.

When you have other insurance (like employer group health coverage), Medicare rules decide whether
our plan or your other insurance pays first. The insurance that pays first (the "primary payer") pays up
to the limits of its coverage. The one that pays second (the "secondary payer") only pays if there are
costs left uncovered by the primary coverage. The secondary payer may not pay all uncovered costs. If
you have other insurance, tell your doctor, hospital, and pharmacy.

These rules apply for employer or union group health plan coverage:

+ If you have retiree coverage, Medicare pays first.

+ Ifyour group health plan coverage is based on your or a family member’s current employment,
who pays first depends on your age, the number of people employed by your employer, and
whether you have Medicare based on age, disability, or End-Stage Renal Disease (ESRD):

o Ifyou’re under 65 and disabled and you (or your family member) are still working, your
group health plan pays first if the employer has 100 or more employees or at least one
employer in a multiple employer plan has more than 100 employees.

o Ifyou’re over 65 and you (or your spouse or domestic partner) are still working, your
group health plan pays first if the employer has 20 or more employees or at least one
employer in a multiple employer plan has more than 20 employees.

+ If you have Medicare because of ESRD, your group health plan will pay first for the first 30
months after you become eligible for Medicare.

These types of coverage usually pay first for services related to each type:

+ No-faultinsurance (including automobile insurance)
+ Liability (including automobile insurance)

+ Black lung benefits

« Workers’ compensation

Medicaid and TRICARE never pay first for Medicare-covered services. They only pay after Medicare,
employer group health plans, and/or Medigap have paid.
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CHAPTER 2:

Phone numbers and resources

SECTION 1

Anthem Veteran (PPO) contacts

11

For help with claims, billing or member card questions, call or write to Anthem Veteran (PPO) Customer
Service. We’ll be happy to help you.

Customer Service - Contact Information

Call 1-855-690-7801
Calls to this number are free.
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.
Customer Service 1-855-690-7801 (TTY users call 711) also has free language
interpreter services for non-English speakers.

TTY 711
Calls to this number are free. 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.

Fax 1-877-664-1504

Write Anthem Blue Cross and Blue Shield
P.0. Box 105187
Atlanta, GA 30348-5187

Website www.anthem.com

How to ask for a coverage decision or appeal about your medical care

A coverage decision is a decision we make about your benefits and coverage or about the amount we
pay for your medical services. An appeal is a formal way of asking us to review and change a coverage
decision. For more information on how to ask for coverage decisions or appeals about your medical

care, go to Chapter7.
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Coverage Decisions for Medical Care - Contact Information

Call

1-855-690-7801

Calls to this number are free.

Hours are from 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.

TTY

711

Calls to this number are free.

Hours are from 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.

Fax

1-877-664-1504

Write

Anthem Blue Cross and Blue Shield
P.O. Box 105187
Atlanta, GA 30348-5187

Website

https://shop.anthem.com/medicare

Appeals for Medical Care - Contact Information

Call

1-855-690-7801

Calls to this number are free.

Hours are from 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.

TTY

711

Calls to this number are free.

Hours are from 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.

Fax

1-888-458-1406

12
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Appeals for Medical Care - Contact Information

Write Medicare Complaints, Appeals & Grievances
Mailstop: OH0205-A537
4361 Irwin Simpson Rd
Mason, OH 45040

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

How to make a complaint about your medical care

You can make a complaint about us or one of our network providers, including a complaint about the
quality of your care. This type of complaint doesn’t involve coverage or payment disputes. For more
information on how make a complaint about your medical care, go to Chapter 7.

Complaints about Medical Care - Contact Information

Call

1-855-690-7801

Calls to this number are free.

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.

TTY

711

Calls to this number are free.

Hours are from 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.

Fax

1-888-458-1406

Write

Medicare Complaints, Appeals & Grievances
Mailstop: OH0205-A537

4361 Irwin Simpson Rd

Mason, OH 45040

Medicare
website

To submit a complaint about Anthem Veteran (PPO) directly to Medicare, go
to www.Medicare.gov/my/medicare-complaint.

13
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How to ask us to pay our share of the cost for medical care you got

If you got a bill or paid for services (like a provider bill) you think we should pay for, you may need to ask
us for reimbursement or to pay the provider bill, go to Chapter 5 for more information.

If you send us a payment request and we deny any part of your request, you can appeal our decision. Go
to Chapter 7 for more information.

Payment Requests - Contact Information

Call 1-855-690-7801

Calls to this number are free.

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.

TTY 711

Calls to this number are free.

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.

Write Anthem Blue Cross and Blue Shield
P.O. Box 105187
Atlanta, GA 30348-5187

Website www.anthem.com

SECTION2 Get help from Medicare

Medicare is the federal health insurance program for people 65 years of age or older, some people
under age 65 with disabilities, and people with End-Stage Renal Disease (permanent kidney failure
requiring dialysis or a kidney transplant).

The federal agency in charge of Medicare is the Centers for Medicare & Medicaid Services (CMS). This
agency contracts with Medicare Advantage organizations including our plan.

Medicare - Contact Information

Call 1-800-MEDICARE (1-800-633-4227)

Calls to this number are free.
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Medicare - Contact Information

24 hours a day, 7 days a week.

TTY 1-877-486-2048
This number requires special telephone equipment and is only for people
who have difficulties hearing or speaking.
Calls to this number are free.

Chat Live Chat live at www.Medicare.gov/talk-to-someone.

Write Write to Medicare at PO Box 1270, Lawrence, KS 66044

Website www.Medicare.gov

+ Getinformation about the Medicare health and drug plans in your
area, including what they cost and what services they provide.

+ Find Medicare-participating doctors or other health care providers
and suppliers.

+ Find out what Medicare covers, including preventive services (like
screenings, shots or vaccines, and yearly “Wellness” visits).

« Get Medicare appeals information and forms.

« Getinformation about the quality of care provided by plans, nursing
homes, hospitals, doctors, home health agencies, dialysis facilities,
hospice centers, inpatient rehabilitation facilities, and long-term
care hospitals.

« Look up helpful websites and phone numbers.
You can also visit www.Medicare.gov to tell Medicare about any complaints

you have about Anthem Veteran (PPO).

To submit a complaint to Medicare, go to www.Medicare.gov/my/
medicare-complaint. Medicare takes your complaints seriously and will use
this information to help improve the quality of the Medicare program.
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SECTION 3 State Health Insurance Assistance Program (SHIP)

The State Health Insurance Assistance Program (SHIP) is a government program with trained
counselors in every state that offers free help, information, and answers to your Medicare questions. In
Ohio, the SHIP is called Ohio Senior Health Insurance Information Program (OSHIIP).

Ohio Senior Health Insurance Information Program (OSHIIP) is an independent state program (not
connected with any insurance company or health plan) that gets money from the federal government
to give free local health insurance counseling to people with Medicare.

Ohio Senior Health Insurance Information Program (OSHIIP) counselors can help you understand your
Medicare rights, make complaints about your medical care or treatment, and straighten out problems,
with your Medicare bills. Ohio Senior Health Insurance Information Program (OSHIIP) counselors can
also help you with Medicare questions or problems, help you understand your Medicare plan choices,
and answer questions about switching plans.

Ohio Senior Health Insurance Information Program (OSHIIP) - Contact
Information

Call 1-800-686-1578
7:30 a.m. - 5 p.m. local time, Monday - Friday

TTY 1-614-644-3745
This number requires special telephone equipment and is only for people who
have difficulties hearing or speaking.

Write Ohio Department of Insurance
50 W. Town Street, Suite 300
Columbus, OH 43215

Website https://insurance.ohio.gov/about-us/divisions/oshiip

SECTION4 Quality Improvement Organization (QIO)

A designated Quality Improvement Organization (QIO) serves people with Medicare in each state. For
Ohio, the Quality Improvement Organization is called Livanta - Ohio's Quality Improvement
Organization.

Livanta - Ohio's Quality Improvement Organization has a group of doctors and other health care
professionals paid by Medicare to check on and help improve the quality of care for people with
Medicare. Livanta - Ohio's Quality Improvement Organization is an independent organization. It’s not
connected with our plan.
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Contac

t Livanta - Ohio's Quality Improvement Organization in any of these situations:

You have a complaint about the quality of care you got. Examples of quality-of-care concerns
include getting the wrong medication, unnecessary tests or procedures, or a misdiagnosis.

You think coverage for your hospital stay is ending too soon.

You think coverage for your home health care, skilled nursing facility care, or Comprehensive
Outpatient Rehabilitation Facility (CORF) services is ending too soon.

Livanta - Ohio's Quality Improvement Organization - Contact Information

Call 1-888-524-9900
9 a.m. -5 p.m. local time, Monday - Friday; 10 a.m. - 4 p.m. local time, Saturday
- Sunday
TTY 711
Write Livanta LLC/BFCC-QIO
PO Box 2687
Virginia Beach, VA 23450
Website https://www.livantagio.cms.gov/en

SECTION5 Social Security

17

Social Security determines Medicare eligibility and handles Medicare enrollment.

If you move or change your mailing address, contact Social Security to let them know.

Socia

 Security- Contact Information

Call

1-800-772-1213
Calls to this number are free.
Available 8 am to 7 pm, Monday through Friday.

Use Social Security’s automated telephone services to get recorded
information and conduct some business 24 hours a day.

TTY

1-800-325-0778

This number requires special telephone equipment and is only for people
who have difficulties with hearing or speaking.
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Social Security- Contact Information

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

Website www.SSA.gov

SECTIONG6 Medicaid

Medica
people
Medica

id is a joint federal and state government program that helps with medical costs for certain
with limited incomes and resources. Some people with Medicare are also eligible for Medicaid.
id offers programs to help people with Medicare pay their Medicare costs, such as their Medicare

premiums. These Medicare Savings Programs include:

To find

Qualified Medicare Beneficiary (QMB): Helps pay Medicare Part A and Part B premiums, and
other cost sharing (like deductibles, coinsurance, and copayments). (Some people with QMB are
also eligible for full Medicaid benefits (QMB+).)

Specified Low-Income Medicare Beneficiary (SLMB): Helps pay Part B premiums. (Some
people with SLMB are also eligible for full Medicaid benefits (SLMB+).)

Qualifying Individual (QI): Helps pay Part B premiums
Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums

out more about Medicaid and Medicare Savings Programs, contact Ohio Medicaid.

Ohio Medicaid - Contact Information

Call 1-800-324-8680

7a.m. -8 p.m. ET, Monday - Friday, Saturday 8 a.m.to 5 p.m.
TTY 711
Write Ohio Department of Medicaid

50 West Town Street, Suite 400
Columbus, OH 43215

Website https://medicaid.ohio.gov/home
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SECTION 7 Railroad Retirement Board (RRB)

The Railroad Retirement Board is an independent federal agency that administers comprehensive
benefit programs for the nation’s railroad workers and their families. If you get Medicare through the
Railroad Retirement Board, let them know if you move or change your mailing address. For questions
about your benefits from the Railroad Retirement Board, contact the agency.

Railroad Retirement Board (RRB) - Contact Information

Call 1-877-772-5772

Calls to this number are free.

Press “0” to speak with an RRB representative from 9 am to 3:30 pm,
Monday, Tuesday, Thursday, and Friday, and from 9 am to 12 pm on
Wednesday.

Press “1” to access the automated RRB HelpLine and get recorded
information 24 hours a day, including weekends and holidays.

TTY 1-312-751-4701

This number requires special telephone equipment and is only for people
who have difficulties hearing or speaking.

Calls to this number aren’t free.

Website https://RRB.gov

SECTION 8 If you have group insurance or other health insurance from an
employer

If you (or your spouse or domestic partner) get benefits from your (or your spouse or domestic
partner’s) employer or retiree group as part of this plan, call the employer/union benefits administrator
or Customer Service at 1-855-690-7801 (TTY users call 711) with any questions. You can ask about your
(or your spouse or domestic partner’s) employer or retiree health benefits, premiums, or the enrollment
period. (Phone numbers for Customer Service are printed on the back cover of this document.) You can
call 1-800-MEDICARE (1-800-633-4227) with questions about your Medicare coverage under this plan.
TTY users call 1-877-486-2048.
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CHAPTER 3:

Using our plan for your medical services

SECTION1 How to get medical care as a member of our plan

This chapter explains what you need to know about using our plan to get your medical care covered.
For details on what medical care our plan covers and how much you pay when you get care, go to the
Medical Benefits Chart in Chapter 4.

Section1.1 Network providers and covered services

» Providers are doctors and other health care professionals licensed by the state to provide
medical services and care. The term “providers” also includes hospitals and other health care
facilities.

« Network providers are the doctors and other health care professionals, medical groups,
hospitals, and other health care facilities that have an agreement with us to accept our payment
and your cost-sharing amount as payment in full. We arranged for these providers to deliver
covered services to members in our plan. The providers in our network bill us directly for care
they give you. When you see a network provider, you pay only your share of the cost for their
services.

« Covered services include all the medical care, health care services, supplies, and equipment
that are covered by our plan. Your covered services for medical care are listed in the Medical
Benefits Chart in Chapter 4.

Section 1.2 Basic rules for your medical care to be covered by our plan

As a Medicare health plan, Anthem Veteran (PPO) must cover all services covered by Original Medicare
and follow Original Medicare’s coverage rules.

Anthem Veteran (PPO) will generally cover your medical care as long as:
« The careyou getisincluded in our plan’s Medical Benefits Chart in Chapter 4.

« The care you getis considered medically necessary. Medically necessary means that the
services, supplies, equipment, or drugs are needed for the prevention, diagnosis, or treatment of
your medical condition and meet accepted standards of medical practice.
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« You get your care from a provider who is eligible to provide services under Original
Medicare. As a member of our plan, you can get care from either a network provider or an
out-of-network provider (go to Section 2 for more information).

O The providers in our network are listed in the Provider Directory www.anthem.com.

o If you use an out-of-network provider, your share of the costs for your covered services may
be higher.

©  While you can get your care from an out-of-network provider, the provider must be eligible
to participate in Medicare. Except for emergency care, we can’t pay a provider who is not
eligible to participate in Medicare. If you go to a provider who is not eligible to participate in
Medicare, you’ll be responsible for the full cost of the services you receive. Check with your
provider before getting services to confirm that they’re eligible to participate in Medicare.

SECTION 2 Use network and out-of-network providers to get medical care

Section 2.1 You must choose a Primary Care Provider (PCP) to provide and oversee
your medical care

What is a PCP and what does the PCP do for you?

«  When you become a member of our plan, you may choose a plan provider to be your Primary
Care Provider (PCP). Your PCP is a physician, Nurse Practitioner, or Physician Assistant who
meets state requirements and is trained to give you basic medical care. PCPs are licensed and
credentialed. Your PCP will provide most of your care and will help you arrange or coordinate
most other care you need.

+ Providers who practice in any of the following medical fields are considered PCPs:
General Practice

Family Medicine

Internal Medicine

Pediatrics

© O O O ©

Geriatrics

«  You will usually see your PCP first for most of your routine health care needs. Your PCP may help
arrange for most other services, including X-rays, laboratory tests and hospital care.

How to choose a PCP?
You may have selected a PCP when you completed your enrollment form.

If you need help finding a network provider, please call Customer Service at the number listed on your
membership card, or visit our website to access our online, searchable directory. If you would like a
Provider Directory mailed to you, you may call Customer Service, or request one at our website. To help
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you make your selection, our online provider search allows you to choose providers near you and gives
information about the doctor’s gender, language, hospital affiliations and board certifications.

How to change your PCP

You can change your PCP for any reason, at any time. It’s also possible that your PCP might leave our
plan’s network of providers, and you’d need to choose a new PCP, or you will pay more for covered
services.

To change your PCP, call Customer Service. When you call, be sure to tell Customer Service if you are
seeing specialists or getting other covered services that need your PCP’s approval (such as home health
services and durable medical equipment). Customer Service can assist with transition of care if you are
currently getting treatment from a specialist.

The Customer Service representative will also check to be sure the new PCP you selected is accepting
new patients. Then, Customer Service will change your membership record to show the name of your
new PCP and tell you when the change will be effective. Customer Service will also send you a new
membership card that shows the name of your new PCP.

Section 2.2 Medical care you can get without a PCP referral

You can get the services listed below without getting approval in advance from your PCP.

« Routine women'’s health care, including breast exams, screening mammograms (x-rays of the
breast), Pap tests, and pelvic exams

+ Flu shots, COVID-19 vaccines, Hepatitis B vaccinations, and pneumonia vaccinations
+ Emergency services from network providers or from out-of-network providers

+ Urgently needed plan-covered services are services that require immediate medical attention
(but not an emergency), if you’re either temporarily outside our plan’s service area or it’s
unreasonable given your time, place, and circumstances to get this service from network
providers. Examples of urgently needed services are unforeseen medical illnesses and injuries,
or unexpected flare-ups of existing conditions. Medically necessary routine provider visits (like
annual checkups) aren’t considered urgently needed even if you’re outside our plan’s service
area or our plan network is temporarily unavailable.

+ Kidney dialysis services that you get at a Medicare-certified dialysis facility when you’re
temporarily outside our plan’s service area or when your provider for this service is temporarily
unavailable or inaccessible. The cost sharing you pay our plan for dialysis can never exceed the
cost sharing in Original Medicare. If you’re outside our plan’s service area and get the dialysis
from a provider that is outside our plan’s network, your cost sharing can’t exceed the cost
sharing you pay in-network. However, if your usual in-network provider for dialysis is available
and you choose to get services inside the service area from a provider outside our plan’s
network, the cost sharing for the dialysis may be higher. If possible, call Customer Service at
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1-855-690-7801 (TTY users call 711) before you leave the service area so we can help arrange for
you to have maintenance dialysis while you’re away.

« This plan does not require referrals from your PCP or any network providers.

Section 2.3 How to get care from specialists and other network providers

A specialist is a doctor who provides health care services for a specific disease or part of the body. There
are many kinds of specialists. For example:

+ Oncologists care for patients with cancer
+ Cardiologists care for patients with heart conditions
« Orthopedists care for patients with certain bone, joint, or muscle conditions

If you need help finding a network specialist, please call Customer Service at the number listed on your
membership card, or visit our website to access our online, searchable directory. If you would like a
Provider Directory mailed to you, you may call Customer Service, or request one at our website.

You can get care from providers not in our plan for most of your benefits without getting our approval
first. If you want to know if services are covered by Medicare before you get them, you can ask us. Your
provider can ask us, too. This way you’ll know if your care is considered medically necessary per the
coverage guidelines. Again, you don’t have to get our prior approval. But we may still review claims to
see if they were medically necessary before we pay them. When we give our decision, we base it on two
things. First there are Medicare’s rules. Second there are generally accepted standards of medical
practice. These standards are proven and accepted by those who practice and study medicine. We also
need to make sure you get the most cost effective care. This means it doesn’t cost more than another
option that will work just as well. But we also need it to be right for you. And that you get it in the right
place and the right number of times. Finally, we cannot approve a service just because it is more
convenient than another option.

When a specialist or another network provider leaves our plan

We may make changes to the hospitals, doctors and specialists (providers) in our plan’s network during
the year. If your doctor or specialist leaves our plan, you have these rights and protections:

« Eventhough our network of providers may change during the year, Medicare requires that you
have uninterrupted access to qualified doctors and specialists.

« We’ll notify you that your provider is leaving our plan so that you have time to choose a new
provider.

o If your primary care or behavioral health provider leaves our plan, we’ll notify you if you
visited that provider within the past 3 years.
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o If any of your other providers leave our plan, we’ll notify you if you’re assigned to the
provider, currently get care from them, or visited them within the past 3 months.

« We'll help you choose a new qualified in-network provider for continued care.

+ Ifyou’re undergoing medical treatment or therapies with your current provider, you have the
right to ask to continue getting medically necessary treatment or therapies. We’ll work with you
SO you can continue to get care.

+ We’ll give you information about available enrollment periods and options you may have for
changing plans.

« When an in-network provider or benefit is unavailable or inadequate to meet your medical
needs, we’ll arrange for any medically necessary covered benefit outside of our provider
network at in-network cost sharing. You should obtain authorization from the plan prior to
seeking care.

+ Ifyou find out your doctor or specialist is leaving our plan, contact us so we can help you choose
a new provider to manage your care.

« Ifyou believe we haven’t furnished you with a qualified provider to replace your previous
provider or that your care isn’t being appropriately managed, you have the right to file a
quality-of-care complaint to the QIO, a quality-of-care grievance to our plan, or both (go to
Chapter 7).

Section 2.4 How to get care from out-of-network providers

As a member of our plan, you can choose to get care from out-of-network providers. However,
providers that don't contract with us are under no obligation to treat you, except in emergency
situations. Our plan will cover services from either in-network or out-of-network providers, as long as
the services are covered benefits and are medically necessary. However, if you use an out-of-network
provider, your share of the costs for covered services may be higher. Here are more important
things to know about using out-of-network providers:

+ You can get your care from an out-of-network provider; however, in most cases that provider
must be eligible to participate in Medicare. Except for emergency care, we can't pay a
provider who isn't eligible to participate in Medicare. If you get care from a provider who isn't
eligible to participate in Medicare, you'll be responsible for the full cost of the services you
receive. Check with your provider before getting services to confirm that they're eligible to
participate in Medicare.

+ Youdon’t need areferral or prior authorization when you get care from out-of-network
providers. However, before getting services from out-of-network providers, ask for a pre-visit
coverage decision to confirm that the services you get are covered and medically necessary.
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(go to Chapter 7, Section 4 for information about asking for coverage decisions.) This is
important because:

O Without a pre-visit coverage decision, and if our plan later determines that the services
aren't covered or were not medically necessary, our plan may deny coverage and you'll
be responsible for the entire cost. If we say we won't cover the services you got, you have
the right to appeal our decision not to cover your care (go to Chapter 9 to learn how to
make an appeal).

« It's best to ask an out-of-network provider to bill our plan first. But, if you've already paid for
the covered services, we'll reimburse you for our share of the cost for covered services. Or if
an out-of-network provider sends you a bill you think we should pay, you can send it to us for
payment (go to Chapter 5).

+ Ifyou're using an out-of-network provider for emergency care, urgently needed services, or
out-of-area dialysis, you may not have to pay a higher cost-sharing amount (go to Section 3).

SECTION3 How to get services in an emergency, disaster, or urgent need for
care

Section 3.1 Get care if you have a medical emergency

A medical emergency is when you, or any other prudent layperson with an average knowledge of
health and medicine, believe that you have medical symptoms that require immediate medical
attention to prevent loss of life (and, if you’re a pregnant woman, loss of an unborn child), loss of a limb
or function of a limb, or loss of or serious impairment to a bodily function. The medical symptoms may
be anillness, injury, severe pain, or a medical condition that’s quickly getting worse.

If you have a medical emergency:

« Get help as quickly as possible. Call 911 for help or go to the nearest emergency room or
hospital. Call for an ambulance if you need it. You don’t need to get approval or a referral first
from your PCP. You don’t need to use a network doctor. You can get covered emergency medical
care whenever you need it, anywhere in the United States, its territories or worldwide, and from
any provider with an appropriate state license even if they’re not part of our network.

« Assoon as possible, make sure our plan has been told about your emergency. We need to
follow up on your emergency care. You or someone else should call to tell us about your
emergency care, usually within 48 hours. Please call Customer Service at the number on the
back of our plan membership card.
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Covered services in a medical emergency

Our plan covers ambulance services in situations where getting to the emergency room in any other
way could endanger your health. We also cover medical services during the emergency.

The doctors giving you emergency care will decide when your condition is stable, and when the medical
emergency is over.

After the emergency is over, you’re entitled to follow-up care to be sure your condition continues to be
stable. Your doctors will continue to treat you until your doctors contact us and make plans for
additional care. Your follow-up care will be covered by our plan. If your emergency care is provided by
out-of-network providers, we will try to arrange for network providers to take over your care as soon as
your medical condition and the circumstances allow.

If you get your follow-up care from out-of-network providers, you’ll pay the higher out-of-network cost
sharing.

What if it wasn’t a medical emergency?

Sometimes it can be hard to know if you have a medical emergency. For example, you might go in for
emergency care — thinking that your health is in serious danger — and the doctor may say that it wasn’t
a medical emergency after all. If it turns out that it wasn’t an emergency, as long as you reasonably
thought your health was in serious danger, we’ll cover your care.

However, after the doctor says it wasn’t an emergency, the amount of cost sharing that you pay will
depend on whether you get the care from network providers or out-of-network providers. If you get the
care from network providers, your share of the costs will usually be lower than if you get the care from
out-of-network providers.

Section 3.2 Get care when you have an urgent need for services

A service that requires immediate medical attention (but isn’t an emergency) is an urgently needed
service if you’re either temporarily outside our plan’s service area, or if it’s unreasonable given your
time, place, and circumstances to get this service from network providers. Examples of urgently needed
services are unforeseen medical illnesses and injuries, or unexpected flare-ups of existing conditions.
However, medically necessary routine provider visits, such as annual checkups, aren’t considered
urgently needed even if you’re outside our plan’s service area or our plan network is temporarily
unavailable.

If you need help finding a network urgent care center, please call Customer Service at the number listed
on your membership card, or visit our website to access our online, searchable directory. If you would
like a Provider Directory mailed to you, you may call Customer Service, or request one at our website.

Our plan covers worldwide emergency and urgent care services outside the United States under the
following circumstances: if you're traveling outside of the United States for less than six months.
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Prescriptions purchased outside of the country are not covered even for urgent or emergency care.
Please refer to the Medical Benefits Chart in Chapter 4 for more details.

Section 3.3 Get care during a disaster

If the Governor of your state, the U.S. Secretary of Health and Human Services, or the President of the
United States declares a state of disaster or emergency in your geographic area, you’re still entitled to
care from our plan.

Visit: www.anthem.com for information on how to get needed care during a disaster.

If you can’t use a network provider during a disaster, our plan will allow you to get care from
out-of-network providers at in-network cost sharing.

SECTION4 What if you’re billed directly for the full cost of covered services?

If you paid more than our plan cost sharing for covered services, or if you got a bill for the full cost of
covered medical services, you can ask us to pay our share of the cost of covered services. Go to
Chapter 5 for information about what to do.

Section 4.1 If services aren’t covered by our plan, you must pay the full cost

Anthem Veteran (PPO) covers all medically necessary services as listed in the Medical Benefits Chart in
Chapter 4. If you get services that aren’t covered by our plan, you’re responsible for paying the full cost
of services.

For covered services that have a benefit limitation, you also pay the full cost of any services you get
after you use up your benefit for that type of covered service. When the benefit limit has been reached,
the costs you pay will not count toward your out-of-pocket maximum.

SECTION5 Medical servicesin a clinical research study

Section 5.1 What is a clinical research study

A clinical research study (also called a clinical trial) is a way that doctors and scientists test new types of
medical care, like how well a new cancer drug works. Certain clinical research studies are approved by
Medicare. Clinical research studies approved by Medicare typically ask for volunteers to participate in
the study. When you’re in a clinical research study, you can stay enrolled in our plan and continue to get
the rest of your care (care that is not related to the study) through our plan.
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If you participate in a Medicare-approved study, Original Medicare pays most of the costs for
covered services you get as part of the study. If you tell us you’re in a qualified clinical trial, you’re
only responsible for the in-network cost sharing for the services in that trial. If you paid more—for
example, if you already paid the Original Medicare cost-sharing amount—we’ll reimburse the difference
between what you paid and the in-network cost sharing. You’ll need to provide documentation to show
us how much you paid.

If you want to participate in any Medicare-approved clinical research study, you don’t need to tell us or
get approval from us or your PCP. The providers that deliver your care as part of the clinical research
study don’t need to be part of our plan’s network. (This doesn’t apply to covered benefits that require a
clinical trial or registry to assess the benefit, including certain benefits requiring coverage with evidence
development (NCDs-CED) and investigational device exemption (IDE) studies. These benefits may also
be subject to prior authorization and other plan rules.)

While you don’t need our plan’s permission to be in a clinical research study, we encourage you to
notify us in advance when you choose to participate in Medicare-qualified clinical trials.

If you participate in a study not approved by Medicare, you’ll be responsible for paying all costs for your
participation in the study.

Section 5.2 Who pays for services in a clinical research study

Once you join a Medicare-approved clinical research study, Original Medicare covers the routine items
and services you get as part of the study, including:

« Room and board for a hospital stay that Medicare would pay for even if you weren’t in a study.
« Anoperation or other medical procedure if it’s part of the research study.
« Treatment of side effects and complications of the new care.

After Medicare pays its share of the cost for these services, our plan will pay the difference between the
cost sharing in Original Medicare and your in-network cost sharing as a member of our plan. This means
you’ll pay the same amount for services you get as part of the study as you would if you got these
services from our plan. However, you must submit documentation showing how much cost sharing you
paid. Go to Chapter 5 for more information on submitting requests for payments.

Example of cost sharing in a clinical trial: Let’s say you have a lab test that costs $100 as part of the
research study. Your share of the costs for this test is $20 under Original Medicare, but the test would be
$10 under our plan. In this case, Original Medicare would pay $80 for the test, and you would pay the
$20 copay required under Original Medicare. You would then notify our plan that you got a qualified
clinical trial service and submit documentation (like a provider bill) to our plan. Our plan would then
directly pay you $10. This makes your net payment for the test $10, the same amount you’d pay under
our plan’s benefits.
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When you’re in a clinical research study, neither Medicare nor our plan will pay for any of the
following:

+ Generally, Medicare won’t pay for the new item or service the study is testing unless Medicare
would cover the item or service even if you weren’t in a study.

+ Items or services provided only to collect data and not used in your direct health care. For
example, Medicare won’t pay for monthly CT scans done as part of a study if your medical
condition would normally require only one CT scan.

+ Items and services provided by the research sponsors free-of-charge for people in the trial.
Get more information about joining a clinical research study

Get more information about joining a clinical research study in the Medicare publication Medicare and
Clinical Research Studies, available at www.Medicare.gov/sites/default/files/2019-09/02226-medicare-
and-clinical-research-studies.pdf. You can also call 1-800-MEDICARE (1-800-633-4227) TTY users call
1-877-486-2048.

SECTION 6 Rules for getting care in a religious non-medical health care
institution

Section 6.1 Areligious non-medical health care institution

Areligious non-medical health care institution is a facility that provides care for a condition that would
ordinarily be treated in a hospital or skilled nursing facility. If getting care in a hospital or a skilled
nursing facility is against a member’s religious beliefs, we’ll instead cover care in a religious
non-medical health care institution. This benefit is provided only for Part A inpatient services
(non-medical health care services).

Section 6.2 How to get care from a religious non-medical health care institution

To get care from a religious non-medical health care institution, you must sign a legal document that
says you’re conscientiously opposed to getting medical treatment that is non-excepted.

* Non-excepted medical care or treatment is any medical care or treatment that’s voluntary and
not required by any federal, state, or local law.

« Excepted medical treatment is medical care or treatment you get that’s not voluntary or is
required under federal, state, or local law.

To be covered by our plan, the care you get from a religious non-medical health care institution must
meet the following conditions:


http://www.Medicare.gov/sites/default/files/2019-09/02226-medicare-and-clinical-research-studies.pdf
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+ The facility providing the care must be certified by Medicare.
« Our plan only covers non-religious aspects of care.
+ Ifyou get services from this institution provided to you in a facility, the following conditions
apply:
O You must have a medical condition that would allow you to get covered services for inpatient
hospital care or skilled nursing facility care.

O -and -you must get approval in advance from our plan before you’re admitted to the
facility, or your stay won’t be covered.

The Medicare inpatient hospital coverage limits apply to care received in a religious non-medical health
care institution. For more information, see the Medical Benefits Chart in Chapter 4.

SECTION7 Rules for ownership of durable medical equipment

Section 7.1 You won’t own some durable medical equipment after making a certain
number of payments under our plan

Durable medical equipment (DME) includes items like oxygen equipment and supplies, wheelchairs,
walkers, powered mattress systems, crutches, diabetic supplies, speech generating devices, IV infusion
pumps, nebulizers, and hospital beds ordered by a provider for members to use in the home. The
member always owns some DME items, like prosthetics. Other types of DME you must rent.

In Original Medicare, people who rent certain types of DME own the equipment after paying
copayments for the item for 13 months. As a member of our plan, however, you will acquire ownership
of the DME items following a rental period not to exceed 13 months. Your copayment will end when you
obtain ownership of the item.

What happens to payments you made for durable medical equipment if you switch to Original
Medicare?

If you didn’t get ownership of the DME item while in our plan, you’ll have to make 13 new consecutive
payments after you switch to Original Medicare to own the DME item. The payments you made while
enrolled in our plan don’t count towards these 13 payments.

Example 1: You made 12 or fewer consecutive payments for the item in Original Medicare and then
joined our plan. The payments you made in Original Medicare don’t count. You’ll have to make 13
payments to our plan before owning the item.

Example 2: You made 12 or fewer consecutive payments for the item in Original Medicare and then
joined our plan. You didn’t get ownership of the item while in our plan. You then go back to Original
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Medicare. You’ll have to make 13 consecutive new payments to own the item once you rejoin Original
Medicare. Any payments you already made (whether to our plan or to Original Medicare) don’t count.

Section 7.2 Rules for oxygen equipment, supplies, and maintenance

If you qualify for Medicare oxygen equipment coverage Anthem Veteran (PPO) will cover:

+ Rental of oxygen equipment

+ Delivery of oxygen and oxygen contents

+ Tubing and related oxygen accessories for the delivery of oxygen and oxygen contents
« Maintenance and repairs of oxygen equipment

If you leave Anthem Veteran (PPO) or no longer medically require oxygen equipment, the oxygen
equipment must be returned.

What happens if you leave our plan and return to Original Medicare?

Original Medicare requires an oxygen supplier to provide you services for 5 years. During the first 36
months, you rent the equipment. For the remaining 24 months, the supplier provides the equipment
and maintenance (you’re still responsible for the copayment for oxygen). After 5 years, you can choose
to stay with the same company or go to another company. At this point, the 5-year cycle starts over
again, even if you stay with the same company, and you’re again required to pay copayments for the
first 36 months. If you join or leave our plan, the 5-year cycle starts over.
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CHAPTER 4:

Medical Benefits Chart
(what’s covered and what you pay)

SECTION1 Understanding your out-of-pocket costs for covered services

The Medical Benefits Chart lists your covered services and shows how much you pay for each covered
service as a member of Anthem Veteran (PPO). This section also gives information about medical
services that aren’t covered and explains limits on certain services.

Section 1.1 Out-of-pocket costs you may pay for covered services

Types of out-of-pocket costs you may pay for covered services include:

« Copayment: the fixed amount you pay each time you get certain medical services. You pay a
copayment at the time you get the medical service. (The Medical Benefits Chart tells you more
about your copayments.)

« Coinsurance: the percentage you pay of the total cost of certain medical services. You pay a
coinsurance at the time you get the medical service. (The Medical Benefits Chart tells you more
about your coinsurance.)

Most people who qualify for Medicaid or for the Qualified Medicare Beneficiary (QMB) program don't
pay copayments or coinsurance. If you're in one of these programs, be sure to show your proof of
Medicaid or QMB eligibility to your provider.

Section 1.2 What's the most you’ll pay for Medicare Part A and Part B covered medical
services?

Under our plan, there are 2 different limits on what you pay out-of-pocket for covered medical services:

« Your in-network maximum out-of-pocket amount (MOOP) is $5,900.00. This is the most you
pay during the calendar year for covered Medicare Part A and Part B services received from
network providers. The amounts you pay for copayments and coinsurance for covered services
from network providers count toward this in-network maximum out-of-pocket amount. In
addition, amounts you pay for some services don't count toward your in-network maximum
out-of-pocket amount. These services are noted in the Medical Benefits Chart. ) If you pay
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$5,900.00 for covered Part A and Part B services from network providers, you won't have any
out-of-pocket costs for the rest of the year when you see our network providers. However, you
must continue to pay the Medicare Part B premium (unless your Part B premium is paid for you
by Medicaid or another third party).

Your combined maximum out-of-pocket amount is $8,950.00. This is the most you pay during
the calendar year for covered Medicare Part A and Part B services received from both in-network
and out-of-network providers. The amounts you pay for copayments and coinsurance for
covered services count toward this combined maximum out-of-pocket amount. (In addition,
amounts you pay for some services don't count toward your combined maximum out-of-pocket
amount. These services are noted in the Medical Benefits Chart.) If you pay $8,950.00 for covered
services, you'll have 100% coverage and won't have any out-of-pocket costs for the rest of the
year for covered Part A and Part B services. However, you must continue to pay the Medicare
Part B premium (unless your Part B premium is paid for you by Medicaid or another third party).

Section 1.3 Providers aren't allowed to balance bill you

As a member of Anthem Veteran (PPO), you have an important protection because you only have to pay
your cost-sharing amount when you get services covered by our plan. Providers can't bill you for
additional separate charges, called balance billing. This protection applies even if we pay the provider
less than the provider charges for a service, and even if there's a dispute and we don’t pay certain
provider charges.

Here's how protection from balance billing works:

If your cost sharing is a copayment (a set amount of dollars, for example, $15.00), you pay only
that amount for any covered services from a network provider. You'll generally have higher
copayments when you get care from out-of-network providers.

If your cost sharing is a coinsurance (a percentage of the total charges), pay more than that
percentage. However, your cost depends on which type of provider you see:

o Ifyou get covered services from a network provider, you pay the coinsurance percentage
multiplied by our plan’s reimbursement rate (this is set in the contract between the provider
and our plan).

o Ifyou get covered services from an out-of-network provider who participates with Medicare,
you pay the coinsurance percentage multiplied by the Medicare payment rate for
participating providers.

o If you get covered services from an out-of-network provider who doesn't participate with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for
non-participating providers.

If you think a provider has balance billed you, call Member Services at 1-855-690-7801 (TTY users
call 711).
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SECTION2 The Medical Benefits Chart shows your medical benefits and

costs

The Medical Benefits Chart on the next pages lists the services Anthem Veteran (PPO) covers and what
you pay out-of-pocket for each service. The services listed in the Medical Benefits Chart are covered
only when these requirements are met:

Your Medicare-covered services must be provided according to Medicare coverage guidelines.

Your services (including medical care, services, supplies, equipment, and Part B drugs) must be
medically necessary. Medically necessary means that the services, supplies, or drugs are needed
for the prevention, diagnosis, or treatment of your medical condition and meet accepted
standards of medical practice.

For new enrollees, your MA coordinated care plan must provide a minimum 90-day transition
period, during which time the new MA plan may not require prior authorization for any active
course of treatment, even if the course of treatment was for a service that commenced with an
out-of-network provider.

Some services listed in the Medical Benefits Chart are covered as in-network services only if your
doctor or other network provider gets approval from us in advance (sometimes called prior
authorization).

O Covered services that need approval in advance to be covered as in-network services are
marked in the Medical Benefits Chart.

O You never need approval in advance for out-of-network services from out-of-network
providers.

O0 While you don’t need approval in advance for out-of-network services, you or your doctor
can ask us to make a coverage decision in advance.

If your coordinated care plan provides approval of a prior authorization request for a course of
treatment, the approval must be valid for as long as medically reasonable and necessary to
avoid disruptions in care in accordance with applicable coverage criteria, your medical history,
and the treating provider’s recommendation.

Other important things to know about our coverage:

For benefits where your cost sharing is a coinsurance percentage, the amount you pay depends
on what type of provider you get the services from:

o Ifyou get the covered services from a network provider, you pay the coinsurance percentage
multiplied by our plan’s reimbursement rate (as determined in the contract between the
provider and our plan).
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o Ifyou get the covered services from an out-of-network provider who participates with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for

participating providers.

35

o If you get the covered services from an out-of-network provider who doesn't participate with
Medicare, you pay the coinsurance percentage multiplied by the Medicare payment rate for

non-participating providers.

+ Like all Medicare health plans, we cover everything that Original Medicare covers. For some of
these benefits, you pay more in our plan than you would in Original Medicare. For others, you
pay less. (To learn more about the coverage and costs of Original Medicare, go to your Medicare
& You 2026 handbook. View it online at www.Medicare.gov or ask for a copy by calling
1-800-MEDICARE (1-800-633-4227) TTY users call 1-877-486-2048.)

+ For preventive services covered at no cost under Original Medicare, we also cover those services

at no cost to you. However, if you're also treated or monitored for an existing medical condition

during the visit when you get the preventive service, a copayment will apply for the care you got

for the existing medical condition.

+ If Medicare adds coverage for any new services during 2026, either Medicare or our plan will

cover those services.

"ﬁlul'

@ This apple shows preventive services in the Medical Benefits Chart.

Medical Benefits Chart

You may have more than one cost share to pay if you get more than one service at a visit. Cost-share

amounts for services are listed in this chart below.

Covered Service

What you pay

"'qlll'
W Abdominal aortic aneurysm screening

A one-time screening ultrasound for people at risk. Our plan only
covers this screening if you have certain risk factors and if you get a
referral for it from your physician, physician assistant, nurse
practitioner, or clinical nurse specialist.

In-network:

There is no coinsurance,
copayment, or deductible for
members eligible for this
preventive screening.

Out-of-network:

50% coinsurance for this
preventive screening if you are
eligible.

Acupuncture for chronic low back pain

In-network:
$15.00 copay for each
Medicare-covered acupuncture
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Covered Service What you pay

Covered services include: visit.

Up to 12 visits in 90 days are covered under the following
circumstances: Out-of-network:

For the purpose of this benefit, chronic low back pain is defined as: 50% coinsurance for each

Medicare-covered acupuncture

+ Lasting 12 weeks or longer; .
visit.

« nonspecific, in that it has no identifiable systemic cause
(i.e., not associated with metastatic, inflammatory,
infectious disease, etc.);

« notassociated with surgery; and
+ not associated with pregnancy.

An additional 8 sessions will be covered for patients
demonstrating an improvement. No more than 20 acupuncture
treatments may be administered annually.

Treatment must be discontinued if the patient is not improving or
is regressing.

Provider Requirements:

Physicians (as defined in 1861(r)(1) of the Social Security Act (the
Act)) may furnish acupuncture in accordance with applicable state
requirements.

Physician assistants (PAs), nurse practitioners (NPs)/clinical nurse
specialists (CNSs) (as identified in 1861(aa) (5) of the Act), and
auxiliary personnel may furnish acupuncture if they meet all
applicable state requirements and have:

+ amaster'sordoctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and Oriental
Medicine (ACAOM); and,
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Covered Service

What you pay

« acurrent, full, active, and unrestricted license to practice
acupuncture in a State, Territory, or Commonwealth (i.e.
Puerto Rico) of the United States, or District of Columbia.

Auxiliary personnel furnishing acupuncture must be under the
appropriate level of supervision of a physician, PA, or NP/CNS
required by our regulations at 42 CFR §§ 410.26 and 410.27.

Prior authorization may be required.

Ambulance services

Covered ambulance services, whether for an emergency or
non-emergency situation, include fixed wing, rotary wing, and
ground ambulance services, to the nearest appropriate facility that
can provide care if they're furnished to a member whose medical
condition is such that other means of transportation could
endanger the person’s health or if authorized by our plan.

If the covered ambulance services aren't for an emergency
situation, it should be documented that the member’s condition is
such that other means of transportation could endanger the
person’s health and that transportation by ambulance is medically
required.

Prior authorization may be required.

In- and out-of-network:
$280.00 copay for each
covered, one-way ambulance
trip by ground or water.

$280.00 copay for each
covered, one-way air
ambulance trip.

Annual routine physical exam

In addition to the Welcome to Medicare exam or the annual
wellness visit, you are covered for one routine physical exam each
year. The routine physical includes a comprehensive examination
and evaluation of your health status and chronic diseases.

Please note: Additional cost share may apply for additional
services or testing performed during your visit as described for
each service in this medical chart.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

In-network:

$0.00 copay for one routine
physical exam each calendar
year.

Out-of-network:

50% coinsurance for one
routine physical exam each
calendar year.
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Covered Service

What you pay

"ﬁlf'

o

If you’ve had Part B for longer than 12 months, you can get an
annual wellness visit to develop or update a personalized
prevention plan based on your current health and risk factors. This
is covered once every 12 months.

Annual wellness visit

Note: Your first annual wellness visit can’t take place within 12
months of your Welcome to Medicare preventive visit. However,
you don’t need to have had a Welcome to Medicare visit to be
covered for annual wellness visits after you’ve had Part B for 12
months.

In-network:

There is no coinsurance,
copayment, or deductible for
the annual wellness visit.

Out-of-network:

50% coinsurance for the
annual wellness visit.

"'qlf'
“ Bone mass measurement

For qualified people (generally, this means people at risk of losing
bone mass or at risk of osteoporosis), the following services are
covered every 24 months or more frequently if medically
necessary: procedures to identify bone mass, detect bone loss, or
determine bone quality, including a physician’s interpretation of
the results.

In-network:

There is no coinsurance,
copayment, or deductible for
Medicare-covered bone mass
measurement.

Out-of-network:

50% coinsurance for each bone
mass measurement.

"ﬁlf'
W Breast cancer screening (mammograms)

Covered services include:
+ One baseline mammogram between the ages of 35 and 39

+ One screening mammogram every 12 months for women
aged 40 and older

« Clinical breast exams once every 24 months

In-network:

There is no coinsurance,
copayment, or deductible for
covered screening
mammograms.

Out-of-network:

50% coinsurance for each
screening mammogram.

Cardiac rehabilitation services

Comprehensive programs of cardiac rehabilitation services that
include exercise, education, and counseling are covered for
members who meet certain conditions with a doctor’s order.

In-network:

$20.00 copay for each covered
therapy visit to treat you if
you've had a heart condition.
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Covered Service

What you pay

Our plan also covers intensive cardiac rehabilitation programs that
are typically more rigorous or more intense than cardiac
rehabilitation programs.

Prior authorization may be required.

Out-of-network:

50% coinsurance for each
therapy visit to treat you if
you've had a heart condition.

'ﬁrl'

<

Cardiovascular disease risk reduction visit (therapy for
cardiovascular disease)

We cover one visit per year with your primary care doctor to help
lower your risk for cardiovascular disease. During this visit, your
doctor may discuss aspirin use (if appropriate), check your blood
pressure, and give you tips to make sure you’re eating healthy.

In-network:

There is no coinsurance,
copayment, or deductible for
the intensive behavioral
therapy cardiovascular disease
preventive benefit.

Out-of-network:

50% coinsurance for each visit
to lower your risk for heart
disease.

"\If'
W cardiovascular disease screening tests

Blood tests for the detection of cardiovascular disease (or
abnormalities associated with an elevated risk of cardiovascular
disease) once every five years (60 months).

In-network:

There is no coinsurance,
copayment, or deductible for
cardiovascular disease testing
thatis covered once every 5
years.

Out-of-network:

50% coinsurance for
cardiovascular disease testing
that is covered once every five
years.

"\If'
W cervicaland vaginal cancer screening

Covered services include:
« Forall women: Pap tests and pelvic exams are covered once

every 24 months

In-network:

There is no coinsurance,
copayment, or deductible for
Medicare-covered preventive
Pap and pelvic exams.
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Covered Service

What you pay

« Ifyou're at high risk of cervical or vaginal cancer or you're of
childbearing age and have had an abnormal Pap test within
the past 3 years: one Pap test every 12 months

Out-of-network:

50% coinsurance for each Pap
and pelvic exams.

Chiropractic services

Covered services include:
«  We cover only manual manipulation of the spine to correct

subluxation

Visits that are covered are to adjust alignment problems with the
spine. This is called manual manipulation of the spine to fix
subluxation.

Prior authorization may be required.

In-network:

$15.00 copay for each
Medicare-covered visit to see a
chiropractor.

Out-of-network:

50% coinsurance for each
Medicare-covered visit to see a
chiropractor.

Chronic pain management and treatment services

Covered monthly services for people living with chronic pain
(persistent or recurring pain lasting longer than 3 months).
Services may include pain assessment, medication management,
and care coordination and planning.

Prior authorization may be required.

Cost sharing for this service will
vary depending on individual
services provided under the
course of treatment.

In-network:

$0.00 copay for each covered
Primary Care Provider (PCP)
office visit for Chronic pain
management and treatment
services.

$40.00 copay for each covered
specialist office visit for Chronic
pain management and
treatment services.

Out-of-network:

50% coinsurance for each
covered PCP visit for Chronic
pain management and
treatment services.
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Covered Service

What you pay

50% coinsurance for each
covered specialist visit for
Chronic pain management and
treatment services.

"\If'
W Colorectal cancer screening

The following screening tests are covered:

Colonoscopy has no minimum or maximum age limitation
and is covered once every 120 months (10 years) for
patients not at high-risk, or 48 months after a previous
flexible sigmoidoscopy for patients who aren't at high-risk
for colorectal cancer, and once every 24 months for
high-risk patients after a previous screening colonoscopy.

Computed tomography colonography for patients 45 year
and older who are not at high risk of colorectal cancer and
is covered when at least 59 months have passed following
the month in which the last screening computed
tomography colonography was performed or 47 months
have passed following the month in which the last
screening flexible sigmoidoscopy or screening colonoscopy
was performed. For patients at high risk for colorectal
cancer, coverage may be made for a screening computed
tomography colonography performed after at least 23
months have passed following the month in which the last
screening computed tomography colonography or the last
screening colonoscopy was performed.

Flexible sigmoidoscopy for patients 45 years and older.
Once every 120 months for patients not at high-risk after
the patient received a screening colonoscopy. Once every
48 months for high-risk patients from the last flexible
sigmoidoscopy or computed tomography colonography.

Screening fecal-occult blood tests for patients 45 years and
older. Once every 12 months.

In-network:

There is no coinsurance,
copayment, or deductible fora
Medicare-covered colorectal
cancer screening exam.

If your doctor finds and
removes a polyp or other tissue
during the colonoscopy or
flexible sigmoidoscopy, the
screening exam becomes a
diagnostic exam and subject to
copayment/coinsurance.

$0.00 copay for a biopsy or
removal of tissue during a
screening exam of the colon.

Out-of-network:

50% coinsurance for a covered
screening to be sure you don't
have a colon condition.

50% coinsurance for a biopsy
or removal of tissue during a
screening exam of the colon.
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Covered Service

What you pay

« Multitarget stool DNA for patients 45 to 85 years of age and
not meeting high-risk criteria. Once every 3 years.

« Blood-based Biomarker Tests for patients 45 to 85 years of
age and not meeting high risk criteria. Once every 3 years.

+ Colorectal cancer screening tests include a follow-up
screening colonoscopy after a Medicare-covered
non-invasive stool-based colorectal cancer screening test
returns a positive result.

+ Colorectal cancer screening tests include a planned
screening flexible sigmoidoscopy or screening colonoscopy
that involves the removal of tissue or other matter, or other
procedure furnished in connection with, as a result of, and
in the same clinical encounter as the screening test.

Dental services - Medicare-covered

In general, preventive dental services (such as cleaning, routine
dental exams, and dental x-rays) aren't covered by Original
Medicare. However, Medicare pays for dental services in a limited
number of circumstances, specifically when that service is an
integral part of specific treatment of a person's primary medical
condition. Examples include reconstruction of the jaw after
fracture or injury, tooth extractions done in preparation for
radiation treatment for cancer involving the jaw, or oral exams
prior to organ transplantation.

Prior authorization may be required.

In-network:

For in-network
Medicare-covered dental
benefits, you must use a
provider that is part of the
Anthem Veteran (PPO) medical
network. You can find these
providers in the Provider
Directory. To learn more, call
the Customer Service number
on the back cover of this
document.

$0.00 copay for
Medicare-covered dental
services.

Out-of-network:

$0.00 copay for
Medicare-covered dental
services.
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Covered Service

What you pay

Dental services - Supplemental

This plan provides additional dental coverage not covered by
Original Medicare.

This plan covers up to a $2,000 allowance for covered preventive
and comprehensive dental services every year. Any amount not
used at the end of the plan year will expire.

Our dental allowance can be used toward approved dental
services:

Diagnostic and Preventive Services:
e« 2Exams

o 2X-rays
+ 2Cleanings
o 2 Fluoride treatments

« Other preventive services (treatment to stop tooth decay
progression)

« Other diagnostic services (specialized X-rays)

Comprehensive Dental Services:
+ Restorative (fillings and crowns)

+ Endodontics (root canals, pulp & root therapy, and other
related services)

+ Periodontics (deep cleaning services and other gum-related
treatments)

+ Fixed Prosthodontics (bridges)

« Removable Prosthodontics (complete or partial dentures
services)

+ Oral and Maxillofacial Surgery (teeth extractions, surgical
repairs, and other related specialized procedures)

Please see Optional
Supplemental Benefits in
Chapter 4, Section 2.1 for more
options.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum

out-of-pocket amount.

In-network:

In-network dental services are
covered. To be covered
in-network, dental services
must be performed by a
provider that is contracted with
our approved dental vendor to
provide supplemental dental
services.

When using an in-network
provider, you pay:

« $0.00 copay for covered
preventive dental
services designed to
help prevent disease.

« 25% coinsurance for
covered comprehensive
dental services.

Out-of-network:
Out-of-network dental services
are covered. Dental services
performed by a provider that is
not contracted with our
approved dental vendor are
considered out-of-network.
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Covered Service

What you pay

+ Adjunctive General Services (emergency treatment,
sedation, anesthesia, night guards)

Please note:

« Prior authorization is required for restorative crowns and
bridge services prior to treatment being performed.
Services must meet our clinical criteria and guidelines to be
approved and covered.

+ Other dental services are subject to limitations.

For detailed information on prior authorization, limitations, and
exclusions, please refer to the supplemental dental section
immediately following this Medical Benefits Chart.

When using an out-of-network
provider:

20% coinsurance for
covered preventive
dental services
designed to help
prevent disease.

50% coinsurance for
covered comprehensive
dental services.

If you receive services from an
out-of-network provider,
benefits received are still
subject to any in-network
benefit maximums, limitations,
exclusions, and applicable
medical necessity reviews.

Out-of-network providers:

Are not required to bill
the plan directly. If the
provider chooses not to
bill the plan, the
provider will bill you
and may require upfront
payment.

May charge more than
what the plan pays. If
the provider charges
more than the
reimbursement level set
by the plan, you may be
billed by the provider
for the remaining
balance.
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Covered Service

What you pay

If the out-of-network provider
does not bill the plan directly,
you will need to complete and
submit a request form for
reimbursement with proof of
payment and an itemized
receipt.

Talk to your provider and
confirm all coverage, costs, and
codes prior to services being
performed. Once the plan pays
the benefits, you are
responsible for any remaining
costs.

For help finding an in-network
provider or how to submit for
reimbursement when using an
out-of-network provider, call
the Dental Member Services
number located on the back of
your member ID card.

"\If'
v Depression screening

We cover one screening for depression per year. The screening
must be done in a primary care setting that can provide follow-up
treatment and/or referrals.

In-network:

There is no coinsurance,
copayment, or deductible for
an annual depression screening
visit.

Out-of-network:

50% coinsurance for annual
depression screening.
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"ﬁr
W Diabetes screening

We cover this screening (includes fasting glucose tests) if you have
any of these risk factors: high blood pressure (hypertension),
history of abnormal cholesterol and triglyceride levels
(dyslipidemia), obesity, or a history of high blood sugar (glucose).
Tests may also be covered if you meet other requirements, like
being overweight and having a family history of diabetes.

You may be eligible for up to 2 diabetes screenings every 12
months following the date of your most recent diabetes screening
test.

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare covered diabetes
screening tests.

Out-of-network:

50% coinsurance for each
diabetes screening.

"\If'

=

Diabetes self-management training, diabetic services,
and supplies
For all people who have diabetes (insulin and non-insulin users).

Covered services include:
+ Supplies to monitor your blood glucose: blood glucose

monitor, blood glucose test strips, lancet devices and
lancets, and glucose-control solutions for checking the
accuracy of test strips and monitors

« For people with diabetes who have severe diabetic foot
disease: one pair per calendar year of therapeutic
custom-molded shoes (including inserts provided with
such shoes) and 2 additional pairs of inserts, or one pair of
depth shoes and 3 pairs of inserts (not including the
non-customized removable inserts provided with such
shoes). Coverage includes fitting.

+ Diabetes self-management training is covered under
certain conditions

This plan covers one blood glucose monitor every calendar year.
Test strips are covered for 102 units every 30 days and up to 306
units for a 90-day supply. Lancets are covered for 100 units every
30 days and up to 300 units for a 90-day supply.

Your provider must get an approval from the plan before we'll pay
for test strips or lancets greater than the amount listed above.

In-network:
$0.00 copay for:

+ Blood glucose test strips

« Lancet devices and
lancets

+ Blood glucose monitors

$0.00 copay for therapeutic
shoes, including fitting the
shoes or inserts. You can buy
them from a Durable Medical
Equipment (DME) provider.

$0.00 copay for covered
charges for training to help you
learn how to monitor your
diabetes.

Out-of-network:

50% coinsurance for:

+ Blood glucose test strips

« Lancet devices and
lancets

+ Blood glucose monitors
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50% coinsurance for
therapeutic shoes, including
fitting the shoes or inserts. You
can buy them from a Durable
Medical Equipment (DME)
provider.

50% coinsurance for training to
help you learn how to monitor
your diabetes.

Durable medical equipment (DME) and related supplies

(For a definition of Durable Medical Equipment, go to Chapter 10
and Chapter 3.)

Covered items include, but aren't limited to, wheelchairs, crutches,
powered mattress systems, diabetic supplies, hospital beds
ordered by a provider for use in the home, IV infusion pumps,
speech generating devices, oxygen equipment, nebulizers, and
walkers.

We cover all medically necessary DME covered by Original
Medicare. If our supplier in your area doesn't carry a particular
brand or manufacturer, you can ask them if they can special order
it for you.

The most recent list of suppliers is available on our website at
www.anthem.com.

If you receive a durable medical equipment item during an
inpatient stay in a hospital or skilled nursing facility, the cost will
be included in your inpatient claim.

Therapeutic Continuous Glucose Monitors (CGMs) and related
supplies are covered by Medicare when they meet Medicare
National Coverage Determination (NCD) and Local Coverage
Determinations (LCD) criteria. In addition, where there is not NCD/
LCD criteria, therapeutic CGM must meet any plan benefit limits,
and the plan’s evidence based clinical practice guidelines.

In-network:
Durable medical equipment
(DME): 20% coinsurance

Medicare oxygen equipment:
20% coinsurance every billing
cycle (rental period)

Your cost sharing will not
change after being enrolled for
36 months.

If prior to enrolling in Anthem
Veteran (PPO) you had made 36
months of rental payments for
oxygen equipment coverage,
your cost sharing in Anthem
Veteran (PPO) is 20%
coinsurance every billing cycle
(rental period).

$0.00 copay for CGMs and
related supplies.

Out-of-network:
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Continuous Glucose Monitors are available as a covered benefit for
diabetics who require the use of insulin and have difficulty
controlling their blood sugar levels.

This plan covers only DUROLANE, EUFLEXXA, SUPARTZ, and
Gel-SYN-3 Hyaluronic Acids. We will not cover other brands unless
your provider tells us it is medically necessary.

Your provider must get our approval for items such as powered
vehicles, powered wheelchairs and related items, and wheelchairs
and beds that are not standard. Your provider must also get
approval for therapeutic continuous glucose monitors covered by
Medicare.

You must get durable medical equipment through our approved
suppliers. You cannot purchase these items from a pharmacy.

Prior authorization may be required.

50% coinsurance for durable
medical equipment, CGMs, and
oxygen equipment.

Emergency care

Emergency care refers to services that are:
+ Furnished by a provider qualified to furnish emergency

services, and

+ Needed to evaluate or stabilize an emergency medical
condition

A medical emergency is when you, or any other prudent layperson
with an average knowledge of health and medicine, believe that
you have medical symptoms that require immediate medical
attention to prevent loss of life (and, if you're a pregnant woman,
loss of an unborn child), loss of a limb, or loss of function of a limb.
The medical symptoms may be an illness, injury, severe pain, or a
medical condition that's quickly getting worse.

Cost sharing for necessary emergency services you get
out-of-network is the same as when you get these services
in-network.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$130.00 copay for each
emergency room visit.

If you get emergency care at an
out-of-network hospital and
need inpatient care after your
emergency condition is
stabilized, you must have your
inpatient care at the
out-of-network hospital
authorized by the plan and
your cost is the cost sharing
you would pay at a network
hospital.
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Emergency care coverage is worldwide.

This plan covers emergency services if you're traveling outside of
the United States for less than six months. Coverage is limited to
$100,000 per year for worldwide emergency services.

This is a supplemental benefit. It's not covered by the Federal
Medicare program. You must pay all costs over $100,000 and all
costs to return to your service area. You may be able to buy added
travel insurance through an authorized agency.

If you need emergency care outside the United States or its
territories, please call the Blue Cross Blue Shield Global Core
program at 1-800-810-BLUE (1-800-810-2583). Or call collect at
1-804-673-1177. We can help you 24 hours a day, seven days a
week, 365 days a year.

Your emergency room copay
will be waived if you receive
care from a primary care
provider, urgent care provider,
or LiveHealth Online within 24
hours prior to the emergency
room visit.

$130.00 copay for each
covered worldwide urgent care
visit, emergency ground
transportation, or emergency
room visit.

Essential Extras

You may choose one (1) of the supplemental benefits below.

You can select your benefit at the time of application, through the
member portal, or by contacting Customer Service.

After you select your benefit, you will receive a confirmation of
your election with benefit details. If you have any questions, please
contact Customer Service. The phone number is listed on the back
of this document.

You may be able to make a one- (1-) time change to your initial
election if you have not used any part of your benefit.
Assistive Devices:

The Assistive Devices benefit provides an annual spending
allowance of $500 on your Benefits Mastercard® Prepaid Card. This
spending allowance can be used to buy assistive and safety
devices like ADA toilet seats, shower stools, hand-held shower
heads, reaching devices, temporary wheelchair threshold ramps,
and more. Unused amounts expire at the end of the year.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for the one (1)
Essential Extras supplemental
benefit option you have
chosen.

You can select one (1) of these
Essential Extras:

« Assistive Devices: $500
annual spending
allowance

« Dental, Vision, and
Hearing Allowance:
$500 every year
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The Benefits Prepaid Card is automatically loaded with the « Transportation: 60
spending allowance amount. You can only pay for your own items plan-approved,

and cannot convert the card to cash. health-related one-way

You have a variety of convenient ways to use your benefit: trips every year

1. Shoponline on the approved vendor website
2. Shop on the approved vendor mobile app
3. Callto place an order

4. Order by mail

Note:

+ Upon enrollment, you will receive a mailer outlining
products available for purchase.

+ Onceyou've used your annual spending allowance amount,
you are responsible for the remaining cost of your
purchases.

+ Anyrepair or replacement of items selected is limited to the
manufacturer's warranty.

« Items are limited to those offered by the approved vendor
and are subject to availability.

+ Quantity limits may apply.

« Installation services are not included.

Dental, Vision, and Hearing Allowance:

The Dental, Vision, and Hearing Allowance benefit provides an
annual spending allowance of $500 on your Benefits Mastercard®
Prepaid Card. This spending allowance can be used to pay your
provider for any dental, vision, and/or hearing items or services.
Cosmetic procedures are not covered under this benefit. Unused
amounts expire at the end of the year.
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Upon enrollment, you will receive a mailer including further detail
on how to use your benefits and your Benefits Prepaid Card.

The Benefits Prepaid Card is automatically loaded with the
spending allowance. You can only pay for your own items or
services and cannot convert the card to cash.

If your Benefits Prepaid Card is not accepted for payment or in the
event of a card transaction failure, you may submit a
reimbursement request along with proof of payment. Contact
information is listed on the back of your Benefits Prepaid Card. A
reimbursement request must be submitted within 90 days of the
date of payment on your receipt.

Transportation:

This benefit covers routine, non-emergency one-way trips (60-mile
limit per one-way trip) to locations within the local service area
when obtaining plan-approved health-related services.

Trips may be covered for getting to and from covered medical
visits, SilverSneakers® locations, and visits to a pharmacy to pick
up prescriptions. You can use this benefit for one-way trips or you
can schedule a round trip by using two one-way trips. Short stops
at a pharmacy to pick up a prescription after a plan-approved
medical-related visit can be made as part of the return trip and will
not require a separate trip. Ask the provider/facility to call in the
prescription so you have a shorter wait.

When scheduling your ride, let the vendor know if you arein a
wheelchair, if you need help, or if someone will be coming with

you.

Modes of approved transportation may include:
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o Taxi
+ Rideshare

Wheelchair Van

« Public Transportation

You must use the plan approved vendor and schedule trips 48
hours (excluding weekends) in advance.

Please refer to the Ambulance Services section in this chart for
information on non-emergency Medicare-covered ambulance
services.

"\If'
W Health and wellness education programs

These programs are designed to enrich the health and lifestyles of
members.
«  24/7 Nurseline: As a member, you have access to a 24-hour

nurse line, 7 days a week, 365 days a year. - see 24/7
Nurseline for more details

+ SilverSneakers® Fitness Program - see SilverSneakers® for
more details

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for health and
wellness programs covered by
this plan.

Healthy Meals-Post Discharge

After you are discharged from an inpatient stay at a hospital or
skilled nursing facility, you may qualify for nutritious, precooked
meals delivered to you at no cost.

You may be contacted by the plan or one of its representatives, to
see if you would like this benefit. Alternatively, you or your
provider/case manager can contact Customer Service after your
discharge and a representative will help with the process to
validate that you qualify for the benefit and arrange for you to be
contacted to complete a nutritional assessment and schedule
delivery of your meals.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for up to 2 meals a
day for 7 days following your
discharge from the hospital or
skilled nursing facility (SNF).
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In order for us to provide your meals benefit, we, or an approved
vendor acting on our behalf, may need to contact you using the
phone number you provided to confirm shipping details and any
nutritional requirements. A portion of this benefit may be used to
obtain meal replacement shakes.

Hearing services - Medicare-covered

Diagnostic hearing and balance evaluations performed by your
provider to determine if you need medical treatment are covered
as outpatient care when you get them from a physician,
audiologist, or other qualified provider.

Prior authorization may be required.

In-network:

For in-network
Medicare-covered hearing care,
you must use a doctor in the
Anthem Veteran (PPO) medical
network. You can find them in
the Provider Directory. To learn
more, call the Customer Service
number on the back cover of
this document.

$40.00 copay for each
Medicare-covered hearing
exam to determine if you need
medical treatment for a hearing
condition.

Out-of-network:

50% coinsurance for each
Medicare-covered hearing
exam to determine if you need
medical treatment for a hearing
condition.

Hearing services - Supplemental

This plan provides additional hearing coverage not covered by
Original Medicare.

This plan covers 1 routine hearing exam up to a $59 maximum plan
benefit 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.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.
In-network:

$0.00 copay for routine hearing
exam(s). $0.00 copay for
hearing aids up to the
maximum plan benefit amount.
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Limit up to one pair of hearing aid(s) per year, regardless of type.
Over-the-Counter (OTC) hearing aids are only sold in pairs and the
benefit maximum is applied to the pair. The plan has negotiated
rates and options through our hearing aid vendor to give you the
most options.

For your hearing aid to be covered, you must select a device from
the list available through our approved vendor. This vendor must
be used for both in-network and out-of-network benefits. Hearing
aids obtained through an unauthorized vendor are not covered.

The approved vendor will send your prescription hearing aids
directly to your audiologist and OTC hearing aids directly to you.
Prescribed hearing aids may require prior authorization from our
hearing vendor to ensure you are fitted with the most appropriate
device available under the plan. If you choose a device with
non-rechargeable batteries, the plan will provide a 2-year supply
(up to 64 cells per hearing aid per year) for prescription hearing
aids and a 6-month supply (up to 32 cells per hearing aid per year)
for OTC hearing aids.

After plan paid benefits for routine hearing exams or hearing aids,
you are responsible for the remaining cost.
Prior authorization may be required.

Hearing aids are limited to
specific devices based on your
hearing needs.

Out-of-network:

20% coinsurance for routine
hearing exam(s). One routine
hearing exam every year
performed by an audiologist
notin the plan’s supplemental
hearing network. One hearing
aid fitting/evaluation is covered
for prescription hearing aids
every year. There is a maximum
benefit coverage of $59 per
year for all out-of-network
exams/fittings/evaluations.

Benefits received
out-of-network are subject to
in-network benefit maximums,
limitations, and/or exclusions.
The total in-network and
out-of-network allowance
combined cannot exceed the
benefit maximum. Although
you can see an out-of-network
provider for your exam, you
must select a device from the
list available through our
approved vendor. The plan
does not reimburse for devices
received from unauthorized
vendors under this
supplemental benefit.

If you use an out-of-network
audiologist for your hearing
exam, you may be required to
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pay in full at the time of service

and submit a request for
reimbursement. To submita
request form for
reimbursement, you will need
to provide proof of payment
and an itemized receipt.

"\I|I'
W Hv screening

For people who ask for an HIV screening test or are at increased
risk for HIV infection, we cover:
+ Onescreening exam every 12 months

If you are pregnant, we cover:
+ Upto 3screening exams during a pregnancy

In-network:

There is no coinsurance,
copayment, or deductible for
members eligible for
Medicare-covered preventive
HIV screening.

Out-of-network:

50% coinsurance for each
preventive HIV screening.

Home health agency care

Before you get home health services, a doctor must certify that you
need home health services and will order home health services to
be provided by a home health agency. You must be homebound,
which means leaving home is a major effort.

Covered services include, but aren't limited to:
« Part-time or intermittent skilled nursing and home health

aide services (to be covered under the home health care
benefit, your skilled nursing and home health aide services
combined must total fewer than 8 hours per day and 35
hours per week)

+ Physical therapy, occupational therapy, and speech
therapy

« Medical and social services

+ Medical equipment and supplies

In-network:

$0.00 copay for each covered
visit from a home health
agency.

Out-of-network:

50% coinsurance for each
covered visit from a home
health agency.
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Prior authorization may be required.

Home infusion therapy

Home infusion therapy involves the intravenous or subcutaneous
administration of drugs or biologicals to a person at home. The
components needed to perform home infusion include the drug
(for example, antivirals, immune globulin), equipment (for
example, a pump), and supplies (for example, tubing and
catheters).

Covered services include but aren't limited to:
« Professional services, including nursing services, furnished

in accordance with our plan of care

+ Patient training and education not otherwise covered
under the durable medical equipment benefit

+ Remote monitoring

« Monitoring services for the provision of home infusion
therapy and home infusion drugs furnished by a qualified
home infusion therapy supplier

Separately from the Home Infusion Therapy Professional Services,
Home Infusion requires a Durable Medical Equipment component:
« Durable Medical Equipment - the external infusion pump,
the related supplies and the infusion drug(s), pharmacy
services, delivery, equipment set up, maintenance of rented
equipment, and training and education on the use of the
covered items

Prior authorization may be required.

In-network:

$0.00 copay for Home Infusion
Therapy (HIT) professional
services furnished by a
qualified HIT supplierin the
patient's home.

Durable medical equipment

(DME): 20% coinsurance

DME includes the external
infusion pump and the related
supplies by a contracted DME
Provider.

20% coinsurance for the
infusion drug(s). You may pay

less for certain rebatable drugs.

This list and the cost of each
rebatable drug changes every
quarter.

Out-of-network:

50% coinsurance for Home
Infusion Therapy (HIT)
professional services furnished
by a qualified HIT supplierin
the patient's home.

50% coinsurance for durable
medical equipment.

50% coinsurance for the
infusion drug(s). You may pay

less for certain rebatable drugs.

This list and the cost of each
rebatable drug changes every
quarter.
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Hospice care When you enrollin a

You're eligible for the hospice benefit when your doctor and the Medicare-certified hospice
hospice medical director have given you a terminal prognosis program, your hospice services
certifying that you’re terminally ill and have 6 months or less to live | and your Part Aand Part B

if your illness runs its normal course. You can get care from any services related to your

Medicare-certified hospice program. Our plan is obligated to help | terminal prognosis are paid for
you find Medicare-certified hospice programs in our plan's service
area, including program we own, control, or have a financial
interest in. Your hospice doctor can be a network provider or an
out-of-network provider.

by Original Medicare, not our
plan.

In-network:
Covered services include: $0.00 copay if you get a
« Drugs for symptom control and pain relief hospice consultation by a

. Short-term respite care Primary Care Prowder. (PCP)
before you elect hospice.

+ Homecare

$40.00 copay if you get a

hospice consultation by a

our plan; if you stay in our plan you must continue to pay plan specialist before you elect

premiums. hospice.

When you're admitted to a hospice, you have the right to stay in

Out-of-network:

For hospice services and for services that are covered by 50% coinsurance if you get a
Medicare Part A or B that are related to your terminal hospice consultation by a
prognosis: Original Medicare (rather than our plan) will pay your Primary Care Provider (PCP)
hospice provider for your hospice services and any Part A and Part | before you elect hospice.

B services related to your terminal prognosis. While you're in the
50% coinsurance if you get a
hospice consultation by a
specialist before you elect
hospice.

hospice program, your hospice provider will bill Original Medicare
for the services that Original Medicare pays for. You'll be billed
Original Medicare cost sharing.

For services that are covered by Medicare Part A or B and are
not related to your terminal prognosis: If you need
non-emergency, non-urgently needed services that are covered
under Medicare Part A or B and that aren't related to your terminal
prognosis, your cost for these services depends on whether you
use a provider in our plan’s network and follow the plan rules (like
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if there’s a requirement to get prior authorization)

+ Ifyou get the covered services from a network provider and
follow plan rules for getting services, you pay our plan
cost-sharing amount for in-network services

+ Ifyou get the covered services from an out-of-network
provider, you pay the cost-sharing under Original Medicare

For services that are covered by our plan but not covered by
Medicare Part A or B: The plan will continue to cover plan-covered
services that aren't covered under Part A or B whether or not
they're related to your terminal prognosis. You pay our plan
cost-sharing amount for these services.

Note: If you need non-hospice care (care that's not related to your
terminal prognosis), contact us to arrange the services.

Our plan covers hospice consultation services (one time only) for a
terminally ill person who hasn’t elected the hospice benefit.
Prior authorization may be required.

"\If'

o

Covered Medicare Part B services include:
« Pneumonia vaccines

Immunizations

« Flu/influenza shots (or vaccines), once each flu/influenza
season in the fall and winter, with additional flu/influenza
shots (or vaccines) if medically necessary

+ Hepatitis B vaccines if you're at high or intermediate risk of
getting Hepatitis B

« COVID-19 vaccines

+ Othervaccines if you're at risk and they meet Medicare Part
B coverage rules

You can get a flu/influenza, pneumonia, or COVID-19 vaccines
without asking a doctor to refer you.

In-network:

There is no coinsurance,
copayment, or deductible for
the pneumonia, flu/influenza,
Hepatitis B, and COVID-19
vaccines.

The shingles shot is only
covered under the Part D drug
benefit. Your plan does not

cover Part D prescription drugs.

Please go to your prescription
drug carrier for coverage.

Out-of-network:

50% coinsurance for each
pneumonia, flu/influenza,
Hepatitis B, and COVID-19
vaccines.
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Inpatient hospital care

Includes inpatient acute, inpatient rehabilitation, long-term care
hospitals and other types of inpatient hospital services. Inpatient
hospital care starts the day you're formally admitted to the
hospital with a doctor’s order. The day before you are discharged
is your last inpatient day.

This plan covers unlimited inpatient days. Covered services
include but aren't limited to:

Semi-private room (or a private room if medically
necessary)

Meals including special diets
Regular nursing services

Costs of special care units (such as intensive care or
coronary care units)

Drugs and medications

Lab tests

X-rays and other radiology services

Necessary surgical and medical supplies

Use of appliances, such as wheelchairs

Operating and recovery room costs

Physical, occupational, and speech language therapy

Inpatient substance abuse services

Under certain conditions, the following types of transplants
are covered: corneal, kidney, kidney-pancreatic, heart,
liver, lung, heart/lung, bone marrow, stem cell, and
intestinal/multivisceral. If you need a transplant, we'll
arrange to have your case reviewed by a
Medicare-approved transplant center that will decide
whether you're a candidate for a transplant. Transplant
providers may be local or outside of the service area. If our

In-network:
For covered hospital stays:

Days 1-5: $350.00 per day, per
admission / Days 6-90: $0.00
per day, per admission

You pay no copay for additional
inpatient hospital days.

Your benefits are based on the
date of admission. If you are
admitted in 2026 and
discharged in 2027, the 2026
copays apply until you are
discharged or transferred to a
skilled nursing facility.

The hospital should tell the
plan within one business day of
any emergency admission, if
possible.

If you get authorized inpatient
care at an out-of-network
hospital after your emergency
condition is stabilized, your
cost is the cost-sharing you
would pay at a network
hospital.

Your cost share starts the day
you are admitted as an
inpatientin a hospital or skilled
nursing facility. You pay no cost
share for the day you are
discharged.

Out-of-network:
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in-network transplant services are outside the community For covered hospital stays:
pattern of care, you may choose to go locally as long as the
local transplant providers are willing to accept the Original | 50% coinsurance per stay
Medicare rate. If the plan provides transplant services at a
location outside the pattern of care for transplants in your
community and you choose to get transplants at this
distant location, we'll arrange or pay for appropriate
lodging and transportation costs for you and a companion.
The reimbursement for transportation costs are while you
and your companion are traveling to and from the medical
providers for services related to the transplant care. The
plan defines the distant location as a location that is
outside of the member's service area AND a minimum of 75
miles from the member's home. For each travel and lodging
reimbursement request, please submit a letter from the
Medicare-approved transplant center indicating the dates
you were an inpatient of the Medicare-approved transplant
center, and the dates you were treated as an outpatient
when required to be near the Medicare-approved
transplant center to receive treatment/services related to
the transplant care. Please also include documentation of
any companion and the dates they traveled with you while
you were receiving services related to the transplant care.
Travel reimbursement forms can be requested from
Customer Service. Transportation and lodging costs will
be reimbursed for travel mileage and lodging consistent
with current IRS travel mileage and lodging guidelines on
the date services are rendered. Accommodations for
lodging will be reimbursed at the lesser of: 1) billed charges,
or 2) consistent with IRS guidelines for maximum lodging
for that location. You can access current reimbursement on
the US General Services Administration website www.gsa.
gov. All requests for reimbursement must be submitted
within one year (12 months) from the date incurred. For
more information on how and where to submit a claim,
please go to Chapter 5, Section 2, How to ask us to pay you
back or to pay a bill you have received.

Providers not in our network
should call the plan to
determine coverage before
elective inpatient admission.
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+ Blood - including storage and administration. Coverage of
whole blood and packed red cells starts with the first pint of
blood that you need. All other components of blood are
also covered beginning with the first pint used.

+ Physician services

Note: To be an inpatient, your provider must write an order to
admit you formally as an inpatient of the hospital. Even if you stay
in the hospital overnight, you might still be considered an
outpatient. If you're not sure if you are an inpatient or an
outpatient, you should ask the hospital staff.

Get more information in the Medicare fact sheet Medicare Hospital
Benefits. This fact sheet is available at www.medicare.gov/
publications/11435-Medicare-Hospital-Benefits.pdf or by calling
1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

Prior authorization may be required.

Inpatient services in a psychiatric hospital

Covered services include mental health care services that require a
hospital stay. There is a 190-day lifetime limit for inpatient
services in a psychiatric hospital. The 190-day limit does not apply
to inpatient mental health services provided in a psychiatric unit of
a general hospital.

This plan covers an unlimited number of days in the psychiatric
unit of an acute care general hospital.

Your provider must get an approval from the plan before you are
admitted to a hospital for a mental condition, drug or alcohol
abuse or rehab. This is called getting prior authorization.

In-network:
For covered hospital stays:

Days 1-5: $350.00 per day, per
admission / Days 6-90: $0.00
per day, per admission

You pay no copay for additional
inpatient hospital days.

Your benefits are based on the
date of admission. If you are
admitted in 2026 and
discharged in 2027, the 2026
copays apply until you are
discharged or transferred to a
skilled nursing facility.

The hospital should tell the
plan within one business day of
any emergency admission, if
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possible.

If you get inpatient care at an
out-of-network hospital after
your emergency condition is
stable, your cost is the cost
sharing you would pay ata
network hospital.

Your cost share starts the day
you are admitted as an
inpatient in a hospital or skilled
nursing facility. You pay no cost
share for the day you are
discharged.

Out-of-network:

For covered hospital stays:

50% coinsurance per stay

Providers not in our network
should call the plan to
determine coverage before
elective inpatient admission.

Inpatient stay: Covered services you get in a hospital or SNF
during a non-covered inpatient stay

This plan covers unlimited inpatient hospital days and up to 100
days per benefit period for skilled nursing facility (SNF) care.
If you've used up your inpatient benefits or if the inpatient stay

isn't reasonable and necessary, we won't cover your inpatient stay.

In some cases, we'll cover certain services you get while you're in
the hospital or the skilled nursing facility (SNF). Covered services
include, but aren't limited to:

+ Physician services

+ Diagnostic tests (like lab tests)

You must pay the full cost if you
stay in a hospital or skilled
nursing facility longer than
your plan covers.

If you stay in a hospital or
skilled nursing facility longer
than what is covered, this plan
will still pay the cost for doctors
and other medical services that
are covered as listed in this
document.




2026 Evidence of Coverage for Anthem Veteran (PPO)

Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

63

Covered Service

What you pay

+ X-ray, radium, and isotope therapy including technician
materials and services

+ Surgical dressings

« Splints, casts and other devices used to reduce fractures
and dislocations

« Prosthetics and orthotics devices (other than dental) that
replace all or part of an internal body organ (including
contiguous tissue), or all or part of the function of a
permanently inoperative or malfunctioning internal body
organ, including replacement or repairs of such devices

+ Leg,arm, back, and neck braces, trusses, and artificial legs,
arms, and eyes including adjustments, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition

+ Physical therapy, speech therapy, and occupational
therapy

Prior authorization may be required.

"\If'
W Medical nutrition therapy

This benefit is for people with diabetes, renal (kidney) disease (but
not on dialysis), or after a kidney transplant when ordered by your
doctor.

We cover 3 hours of one-on-one counseling services during the first
year you get medical nutrition therapy services under Medicare
(thisincludes our plan, any other Medicare Advantage plan, or
Original Medicare), and 2 hours each year after that. If your
condition, treatment, or diagnosis changes, you may be able to get
more hours of treatment with a physician’s order. A physician must
prescribe these services and renew their order yearly if your
treatment is needed into the next calendar year.

In-network:

There is no coinsurance,
copayment, or deductible for
beneficiaries eligible for
Medicare-covered medical
nutrition therapy services.

Out-of-network:

50% coinsurance for each
covered medical nutrition
therapy visit.

Medicare Community Resource Support

Do you need help with a specific issue? While your plan includes
Medicare benefits along with the extra benefits outlined in this
chart, you may sometimes require more support. As a member,

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.
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you have access to our Medicare Community Resource Support
team. They are here to help you find community-based services
and support programs in your area. To use this benefit, call
Customer Service at the number on your member ID card and ask
for the Medicare Community Resource Support team.

$0.00 copay for the assistance
provided by the Medicare
Community Resource Support
team.

"\I-l'
W Medicare Diabetes Prevention Program (MDPP)

MDPP services are covered for eligible people under all
Medicare health plans.

MDPP is a structured health behavior change intervention that
provides practical training in long-term dietary change, increased
physical activity, and problem-solving strategies for overcoming
challenges to sustaining weight loss and a healthy lifestyle.

In-network:

There is no coinsurance,
copayment, or deductible for
the MDPP benefit.

Out-of-network:

50% coinsurance for the MDPP
benefit.

Medicare Part B drugs

These drugs are covered under Part B of Original Medicare.
Members of our plan get coverage for these drugs through our
plan. Covered drugs include:

+ Drugs that usually aren’t self-administered by the patient

and are injected or infused while you are get physician,
hospital outpatient, or ambulatory surgical center services

+ Insulin furnished through an item of durable medical
equipment (such as a medically necessary insulin pump)

+ Otherdrugs you take using durable medical equipment
(such as nebulizers) that were authorized by our plan

+ TheAlzheimer’s drug, Leqembi®, (generic name
lecanemab), which is administered intravenously. In
addition to medication costs, you may need additional
scans and tests before and/or during treatment that could
add to your overall costs. Talk to your doctor about what
scans and tests you may need as part of your treatment

+ Clotting factors you give yourself by injection if you have
hemophilia

In-network:

$35.00 copay for a
one-month's supply of
Medicare-covered Part B
Insulin Drugs.

$0.00 copay - 20% coinsurance
for chemotherapy and other
Medicare-covered Part B drugs.
You may pay less for certain
rebatable drugs. This list and
the cost of each rebatable drug
changes every quarter.

You still have to pay your
portion of the cost allowed by
the plan for a Part Bdrug
whether you get it from a
doctor's office or a pharmacy.

Out-of-network:
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« Transplant/immunosuppressive drugs: Medicare covers
transplant drug therapy if Medicare paid for your organ
transplant. You must have Part A at the time of the covered
transplant, and you must have Part B at the time you get
immunosuppressive drugs.

+ Injectable osteoporosis drugs, if you're are homebound,
have a bone fracture that a doctor certifies was related to
post-menopausal osteoporosis, and can't self-administer
the drug

+ Some antigens: Medicare covers antigens if a doctor
prepares them and a properly instructed person (who could
be you, the patient) gives them under appropriate
supervision

+ Certain oral anti-cancer drugs: Medicare covers some oral
cancer drugs you take by mouth if the same drug is
available in injectable form or the drug is a prodrug (an oral
form of a drug that, when ingested, breaks down into the
same active ingredient found in the injectable drug) of the
injectable drug.

+ Oral anti-nausea drugs: Medicare covers oral anti-nausea
drugs you use as part of an anti-cancer chemotherapeutic
regimen if they’re administered before, at, or within 48
hours of chemotherapy or are used as a full therapeutic
replacement for an intravenous anti-nausea drug

+ Certain oral End-Stage Renal Disease (ESRD) drugs covered
under Medicare Part B

« Calcimimetic and phosphate binder medications under the
ESRD payment system, including the intravenous
medication Parsabiv®, and the oral medication Sensipar®

« Certain drugs for home dialysis, including heparin, the
antidote for heparin when medically necessary, and topical
anesthetics

+ Erythropoiesis-stimulating agents: Medicare covers
erythropoietin by injection if you have End-Stage Renal
Disease (ESRD) or you need this drug to treat anemia

$35.00 copay for a
one-month's supply of
Medicare-covered Part B
Insulin Drugs.

0% - 50% coinsurance for
covered charges for
chemotherapy and other drugs
covered by Medicare Part B.
You may pay less for certain
rebatable drugs. This list and
the cost of each rebatable drug
changes every quarter.
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related to certain other conditions (such as Epogen®,
Procrit®, Retacrit®, Epoetin Alfa, Aranesp®, Darbepoetin
Alfa®, Mircera®, or Methoxy polyethylene glycol-epoetin
beta)

« Intravenous Immune Globulin for the home treatment of
primary immune deficiency diseases

« Parenteral and enteral nutrition (intravenous and tube
feeding)

Some of the Part B covered drugs listed above may be subject to
step therapy.

To access the Part B Step Therapy list, go to https://shop.anthem.
com/medicare, enter your ZIP code, and select Plan Documents.

Then click Prescription Drug Coverage Details and choose Part B
Step Therapy from the list.
We also cover some vaccines under our Part B drug benefit.

Your provider must get an approval from the plan before you get
certain injectable or infusible drugs. Call the plan to learn which
drugs apply. This is called getting prior authorization.

Prior authorization may be required for chemotherapy and all
other Part B drugs.

24/7 Nurseline

As a member, you have access to a 24-hour nurse line, 7 days a
week, 365 days a year. When you call our nurse line, you can speak
directly to a registered nurse who will help answer your
health-related questions. The call is toll free and the service is
available anytime, including weekends and holidays. Plus, your
callis always confidential. Call the 24/7 Nurseline at
1-855-658-9249. TTY users should call 711.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for the 24/7
Nurseline.
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"ﬁlf'

o

Obesity screening and therapy to promote sustained
weight loss

If you have a body mass index of 30 or more, we cover intensive

counseling to help you lose weight. This counseling is covered if
you get it in a primary care setting, where it can be coordinated

with your comprehensive prevention plan. Talk to your primary
care doctor or practitioner to find out more.

In-network:

There is no coinsurance,
copayment, or deductible for
preventive obesity screening
and therapy.

Out-of-network:

50% coinsurance for preventive
obesity screening and therapy.

Opioid treatment program services

Members of our plan with opioid use disorder (OUD) can get
coverage of services to treat OUD through an Opioid Treatment
Program (OTP) which includes the following services:

+ U.S.Food and Drug Administration (FDA)-approved opioid

agonist and antagonist medication-assisted treatment
(MAT) medications

+ Dispensing and administration of MAT medications (if
applicable)

+ Substance use counseling

+ Individual and group therapy
+ Toxicology testing

+ Intake activities

« Periodic assessments

Prior authorization may be required.

In-network:

$40.00 copay for Opioid
Treatment Program Services.
Out-of-network:

50% coinsurance for Opioid
Treatment Program Services.

Outpatient diagnostic tests and therapeutic services and
supplies
Covered services include, but are not limited to:

« X-rays

+ Radiation (radium and isotope) therapy including
technician materials and supplies

In-network:

$0.00 copay for each covered
lab service performed in a
physician's office.

$50.00 copay for each covered
lab service performed in an
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« Surgical supplies, such as dressings

« Splints, casts and other devices used to reduce fractures
and dislocations

+ Laboratory tests

+ Blood - including storage and administration. Coverage of
whole blood and packed red cells begins with the first pint
of blood that you need. All other components of blood are
also covered beginning with the first pint used.

+ Diagnostic non-laboratory tests such as CT scans, MRIs,
EKGs, and PET scans when your doctor or other health care
provider orders them to treat a medical problem.

+ Other outpatient diagnostic tests

Your provider must get the plan's approval before you get complex
imaging or some diagnostic, radiology therapy and lab services.
These include radiation therapy, PET, CT, SPECT, MRI scans, heart
tests called echocardiograms, lab tests, genetic tests, sleep studies
and related supplies.

Prior authorization may be required.

outpatient facility department.

$50.00 copay for each covered
diagnostic procedure or test at
a network doctor's office.

$100.00 copay for each
covered diagnostic procedure
or test at a network outpatient
facility.

$0.00 copay for tests to
confirm chronic obstructive
pulmonary disease (COPD).

20% coinsurance for each
covered radiation therapy
service.

$50.00 copay for each covered
X-Ray in a provider's office.

$110.00 copay for each
covered X-Ray in the outpatient
department of a network
hospital or facility.

$50.00 copay for each covered
X-ray in a freestanding
radiology facility or for portable
X-ray services performed in the
patient’s home or facility that
can be considered a patient’s
home.

$180.00 copay for each visit for
the following Medicare-covered
diagnostic radiology services:
computed tomography (CT),
magnetic resonance (MRIs and
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MRAs), and nuclear medicine
studies, which includes PET
scansin a provider's office or
freestanding radiology center.

$350.00 copay for each visit for
the following Medicare-covered
diagnostic radiology services:
computed tomography (CT),
magnetic resonance (MRIs and
MRAs), and nuclear medicine
studies, which includes PET
scans in the outpatient
department of a network
hospital or facility.

$50.00 copay for covered
ultrasounds in a provider's
office or freestanding radiology
center.

$110.00 copay for covered
ultrasounds in the outpatient
department of a network
hospital or facility.

$180.00 copay for other
covered diagnostic radiology
services in a provider's office or
freestanding radiology center.

$275.00 copay for other
covered diagnostic radiology
services in the outpatient
department of a network
hospital or facility.

$0.00 copay for covered blood,
blood storage, processing and
handling services.
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20% coinsurance for surgery
bandages and supplies, such as
casts and splints.

$0.00 copay for hemoglobin
Alc or urine tests to check
albumin levels.

Out-of-network:

50% coinsurance for lab
services.

50% coinsurance for each
diagnostic procedure or test.

50% coinsurance for tests to
confirm COPD.

50% coinsurance for each
covered radiation therapy
service.

50% coinsurance for covered
diagnostic radiology services.

50% coinsurance for covered
X-rays.

$0.00 copay for covered blood,
blood storage, processing and
handling services.

50% coinsurance for surgical
supplies, splints and casts.

50% coinsurance for
Hemoglobin Alc tests or urine
tests to check Albumin levels.
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Outpatient hospital observation

Observation services are hospital outpatient services given to
determine if you need to be admitted as an inpatient or can be
discharged.

For outpatient hospital observation services to be covered, they
must meet Medicare criteria and be considered reasonable and
necessary. Observation services are covered only when provided
by the order of a physician or another person authorized by state
licensure law and hospital staff bylaws to admit patients to the
hospital or order outpatient tests.

Note: Unless the provider has written an order to admit you as an
inpatient to the hospital, you're an outpatient and pay the
cost-sharing amounts for outpatient hospital services. Even if you
stay in the hospital overnight, you might still be considered an
outpatient. If you're not sure if you're an outpatient, ask the
hospital staff.

Get more information in the Medicare fact sheet Medicare Hospital
Benefits. This fact sheet is available at www.medicare.gov/
publications/11435-Medicare-Hospital-Benefits.pdf or by calling
1-800-MEDICARE (1-800-633-4227). TTY users call 1-877-486-2048.

Prior authorization may be required.

In-network:

$350.00 copay for each
observation room service you
get at an outpatient hospital.

Out-of-network:

50% coinsurance for each
observation room service you
get at an outpatient hospital.

Outpatient hospital services

We cover medically necessary services you get in the outpatient
department of a hospital for diagnosis or treatment of an illness or

injury.

Covered services include, but aren't limited to:
+ Servicesin an emergency department or outpatient clinic,

such as observation services or outpatient surgery

+ Laboratory and diagnostic tests billed by the hospital

In-network:

$350.00 copay for each surgical
or observation room service
you get at an outpatient
hospital.

$55.00 copay for each covered
partial hospitalization visit for
mental health or substance
abuse.
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+ Mental health care, including care in a partial
hospitalization program, if a doctor certifies that inpatient
treatment would be required without it

+ X-rays and other radiology services billed by the hospital
« Medical supplies such as splints and casts
+ Certain drugs and biologicals you can’t give yourself

Note: Unless the provider has written an order to admit you as an
inpatient to the hospital, you're an outpatient and pay the
cost-sharing amounts for outpatient hospital services. Even if you
stay in the hospital overnight, you might still be considered an
outpatient. If you aren't sure if you're an outpatient, ask the
hospital staff.

Prior authorization may be required.

20% coinsurance for medical
supplies such as splints and
casts.

If medical supplies are billed as
part of your outpatient hospital
service, the outpatient hospital
cost share will apply.

Out-of-network:

50% coinsurance for each
surgical or observation room
service you get at an outpatient
hospital.

50% coinsurance for each
partial hospitalization visit for
mental health or substance
abuse.

50% coinsurance for medical
supplies such as splints and
casts.

If medical supplies are billed as
part of your outpatient hospital
service, the outpatient hospital
cost share will apply.

In- and out-of-network:
Your cost share for emergency
room visits, outpatient
diagnostic tests, outpatient
therapeutic services and lab
tests are listed under those
items elsewhere in this chart.

Please see the Medicare Part B
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drugs section for details on
certain drugs and biologicals.

Look for the apple icon to learn
about certain screenings and
preventive care services.

Outpatient mental health care

Covered services include:

Mental health services provided by a state-licensed psychiatrist or
doctor, clinical psychologist, clinical social worker, clinical nurse
specialist, licensed professional counselor (LPC), licensed marriage
and family therapist (LMFT), nurse practitioner (NP), physician
assistant (PA), or other Medicare-qualified mental health care
professional as allowed under applicable state laws.

Prior authorization may be required.

In-network:

$40.00 copay for each covered
therapy visit. This applies to
individual or group therapy.

Out-of-network:

50% coinsurance for each
covered therapy visit. This
applies to individual or group
therapy.

Outpatient rehabilitation services

Covered services include: physical therapy, occupational therapy,
and speech language therapy.

Outpatient rehabilitation services are provided in various
outpatient settings, such as hospital outpatient departments,
independent therapist offices, and Comprehensive Outpatient
Rehabilitation Facilities (CORFs).

Prior authorization may be required.

In-network:

$40.00 copay for each covered
physical and speech therapy
visit.

$40.00 copay for each covered
occupational therapy visit.

Out-of-network:

50% coinsurance for each
covered physical, occupational
and speech therapy visit.

Outpatient substance use disorder services

Outpatient and ambulatory substance use services/treatment is
supervised by an appropriate licensed professional. Outpatient
treatment is provided for individuals or groups, and family therapy
may be an additional component. Additional services may be

In-network:

$40.00 copay for each covered
therapy visit. This applies to
individual or group therapy.
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covered in lieu of hospitalization, or as a step-down after
hospitalization for substance use-related conditions.

Prior authorization may be required.

Out-of-network:

50% coinsurance for each
covered therapy visit. This
applies to individual or group
therapy.

Outpatient surgery, including services provided at hospital
outpatient facilities and ambulatory surgical centers

Note: If you're having surgery in a hospital facility, you should
check with your provider about whether you'll be an inpatient or
outpatient. Unless the provider writes an order to admit you as an
inpatient to the hospital, you're an outpatient and pay the
cost-sharing amounts for outpatient surgery. Even if you stay in the
hospital overnight, you might still be considered an outpatient.

Prior authorization may be required.

In-network:

$300.00 copay for each
covered surgery in an
ambulatory surgical center.

$350.00 copay for each
covered surgery or observation
room service in an outpatient
hospital.

$0.00 copay for a screening
exam of the colon that includes
a biopsy or removal of any
growth or tissue when you get
itat an outpatient or
ambulatory surgical center.

Out-of-network:

50% coinsurance for each
covered surgery in an
ambulatory surgical center.

50% coinsurance for each
covered surgery or observation
room service in an outpatient
hospital.

50% coinsurance for a
screening exam of the colon
thatincludes a biopsy or
removal of any growth or tissue
when you get it at an
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outpatient or ambulatory
surgical center.

Over the Counter (OTC) products

This benefit provides a quarterly spending allowance on your
Benefits Mastercard® Prepaid Card to buy health and wellness
products like vitamins, first-aid supplies, pain relievers, and more.

The Benefits Prepaid Card is automatically loaded with the
spending allowance amount each quarter. You can only pay for
your own items and cannot convert the card to cash.

You have a variety of convenient ways to use your benefit:
+ Shopin-store at participating retailers near you

+ Shop online on the approved vendor website
+ Shop on the approved vendor mobile app
+ Callto place an order

« Order by mail

+ Upon enrollment, you will receive a mailer outlining
products available for purchase.

« Purchases are limited to the available benefit dollars. Once
you've used your quarterly spending allowance, you are
responsible for the remaining cost of your purchases.

« Specific name brands may not be available and quantities
may be limited or restricted.

+ All orders must be placed through the plan's approved
vendor or purchased at a participating retail store.
Minimum order quantities and delivery fees may apply for
online orders. See ordering site for details.

If your Benefits Prepaid Card is not accepted for payment or in the
event of a card transaction failure, you may submit a
reimbursement request along with proof of payment. Contact

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

This plan covers certain
approved, non-prescription,
over-the-counter drugs and
health-related items, up to
$130 every quarter. Unused
OTC amounts expire at the end
of each quarter.
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information is listed on the back of your Benefits Prepaid Card. A
reimbursement request must be submitted within 90 days of the
date of payment on your receipt.

Partial hospitalization services and Intensive outpatient
services

Partial hospitalization is a structured program of active psychiatric
treatment provided as a hospital outpatient service or by a
community mental health center, that's more intense than care
you get in your doctor’s, therapist’s licensed marriage and family
therapist’s (LMFT), or licensed professional counselor’s office and
is an alternative to inpatient hospitalization.

Intensive outpatient service is a structured program of active
behavioral (mental) health therapy treatment provided in a
hospital outpatient department, a community mental health
center, a federally qualified health center, or a rural health clinic
that is more intense than care you get in your doctor’s, therapist’s,
licensed marriage and family therapist’s office LMFT), or licensed
professional counselor’s office but less intense than partial
hospitalization.

Note: Because there are no community mental health centers in
our network, we cover partial hospitalization only in a hospital
outpatient setting.

Prior authorization may be required.

In-network:

$55.00 copay for each covered
partial hospitalization visit or
intensive outpatient service.

Out-of-network:

50% coinsurance for each
covered partial hospitalization
visit or intensive outpatient
service.

Physician/Practitioner services, including doctor's office
visits
Covered services include:

+ Medically necessary medical care or surgery services you
get in a physician’s office, certified ambulatory surgical
center, hospital outpatient department, or any other
location

+ Consultation, diagnosis, and treatment by a specialist

+ Basic hearing and balance exams performed by your PCP or
specialist, if your doctor orders it to see if you need medical
treatment

In-network:

$0.00 copay for each covered
Primary Care Provider (PCP)
office visit.

$40.00 copay for each covered
specialist office visit.

$0.00 copay for other health
care professionals including
midwives, physician assistants,
nurse practitioners, and
OB/GYNs.
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+ Certain telehealth services including Medicare-covered
telehealth services from your primary care physician, a
nurse practitioner or physician's assistant affiliated with
the primary care, individual sessions for mental health
visits or individual sessions for psychiatric services.

O You have the option of getting these services through an
in-person visit or by telehealth. If you choose to receive
one of these services by telehealth, then you must use a
network provider who offers the service by telehealth.

+ Some telehealth services including consultation, diagnosis,
and treatment by a physician or practitioner for patients in
certain rural areas or other locations approved by Medicare

+ Telehealth services for monthly end-stage renal
disease-related visits for home dialysis members in a
hospital-based or critical access hospital-based renal
dialysis center, renal dialysis facility, or the member’s home

+ Telehealth services to diagnose, evaluate, or treat
symptoms of a stroke, regardless of your location

o Telehealth services for members with a substance use
disorder or co-occurring mental health disorder, regardless
of their location

+ Telehealth services for diagnosis, evaluation, and
treatment of mental health disorders, if:

O You have an in-person visit within 6 months prior to
your first telehealth visit

O You have an in-person visit every 12 months while
getting these telehealth services

O Exceptions can be made to the above for certain
circumstances

$0.00 copay for each covered
service you get at a retail health
clinic. Thisis a clinicinside of a
retail pharmacy.

$40.00 copay for each
Medicare-covered hearing
exam to diagnose a hearing
condition.

$0.00 copay for defined
Medicare-covered telehealth
services from your primary
care physician, a nurse
practitioner or physician's
assistant affiliated with
network primary care, a
network mental health
provider or network psychiatric
provider.

All other specialties,
Medicare-covered telehealth
services will apply the
applicable cost share found in
this benefit chart based on
their specialty.

For LiveHealth Online services,
please go to the Video Doctor
Visits benefit later in this
benefit chart.

Out-of-network:

50% coinsurance for each
covered Primary Care Provider
(PCP) office visit.

50% coinsurance for each
covered specialist visit.
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Telehealth services for mental health visits provided by
Rural Health Clinics and Federally Qualified Health Centers

Virtual check-ins (for example, by phone or video chat) with
your doctor for 5-10 minutes if:

O You’re not a new patient and

O The check-inisn’t related to an office visit in the past 7
days and

O The check-in doesn’t lead to an office visit within 24
hours or soonest available appointment

Evaluation of video and/or images you sent to your doctor
and interpretation and follow-up by your doctor within 24
hours if:

O You’re not a new patient and

O The evaluationisn’t related to an office visit in the past
7 days and

O The evaluation doesn’t lead to an office visit within 24
hours or soonest available appointment

Consultation your doctor has with other doctors by
telephone, internet, or electronic health record

Second opinion by another network provider prior to
surgery

Prior authorization may be required.

50% coinsurance for other
health care professionals
including midwives, physician
assistants, nurse practitioners,
and OB/GYNs.

50% coinsurance for each
covered service you get at a
retail health clinic. Thisis a
clinic inside of a retail
pharmacy.

50% coinsurance for each
Medicare-covered hearing
exam to diagnose a hearing
condition.

Podiatry services - Medicare-covered

Covered services include:

Diagnosis and the medical or surgical treatment of injuries
and diseases of the feet (such as hammer toe or heel spurs).

In-network:

$40.00 copay for each
non-routine Medicare-covered
foot care visit. This is for
diagnosis and the medical or
surgical treatment of injuries
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+ Routine foot care for members with certain medical
conditions affecting the lower limbs

Prior authorization may be required.

and diseases of the feet (such
as hammer toe or heel spurs).

$0.00 copay for each routine
Medicare-covered foot care
visit. This is for routine foot
care for members with certain
medical conditions affecting
the lower limbs.

Out-of-network:

50% coinsurance for each
Medicare-covered foot care
visit.

Podiatry services - Supplemental

This plan covers additional foot care services not covered by
Original Medicare:
+ Removal or cutting of corns or calluses, trimming nails and

other hygienic and preventive care in the absence of
localized illness, injury, or symptoms involving the feet

« Unlimited routine foot care visits each year.

Prior authorization may be required.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

In-network:
$0.00 copay for each routine

foot care visit.

Out-of-network:

50% coinsurance for each visit.

"\If'

=

If you don’t have HIV, but your doctor or other health care
practitioner determines you're at an increased risk for HIV, we
cover pre-exposure prophylaxis (PrEP) medication and related
services.

Pre-exposure prophylaxis (PrEP) for HIV prevention

If you qualify, covered services include:
+ FDA-approved oral or injectable PrEP medication. If you’re

getting an injectable drug, we also cover the fee for
injecting the drug.

In-network:

There is no coinsurance,
copayment, or deductible for
the PrEP benefit.
Out-of-network:

50% coinsurance for the PrEP
benefit.
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+ Upto8individual counseling sessions (including HIV risk
assessment, HIV risk reduction, and medication adherence)
every 12 months.

+ Upto 8 HIVscreenings every 12 months.

A one-time hepatitis B virus screening.

"'q||l'
W@ Prostate cancer screening exams

For men aged 50 and older, covered services include the following
once every 12 months:
+ Digital rectal exam

+ Prostate Specific Antigen (PSA) test

In-network:

There is no coinsurance,
copayment, or deductible for
an annual PSA test.

Out-of-network:

50% coinsurance for each
prostate cancer screening.

50% coinsurance for a digital
rectal exam.

Prosthetic and orthotic devices and related supplies

Devices (other than dental) that replace all or part of a body part or
function. These include, but aren't limited to: testing, fitting, or
training in the use of prosthetic and orthotic devices as well as
colostomy bags and supplies directly related to colostomy care,
pacemakers, braces, prosthetic shoes, artificial limbs, and breast
prostheses (including a surgical brassiere after a mastectomy).
Includes certain supplies related to prosthetic and orthotic
devices, and repair and/or replacement of prosthetic and orthotic
devices. Also includes some coverage following cataract removal
or cataract surgery - go to Vision Care later in this table for more
detail.

Prior authorization may be required.

In-network:

20% coinsurance for covered
prosthetic devices and
supplies.

You must get prosthetic devices
and supplies from a medical
supply (DME) provider who
works with this plan. They will
not be covered if you buy them
from a pharmacy.

If you get a prosthetic or
orthotic device while you are
getting inpatient services at a
hospital or skilled nursing
facility, the cost will be
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included in your inpatient
claim.

Out-of-network:

50% coinsurance for prosthetic
devices and supplies.

Pulmonary rehabilitation services

Comprehensive programs of pulmonary rehabilitation are covered
for members who have moderate to very severe chronic
obstructive pulmonary disease (COPD) and an order for pulmonary
rehabilitation from the doctor treating the chronic respiratory
disease.

Prior authorization may be required.

In-network:
$15.00 copay for each covered
pulmonary rehabilitation visit.

Out-of-network:

50% coinsurance for each
covered pulmonary
rehabilitation visit.

"\If'
L Screening and counseling to reduce alcohol misuse

We cover one alcohol misuse screening for adults (including
pregnant women) who misuse alcohol but aren’t alcohol
dependent.

If you screen positive for alcohol misuse, you can get up to 4 brief
face-to-face counseling sessions per year (if you’re competent and
alert during counseling) provided by a qualified primary care
doctor or practitioner in a primary care setting.

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered
screening and counseling to
reduce alcohol misuse
preventive benefit.

Out-of-network:

50% coinsurance for the
screening and counseling to
reduce alcohol misuse.

"\If'
v Screening for Hepatitis C Virus Infection

We cover one Hepatitis C screening if your primary care doctor or
other qualified health care provider orders one and you meet one
of these conditions:

+ You’re at high risk because you use or have used illicit

injection drugs.

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered
screening for the Hepatitis C
Virus.

Out-of-network:
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+ You had a blood transfusion before 1992.
+ You were born between 1945-1965.

If you were born between 1945-1965 and aren’t considered high
risk, we cover a screening once. If you’re at high risk (for example,
you’ve continued to use illicit injection drugs since your previous
negative Hepatitis C screening test), we cover yearly screenings.

50% coinsurance for each
screening for the Hepatitis C
Virus.

"\If'

=

Screening for lung cancer with low dose computed
tomography (LDCT)

For qualified people, a LDCT is covered every 12 months.

Eligible members are people age 50 - 77 who have no signs or
symptoms of lung cancer, but who have a history of tobacco
smoking of at least 20 pack-years and who currently smoke or have
quit smoking within the last 15 years, who get an order for LDCT
during a lung cancer screening counseling and shared
decision-making visit that meets the Medicare criteria for such
visits and be furnished by a physician or qualified non-physician
practitioner.

For LDCT lung cancer screenings after the initial LDCT screening: the
member must get an order for LDCT lung cancer screening, which
may be furnished during any appropriate visit with a physician or
qualified non-physician practitioner. If a physician or qualified
non-physician practitioner elects to provide a lung cancer
screening counseling and shared decision-making visit for later
lung cancer screenings with LDCT, the visit must meet the
Medicare criteria for such visits.

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered
counseling and shared decision
making visit or for the LDCT.

Out-of-network:

50% coinsurance for
counseling and shared decision
making visit or for the LDCT.

"\If'

=

Screening for sexually transmitted infections (STIs) and
counseling to prevent STIs

We cover sexually transmitted infection (STI) screenings for
chlamydia, gonorrhea, syphilis, and Hepatitis B. These screenings
are covered for pregnant women and for certain people who are at
increased risk for an STl when the tests are ordered by a primary
care provider. We cover these tests once every 12 months or at
certain times during pregnancy.

We also cover up to 2 individual 20 to 30 minute, face-to-face
high-intensity behavioral counseling sessions each year for

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered
screening for STIs and
counseling for STIs preventive
benefit.

Out-of-network:

50% coinsurance for each
Medicare-covered screening for
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sexually active adults at increased risk for STIs. We only cover
these counseling sessions as a preventive service if they are
provided by a primary care provider and take place in a primary
care setting, such as a doctor’s office.

STls and counseling for STls
preventive benefit.

Services to treat kidney disease

Covered services include:

Kidney disease education services to teach kidney care and
help members make informed decisions about their care.
For members with stage IV chronic kidney disease when
referred by their doctor, we cover up to 6 sessions of kidney
disease education services per lifetime.

Outpatient dialysis treatments (including dialysis
treatments when temporarily out of the service area, as
explained in Chapter 3, or when your provider for this
service is temporarily unavailable or inaccessible)

Inpatient dialysis treatments (if you're admitted as an
inpatient to a hospital for special care)

Self-dialysis training (includes training for you and anyone
helping you with your home dialysis treatments)

Home dialysis equipment and supplies

Certain home support services (such as, when necessary,
visits by trained dialysis workers to check on your home
dialysis, to help in emergencies, and check your dialysis
equipment and water supply)

Certain drugs for dialysis are covered under your Medicare Part B
drug benefit. For information about coverage for Part B Drugs,
please go to the section, Medicare Part B drugs in this table.

You pay the inpatient hospital member cost share for dialysis
services that you receive while admitted to an inpatient hospital.

In-network:

$0.00 copay for each covered
kidney disease education
service visit.

20% coinsurance services for:

+ Kidney dialysis when
you use a provider in
our plan or you are out
of the service area for a
short time

+ Dialysis equipment or
supplies

+ Dialysis home support
services

$0.00 copay for each covered
training session to learn how to
care for yourself if you need
dialysis.

You don't need the plan's
approval before getting
dialysis. But please let us know
when you need to start this
care so we can work with your
providers.

Out-of-network:

20% coinsurance for each
covered kidney disease
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education service visit.

20% coinsurance services for
kidney dialysis.

20% coinsurance for each
covered training session to
learn how to care for yourself if
you need dialysis.

20% coinsurance for home
support services and home
dialysis equipment and
supplies.

You don't need the plan's
approval before getting
dialysis. But please let us know
when you need to start this
care so we can work with your
providers.

SilverSneakers

SilverSneakers® Membership

SilverSneakers can help you live a healthier, more active life
through fitness and social connection. You are covered for a fitness
benefit through SilverSneakers online and at participating
locations.! You have access to a nationwide network of
participating locations where you can take classes? and use
exercise equipment and other amenities. Enroll in as many
locations as you like, at any time. You also have access to
instructors who lead specially designed group exercise classes
in-person and online, seven days a week. Additionally,
SilverSneakers Community gives you options to get active outside
of traditional gyms at recreation centers, parks, and other
neighborhood locations. SilverSneakers also connects you to a
support network and online resources through SilverSneakers LIVE
classes, SilverSneakers On-Demand videos, and the SilverSneakers
GO mobile app. All you need to get started is your personal

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for the
SilverSneakers® Fitness
Program.
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SilverSneakers ID number. Go to SilverSneakers.com to learn more
about your benefit or call 1-855-741-4985 (TTY: 711) Monday
through Friday, 8 a.m.to 8 p.m. ET.

Always talk with your doctor before starting an exercise program.

Participating locations (PL) are not owned or operated by Tivity
Health, Inc. or its affiliates. Use of PL facilities and amenities is
limited to terms and conditions of PL basic membership. Facilities
and amenities vary by PL.

Membership includes SilverSneakers instructor-led group fitness
classes. Some locations offer members additional classes. Classes
vary by location.

SilverSneakers is not a gym membership, but a specialized
program designed specifically for older adults. Gym memberships
or other fitness programs that do not meet the SilverSneakers
criteria are excluded.

SilverSneakers is a registered trademark of Tivity Health, Inc. All
rights reserved. Tivity Health, Inc. is an independent company
providing a fitness program on behalf of this plan.

Skilled nursing facility (SNF) care

(For a definition of skilled nursing facility care, go to Chapter 10.
Skilled nursing facilities are sometimes called SNFs.)
100 days per benefit period. No prior hospital stay required.
Covered services include but aren't limited to:

+ Semiprivate room (or a private room if medically necessary)

« Meals, including special diets
+ Skilled nursing services

« Physical therapy, occupational therapy, and speech
therapy

+ Drugs administered to you as part of your plan of care (this
includes substances that are naturally present in the body,
such as blood clotting factors)

+ Blood - including storage and administration. Coverage of
whole blood and packed red cells begins with the first pint

In-network:
For covered SNF stays:

Days 1 - 20: $0.00 per day /
Days 21 - 100: $218.00 per day

A benefit period starts on the
first day you are an inpatient in
a hospital or skilled nursing
facility. It ends when you have
not had care as an inpatientin
a hospital or skilled nursing
facility for 60 days in a row. If
you go into a skilled nursing
facility after one benefit period
has ended, a new benefit
period begins. There is no limit
on how many benefit periods
you can have.
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of blood that you need. All other components of blood are
also covered beginning with the first pint used.

+ Medical and surgical supplies ordinarily provided by SNFs
+ Laboratory tests ordinarily provided by SNFs

+ X-rays and other radiology services ordinarily provided by
SNFs

+ Use of appliances such as wheelchairs ordinarily provided
by SNFs

+ Physician/Practitioner services

Generally, you get SNF care from network facilities. Under certain
conditions listed below, you may be able to pay in-network cost
sharing for a facility that isn’t a network provider, if the facility
accepts our plan’s amounts for payment.

+ Anursing home or continuing care retirement community
where you were living right before you went to the hospital
(as long as it provides skilled nursing facility care)

+ ASNF where your spouse or domestic partner is living at
the time you leave the hospital

Prior authorization may be required.

The hospital should tell the
plan within one business day of
any emergency admission.

Your cost share starts the day
you are admitted as an
inpatient in a hospital or skilled
nursing facility. You have no
cost share for the day you are
discharged.

Your skilled nursing care
benefits are based on the date
of admission. If you are
admitted in 2026 and are
discharged in 2027, the 2026
copays will apply until you have
not had any inpatient care in an
acute hospital, a SNF, or an
inpatient mental health facility
for 60 days in a row.

Out-of-network:

For covered SNF stays:

50% coinsurance per stay

"\If'

=

Smoking and tobacco use cessation (counseling to stop
smoking or tobacco use)

Smoking and tobacco use cessation counseling is covered for
outpatient and hospitalized patients who meet these criteria:

+ Usetobacco regardless of whether they exhibit signs or
symptoms of tobacco-related disease

+ Are competent and alert during counseling

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered smoking
and tobacco use cessation
preventive benefits.

Out-of-network:
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« Aqualified physician or other Medicare-recognized
practitioner provides counseling

We cover 2 cessation attempts per year (each attempt may include
a maximum of 4 intermediate or intensive sessions, with the
patient getting up to 8 sessions per year.)

50% coinsurance for each
smoking and tobacco use
cessation.

Supervised Exercise Therapy (SET)

SET is covered for members who have symptomatic peripheral
artery disease (PAD).

Up to 36 sessions over a 12-week period are covered if the SET
program requirements are met.

The SET program must:
+ Consist of sessions lasting 30-60 minutes, comprising a

therapeutic exercise-training program for PAD in patients
with claudication

+ Beconducted in a hospital outpatient setting or a
physician’s office

+ Bedelivered by qualified auxiliary personnel necessary to
ensure benefits exceed harms, and who are trained in
exercise therapy for PAD

+ Beunder the direct supervision of a physician, physician
assistant, or nurse practitioner/clinical nurse specialist who
must be trained in both basic and advanced life support
techniques

SET may be covered beyond 36 sessions over 12 weeks for an
additional 36 sessions over an extended period of time if deemed
medically necessary by a health care provider.

Prior authorization may be required.

In-network:
$20.00 copay for each covered
SET session.

Out-of-network:

50% coinsurance for each
covered SET session.

Urgently needed services

A plan-covered service requiring immediate medical attention
that's not an emergency is an urgently needed service if either
you're temporarily outside our plan's service area, or, even if
you're inside our plan's service area, it's unreasonable given your
time, place, and circumstances to get this service from network

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$25.00 copay for each covered
urgently needed service.
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providers. Our plan must cover urgently needed services and only
charge you in-network cost sharing. Examples of urgently needed
services are unforeseen medical illnesses and injuries, or
unexpected flare-ups of existing conditions. Medically necessary
routine provider visits, (like annual checkups) aren't considered
urgently needed even if you're outside our plan's service area or
our plan network is temporarily unavailable.

Urgently needed service coverage is worldwide.

This plan covers worldwide urgent care services if you're traveling
outside of the United States for less than six months. Coverage is
limited to $100,000 per year for worldwide urgent care and
emergency services.

This is a supplemental benefit. It's not covered by the Federal
Medicare program. You must pay all costs over $100,000 and all
costs to return to your service area. You may be able to buy added
travel insurance through an authorized agency.

If you need urgent care outside the United States or its territories,
please call the Blue Cross Blue Shield Global Core program at
1-800-810-BLUE (1-800-810-2583). Or call collect at 1-804-673-1177.
We can help you 24 hours a day, 7 days a week, 365 days a year.

$130.00 copay for each
covered worldwide urgently
needed service.

Video Doctor Visits

LiveHealth Online lets you see board-certified doctors and licensed
therapists, psychologists, and psychiatrists through live, two-way
video on your smartphone, tablet, or computer. It’s easy to get
started! You can sign up at livehealthonline.com or download the
free LiveHealth Online mobile app and register. Make sure you
have your health plan ID card ready - you’ll need it to answer some
questions.

Sign up for Free:
+ You must enter your health insurance information during

enrollment, so have your ID card ready when you sign up.

Benefits of a video doctor visit:

+ Thevisitis just like seeing your regular doctor face-to-face,
but just by web camera.

+ It’sagreat option for medical care when your doctor can’t
see you. Board-certified doctors can help 24/7 for most

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

$0.00 copay for video doctor
visits using LiveHealth Online.
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types of care and common conditions like the flu, colds,
pink eye and more.

« The doctor can send prescriptions to the pharmacy of your
choice, if needed?.

+ Ifyou’re feeling stressed, worried, or having a tough time,
you can make an appointment to talk to a licensed
therapist or psychologist from your home or on the road. In
most cases, you can make an appointment and talk with a
therapist? or make an appointment and talk with a
psychiatrist® from the privacy of your home.

Video doctor visits are intended to complement face-to-face visits
with a board-certified physician and are available for most types of
care.

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

!Prescription is prescribed based on physician recommendations
and state regulations (rules).

2Appointments are typically scheduled within seven days but may
vary based on therapist/psychologist availability. Video
psychologists or therapists cannot prescribe medications.

*Appointments are typically scheduled within 28 days but may vary
based on psychiatrist availability. Video psychiatrists cannot
prescribe controlled substances.

"'qlf'
W Vision care - Medicare-covered

Covered services include:
+ Outpatient physician services for the diagnosis and

treatment of diseases and injuries of the eye, including
treatment for age-related macular degeneration. Original

In-network:

For in-network
Medicare-covered vision care,
you must use a provider in the
Anthem Veteran (PPO)
specialty medical network. You
can find them in the Provider
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Medicare doesn’t cover routine eye exams (eye refractions)
for eyeglasses/contacts.

+ For people who are at high risk for glaucoma, we cover one
glaucoma screening each year. People at high risk of
glaucoma include: people with a family history of
glaucoma, people with diabetes, African-Americans who
are age 50 and older and Hispanic Americans who are 65 or
older.

+ For people with diabetes, screening for diabetic
retinopathy is covered once per year.

+ One pair of eyeglasses or contact lenses after each cataract
surgery that includes insertion of an intraocular lens. If you
have 2 separate cataract operations, you can't reserve the
benefit after the first surgery and purchase 2 eyeglasses
after the second surgery.

Directory. To learn more, call
the Customer Service number
on the back cover of this
document.

$0.00 copay for the glaucoma
screening for people who are at
high risk of glaucoma.

$0.00 copay for
Medicare-covered diabetic
retinopathy and remote
imaging for detection of retinal
disease (e.g. retinopathy in a
patient with diabetes).

$40.00 copay for each
Medicare-covered exam to
treat an eye condition and
comprehensive
ophthalmological exam and
evaluation of a patient for
retinal disease.

After you have covered cataract
surgery, $0.00 copay for one
pair of Medicare-covered
eyeglasses or contact lenses.

Eye exams and early detection
are important as some
problems do not have
symptoms. It matters to find
problems early. Your doctor
will tell you what tests you
need. Talk to your doctor to see
if you qualify.

Your medical vision benefit
does notinclude a routine eye
exam (refraction) for the
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purpose of prescribing glasses.
If you have coverage under a
supplemental benefit you will
see that information in the
section below.

Out-of-network:

50% coinsurance for the
glaucoma screening for people
who are at high risk of
glaucoma.

50% coinsurance for
Medicare-covered diabetic
retinopathy and remote
imaging for detection of retinal
disease (e.g. retinopathy in a
patient with diabetes).

50% coinsurance for each
Medicare-covered exam to
treat an eye condition and
comprehensive
ophthalmological exam and
evaluation of a patient for
retinal disease.

$0.00 copay for one pair of
Medicare-covered eye glasses
or contact lenses after cataract
surgery.

Vision care - Supplemental
The plan provides additional vision coverage not covered by
Original Medicare.

This plan covers 1 routine eye exam(s) every year. $69 maximum
eye exam coverage amount.

Please see Optional
Supplemental Benefits in
Chapter 4 Section 2.1 for more
options.
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This plan covers up to $225 for eyeglasses or contact lenses every
year.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.

You may have to pay more if
you use an out-of-network
provider.

In- and out-of-network:

$0.00 copay for one routine eye
exam every plan year. This plan
covers up to $69 for an eye
exam each year. Refractions are
covered as part of a routine eye
exam and are not covered if
billed separately.

$0.00 copay for eyewear up to
the allowance amount every
plan year.

The amount the plan covers for
eyewear is deducted from the
total charged amount billed to
insurance. After plan paid
benefits for eyewear are
applied, you are responsible for
any remaining costs including
non-covered services.

Benefits available under this
plan cannot be combined with
any other in-store discounts.

If you use an out-of-network
provider, you may be required
to pay in full at the time of
service and submit a request
for reimbursement. To submit a
request form for
reimbursement, you will need
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to provide proof of payment
and an itemized receipt.

Visitor/Traveler

The visitor/traveler program provides access to in-network level of
benefits for plan covered services when you are traveling outside
our service area for up to 12 months. Network and Service Area
restrictions apply.

See Section 2.3 of this chapter
for more detail.

"\If'
W  Welcome to Medicare preventive visit

Our plan covers the one-time Welcome to Medicare preventive visit.
The visit includes a review of your health, as well as education and
counseling about preventive services you need (including certain
screenings and shots, (or vaccines)), and referrals for other care if
needed.

Important: We cover the Welcome to Medicare preventive visit only
within the first 12 months you have Medicare Part B. When you
make your appointment, let your doctor’s office know you want to
schedule your Welcome to Medicare preventive visit.

In-network:

There is no coinsurance,
copayment, or deductible for
the Welcome to Medicare
preventive visit.

Out-of-network:

50% coinsurance for the
Welcome to Medicare
preventive visit.

50% coinsurance for the EKG
following the Welcome to
Medicare preventive visit.

* Your Member Liability Calculation — the cost of the service, on which your member liability

copayment/coinsurance is based, will be either:
The Medicare allowable amount for covered services.

or

The amount either we negotiate with the provider or the local Blue Medicare Advantage plan negotiates

with its provider on behalf of our members, if applicable. The amount negotiated may be either higher

than, lower than or equal to the Medicare allowable amount.

Dental services - Supplemental limitations and exclusions

Our plan partners with Liberty Dental to provide your dental benefits.
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Please note: Crown services, retainer crowns, and pontics require clinical review for prior
authorization before treatment is performed to determine if they are appropriate and meet industry
standards, clinical criteria, and guidelines. Treatment requests which are not medically necessary or do
not meet clinical criteria and guidelines will not be covered. If prior authorization is denied, the service
will not be covered and you will be responsible for all associated costs.

To locate a network provider or for questions related to Liberty Dental Plan’s clinical guidelines, you
may call Liberty Dental Member Services at 1-888-700-0992 or search the Liberty Dental website at
https://client.libertydentalplan.com/anthem/Index. It is recommended you work with your in-network
dentist to check benefit coverage prior to obtaining dental services. Services performed by an
out-of-network provider are only covered if listed in the Dental services - Supplemental section of the
Chapter 4 Medical Benefits Chart.

Coverage is limited to the services listed in the Dental services - Supplemental section of the Chapter 4
Medical Benefits Chart with the following additional limitations and exclusions:

Crown Services -

1. Requires prior authorization through Liberty Dental.

2. Requests for crowns require the tooth/teeth to have a good long-term restorative, endodontic, and
periodontal (at least 50% bone support) prognosis for approval.

3. Requests for crowns on teeth without root canal treatment must show evidence of decay, fracture,
failing restoration, etc., undermining more than 50% of the tooth to be considered for coverage.

4. Replacement of existing crowns which, in the opinion of Liberty Dental staff dentist or dental
director is satisfactory or can be made to a satisfactory condition, is not covered.

5. Cosmetic or experimental dental services and/or procedures not generally performed in a general
dentist’s office are not covered.

6. Crowns for the purposes of esthetics, or as a result of normal wear & attrition, recession, abfraction
and/or abrasion are not covered.

7. Core Buildup, including any pins when required (CDT Code D2950), must show evidence that the
tooth requires additional structure critical to support and retain a crown or bridge. Otherwise, the
service will be considered included as part of the crown restoration.

8. Providers must submit all necessary documents to prove the services meet plan criteria and are
medically necessary. This includes full mouth X-rays and treatment plan. Missing documents will
lead to a denial of services. Services lacking enough documentation to show necessity, according to
Liberty Dental's criteria, will be denied.

Bridges (Retainer Crowns and Pontics) -

1. Bridges (retainers crowns and pontics) require prior authorization through Liberty Dental.

2. Requests for bridges require a missing tooth in the arch with at least one strong tooth on each side
and enough space for a replacement tooth.


https://client.libertydentalplan.com/anthem/Index
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3. Requests for bridges require the supporting teeth to have a good long-term restorative, endodontic,
and periodontal (at least 50% bone support) prognosis for approval.

4. Requests for a “cantilevered pontic” or only one supporting tooth next to a missing tooth will not be
covered for the replacement of a missing back tooth.

5. Requests for bridges must be between teeth that are alike. Bridges with a fake tooth, such as an
implant, on one side and a natural tooth on the other side will not be covered.

6. Replacement of an existing bridge which, in the opinion of Liberty Dental staff dentist or dental
director, is satisfactory or that can be made satisfactory is not covered.

7. Cosmetic or experimental dental services and/or procedures not generally performed in a general
dentist’s office are not covered.

8. Core Buildup, including any pins when required (CDT Code D2950), must show evidence that the
tooth requires additional structure critical to support and retain a crown or bridge. Otherwise, the
service will be considered included as part of the crown restoration.

9. Providers must submit all necessary documents to prove the services meet plan criteria and are
medically necessary. This includes full mouth X-rays and treatment plan. Missing documents will
lead to a denial of services. Services lacking enough documentation to show necessity, according to
Liberty Dental’s criteria, will be denied.

Other Limitations and Exclusions:

« Providers must submit all necessary documents to prove the service meets the plan’s criteria
and is medically necessary. This includes full mouth X-rays and a treatment plan. Missing
documents will lead to a denial of service. Services lacking enough documentation to show
necessity, according to Liberty Dental’s criteria, will be denied.

« Any procedure not specifically listed as a covered benefit in the Dental services - Supplemental
section of the Chapter 4 Medical Benefits Chart is not covered.

« Services related to a denied service will also be denied.

+ Any treatment covered under an individual or group medical plan, auto insurance, no fault auto
insurance or uninsured motorist policy, to the extent permitted by federal or state statute, is not
covered.

« Treatmentis not covered if it's due to civil insurrection, military service, acts of war, or nuclear
incidents.

+ Services forinjuries and/or conditions which are paid or payable under Worker's Compensation
or Employer Liability Laws, and treatment provided without cost to you by any municipality,
county, or other political subdivision is not covered.

+ Feesfor missed appointments, preparing or copying dental reports, duplicate X-rays, itemized
bills, or claim forms are not covered.

Liberty Dental’s criteria utilized for medical necessity determination were developed from information
collected from American Dental Association's Code Manuals, clinical articles, and guidelines, as well as
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dental schools, practicing dentists, insurance companies, other dental related organizations, and local
state or health plan requirements.

Dental procedure codes and descriptions provided are based on CDT codes guidelines and intended for
informational purposes only. These codes can change annually according to the updates released by
the American Dental Association's Current Dental Terminology (CDT). These updates may introduce
new codes, alter existing ones, or eliminate others. We recommend that you confirm the relevant
procedure codes with our contracted dental vendor and dental provider before undergoing treatment
to ensure they have the latest and most accurate information. The organization assumes no liability for
claims denied due to the use of outdated or incorrect codes.

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Diagnostic and Preventive Dental Services
D0120 Periodic oral evaluation No 2 of (D0120-D0180) every Oral Exam
calendar year
D0140 Limited oral evaluation No 2 of (D0120-D0180) every Oral Exam
calendar year

DO150 Compre.henswe oral NG 2 of (D0120-D0180) every Oral Exam
evaluation calendar year

D0160 fOral evaluation, problem No 2 of (D0120-D0180) every oral Exam
ocused calendar year
Re-evaluation, limited,

D0170 problem focused No 20f (D0120-DO180) every | (g
(established patient; not calendar year
post-operative visit)

DO171 Re-eva}uatlon, pO.S)F No 2 0f (D0120-D0180) every Oral Exam
operative office visit calendar year

D0180 Comprehenswe . No 2 of (D0120-D0180) every Oral Exam
periodontal evaluation calendar year
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Intraoral, comprehensive 1 of (D0210, D0330,
D0210 series of radiographic No D0709) every 3 calendar | Dental X-Rays
images years
Intraoral, periapical, first
D0220 . - No Dental X-Rays
radiographic image
Intraoral, periapical,
D0230 each add 'l radiographic | No Dental X-Rays
image
Bitewing. <inol 2 of (D0270-D0274,
D0270 Itewing, single No D0708) every calendar Dental X-Rays
radiographic image
year
Bitewings. t 2 of (D0270-D0274,
D0272 ItEWIngs, two No D0708) every calendar Dental X-Rays
radiographic images
year
Bitewings. th 2 of (D0270-D0274,
D0273 itewings, three No D0708) every calendar Dental X-Rays
radiographic images
year
Bitewi ; 2 of (D0270-D0274,
D0274 itewings, four No D0708) every calendar Dental X-Rays
radiographic images
year
poz77 | Verticalbitewings, Tto8 |, 1 (D0277) every 3 Dental X-Rays
radiographic images calendar years
5 - radi . 1 of (D0210, D0330,
D0330 ranoramicradiographic |y, D0709) every 3 calendar | Dental X-Rays
image
years
D0364 Cone beam CT capture & No Other Diagnostic

interpretation, limited

Services
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
view, less than one whole
jaw
Cone beam CT capture & . .
D0365 interpretation, view of No Othgr Diagnostic
. Services
one full arch, mandible
Cone beam CT capture &

D0366 interpretation, view of No Othgr Diagnostic
one full arch, maxilla, Services
cranium
Cone beam CT capture & . .

D0367 interpretation, view of No (S)thgr Diagnostic

X . ervices
both jaws; cranium
Cone beam CT capture
and interpretation for Other Diagnostic

D0368 TMJ series including two No Services
or more exposures
Cone beam CT image

D0380 capture with limited field No Othgr Diagnostic
of view, less than one Services
whole jaw
Cone beam CT image

D0381 capture with field of view No Othgr Diagnostic
of one full dental arch, Services
mandible
Cone beam CT image

D0382 capture with field of view No Othgr Diagnostic
of one full dental arch, Services
maxilla
Cone beam CT image . .

D0383 capture with field of view | No gthgr Diagnostic

. ervices
of both jaws
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Cone beam CT image
D0384 .captur_e for TMJ series No Othgr Diagnostic
including two or more Services
exposures
D0460 Pulp vitality tests No (S)thgr Diagnostic
ervices
Intraoral, periapical . .
D0O707 radiographic image, No gthgr Diagnostic
. ervices
image capture only
Intraoral, bitewing 2 of (D0270-D0274, Other Diaenostic
D0708 radiographic image, No D0708) every calendar Services &
image capture only year
Int(aorafl, cgmprehﬁpsive 1 of (D0210, D0330, other b .
D0709 S€ries of radiograpnic No D0709) every 3 calendar er biagnostic
images, image capture Services
only years
2 of (D1110, D4346, orophvla
D1110 Prophylaxis, adult No D4910) every calendar rophytaxis
(Cleaning)
year
D1206 Toplgal appll_catlon of No 2 of (D1206, D1208) every Fluoride Treatment
fluoride varnish calendar year
Topical application of 2 of (D1206, D1208) every
D1208 fluoride, excluding No ’ Fluoride Treatment
varnish calendar year
Application of caries .
D1354 arresting medicament, No Other Preventive
Dental Services
per tooth
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Caries preventive Other Preventive
D1355 medicament application, | No .
Dental Services
per tooth
Restorative Dental Services
1 of (D2140-D2394) per i
Amalgam, one surface, Restorative
D2140 . No surface, per tooth every 2 .
primary or permanent Services
calendar years
1 of (D2140-D2394) per ,
Amalgam, two surfaces, Restorative
D2150 . No surface, per tooth every 2 .
primary or permanent Services
calendar years
1 of (D2140-D2394) per )
Amalgam, three surfaces, Restorative
D2160 . No surface, per tooth every 2 .
primary or permanent Services
calendar years
Amalgam, four or more 1 of (D2140-D2394) per .
X Restorative
D2161 surfaces, primary or No surface, per tooth every 2 Services
permanent calendar years
. . 1 of (D2140-D2394) per .
Resin-based composite, Restorative
D2330 . No surface, per tooth every 2 )
one surface, anterior Services
calendar years
i . 1 of (D2140-D2394) per i
Resin-based composite, Restorative
D2331 . No surface, per tooth every 2 .
two surfaces, anterior Services
calendar years
, , 1 of (D2140-D2394) per ,
Resin-based composite, Restorative
D2332 . No surface, per tooth every 2 .
three surfaces, anterior Services
calendar years
Resin-based composite, 1 of (D2140-D2394) per .
Restorative
D2335 four or more surfaces, No surface, per tooth every 2 Services
involvingincisalangle calendar years
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Resin-based composite 1(D2390) per tooth every | Restorative
D2390 . No .
crown, anterior 2 calendar years Services
i . 1 of (D2140-D2394) per i
Resin-based composite, Restorative
D2391 . No surface, per tooth every 2 -
one surface, posterior Services
calendar years
, , 1 of (D2140-D2394) per ,
Resin-based composite, Restorative
D2392 . No surface, per tooth every 2 .
two surfaces, posterior Services
calendar years
_ , 1 of (D2140-D2394) per _
Resin-based composite, Restorative
D2393 X No surface, per tooth every 2 .
three surfaces, posterior Services
calendar years
Resin-based composite, 1 of (D2140-D2394) per .
Restorative
D2394 four or more surfaces, No surface, per tooth every 2 Services
posterior calendar years
onl tallic. t 1 of (D2542-D2794, Restorati
D2542 n'ay, Metatlic, two No D6205-D6794) per tooth | oooro aVe
surfaces Services
every 5 calendar years
ont eallic. th 1 of (D2542-D2794, Restorati
D2543 nay, metatlic, three No D6205-D6794) pertooth | oo o ative
surfaces Services
every 5 calendar years
onl tallic. f 1 of (D2542-D2794, Restorati
D2544 ntay, metatic, fouror— 1 yo D6205-D6794) per tooth estorative
more surfaces Services
every 5 calendar years
ol i , 1 of (D2542-D2794, Restorati
D2620 nlay, porcelain/ceramic, |\ D6205-D6794) per tooth estorative

two surfaces

every 5 calendar years

Services
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
ot " , 1 of (D2542-D2794, Restorati
D2630 nlay, porcelain/ceramic, | D6205-D6794) per tooth estorative
three or more surfaces Services
every 5 calendar years
Onlay, 1 of (D2542-D2794, Restorati
D2642 porcelain/ceramic, two No D6205-D6794) per tooth ngv?crjslve
surfaces every 5 calendar years
Onlay, 1 of (D2542-D2794, Restorati
D2643 porcelain/ceramic, three | No D6205-D6794) per tooth Sgiv?c?s ve
surfaces every 5 calendar years
Onlay, 1 of (D2542-D2794, Restorati
D2644 porcelain/ceramic, four | No D6205-D6794) per tooth 5:?\,&25 e
or more surfaces every 5 calendar years
Inl in-based 1 of (D2542-D2794, Restorati
D2651 niay, resin-base No D6205-D6794) per tooth estorative
composite, two surfaces Services
every 5 calendar years
Inlay, resin-based 1 of (D2542-D2794, Restorative
D2652 composite, three or more | No D6205-D6794) per tooth Services
surfaces every 5 calendar years
onl in-based 1 of (D2542-D2794, Restorati
D2662 niay, resin-base No D6205-D6794) per tooth estorative
composite, two surfaces Services
every 5 calendar years
Onlay, resin-based 1 of (D2542-D2794, Restorative
D2663 composite, three No D6205-D6794) per tooth Services
surfaces every 5 calendar years
Onlay, resin-based 1 of (D2542-D2794, Restorative
D2664 composite, fouror more | No D6205-D6794) per tooth Services

surfaces

every 5 calendar years
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
c in-based 1 of (D2542-D2794, Restorati
D2710 rown, resin-base Yes D6205-D6794) per tooth estorative
composite (indirect) Services
every 5 calendar years
c Y in-based 1 of (D2542-D2794, Restorati
D2712 rown, 7 resin-base Yes D6205-D6794) pertooth | aoo o atVe
composite (indirect) Services
every 5 calendar years
c - with high 1 of (D2542-D2794, Restorati
D2720 rown, resin with hig Yes D6205-D6794) per tooth estorative
noble metal Services
every 5 calendar years
Crown, resin with 1 of (D2542-D2794, Restorative
D2721 predominantly base Yes D6205-D6794) per tooth Services
metal every 5 calendar years
c i with nobl 1 of (D2542-D2794, Restorati
D2722 rown, resin With nobie 1 yeq D6205-D6794) per tooth estorative
metal Services
every 5 calendar years
c 1 of (D2542-D2794, Restorati
D2740 rown, . Yes D6205-D6794) per tooth estorative
porcelain/ceramic Services
every 5 calendar years
c lain fused 1 of (D2542-D2794, Restorati
D2750 rown, porcetain fuse Yes D6205-D6794) pertooth | coo o atVe
to high noble metal Services
every 5 calendar years
Crown, porcelain fused 1 of (D2542-D2794, .
. Restorative
D2751 to predominantly base Yes D6205-D6794) per tooth Services
metal every 5 calendar years
c lain fused 1 of (D2542-D2794, Restorati
D2752 rown, porceain tused 1 yeg D6205-D6794) per tooth | oooro aVe
to noble metal Services

every 5 calendar years
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Crown, porcelain fused 1 of (D2542-D2794, Restorative
D2753 to titanium and titanium | Yes D6205-D6794) per tooth Services
alloys every 5 calendar years
c Y t hich nobl 1 of (D2542-D2794, Restorati
D2780 rown, 7 cast nigh NOLIE | yeg D6205-D6794) pertooth | aoo o atVe
metal Services
every 5 calendar years
Crown, % cast 1 of (D2542-D2794, ,
D2781 predominantly base Yes D6205-D6794) per tooth ggi\tigstlve
metal every 5 calendar years
c %4 cast nobl 1 of (D2542-D2794, Restorati
D2782 rown, 71 cast nowre Yes D6205-D6794) per tooth | oooro a-Ve
metal Services
every 5 calendar years
c y 1 of (D2542-D2794, Restorati
D2783 rown, = . Yes D6205-D6794) per tooth estorative
porcelain/ceramic Services
every 5 calendar years
c full t hich 1 of (D2542-D2794, Restorati
D2790 rown, tuft cast hig Yes D6205-D6794) per tooth estorative
noble metal Services
every 5 calendar years
Crown, full cast 1 of (D2542-D2794, Restorative
D2791 predominantly base Yes D6205-D6794) per tooth Services
metal every 5 calendar years
c ull cast nobl 1 of (D2542-D2794, Restorati
D2792 rown, Tutl cast noble Yes D6205-D6794) pertooth | aoo o atvVe
metal Services
every 5 calendar years
c titani q 1 of (D2542-D2794, Restorati
D2794 -rown, titanium an Yes D6205-D6794) per tooth | Koo orative
titanium alloys Services

every 5 calendar years
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core in addition to crown

years

Services

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Re-cement or re-bond .
. Restorative
D2910 inlay, onlay, veneer, or No Servi
4 ervices
partial coverage
Re-cement or re-bond
indirectly Restorative
D2315 fabricated/prefabricated No Services
post & core
D2920 Re-cement or re-bond No Restpratlve
crown Services
Reattachment of tooth Restorative
D2921 fragment, incisal edge or | No )
Services
cusp
Prefabricated .
. . Restorative
D2928 porcelain/ceramic Yes Servi
ervices
crown, permanent tooth
Core buildup, including 1 (D2950) per tooth every | Restorative
D2950 : . Yes .
any pins when required 5 calendar years Services
Pin retention, per tooth, 1(D2951) per tooth every | Restorative
D2951 . . . No .
in addition to restoration 5 calendar years Services
Post and core in addition 1 of (D2952, D2954) per Restorative
D2952 to crown, indirectly Yes tooth every 5 calendar )
. Services
fabricated years
Each additional indirectly 1 of (D2953, D2957) per Restorative
D2953 fabricated post, same No tooth every 5 calendar Servi
ervices
tooth years
Prefabricated t and 1 of (D2952, D2954) per Restorati
D2954 refabricated postan Yes tooth every 5 calendar estorative
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
D2955 Post removal No 1(D2955) per tooth every Restpratlve
5 calendar years Services
Each additional 1 of (D2953, D2957) per Restorative
D2957 prefabricated post, same | No tooth every 5 calendar Servi
ervices
tooth years
Additional procedure to
D2971 cu:stqmlze new crown, No Restpratlve
existing partial denture Services
frame
Crown repair
D2980 necesmtgted by ' No Restorative
restorative material Services
failure
Inlay repair necessitated .
D2981 by restorative material No Eestpratlve
. ervices
failure
Onlay repair necessitated .
D2982 by restorative material No gestpratlve
. ervices
failure
Veneer repair
D2983 necessﬁgted by . No Restpratlve
restorative material Services
failure
Resin infiltration of Restorative
D2990 incipient smooth surface | No Servi
) ervices
lesions
Endodontic Dental Services
Pulp cap, direct
LS 10of(D3110, D312 .
D3110 (excluding final No ¢ © t:\ .3 (l)'f t:j; 0) per Endodontics
restoration) oothinafifetime
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unrestorable, fractured
tooth

lifetime

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Pulp cap, indirect
D3120 (excluding final No Lof (D.3110.’ D§120) per Endodontics
restoration) tooth in a lifetime
Pulpal debridement, .
D3221 primary and permanent | No l (D.3221) pertoothin a Endodontics
teeth lifetime
Pulpal therapy, anterior, 1 of (D3230. D324
D3230 primary tooth (excluding | No toct))t(h i::’] :(l)i,fet?meO) per Endodontics
final restoration)
Pulpal therapy, posterior, 0
D3240 primary tooth (excluding | No Lof (D.3230.’ D:.)’24 ) per Endodontics
finale restoration) tooth in a lifetime
Endodontic therapy
. > 1 of (D3310-D .
D3310 anterior tooth (excluding | No toc())tL i3r)13a (l)ife’f;?r)n?’g) per Endodontics
final restoration)
Endodontic therapy,
premolar tooth 1 of (D3310-D3330) per .
D3320 (excluding final No tooth in a lifetime Endodontics
restoration)
Endodontic therapy, )
D3330 molar tooth (excluding No io%ftLDi?fal(I)ifz’zﬁg) per Endodontics
final restoration)
Treatment of root canal :
D3331 obstruction; non-surgical | No 1 (D§331) pertooth in a Endodontics
20CEsS lifetime
Incomplete endodontic -
D3332 therapy; inoperable, No 1(D3332) per tooth in a Endodontics
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
D3333 | Internalrootrepairof |\ 1(D3333)pertoothina | ¢y 4 ontics
perforation defects lifetime
1 of (D3346-D3348) per
Retreatment of previous tooth in a lifetime; not
D3346 root canal therapy, No payable within 12 Endodontics
anterior months if performed by
same provider
1 of (D3346-D3348) per
Retreatment of previous tooth in a lifetime; not
D3347 root canal therapy, No payable within 12 Endodontics
premolar months if performed by
same provider
1 of (D3346-D3348) per
Retreat t of . tooth in a lifetime; not
D3348 cireatment orprevious payable within 12 Endodontics
root canal therapy, molar .
months if performed by
same provider
Apexification/ .
D3351 recalcification, initial No ! (?f (D.3351) per toothin Endodontics
- a lifetime
visit
Apexification/ .
D3352 recalcification, interim No ! ﬂ: (53352) per toothin Endodontics
medication replacement alitetime
D3353 ApeX|f]§at|qn/ . .. No 1 (?f (D.3353) per tooth in Endodontics
recalcification, final visit a lifetime
. . 1 of (D3410-D342 .
D3410 Apicoectomy, anterior No of .3 0 3 >) per Endodontics
tooth in a lifetime
D3421 Apicoectomy, premolar No 1 of (D3410-D3425) per Endodontics

(first root)

tooth in a lifetime
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
D3425 Apicoectomy, molar (first No Lof (D.3419_D?f425) per Endodontics
root) tooth in a lifetime
D3426 Aplc.o.ectomy, (each No 1 (D.3426) per toothiin a Endodontics
additional root) lifetime
Bone graft in conjunction
D3428 with periradicular . No Lof (D.3428.’ D$429) per Endodontics
surgery, per tooth, single tooth in a lifetime
site
Bone graft in conjunction
with periradicular 1 of (D3428, D3429) per .
D3429 surgery, each add'l tooth, No tooth in a lifetime Endodontics
same site
D3430 Retrograde filling, per No 1 (D§430) per tooth ina Endodontics
root lifetime
Biologic materials, soft
D3431 osseous tissue No 1.0f .(D34$1’ .D3432) per Endodontics
regeneration with site in a lifetime
periradicular surgery
Guided tissue
D3432 re.genera_tlor), persite, No 1.Of .(D34;31’ .D3432) per Endodontics
with periradicular sitein a lifetime
surgery
D3450 | Rootamputation, per No 1(D3450) pertoothina | ¢y 40 ntics
root lifetime
!—Iemisgction, hot 1 (D3920) per toothin a .
D3920 including root canal No Endodontics

therapy

lifetime

Periodontics Dental Services
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

Gingivectomy or 1 of (D4210-D4212) per

D4210 gingivoplasty, four or No si