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This document explains your benefits and rights. Use this document to understand:

+ Our plan premium and cost sharing

+ Our medical and drug benefits

+ How to file a complaint if you’re not satisfied with a service or treatment
+ How to contact us

« Other protections required by Medicare law
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alternate format, please call Customer Service at the phone number printed on the front of this
document.
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CHAPTER 1:

Get started as a member

SECTION1 You’re a member of Anthem | CareMore Premium Savings
(HMO-POS)

Section1.1 You’re enrolled in Anthem | CareMore Premium Savings (HMO-POS), which
is a Medicare HMO Point-of-Service plan

You’re covered by Medicare, and you chose to get your Medicare health and your drug coverage through
our plan, Anthem | CareMore Premium Savings (HMO-POS). 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 | CareMore Premium Savings (HMO-POS) is a Medicare Advantage HMO Plan (HMO stands for

Health Maintenance Organization) with a Point-of-Service (POS) option approved by Medicare and run
by a private company. Point-of-Service means you can use providers outside our plan’s network for an
additional cost. (Go to Chapter 3, Section 2.4 for information about using the Point-of-Service option.)

Section 1.2 Legal information about the Evidence of Coverage

This Evidence of Coverage is part of our contract with you about how Anthem | CareMore Premium
Savings (HMO-POS) covers your care. Other parts of this contract include your enrollment form, the List
of Covered Drugs (formulary), 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 | CareMore Premium Savings
(HMO-POS) 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 | CareMore Premium Savings (HMO-POS) 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 | CareMore Premium
Savings (HMO-POS) 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.
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SECTION 2 Plan eligibility requirements

Section 2.1 Eligibility requirements

You’re eligible for membership in our plan as long as you meet all these conditions:
+ 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 living 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 | CareMore Premium Savings (HMO-POS)

Anthem | CareMore Premium Savings (HMO-POS) 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 service area. The service area is
described below.

Our service area includes these counties in California: Los Angeles, Orange, San Bernardino.

If you move out of our plan’s service area, you can’t stay a member of this plan. Call Customer Service
at 1-800-499-2793 (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 | CareMore Premium
Savings (HMO-POS) if you’re not eligible to stay a member of our plan on this basis. Anthem | CareMore
Premium Savings (HMO-POS) 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 and for prescription drugs
you get at network pharmacies. You should also show the provider your Medicaid card, if you have one.
Sample plan membership card:

4 N7 A
Anthem @ XXXXXXXXXXX.COM /XX
Anthem * Plan name .-
s Member Service:  JCalCCX- X XXX
TTY/TDD Line XXX
Member Phgglihacy Svc gl 5003000k
John Q. Member PCP: XXXXHXXX Hana acists. | K- XXX XXX
Grogmblal bvicclllcri: OO X000
. PR XXX hiadstof i SaagelPRXXX-XOMK-XXXX
Member ID: | !
NurseLir X-XXK-XXX-XXXX

XXXXXXKXXXXX SMrsneakers X-XXX-XXX-XXXX

Group: "% s ffice Visit Copay: $XX

@suf o n 8( specialist Visit Copay: $XX

(AR SN Emergency Room Copay: SXX Posses. cal aoes hob

RO TRORIEX  Preveniive Copay. X fuaraniec Slaloy) tgpenets.

RXGroup- XXX PO Box ) ity, Stale XXXXX-XXXX

RxIDY MOOOOXX CMS  XOOOOCXXXXNNKX ESAQ&I%gﬁlsn XAXXXKXXXX.COM

PO Box XXXXX Gity, State XXXXX-XXXX

\ &Ie dnl'g?“l:? RJ \\ssue Date: MMDD/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 | CareMore Premium Savings
(HMO-POS) 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 1-800-499-2793 (TTY
users call 711) right away and we’ll send you a new card.

Section 3.2 Provider/Pharmacy Directory

The Provider/Pharmacy Directory www.anthem.com/ca 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.

You must use network providers to get your medical care and services. If you go elsewhere without
proper authorization, you’ll have to pay in full. The only exceptions are emergencies, urgently needed
services when the network isn’t available (that is, situations when it’s unreasonable or not possible to
get services in-network), out-of-area dialysis services, and cases when Anthem | CareMore Premium
Savings (HMO-POS) authorizes use of out-of-network providers.

Since your plan has a Point-of-Service (POS) option, there are some services where you can utilize
providers outside of the plan’s service network for additional costs. For more information, please see
Chapter 3. Details of services covered can be found in the Medical Benefits Chart.
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Get the most recent list of providers and suppliers on our website at www.anthem.com/ca.

The Provider/Pharmacy Directory www.anthem.com/ca lists our network pharmacies. Network
pharmacies are all of the pharmacies that have agreed to fill covered prescriptions for our plan
members. Use the Provider/Pharmacy Directory to find the network pharmacy you want to use. See
Chapter 5, Section 2.4 for information on when you can use pharmacies that are not in the plan’s
network.

The Provider/Pharmacy Directory also shows you which pharmacies in our network have preferred cost
sharing, which may be lower than the standard cost sharing offered by other network pharmacies for
some drugs.

If you don’t have a Provider/Pharmacy Directory, you can ask for a copy (electronically or in paper form)
from Customer Service at 1-800-499-2793 (TTY users call 711). Requested paper Provider/Pharmacy
Directory will be mailed to you within 3 business days.

Section 3.3 Drug List (formulary)

Our plan has a List of Covered Drugs (also called the Drug List or formulary). It tells which prescription
drugs are covered under the Part D benefit included in Anthem | CareMore Premium Savings
(HMO-POS). The drugs on this list are selected by our plan, with the help of doctors and pharmacists.
The Drug List must meet Medicare's requirements. Drugs with negotiated prices under the Medicare
Drug Price Negotiation Program will be included on your Drug List unless they have been removed and
replaced as described in Chapter 5, Section 6. Medicare approved the Anthem | CareMore Premium
Savings (HMO-POS) Drug List.

The Drug List also tells if there are any rules that restrict coverage for a drug.

We’ll give you a copy of the Drug List. To get the most complete and current information about which
drugs are covered, visit www.anthem.com/ca or call Customer Service at 1-800-499-2793 (TTY users call
711).

SECTION4 Your monthly costs for Anthem | CareMore Premium Savings
(HMO-POS)

Your Costs in 2026

Monthly plan premium* $0.00

* Your premium can be higher than this amount. Go
to Section 4.1 for details.
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Your Costs in 2026
Maximum out-of-pocket amount $1,000.00
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.)
Primary care office visits $0.00 copay per visit

Specialist office visits

$0.00 copay - $20.00 copay per visit

Inpatient hospital stays

Days 1-5: $125.00 per day, per admission /
Days 6-90: $0.00 per day, per admission

Part D drug coverage deductible
(Go to Chapter 6 Section 4 for details.)

Deductible: $115 except for covered
insulin products and most adult Part D
vaccines.

Part D drug coverage

(Go to Chapter 6 Section 4 for details, including
Yearly Deductible, Initial Coverage, and Catastrophic
Coverage Stages.)

If your copay is greater than $0.00, the amount you
pay will depend on if you qualify for low-income
subsidy (LIS), also known as Medicare's Extra Help
program. For more information about the Extra Help
program, please see Chapter 2, Section 7 of your
Evidence of Coverage.

Copays/coinsurance during the Initial
Coverage Stage:

Preferred Retail Pharmacy

e DrugTier1 - Preferred Generic:
$0.00 copayment

o DrugTier 2 - Generic: $0.00
copayment

« DrugTier 3 - Preferred Brand: 25%
coinsurance
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Your Costs in 2026

You won’t pay more than $35.00
per month supply of each covered
insulin product on this tier.

Drug Tier 4 - Non-Preferred Drug:
30% coinsurance

Drug Tier 5 - Specialty Tier: 31%
coinsurance

Drug Tier 6 - Select Care Drugs:
$0.00 copayment

You pay $0.00 per month supply of
each covered insulin product on
this tier.

Catastrophic Coverage Stage:

During this payment stage, you pay
nothing for your covered Part D
drugs and for excluded drugs that
are covered under our enhanced
benefit.

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)

+ Part D Late Enrollment Penalty (Section 4.4)

« Income Related Monthly Adjusted Amount (Section 4.5)

« Medicare Prescription Payment Plan Amount (Section 4.6)

Section 4.1 Plan premium

You don’t pay a separate monthly plan premium for Anthem | CareMore Premium Savings (HMO-POS).
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If you already get help from one of these programs, the information about premiums in this Evidence

of Coverage may not apply to you. We sent you a separate document, called the Evidence of Coverage

Rider for People Who Get Extra Help Paying for Prescription Drugs (also known as the Low-Income Subsidy
Rider or the LIS Rider), which tells you about your drug coverage. If you don’t have this insert, please call
Customer Service 1-800-499-2793 (TTY users call 711) and ask for the LIS Rider.

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 $62.10.
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 | CareMore Premium Savings (HMO-POS) 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: $12.00 additional monthly premium.
« Dental and Vision Package: $31.00 additional monthly premium.

« Enhanced Dental and Vision Package: $39.00 additional monthly premium.

Section 4.4 Part D Late Enrollment Penalty

Some members are required to pay a Part D late enrollment penalty. The Part D late enrollment
penalty is an additional premium that must be paid for Part D coverage if at any time after your initial
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enrollment period is over, there was a period of 63 days or more in a row when you didn’t have Part D or
other creditable drug coverage. Creditable drug coverage is coverage that meets Medicare’s minimum
standards since it is expected to pay, on average, at least as much as Medicare’s standard drug
coverage. The cost of the late enrollment penalty depends on how long you went without Part D or
other creditable drug coverage. You’ll have to pay this penalty for as long as you have Part D coverage.

When you first enroll in Anthem | CareMore Premium Savings (HMO-POS), we let you know the amount
of the penalty. If you don’t pay your Part D late enrollment penalty, you could lose your prescription
drug benefits.

You don’t have to pay the Part D late enrollment penalty if:
+ You get Extra Help from Medicare to help pay your drug costs.
+ You went less than 63 days in a row without creditable coverage.

+ You had creditable drug coverage through another source (like a former employer, union,
TRICARE, or Veterans Health Administration (VA)). Your insurer or human resources department
will tell you each year if your drug coverage is creditable coverage. You may get this information
in a letter or in a newsletter from that plan. Keep this information because you may need it if you
join a Medicare drug plan later.

O Note: Any letter or notice must state that you had creditable prescription drug coverage
that’s expected to pay as much as Medicare’s standard drug plan pays.

O Note: Prescription drug discount cards, free clinics, and drug discount websites aren’t
creditable prescription drug coverage.

Medicare determines the amount of the Part D late enrollment penalty. Here’s how it works:

+ If you went 63 days or more without Part D or other creditable prescription drug coverage after
you were first eligible to enrollin Part D, our plan will count the number of full months you didn’t
have coverage. The penalty is 1% for every month you didn’t have creditable coverage. For
example, if you go 14 months without coverage, the penalty percentage will be 14%.

+ Then Medicare determines the amount of the average monthly plan premium for Medicare drug
plans in the nation from the previous year (national base beneficiary premium). For 2026, this
average premium amount is $38.99.

+ To calculate your monthly penalty, multiply the penalty percentage by the national base
beneficiary premium and round it to the nearest 10 cents. In the example here, it would be 14%
times $38.99, which equals $5.46. This rounds to $5.50. This amount would be added to the
monthly plan premium for someone with a Part D late enrollment penalty.

Three important things to know about the monthly Part D late enrollment penalty:

« The penalty may change each year because the national base beneficiary premium can change
each year.

« You’ll continue to pay a penalty every month for as long as you are enrolled in a plan that has
Medicare Part D drug benefits, even if you change plans.
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« Ifyou’re under 65 and enrolled in Medicare, the Part D late enrollment penalty will reset when
you turn 65. After age 65, your Part D late enrollment penalty will be based only on the months
you don’t have coverage after your initial enrollment period for aging into Medicare.

If you disagree about your Part D late enrollment penalty, you or your representative can ask for a
review. Generally, you must ask for this review within 60 days from the date on the first letter you get
stating you have to pay a late enrollment penalty. However, if you were paying a penalty before you
joined our plan, you may not have another chance to ask for a review of that late enrollment penalty.

Important: Don’t stop paying your Part D late enrollment penalty while you’re waiting for a review of
the decision about your late enrollment penalty. If you do, you could be disenrolled for failure to pay
our plan premiums.

Section 4.5 Income Related Monthly Adjustment Amount

Some members may be required to pay an extra charge, known as the Part D Income Related Monthly
Adjustment Amount (IRMAA). The extra charge is calculated using your modified adjusted gross income
as reported on your IRS tax return from 2 years ago. If this amount is above a certain amount, you’ll pay
the standard premium amount and the additional IRMAA. For more information on the extra amount
you may have to pay based on your income, visit
https://www.medicare.gov/health-drug-plans/part-d/basics/costs.

If you have to pay an extra IRMAA, Social Security, not your Medicare plan, will send you a letter telling
you what that extra amount will be. The extra amount will be withheld from your Social Security,
Railroad Retirement Board, or Office of Personnel Management benefit check, no matter how you
usually pay our plan premium, unless your monthly benefit isn’t enough to cover the extra amount
owed. If your benefit check isn’t enough to cover the extra amount, you’ll get a bill from Medicare. You
must pay the extra IRMAA to the government. It can’t be paid with your monthly plan premium. If
you don’t pay the extra IRMAA, you’ll be disenrolled from our plan and lose prescription drug
coverage.

If you disagree about paying an extra IRMAA, you can ask Social Security to review the decision. To find
out how to do this, call Social Security at 1-800-772-1213 (TTY users call 1-800-325-0778).

Section 4.6 Medicare Prescription Payment Plan Amount

If you’re participating in the Medicare Prescription Payment Plan, each month you’ll pay our plan
premium (if you have one) and you’ll get a bill from your health or drug plan for your prescription drugs
(instead of paying the pharmacy). Your monthly bill is based on what you owe for any prescriptions you
get, plus your previous month’s balance, divided by the number of months left in the year.

Chapter 2, Section 7 tells more about the Medicare Prescription Payment Plan. If you disagree with the
amount billed as part of this payment option, you can follow the steps in Chapter 9 to make a complaint
or appeal.
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SECTION5 More information about your monthly plan premium

Section 5.1 How to pay your Part D late enrollment penalty

There are 3 ways you can pay the penalty.
Option 1: Pay by check

If you chose to pay directly to our plan, you will receive a billing statement each month. Please send
your payment as soon as possible after you receive the bill. The due date of your premium is the 1st of
the month. If you did not receive a return envelope, the address for sending your payment is:

Anthem Blue Cross
P.O. Box 54587
Los Angeles, CA 90054-0587

Please make your check payable to the plan. Checks should not be made out to the Centers for
Medicare & Medicaid Services (CMS) or the U.S. Department of Health and Human Services (HHS) and
should not be sent to these agencies.

Option 2: You can pay by automatic withdrawal

Instead of paying by check, you can have your payment automatically withdrawn from your bank
account. You can request a bank account withdrawal request form by calling Customer Service at the
phone number printed on the back cover of this document. Be sure to attach a blank, voided check
when returning your bank account withdrawal request form.

If you have chosen to pay by automatic withdrawal from your bank account, your payment usually will
be withdrawn between the 3rd and 9th day of each month. If we receive your request after the monthly
withdrawal date has passed, the first payment deducted from your bank account may be for more than
one month's Part D late enrollment penalty. Going forward, one month's Part D late enrollment penalty
will be withdrawn from your bank account each month.

Option 3: Have your Part D late enrollment penalty deducted from your monthly Social
Security check

Changing the way you pay your Part D late enrollment penalty. If you decide to change how you pay
your Part D late enrollment penalty, it can take up to 3 months for your new payment method to take
effect. While we process your new payment method, you’re still responsible for making sure your Part D
late enrollment penalty is paid on time. To change your payment method, call Customer Service.

If you have trouble paying your Part D late enrollment penalty

Your Part D late enrollment penalty is due in our office by the 1st day of the month. If we don't get your
payment by the 15th day of the month, we’ll send you a notice letting you know our plan membership
will end if we don’t get your Part D late enrollment penalty, if owed, within . If you are required to pay a
Part D late enrollment penalty, you must pay the penalty to keep your prescription drug coverage.
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If you have trouble paying your Part D late enrollment penalty, if owed, on time, call Customer Service
at 1-800-499-2793 (TTY users call 711) to see if we can direct you to programs that will help with your
costs.

If we end your membership because you didn’t pay your Part D late enrollment penalty, if owed, you’ll
have health coverage under Original Medicare. You may not be able to get Part D drug coverage until
the following year if you enroll in a new plan during the Open Enrollment Period. (If you go without
creditable drug coverage for more than 63 days, you may have to pay a Part D late enrollment penalty
for as long as you have Part D coverage.)

If you think we wrongfully ended your membership, you can make a complaint (also called a grievance).
If you had an emergency circumstance out of your control that made you unable to pay your Part D late
enrollment penalty, if owed, within our grace period, you can make a complaint. For complaints, we’ll
review our decision again. Go to Chapter 9 to learn how to make a complaint or call us at
1-800-499-2793 between 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 users call 711. You must make your complaint no later than 60 calendar days after the date your
membership ends.

Section 5.2 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.

However, in some cases, you may be able to stop paying a late enrollment penalty, if you owe one, or
you may need to start paying a late enrollment penalty. This could happen if you become eligible for
Extra Help or lose your eligibility for Extra Help during the year.

+ Ifyou currently pay a Part D late enrollment penalty and become eligible for Extra Help during
the year, you’d be able to stop paying your penalty.

+ Ifyou lose Extra Help, you may be subject to the late enrollment penalty if you go 63 days or
more in a row without Part D or other creditable prescription drug coverage.

Find out more about Extra Help in Chapter 2, Section 7.

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).
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The doctors, hospitals, pharmacists, and other providers in our plan’s network use your membership
record to know what services and drugs are covered and your cost-sharing amounts. Because of
this, it’s very important you help to 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
+ If your 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 1-800-499-2793 (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.

Once a year, we’ll send you a letter that lists any other medical or drug coverage we know about. Read
over 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’s not listed, call Customer Service 1-800-499-2793 (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 insurance that pays second ("secondary payer") only pays if there are
costs left uncovered by the primary coverage. The secondary payer may not pay the 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.
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+ 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.

17
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CHAPTER 2:

Phone numbers and resources

SECTION1 Anthem I CareMore Premium Savings (HMO-POS) contacts

For help with claims, billing, or member card questions, call or write to Anthem | CareMore Premium
Savings (HMO-POS) Customer Service 1-800-499-2793 (TTY users call 711). We’ll be happy to help you.

Customer Service - Contact Information

Call 1-800-499-2793

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 1-800-499-2793 (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 1-888-426-5087

Write Anthem Blue Cross
12900 Park Plaza Drive, Suite 150, Mailstop 6150
Cerritos, CA90703-9329

Website www.anthem.com/ca

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’ll
pay for your medical services or Part D drugs. 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 or Part D drugs, go to Chapter 9.
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Coverage Decisions for Medical Care - Contact Information

Call

1-800-499-2793

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

1-888-426-5087

Write

Anthem Blue Cross Partnership Plan
12900 Park Plaza Drive, Suite 150, Mailstop 6150
Cerritos, CA90703-9329

Website

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

Coverage Decisions for Part D drugs - Contact Information

Call 1-833-460-0849
Calls to this number are free.
24 hours a day, 7 days a week
TTY 711
Calls to this number are free.
24 hours a day, 7 days a week
Fax 1-844-521-6938
Write Anthem Blue Cross

Attention: Pharmacy Department
P.O. Box 47686
San Antonio, TX 78265-8686
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Coverage Decisions for Part D drugs - Contact Information

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

Appeals for Medical Care - Contact Information

Call 1-800-499-2793

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

Write Medicare Complaints, Appeals & Grievances
Mailstop: OH0205-A537

4361 Irwin Simpson Rd

Mason, OH 45040

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

Appeals for Part D drugs - Contact Information

Call 1-833-460-0849
Calls to this number are free.
Hours are 24 hours a day, seven days a week.

TTY 711
Calls to this number are free.
Hours are 24 hours a day, seven days a week.
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Appeals for Part D drugs - Contact Information

Fax 1-888-458-1407

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

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

How to make a complaint about your medical care

You can make a complaint about us or one of our network providers or pharmacies, 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 to make a complaint about your medical care, go to Chapter 9.

Complaints about Medical Care - Contact Information

Call 1-800-499-2793
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 To submit a complaint about Anthem | CareMore Premium Savings (HMO-
website POS) directly to Medicare, go to www.Medicare.gov/my/medicare-

complaint.
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Complaints about Part D drugs - Contact Information

Call 1-833-460-0849
Calls to this number are free.
Hours are 24 hours a day, seven days a week.
TTY 711
Calls to this number are free.
Hours are 24 hours a day, seven days a week.
Fax 1-888-458-1407
Write Medicare Complaints, Appeals & Grievances
Mailstop: OH0205-A537
4361 Irwin Simpson Rd
Mason, OH 45040
Medicare To submit a complaint about Anthem | CareMore Premium Savings
website (HMO-POS) directly to Medicare, go to www.Medicare.gov/my/medicare-

complaint.

How to ask us to pay our share of the cost for medical care or a drug 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 7 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 9 for more information.

Payment Requests for Medical Care - Contact Information

Call

1-800-499-2793

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.
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Payment Requests for Medical Care - Contact Information

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
P.O. Box 366
Artesia, CA90702-0366

Website www.anthem.com/ca

Payment Requests for Part D drugs - Contact Information

Call 1-833-460-0849
Calls to this number are free.
24 hours a day, 7 days a week

TTY 711
Calls to this number are free.
24 hours a day, 7 days a week

Write CarelonRx

Claims Department - Part D Services
P.O. Box 52077

Phoenix, AZ 85072-2077

Website www.anthem.com/ca

SECTION2 Get help from Medicare
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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.
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Medicare - Contact Information

Call 1-800-MEDICARE (1-800-633-4227)
Calls to this number are free.
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 Medicare.gov to tell Medicare about any complaints you
have about Anthem | CareMore Premium Savings (HMO-PQOS).

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
California, the SHIP is called California Health Insurance Counseling and Advocacy Program (HICAP).

California Health Insurance Counseling and Advocacy Program (HICAP) 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.

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

California Health Insurance Counseling and Advocacy Program (HICAP) -
Contact Information

Call 1-800-434-0222
8 a.m. -4 p.m. local time, Monday - Friday

TTY 711

Write California Department of Aging
2880 Gateway Oaks Drive, Suite 200
Sacramento, CA 95833

Website www.aging.ca.gov/Programs_and_Services/Medicare_Counseling/

SECTION4 Quality Improvement Organization (QIO)

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

Livanta - California'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 - California's Quality Improvement Organization is an independent organization. It’s
not connected with our plan.

Contact Livanta - California's Quality Improvement Organization in any of these situations:
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+ 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 - California's Quality Improvement Organization - Contact
Information

Call 1-877-588-1123
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

SECTIONS5 Social Security

Social Security determines Medicare eligibility and handles Medicare enrollment. Social Security is also
responsible for determining who has to pay an extra amount for their Part D drug coverage because
they have a higher income. If you got a letter from Social Security telling you that you have to pay the
extra amount and have questions about the amount or if your income went down because of a
life-changing event, you can call Social Security to ask for reconsideration.

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

Social 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
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Social Security- Contact Information

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

Calls to this number are free.

Available 8 am to 7 pm, Monday through Friday.

Website www.SSA.gov

SECTION6 Medicaid

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

« 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 (Ql): Helps pay Part B premiums.
« Qualified Disabled & Working Individuals (QDWI): Helps pay Part A premiums.

To find out more about Medicaid and Medicare Savings Programs, contact California Medi-Cal
(Medicaid).

California Medi-Cal (Medicaid) - Contact Information

Call 1-800-541-5555
8 a.m.-5p.m. PT, Monday - Friday

TTY 1-800-430-7077
This number requires special telephone equipment and is only for people who
have difficulties hearing or speaking.

Write Medi-Cal
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California Medi-Cal (Medicaid) - Contact Information

P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413

Website https://www.dhcs.ca.gov/services/medi-cal/Pages/default.aspx

SECTION 7 Programs to help people pay for prescription drugs
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The Medicare website (www.Medicare.gov/basics/costs/help/drug-costs) has information on ways to
lower your prescription drug costs. The programs below can help people with limited incomes.

Extra Help from Medicare

Medicare and Social Security have a program called Extra Help that can help pay drug costs for people
with limited income and resources. If you qualify, you get help paying for your Medicare drug plan’s
monthly plan premium, yearly deductible, and copayments. Extra Help also counts toward your
out-of-pocket costs.

If you automatically qualify for Extra Help, Medicare will mail you a purple letter to let you know. If you
don’t automatically qualify, you can apply anytime. To see if you qualify for getting Extra Help:

+ Visit https://secure.ssa.gov/i1020/start to apply online
« Call Social Security at 1-800-772-1213. TTY users call 1-800-325-0778.

When you apply for Extra Help, you can also start the application process for a Medicare Savings
Program (MSP). These state programs provide help with other Medicare costs. Social Security will send
information to your state to initiate an MSP application, unless you tell them not to on the Extra Help
application.

If you qualify for Extra Help and you think that you’re paying an incorrect amount for your prescription
at a pharmacy, our plan has a process to help you get evidence of the right copayment amount. If you
already have evidence of the right amount, we can help you share this evidence with us.

Please fax or mail a copy of your paperwork, showing you qualify for a subsidy, using the fax number or
address shown on the back cover of this document. Below are examples of the paperwork you can
provide:

+ Acopy of your Medicaid card if itincludes your eligibility date during the period of time in
question;

+ Acopy of a letter from the state or SSA showing Medicare Low-Income Subsidy status;
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A copy of a state document that confirms active Medicaid status during the period of time in
question;

A screen print from the state’s Medicaid systems showing Medicaid status during the period of
time in question;

Evidence of recent point-of-sale Medicaid billing and payment in the pharmacy’s patient profile,
backed up by one of the above indicators after the point-of-sale.

If you have been a resident of a long-term care (LTC) facility (like a nursing home), instead of providing
one of the items above, you should provide one of the items listed below. If you do, you may be eligible
for the highest level of subsidy.

A remittance from the facility showing Medicaid payment for a full calendar month for you
during the period of time in question;

A copy of a state document that confirms Medicaid payment to the facility for a full calendar
month on your behalf; or

A screen print from the state’s Medicaid systems showing your institutional status, based on at
least a full calendar month stay, for Medicaid payment purposes during the period of time in
question.

Once we have received your paperwork and verified your status, we will call you so you can begin filling
your prescriptions at the low-income copayment.

When we get the evidence showing the right copayment level, we’ll update our system so you
can pay the right amount when you get your next prescription. If you overpay your copayment,
we’ll pay you back, either by check or a future copayment credit. If the pharmacy didn’t collect
your copayment and you owe them a debt, we may make the payment directly to the pharmacy.
If a state paid on your behalf, we may make the payment directly to the state. Call Customer
Service 1-800-499-2793 (TTY users call 711) if you have questions.

What if you have Extra Help and coverage from a State Pharmaceutical Assistance Program
(SPAP)?

Many states offer help paying for prescriptions, drug plan premiums and/or other drug costs. If you’re
enrolled in a State Pharmaceutical Assistance Program (SPAP), Medicare’s Extra Help pays first.

What if you have Extra Help and coverage from an AIDS Drug Assistance Program (ADAP)?

The AIDS Drug Assistance Program (ADAP) helps people living with HIV/AIDS access life-saving HIV
medications. Medicare Part D drugs that are also on the ADAP formulary qualify for prescription
cost-sharing help through The AIDS Drug Assistance Program (ADAP).
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California AIDS Drug Assistance Program (ADAP)

Call 1-844-421-7050
8 a.m. -5 p.m. local time, Monday - Friday (excluding holidays)

TTY 711

Write California Department of Public Health
Center for Infectious Diseases, Office of AIDS
1616 Capitol Ave

Sacramento, CA 95814

Website https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OA_adap_eligibility.aspx

Note: To be eligible for the ADAP in your state, people must meet certain criteria, including proof of
state residence and HIV status, low income (as defined by the state), and uninsured/under-insured
status. If you change plans, notify your local ADAP enrollment worker so you can continue to get help.
For information on eligibility criteria, covered drugs, or how to enroll in the program, call The AIDS Drug
Assistance Program (ADAP).

State Pharmaceutical Assistance Programs

Many states have State Pharmaceutical Assistance Programs that help people pay for prescription
drugs based on financial need, age, medical condition, or disabilities. Each state has different rules to
provide drug coverage to its members.

In California, the State Pharmaceutical Assistance Program is Prescription Drug Discount Program for
Medicare Recipients.

Prescription Drug Discount Program for Medicare Recipients - Contact
Information

Call 1-916-518-3100
8 a.m. -5 p.m. local time, Monday - Friday

TTY 711

Write The Board of Pharmacy
2720 Gateway Oaks Drive, Suite 100
Sacramento, CA 95833

Website https://www.pharmacy.ca.gov/consumers/medicare_discount.shtml



https://www.cdph.ca.gov/Programs/CID/DOA/Pages/OA_adap_eligibility.aspx
https://www.pharmacy.ca.gov/consumers/medicare_discount.shtml
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Medicare Prescription Payment Plan

The Medicare Prescription Payment Plan is a payment option that works with your current drug
coverage to help you manage your out-of-pocket costs for drugs covered by our plan by spreading them
across the calendar year (January - December). Anyone with a Medicare drug plan or Medicare health
plan with drug coverage (like a Medicare Advantage plan with drug coverage) can use this payment
option. This payment option might help you manage your expenses, but it doesn’t save you money
or lower your drug costs. If you’re participating in the Medicare Prescription Payment Plan and
stay in the same Part D plan, your participation will be automatically renewed for 2026. To learn
more about this payment option, call Customer Service at 1-833-246-7717 (TTY users call 711) or visit
www.Medicare.gov.

Medicare Prescription Payment Plan - Contact Information

Call 1-833-246-7717 Calls to this number are free.

October 1 - December 7: 8:00 AM to 1:00 AM EST, 7 days a week. December 8
- March 31: 8:00 AM to 11:00 PM EST, 7 days a week. April 1 - September 30:
8:00 AM to 11:00 PM EST, Monday through Friday.

Customer Service 1-800-499-2793 (TTY users call 711) also has free language
interpreter services for non-English speakers.

TTY 711 Calls to this number are free.

October 1 - December 7: 8:00 AM to 1:00 AM EST, 7 days a week. December 8
- March 31: 8:00 AM to 11:00 PM EST, 7 days a week. April 1 - September 30:
8:00 AM to 11:00 PM EST, Monday through Friday.

Fax 1-440-557-6525

Write SimplicityRx

MPPP Election Dept.
13900 N. Harvey Ave
Edmund, OK 73013

Website https://activate.rxpayments.com/

SECTION 8 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.


http://www.Medicare.gov
https://activate.rxpayments.com/
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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

SECTIONY9 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 1-800-499-2793 (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. 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.

If you have other drug coverage through your (or your spouse or domestic partner’s) employer or retiree
group, contact that group’s benefits administrator. The benefits administrator can help you
understand how your current drug coverage will work with our plan.


https://RRB.gov
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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 equipment, and
prescription drugs that are covered by our plan. Your covered services for medical care are listed
in the Medical Benefits Chart in Chapter 4. Your covered services for prescription drugs are
discussed in Chapter 5.

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

As a Medicare health plan, Anthem | CareMore Premium Savings (HMO-POS) must cover all services
covered by Original Medicare and follow Original Medicare’s coverage rules.

Anthem | CareMore Premium Savings (HMO-POS) will generally cover your medical care as long as:
o The care you getisincluded in our plan’s Medical Benefits Chart in Chapter 4.

o The care you get is 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 have a network primary care provider (a PCP) providing and overseeing your care. As a
member of our plan, you must choose a network PCP (go to Section 2.1 for more information).

O In most situations, your network PCP must give you approval in advance (a referral) before
you can use other providers in our plan's network, such as specialists, hospitals, skilled
nursing facilities, or home health care agencies. For more information, go to Section 2.3.

O You don’t need referrals from your PCP for emergency care or urgently needed services. To
learn about other kinds of care you can get without getting approval in advance from your
PCP, go to Section 2.2.

« You may be required to get some of your care from a network provider (go to Section 2). In
most cases, care you get from an out-of-network provider (a provider who's not part of our
plan’s network) won't be covered. This means that you will have to pay the provider in full for
services you get. Here are four exceptions:

O Our plan covers emergency care or urgently needed services you get from an out-of-network
provider. For more information, and to see what emergency or urgently needed services are,
go to Section 3.

o Ifyou need medical care that Medicare requires our plan to cover but there are no specialists
in our network that provide this care, you can get this care from an out-of-network provider
at the same cost sharing you normally pay in-network. You should obtain authorization from
the plan prior to seeking care. In this situation, you pay the same as you’d pay if you got the
care from a network provider. For information about getting approval to see an
out-of-network doctor, go to Section 2.4.

O Our plan covers kidney dialysis services 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 be higher than the cost sharing in Original Medicare. If you’re outside our plan’s service
area and get dialysis from a provider that’s outside our plan’s network, your cost sharing
can’t be higher than the cost sharing you pay in-network. However, if your usual in-network
provider for dialysis is temporarily unavailable and you choose to get services inside our
service area from a provider outside our plan’s network, your cost sharing for the dialysis
may be higher.

+ This planincludes a Point-of-Service (POS) option which allows you to get certain covered
services by out-of-network providers. As a member of this plan, you may use either network or
out-of-network providers for non-Medicare dental services covered by the plan. For more
information on this option and these services, see Section 2.4 (How to get care from
out-of-network providers).

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

O Please note: 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 cannot pay a provider
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who is not eligible to participate in Medicare. If you go to a provider who is not eligible to
participate in Medicare, you will be responsible for the full cost of the services you receive.
Check with your provider, before receiving services, to confirm that they are eligible to
participate in Medicare.

Please note: While you can get non-Medicare dental services from an out-of-network provider with our
POS option, the provider must be eligible to participate in Medicare. Except for emergency care, we
cannot 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 will be responsible for the full cost of the services you receive.
Check with your provider, before receiving services, to confirm that they are eligible to participate in
Medicare.

SECTION2 Use providersin our plan’s network 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 join our plan, you will 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. If you do not have a PCP at the time you join, a plan
representative can help you select one. If you are not able to choose a PCP, we will assign you to
a contracted PCP with a convenient office location based on your home address.

« PCPscan be doctors who practice in any of the following medical fields as long as they are in our
plan’s network:

General practice
Family Medicine
Internal Medicine

Pediatrics

0O O O O O

Geriatrics
+ You will see your PCP for most of your routine health care needs.

+  Your PCP may provide most of your care and may help arrange or coordinate the rest of the
covered services you get as a plan member. This includes your X-rays, laboratory tests,
therapies, care from doctors who are specialists, hospital admissions and follow-up care.
Coordinating your services includes checking or consulting with other plan providers about your
care and how it is going. If you need certain types of covered services or supplies, your PCP can
help arrange your care. In some cases, your PCP will need to get prior authorization (prior
approval). Since your PCP may provide and coordinate your medical care, you should have all of
your past medical records sent to your PCP’s office.
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How to choose a PCP?
You chose a PCP when you completed your enrollment form.

If you did not choose a PCP, we will select one for you who is located close to where you live. Your PCP’s
name and phone number will be printed on your membership card.

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/Pharmacy Directory mailed to you, you may call Customer Service, or request one at our
website. To help 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.

Customer Service also can help you choose a doctor. If you are already seeing a doctor, you can look in
the Provider/Pharmacy Directory to see if that doctor is in our network. If so, you can tell us you want to
keep that doctor.

For in-network services (in our plan): All services must be coordinated by your Primary Care Provider
(PCP).

You may need an approval from the plan before getting the care. This is called getting a prior
authorization. Ask your provider or call the plan to learn more.

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. If your request to change your PCP is
made on days 1-14 of the month, the effective date of your PCP change will default to the first of the
current month in which you have requested your PCP change. If your request to change your PCP is
made on days 15-31 of the month, the effective date of your PCP change will default to the first of the
following month.

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/Pharmacy Directory mailed to you, you may call Customer Service, or request one at our
website.

Customer Service will help make sure that you can continue with the specialty care and other services
you have been getting when you change to a new PCP. They will also check to be sure the PCP you want
to switch to is able to accept new patients.

Customer Service will change your membership record to show the name of your new PCP and tell you
when the change to your PCP will take effect. Once your PCP has been changed, you will get a new
membership card in the mail within 10 working days.
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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 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. 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. If possible, call Customer Service at 1-800-499-2793
(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.

« For additional covered services that do not require a referral and/or prior authorization/
approval; see Chapter 4, Medical Benefits Chart.

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

Some services are covered in-network by our plan only if your PCP or other provider gets permission
from our plan first. This is called a prior authorization. These services include, but are not limited to,
elective hospital admissions, skilled nursing facility care, durable medical equipment, and prosthetic
devices. For these services, your PCP or the provider will contact our plan to get prior authorization. Our
clinical staff, including nurses and physicians, review clinical information sent by the provider, and
make a decision on the prior authorization request. Covered services that require prior authorization
are listed in Section 2 of Chapter 4.
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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.

o Ifany 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
S0 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.

+ If you 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
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quality-of-care complaint to the QIO, a quality-of-care grievance to our plan, or both (go to
Chapter9).

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

You must receive your care from a network provider. In most cases, care you receive from an
out-of-network provider will not be covered. This means you will have to pay the provider in full for the
services furnished. There are certain exceptions, listed below.

+ Emergency care or urgently needed services from out-of-network providers (see Section 2.2
for more information)

+ Kidney dialysis services that you get at a Medicare-certified dialysis facility when you are
temporarily outside the plan’s service area (see Section 2.2 for more information)

« Services covered under the plan's Point-of-Service option:

0 Non-Medicare covered Dental services received from out-of-network providers as
detailed in the dental benefit (see Section 1.2 for more information)

+ Medical care that is required by Medicare but there are no specialists in our network to
provide care. In this situation:

O The cost-sharing will be the same that you would pay as if you got the care from a
network provider

O Our plan must confirm there is not a network provider available

O Your PCP or the out-of-network provider performing services must contact the plan and
obtain an approved authorization before the services are rendered.

O Ifthereis not an approved authorization on file your claim will be denied, and you will be
responsible to pay the provider in full for the services furnished.

« Inany situation not described above, out-of-network care will not be covered without the
provider obtaining an authorization from the plan prior to services being rendered.

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
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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.

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’ll try to arrange for network
providers to take over your care as soon as your medical condition and the circumstances allow.

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, we’ll cover additional care only if you get the
additional care in one of these 2 ways:

+ You go to a network provider to get the additional care, or

« The additional care you get is considered urgently needed services and you follow the rules
below for getting this urgent care.
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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/Pharmacy 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.
Prescriptions purchased outside of the country are not covered even for urgent or emergency care. For
more information, see the Medical Benefits Chart in Chapter 4 of this document.

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/ca 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. If you can’t use a network pharmacy during a
disaster, you may be able to fill your prescriptions at an out-of-network pharmacy. Go to Chapter 5,
Section 2.4.

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 get 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 7 for information about what to do.
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Section 4.1 If services aren’t covered by our plan, you must pay the full cost

Anthem | CareMore Premium Savings (HMO-POS) 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 or you get
services out-of-network without authorization, 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 Maedical 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’s not related to the study) through our plan.

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.
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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’tin 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 7 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 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.

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 orservices 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.


http://www.Medicare.gov/sites/default/files/2019-09/02226-medicare-and-clinical-research-studies.pdf
http://www.Medicare.gov/sites/default/files/2019-09/02226-medicare-and-clinical-research-studies.pdf
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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:

+ 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 and cost sharing apply to these services. Please see the
Medical Benefits Chart in Chapter 4 for more information.
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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 Anthem | CareMore Premium Savings
(HMO-POS), you will acquire ownership of DME items following a rental period not to exceed 13
months. Your copayments 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
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 | CareMore Premium Savings
(HMO-POS) 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 | CareMore Premium Savings (HMO-POS) or no longer medically require oxygen
equipment, then the oxygen equipment must be returned.
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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 | CareMore Premium Savings (HMO-POS). 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?

Medicare Advantage Plans have limits on the total amount you have to pay out of pocket each year for
in-network medical services covered under Medicare Part A and Part B. This limit is called the maximum
out-of-pocket (MOOP) amount for medical services. For calendar year 2026 the MOOP amount is
$1,000.00.

The amounts you pay for copayments and coinsurance for in-network covered services count toward
this maximum out-of-pocket amount. The amounts you pay for Part D drugs don't count toward your
maximum out-of-pocket amount. In addition, amounts you pay for some services don't count toward
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your in-network maximum out-of-pocket amount. These services are noted in the Medical Benefits
Chart. If you reach the maximum out-of-pocket amount of $1,000.00, you won't have to pay any
out-of-pocket costs for the rest of the year for in-network 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 | CareMore Premium Savings (HMO-POS), 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.

« Ifyour cost sharingis a coinsurance (a percentage of the total charges), you never 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. (Our plan covers services from out-of-network providers only in
certain situations, such as when you get a referral or for emergencies or urgently needed
services.)

o Ifyou 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. (Our plan covers services from out-of-network providers only in
certain situations, such as when you get a referral, or for emergencies or for urgently needed
services outside the service area.)

« Ifyou think a provider has balance billed you, call Member Services at 1-800-499-2793 (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 | CareMore Premium Savings
(HMO-POS) covers and what you pay out of pocket for each service (Part D drug coverage is in Chapter
5). The services listed in the Medical Benefits Chart are covered only when these are met:

Your Medicare-covered services must be provided according to the 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 can't 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.

You get your care from a network provider. As a member of our plan, you can choose to receive
non-Medicare dental care as covered by the plan from out-of-network providers. If you use an
out-of-network dental provider, you may have to pay a share of the costs for your covered
services. You may save money by using in-network dental providers and if you choose a provider
that is not in the network, you may have higher costs. Additionally, an out-of-network dental
provider may not bill us directly, in which case, you may have to pay upfront and submit a
request to get reimbursed. Further, an out-of-network dental provider may charge more than we
may reimburse for, in which case, you will be responsible for any differences.

You have a primary care provider (a PCP) providing and overseeing your care. In most situations,
your PCP must give you approval in advance (a referral) before you can see other providers in
our plan’s network.

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

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:

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
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& 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 receive 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.
"\I|I'

W@ 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.

50

Covered Service

What you pay

"\If'
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.

Acupuncture for chronic low back pain

Covered services include:

Up to 12 visits in 90 days are covered under the following
circumstances:
For the purpose of this benefit, chronic low back pain is defined as:

+ Lasting 12 weeks or longer;

« 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.

In-network:

$20.00 copay for each
Medicare-covered acupuncture
visit.
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Covered Service

What you pay

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's or doctoral level degree in acupuncture or
Oriental Medicine from a school accredited by the
Accreditation Commission on Acupuncture and Oriental
Medicine (ACAOM); and,

« 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

You pay a $100.00 copay for
each covered, one-way
ambulance trip by ground or
water.
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Covered Service

What you pay

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.

You pay a $100.00 copay for
each covered, one-way
ambulance trip by air.

You will not have a copay if our
plan coordinates your transfer:

+ Between like facilities

« From aninpatient
hospital to a skilled
nursing facility

+ From afacility to home
(ground or water
ambulance only)

Medically necessary,
non-emergency ambulance is
covered only when given prior
authorization and only when
using a plan provider.

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.

"\If'

=

If you’ve had Part B for longer than 12 months, you can get an
annual wellness visit to develop or update a personalized

Annual wellness visit

In-network:
There is no coinsurance,
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Covered Service

What you pay

prevention plan based on your current health and risk factors. This
is covered once every 12 months.

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.

copayment, or deductible 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.

"'qlf'
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.

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.

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.

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

'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.

"\I|I'
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 5 years (60 months).

In-network:

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

"\If'
W cervicaland vaginal cancer screening

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

every 24 months

+ 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

In-network:

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

Chiropractic services

Covered services include:
« Manual manipulation of the spine to correct subluxation

Additional covered supplemental chiropractic benefits include:
+ 12 visits each year for routine chiropractic services.

Your treatment plan may require verification of medical necessity.

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:

$20.00 copay for each
Medicare-covered visit to see a
chiropractor.

$20.00 copay for routine
chiropractic visits.
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Covered Service

What you pay

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 and referral 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.

$0.00 copay for each visit for
Medicare-covered specialist
services received at select
locations for Chronic pain
management and treatment
services.

$20.00 copay for each visit for
Medicare-covered specialist
services received in a network
provider’s office for Chronic
pain management and
treatment services.

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

"'qlf'
W Colorectal cancer screening

The following screening tests are covered:

In-network:
There is no coinsurance,
copayment, or deductible for a
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Covered Service

What you pay

+ 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.

+ 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.

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.
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Covered Service What you pay

+ 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-network:

For in-network
Medicare-covered dental
benefits, you must use a

In general, preventive dental services (such as cleaning, routine
dental exams, and dental x-rays) aren't covered by Original
pedicare However, Medicarepaysfordental sevces M2 ied | prouier tatis prt of e
. ANCES, Sp y , . . Anthem | CareMore Premium
integral part of specific treatment of a person's primary medical Savi .

o . i . avings (HMO-POS) medical
condition. Examples include reconstruction of the jaw after a
fracture or injury, tooth extractions done in preparation for
radiation treatment for cancer involving the jaw, or oral exams
prior to organ transplantation.

network. You can find these
providers in the
Provider/Pharmacy Directory.
To learn more, call the
Customer Service number on
Prior authorization may be required the back cover of this
) document.
$0.00 copay for each visit for
Medicare-covered dental
services at select locations.

$20.00 copay for each visit for
Medicare-covered dental
services received in a network
provider’s office.

Dental services - Supplemental 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
Our dental allowance can be used toward approved dental out-of-pocket amount.

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

This plan covers up to a $1,200 allowance for covered preventive
and comprehensive dental services every year. Any amount not
used at the end of the plan year will expire.
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Covered Service

What you pay

services:

Diagnostic and Preventive Services:

2 Exams

2 X-rays

2 Cleanings

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)

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.

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 (Point of
Service - POS):
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.

When using an out-of-network
provider:

« 20% coinsurance for
covered preventive
dental services
designed to help
prevent disease.
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For detailed information on prior authorization, limitations, and
exclusions, please refer to the supplemental dental section
immediately following this Medical Benefits Chart.

« 50% coinsurance for
covered comprehensive
dental services.

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

Out-of-network providers:

+ Arenotrequired 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.

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.
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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.

"\If'
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.
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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.
Blood glucose test strips are covered for a maximum dose of 100
units every 30 days for patients who had a claim for insulin within
the last 180 days. Blood glucose test strips are covered for a
maximum dose of 50 units every 30 days for patients who have not
had a claim for insulin within the last 180 days. Lancets are
covered for 100 units every 30 days and up to 300 units for a 90 day

supply.

Glucose monitors and supplies are limited to select manufacturers
and may include: Accu-Chek® (made by Roche Diagnostics) and
Freestyle (made by Abbott).

Glucose monitors specifically for those with visual impairments or
other unique clinical requirements are available upon approval.
We will not cover other brands unless your provider tells us it is
medically necessary. Blood glucose test strips and glucometers

In-network:
20% coinsurance for:

+ Blood glucose test strips

+ Lancet devices and
lancets

+ Blood glucose monitors

20% coinsurance 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.
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MUST be purchased at a network retail or our mail-order pharmacy
to be covered. If you purchase these supplies through a Durable
Medical Equipment (DME) provider, these items will NOT be
covered.

Lancets may be purchased at either a network retail pharmacy or
our mail order pharmacy. However, lancets are limited to the
following manufacturers: Freestyle, Trividia, Accu-Chek®,
HTL-Strefa, Kroger and its affiliates which include Fred Meyer, King
Soopers, City Market, Fry's Food Stores, Smith's Food and Drug
Centers, Dillon Companies, Ralphs, Quality Food Centers, Baker,
Scott's, Owen, Payless, Gerbes, Jay-C, Prodigy, and Good
Neighbor.

If you are using a brand of diabetic test strips or lancets that is not
covered by our plan, we will continue to cover it for up to two fills
during the first 90 days after joining our plan. The meter will only
be filled once during the transition period. This 90 day transitional
coverage is limited to once per lifetime.

During this time, talk with your doctor to decide what brand is
medically best for you.

Your provider must get an approval from the plan before we'll pay
for test strips or lancets greater than the amount listed above or
are not from the approved manufacturers.

Prior authorization may be required.

Durable medical equipment (DME) and related supplies

(For a definition of Durable Medical Equipment, go to Chapter 12
and Chapter 3.)

Covered items include, but aren't limited to, wheelchairs, crutches,
powered mattress systems, diabetic supplies, hospital beds

In-network:

Durable medical equipment
(DME): Your cost is $0.00 copay
when the value of the DME is
$499.99 or less. Your cost is
20% coinsurance when the
value of the DME is $500.00 or
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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/ca.

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.

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 only covers FreeStyle Libre® (made by Abbott) and
Dexcom Continuous Glucose Monitors (CGMs). We will not cover
other brands unless your provider tells us it is medically necessary.
CGMs MUST be purchased at a network retail or our mail-order
pharmacy to be covered. If you purchase these supplies through a
Durable Medical Equipment (DME) provider, these items will not be
covered.

Coverage limitations:
+ 2-3Sensors per month depending on the receiver

« Onereceiver every 2 years

Insulin pumps are different than a CGM and can be purchased
through a DME provider.

more.

Medicare oxygen equipment:
Your cost is $0.00 copay every
billing cycle (rental period)
when the value of the oxygen
supplies is $499.99 or less.
Your cost is 20% coinsurance
every billing cycle (rental
period) when the value of the
oxygen supplies is $500.00 or
more.

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

If prior to enrolling in this plan
you had made 36 months of
rental payments for oxygen
equipment coverage:

Your cost is $0.00 copay every
billing cycle (rental period)
when the value of the oxygen
supplies is $499.99 or less.
Your cost is 20% coinsurance
every billing cycle (rental
period) when the value of the
oxygen supplies is $500.00 or
more.

20% coinsurance for CGMs and
related supplies.
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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.

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

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

$100.00 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 our plan and
your cost is the cost sharing
you would pay at a network
hospital.
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in-network.

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
$50,000 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 $50,000 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 cost
share will be waived if you are
admitted to the hospital within
24 hours of your emergency
room visit.

$100.00 copay for each
covered worldwide urgent care
visit, emergency ground
transportation, or emergency
room visit.

"'qlf'
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.

In-network:

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

Healthy Meals-Chronic Condition

If you have a qualifying chronic condition and meet clinical criteria,
you may be eligible for a meals program to assist you in
maintaining a healthy diet to support your medical condition or
nutritional needs.

Any costs you pay for Medicare
Non-covered Services will not
count toward your maximum
out-of-pocket amount.
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Your meals must be ordered or approved by a healthcare provider
and you must be a part of a supervised program designed to
transition you to a healthier lifestyle.

You, or your provider, can contact Customer Service and a
representative will help with the process to validate that you
qualify for the benefit. If you qualify, you may be contacted to
complete a nutritional assessment and schedule delivery of your
meals.

In order for us to provide your meals benefit, we, or an approved
vendor acting on our behalf, may 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.

Note: We are unable to initiate your benefit without speaking to
you. By requesting this benefit, you are authorizing us to contact
you by telephone.

In-network:

$0.00 copay for up to 3 meals a
day for 14 days to support your
chronic condition nutritional
needs.

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.

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.

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 up to 2 meals a
day for 7 days following your
discharge from the hospital or
skilled nursing facility (SNF).

Hearing services - Medicare-covered

Diagnostic hearing and balance evaluations performed by your
provider to determine if you need medical treatment are covered

In-network:
For in-network
Medicare-covered hearing care,
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as outpatient care when you get them from a physician,
audiologist, or other qualified provider.

Prior authorization may be required.

you must use a doctor in the
Anthem | CareMore Premium
Savings (HMO-POS) medical
network. You can find them in
the Provider/Pharmacy
Directory. To learn more, call
the Customer Service number
on the back cover of this
document.

$0.00 copay 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 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.

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 covered list available through our approved vendor. 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

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.
Hearing aids are limited to

specific devices based on your
hearing needs.
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(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.

"\If'
W@ Hiv 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 3 screening exams during a pregnancy

In-network:

There is no coinsurance,
copayment, or deductible for
members eligible for
Medicare-covered 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

Prior authorization may be required.

In-network:

$0.00 copay for each covered
visit from a home health
agency.
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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 supplier in the
patient's home.

Durable medical equipment

(DME): Your cost is $0.00 copay
when the value of the DME is
$499.99 or less. Your cost is
20% coinsurance when the
value of the DME is $500.00 or
more.

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.

Hospice care

You're eligible for the hospice benefit when your doctor and the
hospice medical director have given you a terminal prognosis
certifying that you’re terminally ill and have 6 months or less to live
if your illness runs its normal course. You can get care from any
Medicare-certified hospice program. Our plan is obligated to help
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.

When you enrollin a
Medicare-certified hospice
program, your hospice services
and your Part Aand Part B
services related to your
terminal prognosis are paid for
by Original Medicare, not our
plan.

In-network:
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Covered services include:
+ Drugs for symptom control and pain relief

+ Short-term respite care
« Homecare

When you're admitted to a hospice, you have the right to stay in
our plan; if you stay in our plan you must continue to pay plan
premiums.

For hospice services and for services that are covered by
Medicare Part A or B that are related to your terminal
prognosis: Original Medicare (rather than our plan) will pay your
hospice provider for your hospice services and any Part A and Part
B services related to your terminal prognosis. While you're in the
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
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

+ If you 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

$0.00 copay if you get a
hospice consultation by a
Primary Care Provider (PCP)
before you elect hospice.

$0.00 copay if you get a
hospice consultation by a
specialist at select locations
before you elect hospice.

$20.00 copay if you get a
hospice consultation by a
specialist in a network
provider's office before you
elect hospice.
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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.

For drugs that may be covered by our plan’s Part D benefit: If
these drugs are unrelated to your terminal hospice condition, you
pay cost sharing. If they're related to your terminal hospice
condition, you pay Original Medicare cost sharing. Drugs are never
covered by both hospice and our plan at the same time. For more
information, go to Chapter 5, Section 9.4.

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 and referral may be required.

'ﬁrl'
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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

We also cover most other adult vaccines under our Part D drug
benefit. Go to Chapter 6, Section 8 for more information.

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. The amount you pay
for the shot will depend on the
Part D drug benefits found in
Chapter 6. The shingles shot is
not covered under the Part B
drug benefit.
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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 transplant services are outside the community

In-network:
For covered hospital stays:

Days 1-5: $125.00 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
inpatient in a hospital or skilled
nursing facility. You pay no
cost share for the day you are
discharged.
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pattern of care, you may choose to go locally as long as the
local transplant providers are willing to accept the Original
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 7, Section 2, How to ask us to pay you
back or to pay a bill you have received.
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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.

You do not pay a copay for additional inpatient mental health
hospital days in an acute care 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: $125.00 per day, per
admission / Days 6-90: $0.00
per day, per admission

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 inpatient care at an
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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.

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. Once
you have reached your SNF coverage limit, the plan will no longer
cover your stay in the hospital or SNF. However, in some cases, we
will cover certain services you receive while you are in the hospital
or SNF.

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)

+ 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

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 | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

76

Covered Service

What you pay

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
members eligible for
Medicare-covered medical
nutrition therapy services.

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,
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.

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 the assistance
provided by the Medicare
Community Resource Support
team.
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"qlul'
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.

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 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

+ 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. Medicare Part D drug coverage
covers immunosuppressive drugs if Part B doesn't cover
them

In-network:

$0.00 copay for selected Part B
drugs provided through select
locations for acute
management of chronic
disease.

$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.

Some drugs are covered by
Medicare Part B and some are
covered by Medicare Part D.
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+ Injectable osteoporosis drugs, if you're homebound, have a | Part B drugs do not count

bone fracture that a doctor certifies was related to toward the Part D initial
post-menopausal osteoporosis, and can't self-administer coverage phase or your
the drug out-of-pocket limits.

+ 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. As new oral cancer drugs become available,
Part B may cover them. If Part B doesn’t cover them, Part D
does.

+ 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
related to certain other conditions (such as Epogen®,
Procrit®, Retacrit®, Epoetin Alfa, Aranesp®, Darbepoetin
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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/ca, 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 and most adult
vaccines under our Part D 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.

Chapter 5 explains our Part D drug benefit, including rules you
must follow to have prescriptions covered. What you pay for your
Part D drugs through our plan is explained in Chapter 6.

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.

In-network:
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What you pay

$0.00 copay for the 24/7
Nurseline.

"\I|I'

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 itin 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.

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:
$35.00 copay for Opioid
Treatment Program Services.

Outpatient diagnostic tests and therapeutic services and
supplies

Covered services include, but are not limited to:

X-rays

In-network:
$0.00 copay for each covered
lab service.

$0.00 copay for each covered
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+ Radiation (radium and isotope) therapy including
technician materials and supplies

+ 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.

diagnostic procedure or tests.

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

$50.00 copay for
Medicare-covered therapeutic
radiology services.

$0.00 copay for each visit for
Medicare-covered ultrasounds.

$0.00 copay for each visit for
Medicare-covered X-rays.

$0.00 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.

$0.00 copay for each visit for all
other Medicare-covered
diagnostic radiological
services.

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

Your cost is $0.00 copay when
the value of surgery bandages
and supplies, such as casts and
splints, is $499.99 or less. Your
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cost is 20% coinsurance when
the value of surgery bandages
and supplies, such as casts and
splints, is $500.00 or more.

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

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:

$100.00 copay 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

In-network:
$100.00 copay for each surgical
or observation room service
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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

+ 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.

you get at an outpatient
hospital.

$35.00 copay for each covered
partial hospitalization visit for
mental health or substance
abuse.

$0.00 copay for surgical
supplies, splints and casts less
than $499.99. 20%
coinsurance for supplies,
splints and casts greater than
or equal to $500.00.

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

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
drugs section for details on
certain drugs and biologicals.

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

$0.00 copay for each visit for
Medicare-covered outpatient
mental health care or
psychiatrist services received at
select locations. This applies to
individual or group therapy.

$20.00 copay for each visit for
Medicare-covered outpatient
mental healthcare received in a
network mental health
provider’s office
(non-psychiatrist). This applies
to individual or group therapy.

$20.00 copay for each visit for
Medicare-covered outpatient
mental healthcare received in a
network psychiatrist's office.
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:

$0.00 copay for each covered
physical therapy visit at select
locations.

$20.00 copay for each covered
physical and speech therapy
visitin a network provider's
office.

$20.00 copay for each covered
occupational therapy visit.

Outpatient substance use disorder services

In-network:
$30.00 copay for each covered
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Outpatient and ambulatory substance use disorder
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 covered in lieu of hospitalization, or as
a step-down after hospitalization for substance use-related
conditions.

Prior authorization may be required.

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:

$50.00 copay for each covered
surgery in an ambulatory
surgical center.

$100.00 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.

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:
+ Shop in-store at participating retailers near you

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

In-network:

This plan covers certain
approved, non-prescription,
over-the-counter drugs and
health-related items, up to
$100 every quarter. Unused
OTC amounts expire at the end
of each quarter.
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+ 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
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

In-network:

$35.00 copay for each covered
partial hospitalization visit or
intensive outpatient service.
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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 centersin

our network, we cover partial hospitalization only in a hospital
outpatient setting.

Prior authorization may be required.

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

+ 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

In-network:

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

$0.00 copay for each visit for
Medicare-covered specialist
services received at select
locations.

$20.00 copay for each visit for
Medicare-covered specialist
services received in a network
provider’s office.

$0.00 copay for other health
care professionals including
midwives, physician assistants,
nurse practitioners, and
OB/GYNs.

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

$0.00 copay for each
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+ 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

« 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

+ 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

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.
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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 evaluation isn’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 and referral may be required.

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)

Routine foot care for members with certain medical
conditions affecting the lower limbs

Prior authorization may be required.

In-network:

$0.00 copay for each visit for
Medicare-covered podiatry
services (medically necessary)
received at select locations.

$20.00 copay for each visit for
Medicare-covered podiatry
services (medically necessary)
received in a network
provider's office.
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Pre-exposure prophylaxis (PrEP) for HIV prevention

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.

In-network:

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




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

90

"'qlf'
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

Covered Service What you pay
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.
« 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.
In-network:

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

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:

Covered prosthetic devices and
supplies: Your cost is $0.00
copay when the value of the
Prosthetics and Supplies is
$499.99 or less. Your cost is
20% coinsurance when the
value of the Prosthetics and
Supplies is $500.00 or more.

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
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Covered Service

What you pay

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

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:
$20.00 copay for each covered
pulmonary rehabilitation visit.

"\If'
9 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.

'ﬁrl'
L 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.
« 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,

In-network:

There is no coinsurance,
copayment, or deductible for
the Medicare-covered
screening for the Hepatitis C
Virus.
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you’ve continued to use illicit injection drugs since your previous
negative Hepatitis C screening test), we cover yearly screenings.

"ﬁlf'
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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.
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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
sexually active adults at increased risk for STls. 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.

In-network:

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

+ Homedialysis 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 for:

+ Kidney dialysis when
you use a providerin
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.

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

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

In-network:
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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
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.

2Membership 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.

$0.00 copay for the
SilverSneakers® Fitness
Program.

Skilled nursing facility (SNF) care

(For a definition of skilled nursing facility care, go to Chapter 12.
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

In-network:
For covered SNF stays:

Days 1-20: $0.00 per day /
Days 21 - 100: $100.00 per day
A benefit period starts on the

first day you are an inpatient in
a hospital or skilled nursing
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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
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.

A nursing 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)

A SNF where your spouse or domestic partner is living at
the time you leave the hospital

Prior authorization may be required.

facility. It ends when you have
not had care as an inpatient in
a hospital or skilled nursing
facility for 60 daysin 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.

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
inpatientin 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.
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9 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:

« Use tobacco regardless of whether they exhibit signs or
symptoms of tobacco-related disease

+ Are competent and alert during counseling

+ 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.)

In-network:

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

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

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

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 plan-approved
medical-related 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:
« Taxi

« Rideshare
«  WheelchairVan
« Public Transportation

You must use the plan-approved vendor and schedule trips at
least 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.

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

In-network:

$0.00 copay. This plan offers
coverage for 10, one-way,
routine transportation services
every year. Trips are limited to
60 miles.
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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
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 $50,000 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 $50,000 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.

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

$20.00 copay for each covered
urgently needed service.

$100.00 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:

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 video doctor
visits using LiveHealth Online.
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+ 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
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.
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W Vvision 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
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.

Prior authorization may be required.

In-network:

For in-network
Medicare-covered vision care,
you must use a provider in the
Anthem | CareMore Premium
Savings (HMO-POS) specialty
medical network. You can find
them in the Provider/Pharmacy
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).

$0.00 copay for each
Medicare-covered exam to
treat an eye condition at select
locations.

$20.00 copay for each
Medicare-covered exam to
treat an eye conditionin a
network provider's office and
comprehensive
ophthalmological exam and
evaluation of a patient for
retinal disease.

After you have covered cataract

100
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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
purpose of prescribing glasses.
If you have coverage under a
supplemental benefit you will
see that information in the
section below.

Vision care - Supplemental

The plan provides additional vision coverage not covered by
Original Medicare.

This plan covers 1 routine eye exam(s) every year.

This plan covers up to $200 for eyeglasses or contact lenses every
year.

Prior authorization may be required.

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:

$0.00 copay for one routine eye
exam every plan year.
Refractions are covered as part
of a routine eye exam and are
not covered if billed separately.
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$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.

"'qlf'
@  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.

*This plan provides benefits for all Original Medicare services and may provide additional benefits for

services not covered by Original Medicare.

For additional benefits not covered by Original Medicare, the allowed amount for covered services is
based on the amount we negotiate with the provider on behalf of our members, if applicable.

For Original Medicare-covered services:

Your Member Liability Calculation - The cost of the service, on which member liability
copayment/coinsurance is based, will be the Medicare allowable amount for covered services.
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Dental services - Supplemental limitations and exclusions
Our plan partners with Liberty Dental to provide your dental benefits.

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 1-888-352-7806 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.
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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.

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.
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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
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 Oral evaluation, problem No 2 of (D0120-D0180) every oral Exam
focused calendar year
Re-evaluation, limited,

D0170 problem focuseq No 2 of (D0120-D0180) every Oral Exam
(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




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

106

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 inigggamlc radiograpiic 1 no D0709) every 3 calendar | Dental X-Rays
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?
o " , 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, :
D2644 porcelain/ceramic, four | No D6205-D6794) per tooth ggmﬁsﬂve
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, .
D2663 composite, three No D6205-D6794) per tooth ggf\fﬂfst've
surfaces every 5 calendar years
Onlay’ resin_based 1 Of (D2542'D2794, .
D2664 composite, four or more | No D6205-D6794) per tooth ggmﬁsﬂve

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 Restgratlve
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 Restgratlve
existing partial denture Services
frame
Crown repair
D2980 necesatgted 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 of | .3 30.’ 3 0) per Endodontics
final restoration) tooth in a lifetime
Pulpal therapy, posterior,
D3240 primary tooth (excluding | No Lof (D.3230.’ D:.)’24O) 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 site/quad every 3 Periodontics
more teeth per quadrant calendar years
Gingivectomy or 1 of (D4210-D4212) per

D4211 gingivoplasty, one to No site/quad every 3 Periodontics
three teeth per quadrant calendar years
Gingivectomy or 1 of (D4210-D4212) per

D4212 gingivoplasty, restorative | No site/quad every 3 Periodontics
procedure, per tooth calendar years
Anatomicafl crown 1 of (D4230, D4231) per

D4230 EXpOSUre, tour ormore No site/quad every 3 Periodontics
contiguous teeth per
quadrant calendar years
Anatomical crown 1 of (D4230, D4231) per

D4231 exposure, one to three No site/quad every 3 Periodontics
teeth per quadrant calendar years
Gingival flap procedure, 1 of (D4240-D4245) per

D4240 four or more teeth per No site/quad every 3 Periodontics
quadrant calendar years
Gingival flap procedure, 1 of (D4240-D4245) per

D4241 one to three teeth per No site/quad every 3 Periodontics
quadrant calendar years

1 of (D4240-D4245) per
D4245 Apically positioned flap No site/quad every 3 Periodontics
calendar years
D4249 Clinical crown No 1(D4249) pertoothina Periodontics

lengthening, hard tissue

lifetime
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first tooth

calendar years

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
1 of (D4260, D4261) per
D4260 %Sgéotues’eiﬁ rg:rréﬁgcljjrraonrt No site/quad every 5 Periodontics
calendar years
1 of (D4260, D4261) per
D4261 ’?hsrzeeotlieiiﬁ rpgs:é’uc::jer;ﬁ ¢ No site/quad every 5 Periodontics
calendar years
Bone replacement graft,
D4263 retained natural tooth, No l.Of (D426$’ D4.264.) per Periodontics
first site, quadrant site/quad in a lifetime
Bone replacement graft,
D4264 retained natural tooth, No 1.Of (D426‘.9” D4.264.) per Periodontics
each additional site site/quad in a lifetime
Guided t‘f,sue coral 1 of (D4266, D4267) per
D4266 ,Eggter? er?scﬁgégfe Lllaraarrier No site/quad every 5 Periodontics
per site ’ calendar years
Guided ti:,sue cural 1 of (D4266, D4267) per
D4267 ’Eggfr?er:(a)r:?rre]’sgﬁbgrbale No site/quad every 5 Periodontics
barrier, per site calendaryears
Surgical revision 1 (D4268) per tooth every . .
D4268 procedure, per tooth No 3 calendar years Periodontics
. . 1 of (D4270-D4285) per
D4270 Efgclélsusrzft tissue graft No site/quad every 3 Periodontics
calendar years
Autogenous connective 1 of (D4270-D4285) per
D4273 tissue graft procedure, No site/quad every 3 Periodontics
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
. . 1 of (D4270-D4285) per
D4274 Me5|al/d|stal_wedge No site/quad every 3 Periodontics
procedure, single tooth
calendar years
Non-autogenous 1 of (D4270-D4285) per
D4275 connective tissue graft, No site/quad every 3 Periodontics
first tooth calendar years
Combined fi 1 of (D4270-D4285) per
D4276 -ombined connective No site/quad every 3 Periodontics
tissue and pedicle graft
calendar years
. 4 ft first 1 of (D4270-D4285) per
D4277 t(;f)iffo Issue gratt, st 1 No site/quad every 3 Periodontics
calendar years
- . o 1 of (D4270-D4285) per
ree soft tissue graft, : . .
D4278 each additional tooth No site/quad every 3 Periodontics
calendar years
ﬁiogeg?g?tspcrgzggcﬁge 1 of (D4270-D4285) per
issu ure, : . .
D4283 each additional tooth, No site/quad every 3 Periodontics
per site calendar years
NO”'aUEF’getr,‘O“S o 1 of (D4270-D4285) per
D4285 connective tissue gra No site/quad every 3 Periodontics
procedure, each
additional tooth, per site calendar years
Splint intra-coronal; 1 of (D4322, D4323) per
D4322 natural teeth or No arch every 3 calendar Periodontics
prosthetic crowns years
Splint extra-coronal; 1 of (D4322, D4323) per
D4323 natural teeth or No arch every 3 calendar Periodontics

prosthetic crowns

years
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Periodontal scaling and 1 of (D4341, D4342) per
D4341 root planing, four or No site/quad every 2 Periodontics
more teeth per quadrant calendar years
Periodontal scaling and 1 of (D4341, D4342) per
D4342 root planing, one to three | No site/quad every 2 Periodontics
teeth per quadrant calendar years
Scaling in presence of 2 of (D1110, D4346
D4346 moderate or severe No D4910) every calendar Periodontics
inflammation, full mouth
after evaluation year
Full mouth debridement
to enable comprehensive
. . 1(D4 2 . .
D4355 periodontal evaluation No (l 155) every Periodontics
and diagnosis, calendaryears
subsequent visit
2 of (D1110, D4346,
D4910 Periodontal maintenance | No D4910) every calendar Periodontics
year
Prosthodontics, Removable
Complete dent 1 of (D5110-D5228, brosthodonti
D5110 omplete denture, No D5863-D5866) per arch rosthodontics,
maxillary removable
every 5 calendar years
Complete dent 1 of (D5110-D5228, brosthodonti
D5120 omp cte denture, No D5863-D5866) per arch rosEnocontics,
mandibular removable
every 5 calendar years
| diate dent 1 of (D5110-D5228, Prosthodonti
D5130 mmediate denture, No D5863-D5866) per arch rosthodontics,

maxillary

every 5 calendar years

removable




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

123

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
| diate dent 1 of (D5110-D5228, Prosthodonti
D5140 mmeciate denture, No D5863-D5866) per arch rosthodontics,
mandibular removable
every 5 calendar years
Maill ial dent 1 of (D5110-D5228, brosthodonti
D5211 axifiary partiat denture, |\, D5863-D5866) per arch rosthodontics,
resin base removable
every 5 calendar years
Mandibul tial 1 of (D5110-D5228, Prosthodonti
D5212 andibuiar partia No D5863-D5866) per arch rosEnodontics,
denture, resin base removable
every 5 calendar years
Maxillary partial denture,
cast metal framework
with resin denture bases 10f (D5110-D5228, Prosthodontics
D5213 (including No D5863-D5866) per arch ’
. . removable
retentive/clasping every 5 calendar years
materials, rests and
teeth)
Mandibular partial
denture, cast metal
framework with resin 10f (D5110-D5228, Prosthodontics
D5214 denture bases (including | No D5863-D5866) per arch ’
. ) removable
retentive/clasping every 5 calendar years
materials, rests and
teeth)
Immediate maxillary
partlal denture - reSin l of (D5110‘D5228
D5271 base (|.nclud|ng. No D5863-D5866) per arch Prosthodontics,
retentive/clasping removable
materials, rests and every 5 calendar years
teeth)
Imng_e?ilatetmandibqlar 1 of (D5110-D5228, orosthodonti
D5222 partial denture -resin No D5863-D5866) per arch rosthodontics,

base (including
retentive/clasping

every 5 calendar years

removable
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

materials, rests and

teeth)

Immediate maxillary

partial denture - cast

me.taldfrartnewgrk with 1 0f(D5110-D5228, o thodonti
D5223 | poon GeNtUrebases No D5863-D5866) per arch rosEnocontics,

(including removable

retentive/clasping every 5 calendar years

materials, rests and

teeth)

Immediate mandibular

partial denture - cast
D5224 resin denture bases No D5863-D5866) per arch rosthodontics,

(including removable

retentive/clasping every 5 calendar years

materials, rests and

teeth)

Ml cal dent 1 of (D5110-D5228, brosthodonti
D5225 axiary partiat denture, 1 no D5863-D5866) per arch rosthodontics,

flexible base removable

every 5 calendar years

Mandibul ol 1 of (D5110-D5228, brosthodonti
D5226 andibu’ar partia No D5863-D5866) per arch rostnocontics,

denture, flexible base removable

every 5 calendar years

Imng_e?ijatetmaxil}larybl 1 of (D5110-D5228, Prosthodonti
D527 | Partiadenture-tlexibie |\, D5863-D5866) per arch rostnodontics,

base (including any removable

clasps, rests and teeth) every 5 calendar years

Imng.e(liljatetmandfilbu.lglr 1 of (D5110-D5228, orosthodonti
D5228 partial denture - Tiexible 1 no D5863-D5866) per arch rosthodontics,

base (including any
clasps, rests and teeth)

every 5 calendar years

removable
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Code Set

Codes

Description

Authorization
Required?

Prior

Frequency Limitation

Service Category

D5410

Adjust complete denture,
maxillary

No

1 of (D5410-D5422) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5411

Adjust complete denture,
mandibular

No

1 of (D5410-D5422) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5421

Adjust partial denture,
maxillary

No

1 of (D5410-D5422) per
arch every calendar year;
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5422

Adjust partial denture,
mandibular

No

1 of (D5410-D5422) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5511

Repair broken complete
denture base,
mandibular

No

1 of (D5511, D5512) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable
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Code Set

Codes

Description

Authorization
Required?

Prior

Frequency Limitation

Service Category

D5512

Repair broken complete
denture base, maxillary

No

1 of (D5511, D5512) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5520

Replace missing or
broken teeth, complete
denture

No

1 (D5520) per arch every
calendar year; not
payable within 6 months
of initial placement by
the same provider

Prosthodontics,
removable

D5611

Repair resin partial
denture base,
mandibular

No

1 of (D5611-D5622) per
arch every calendar year,
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5612

Repair resin partial
denture base, maxillary

No

1 of (D5611-D5622) per
arch every calendar year;
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5621

Repair cast partial
framework, mandibular

No

1 of (D5611-D5622) per
arch every calendar year;
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5622

Repair cast partial
framework, maxillary

No

1 of (D5611-D5622) per
arch every calendar year;

Prosthodontics,
removable
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Code Set

Codes

Description

Authorization
Required?

Prior

Frequency Limitation

Service Category

not payable within 6
months of initial
placement by the same
provider

D5630

Repair or replace broken
clasp, per tooth

No

1 (D5630) per tooth every
calendar year; not
payable within 6 months
of initial placement by
the same provider

Prosthodontics,
removable

D5640

Replace broken teeth,
per tooth

No

1 (D5640) per tooth every
calendar year; not
payable within 6 months
of initial placement by
the same provider

Prosthodontics,
removable

D5650

Add tooth to existing
partial denture

No

1 (D5650) per tooth every
calendar year; not
payable within 6 months
of initial placement by
the same provider

Prosthodontics,
removable

D5660

Add clasp to existing
partial denture, per tooth

No

1 (D5660) per tooth every
calendar year; not
payable within 6 months
of initial placement by
the same provider

Prosthodontics,
removable

D5670

Replace all teeth &
acrylic on cast metal
frame, maxillary

No

1 of (D5670, D5671) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable
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Code Set

Codes

Description

Authorization
Required?

Prior

Frequency Limitation

Service Category

D5671

Replace all teeth &
acrylic on cast metal
frame, mandibular

No

1 of (D5670, D5671) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5710

Rebase complete
maxillary denture

No

1 of (D5710-D5721 per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5711

Rebase complete
mandibular denture

No

1 of (D5710-D5721 per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5720

Rebase maxillary partial
denture

No

1 of (D5710-D5721 per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5721

Rebase mandibular
partial denture

No

1 of (D5710-D5721 per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable
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Code Set

Codes

Description

Authorization
Required?

Prior

Frequency Limitation

Service Category

D5725

Rebase hybrid prosthesis

No

1 of (D5725) per site
every 2 calendar years;
not payable within 6
months of initial
placement by the same
provider

Prosthodontics,
removable

D5730

Reline complete
maxillary denture, direct

No

1 of (D5730-D5761) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5731

Reline complete
mandibular denture,
direct

No

1 of (D5730-D5761) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5740

Reline maxillary partial
denture, direct

No

1 of (D5730-D5761) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable

D5741

Reline mandibular partial
denture, direct

No

1 of (D5730-D5761) per
arch every 2 calendar
years; not payable within
6 months of initial
placement by the same
provider

Prosthodontics,
removable
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
1 of (D5730-D5761) per
Rell let arch every 2 calendar
eline complete ) s .
D5750 maxillary denture, No years; not pa.ygl.)le within | Prosthodontics,
P 6 months of initial removable
indirect
placement by the same
provider
1 of (D5730-D5761) per
Rell let arch every 2 calendar
eline complete ) s .
D5751 mandibular denture, No years; not pa.yaiml?le within | Prosthodontics,
Py 6 months of initial removable
indirect
placement by the same
provider
1 of (D5730-D5761) per
arch every 2 calendar
D5760 Reline maxillary partial No years; not payable within | Prosthodontics,
denture, indirect 6 months of initial removable
placement by the same
provider
1 of (D5730-D5761) per
arch every 2 calendar
Reline mandibular partial years; not payable within | Prosthodontics,
D5761 L No R
denture, indirect 6 months of initial removable
placement by the same
provider
1 (D5765) per arch every
Soft liner for complete or 2 calendar years; not Prosthodontics
D5765 partial removable No payable within 6 months ’
i di S removable
denture indirect of initial placement by
the same provider
D5810 Interim complete No Prosthodontics,

denture, maxillary

removable
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attachment, per
attachment

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Interim complete Prosthodontics,
D5811 denture, mandibular No removable
D5820 Inteflm partial denture, No Prosthodontics,
maxillary removable
Interim partial denture, Prosthodontics,
D5821 mandibular No removable
Tissue conditioning, 1 of (D5850, D5851) per Prosthodontics,
D5850 - No
maxillary arch every calendaryear | removable
Tissue conditioning, 1 of (D5850, D5851) per Prosthodontics,
D5851 - No
mandibular arch every calendar year | removable
overdent et 1 of (D5110-D5228, brosthodonti
D5863 verdaenture, complete, |\, D5863-D5866) per arch rosthodontics,
maxillary removable
every 5 calendar years
Overdent tial 1 of (D5110-D5228, Prosthodonti
D5864 veraenture, partial, No D5863-D5866) per arch rosthodontics,
maxillary removable
every 5 calendar years
Overdent let 1 of (D5110-D5228, Prosthodonti
D5865 veraenture, complete, |\, D5863-D5866) per arch rosthodontics,
mandibular removable
every 5 calendar years
overdent ol 1 of (D5110-D5228, brosthodonti
D5866 verdenture, partiat, No D5863-D5866) per arch rosthodontics,
mandibular removable
every 5 calendar years
Replacement of part of
D5867 semi-precision, precision | Prosthodontics,

removable
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Unspecified removable 1 of (D5867, D5899) per Prosthodontics
D5899 prosthodontic No site every 5 calendar ’
removable
procedure, by report years
Prosthodontics, Fixed Dental Services
bontic. indirect resi 1 of (D2542-D2794, brosthodonti
D6205 Ontic, Indirect resin Yes D6205-D6794) per tooth | . 0> 0dONCS,
based composite fixed
every 5 calendar years
Ponti t hich nobl 1 of (D2542-D2794, Prosthodonti
D6210 ontic, Cast NN NOBIE | ves D6205-D6794) per tooth | 1. O5H1OGONHCS,
metal fixed
every 5 calendar years
Pontic’ cast 1 of (D2542-D2794, Prosthodonti
D6211 predominantly base Yes D6205-D6794) per tooth ﬁ)r(zz odontics,
metal every 5 calendar years
1 of (D2542-D2794, Srosthodonti
D6212 Pontic, cast noble metal | Yes D6205-D6794) per tooth ﬁ;ZZ odontics,
every 5 calendar years
bontic. titan J 1 of (D2542-D2794, brosthodonti
D6214 ontic, titanium, an Yes D6205-D6794) pertooth | 1. 0o OGONHES,
titanium alloys fixed
every 5 calendar years
Ponti lain fused t 1 of (D2542-D2794, Prosthodonti
D6240 h.°” IC, porcelainfusedo |y o D6205-D6794) per tooth | . 0>0dONCS,
igh noble metal fixed
every 5 calendar years
Pontic, porcelain fused to 1 of (D2542-D2794, .
D6241 predominantly base Yes D6205-D6794) per tooth E)r(c;(sjthodontlcs,
metal every 5 calendar years
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Ponti lain fused t 1 of (D2542-D2794, Prosthodonti
D6242 ontic, porcelain Tusedto | yqq D6205-D6794) per tooth | . 0> 09ONHECS,
noble metal fixed
every 5 calendar years
Pontic, porcelain fused to 1 of (D2542-D2794, Prosthodontics
D6243 titanium and titanium Yes D6205-D6794) per tooth fixed ’
alloys every 5 calendar years
Ponti 1 of (D2542-D2794, brosthodonti
D6245 ontic, . Yes D6205-D6794) pertooth | ;. 0o OdONHCS,
porcelain/ceramic fixed
every 5 calendar years
Ponti in with hich 1 of (D2542-D2794, Prosthodonti
D6250 OntC, resin with hig Yes D6205-D6794) per tooth | L' 0>110AONCS,
noble metal fixed
every 5 calendar years
Pontic, resin with 1 of (D2542-D2794, Prosthodontics
D6251 predominantly base Yes D6205-D6794) per tooth fixed ’
metal every 5 calendar years
Ponti - with nobl 1 of (D2542-D2794, brosthodonti
D6252 ontic, resin With nobie 1 yag D6205-D6794) per tooth | . 0> 0dONHCs,
metal fixed
every 5 calendar years
Retainer, cast metal for 1 of (D2542-D2794, Prosthodontics
D6545 resin bonded fixed Yes D6205-D6794) per tooth fived ’
prosthesis every 5 calendar years
Retainer, 1 of (D2542-D2794, )
D6548 porcelain/ceramic, resin | Yes D6205-D6794) per tooth E)r(c;(sjthodontlcs,
bonded fixed prosthesis every 5 calendar years
Resin retainer. f , 1 of (D2542-D2794, brosthodonti
D6549 esin retainer, for resin Yes D6205-D6794) per tooth rosthodontics,

bonded fixed prosthesis

every 5 calendar years

fixed
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

Retainer inlay, 1 of (D2542-D2794, Prosthodontics
D6600 porcelain/ceramic, two Yes D6205-D6794) per tooth fixed ’

surfaces every 5 calendar years

Retainer inlay, L of (D2542-D2754, Prosthodontics
D6601 porcelain/ceramic, three | Yes D6205-D6794) per tooth fived ’

or more surfaces every 5 calendar years

Retainer inlay, cast high 1 of (D2542-D2794, Prosthodontics
D6602 noble metal, two Yes D6205-D6794) per tooth fived ’

surfaces every 5 calendar years

Retainer inlay, cast high 1 of (D2542-D2794, Prosthodontics
D6603 noble metal, three or Yes D6205-D6794) per tooth fixed ’

more surfaces every 5 calendar years

Retai il ‘b 1 of (D2542-D2794, Prosthodonti
D6604 ctaineriniay, cast base 1 yqq D6205-D6794) per tooth | ./ 0> 0dONCs,

metal, two surfaces fixed

every 5 calendar years

Retainer inlay, cast base 1 of (D2542-D2794, Prosthodontics
D6605 metal, three or more Yes D6205-D6794) per tooth fixed ’

surfaces every 5 calendar years

Retai il t nobl 1 of (D2542-D2794, Prosthodonti
D6606 €lainer infay, cast noble | yqq D6205-D6794) pertooth | . oo nedontics,

metal, two surfaces fixed

every 5 calendar years

Retainer inlay, cast noble 1 of (D2542-D2794, Prosthodontics
D6607 metal, three or more Yes D6205-D6794) per tooth fived ’

surfaces every 5 calendar years

Retainer onlay, 1 of (D2542-D2794, Prosthodontics
D6608 porcelain/ceramic, two Yes D6205-D6794) per tooth ’

surfaces

every 5 calendar years

fixed
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

Retainer onlay, L of (D2542-D2754, Prosthodontics
D6609 porcelain/ceramic, three | Yes D6205-D6794) per tooth fixed ’

or more surfaces every 5 calendar years

Retainer onlay, cast high 1 of (D2542-D2794, Prosthodontics
D6610 noble metal, two Yes D6205-D6794) per tooth fived ’

surfaces every 5 calendar years

Retainer onlay, cast high 1 of (D2542-D2794, .
D6611 noble metal, three or Yes D6205-D6794) per tooth E)r(c;(sjthodontlcs,

more surfaces every 5 calendar years

Retai l th 1 of (D2542-D2794, Prosthodonti
D6612 etamer ontay, castbase | yes D6205-D6794) per tooth | 1. O5H1OGONHCS,

metal, two surfaces fixed

every 5 calendar years

Retainer onlay, cast base 1 of (D2542-D2794, Prosthodontics
D6613 metal, three or more Yes D6205-D6794) per tooth fixed ’

surfaces every 5 calendar years

Retainer onlay, cast 1 of (D2542-D2794, Prosthodontics
D6614 noble metal, two Yes D6205-D6794) per tooth fixed ’

surfaces every 5 calendar years

Retainer onlay, cast 1 of (D2542-D2794, Prosthodontics
D6615 noble metal three or Yes D6205-D6794) per tooth fived ’

more surfaces every 5 calendar years

Retai - direct 1 of (D2542-D2794, brosthodonti
D6710 €lainer crown, INAIFECt | yoq D6205-D6794) pertooth | ;. 0o OdONHCS,

resin based composite fixed

every 5 calendar years

Retai , 1 of (D2542-D2794, brosthodonti

D6720 etainer crown, resin Yes D6205-D6794) per tooth rosthodontics,

with high noble metal

every 5 calendar years

fixed
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Retainer crown, resin 1 of (D2542-D2794, Prosthodontics
D6721 with predominantly base | Yes D6205-D6794) per tooth fixed ’
metal every 5 calendar years
Retai ) 1 of (D2542-D2794, Prosthodonti
D6722 eLainer crown, resin Yes D6205-D6794) pertooth | 1. 0o OGONHES,
with noble metal fixed
every 5 calendar years
Retai 1 of (D2542-D2794, brosthodonti
D6740 etalner crown, . Yes D6205-D6794) per tooth | 1. O5H1OCONHCS,
porcelain/ceramic fixed
every 5 calendar years
Retainer crown, 1 of (D2542-D2794, .
D6750 porcelain fused to high Yes D6205-D6794) per tooth E)r(c;(sjthodontlcs,
noble metal every 5 calendar years
Retainer crown. 1 of (D2542-D2794, orosthodont
D6751 porcefain fused to Yes D6205-D6794) per tooth | L' 0>110AONCS,
predominantly base fixed
metal every 5 calendar years
Retainer crown, 1 of (D2542-D2794, )
D6752 porcelain fused to noble | Yes D6205-D6794) per tooth E)r(c;(sjthodontlcs,
metal every 5 calendar years
Retairter cfrowrgl,to L of (D2542-D2754, Prosthodontics
porcelain fuse ] ics,
D6753 titanium and titanium Yes D6205-D6794) per tooth fixed
alloys every 5 calendar years
Retai y ; 1 of (D2542-D2794, Prosthodonti
D6780 h.e ainer crown, 7 cas Yes D6205-D6794) per tooth | . 0> 0dONCS,
igh noble metal fixed
every 5 calendar years
Retainer crown, % cast 1 of (D2542-D2794, .
D6781 predominantly base Yes D6205-D6794) per tooth Prosthodontics,

metal

every 5 calendar years

fixed
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remnants, primary tooth

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Retai y ; 1 of (D2542-D2794, Prosthodonti
D6782 clainer crown, 7 cas Yes D6205-D6794) per tooth | . 0> 09ONHECS,
noble metal fixed
every 5 calendar years
Retai Y 1 of (D2542-D2794, Prosthodonti
D6783 clainer crown, Yes D6205-D6794) per tooth | . 0> 0dONHES,
porcelain/ceramic fixed
every 5 calendar years
Retai full cast 1 of (D2542-D2794, Prosthodonti
D6790 €tainer crown, futt cast 1y ¢ D6205-D6794) per tooth | . 0>0dONHCS,
high noble metal fixed
every 5 calendar years
Retainer crown, full cast 1 of (D2542-D2794, Prosthodontics
D6791 predominantly base Yes D6205-D6794) per tooth fixed ’
metal every 5 calendar years
Retai full ¢ 1 of (D2542-D2794, Prosthodonti
D6792 c€tainer crown, Ut cast 1 yaq D6205-D6794) per tooth | ./ 0> 0dONCs,
noble metal fixed
every 5 calendar years
Reta dtan 1 of (D2542-D2794, Srosthodonti
D6794 ctainer crown, thanium 1y D6205-D6794) per tooth | . 0> 0dONHCs,
and titanium alloys fixed
every 5 calendar years
Re-cement or re-bond Prosthodontics,
D6330 fixed partial denture No fixed
F|xeq partial dgnture Prosthodontics,
D6980 repair, restorative No .
) . fixed
material failure
Oral and Maxillofacial Surgery Dental Services
Extraction, coronal Oral and
D7111 ’ No Maxillofacial

Surgery
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
. Oraland
D7140 Extraction, erupted tooth No Maxillofacial
or exposed root S
urgery
Cxacton, supted oot
D7210 9 & o No Maxillofacial
bone and/or sectioning Surser
of tooth gery
. Oral and
D7220 Removal of !mpacted No Maxillofacial
tooth, soft tissue
Surgery
. Oral and
D7230 Removal of impacted No Maxillofacial
tooth, partially bony S
urgery
. Oraland
D7240 Removal of impacted No Maxillofacial
tooth, completely bony S
urgery
Removal impacted tooth, Oral and
D7241 complete bony, No Maxillofacial
complication Surgery
Removal of residual Oral and
D7250 tooth roots (cutting No Maxillofacial
procedure) Surgery
. 1(D7260) persiteina Oral'and .
D7260 Oroantral fistula closure | No lifeti Maxillofacial
Ifetime Surgery
Primary closure of a sinus 1(D7261) persiteina Oral and
D7261 No Maxillofacial

perforation

lifetime

Surgery
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

Tooth reimplantati . Oraland

D7270 agg/orrs'lgqbri)liigt?olno,n No if(l?c?270) per toothin a M;a;(iﬁgfacial
accident ifetime Surgery
. Oral and

pr2s0 | Exposureofan No + (01280 pertoothina | yasiliofacial
P ifetime Surgery
. . - Oraland

DT285 | e hard (bone, tooth) | N° catemtonyomre 2 | Waxilofacial
, , calendar years Surgery
.. . . Oral and

pr286 | Incisionalbiopsyoforal |, ! (D7256) per site Ve 2. | Maillofacial
) calendar years Surgery
Brush biops . Oraland

D7288 traunsep:tf?el)i/él sample No 1 (:)7%188) per site every 2 Maxillofacial
collection calendaryears Surgery
Alveoloplasty with ) Oraland

D7310 extractions, four ormore | No l.ff(D73dl.0 Dﬁzf.) per Maxillofacial
teeth per quadrant site quadin alitetime Surgery
Alveoloplasty with ) Oral and

D7311 extractions, one tothree | No l.ff(D73:jl.0 D7['3]:2t1.) per Maxillofacial
teeth per quadrant site quadin a itetime Surgery
Alveoloplasty, w/o 1 of (D7310-D7321) per Oral and

D7320 extractions, four or more | No it din a lifeti Maxillofacial
teeth per quadrant sitequadinalitetime Surgery
Alveoloplasty, w/o Oral and

. ) 1of (D7310-D7321 . .

D7321 extractions, one tothree | No .? ( 3(;0 l'3f t') per Maxillofacial
teeth per quadrant site quadin a titetime Surgery
Vestibuloplasty, ridge . Oraland

D7340 extension (2nd No 1(D7340) per site/quad Maxillofacial

epithelialization)

in a lifetime

Surgery




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

140

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Vestibuloplasty, ridge 1(D7350) per site/quad Oral and
D7350 extension ’ No i 3 lifeti Maxillofacial
in a lifetime Surgery
Excision of benign lesion Oral and
D7410 up to0 1.25 cm & > | No Maxillofacial
P ) Surgery
Excision of benign lesion Oral and
D7411 > | No Maxillofacial
greater than 1.25cm N
urgery
Excision of benign lesion Oral'and .
D7412 complicated > | No Maxillofacial
P Surgery
Excision of malignant Oraland
D7413 X & No Maxillofacial
lesion, up to 1.25cm S
urgery
Excision of malignant Oral and
D7414 lesion, greaterthan 1.25 | No Maxillofacial
cm Surgery
Excision of malignant Oraland
D7415 : 18 No Maxillofacial
lesion, complicated N
urgery
Excision of malignant Oral.and .
D7440 HUMOr. UD to 1.25 cm No Maxillofacial
»Up ) Surgery
Excision of malignant Oraland
D7441 tumor, greater than 1.25 | No Maxillofacial
cm Surgery
Removal, benign Oral and
D7450 odontogenic cyst/tumor, | No Maxillofacial

uptol1l.25cm

Surgery
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Removal, benign Oraland
D7451 odontogenic cyst/tumor, | No Maxillofacial
greater than 1.25cm Surgery
Removal, benign Oraland
D7460 nonodontogenic No Maxillofacial
cyst/tumor, up to 1.25 cm Surgery
vt e Oral and
D7461 No Maxillofacial
cyst/tumor, greater than Sureer
1.25cm gery
Destruction of lesion(s) Oral and
D7465 by physical or chemical No Maxillofacial
method, by report Surgery
Removal of lateral . Oral and
D7471 exostosis, maxilla or No if(2?471) perarchin a Maxillofacial
mandible ifetime Surgery
Removal of torus Oral and
D7472 . No 1(D7472) in a lifetime Maxillofacial
palatinus S
urgery
Removal of torus . . Oral and .
D7473 . . No 1(D7473) in a lifetime Maxillofacial
mandibularis
Surgery
Reduction of osseous 1 (D7485) per site/quad Oral'and .
D7485 tuberosit No 0 2 lifeti Maxillofacial
y in a lifetime Surgery
Incision & drainage of Oraland
D7510 abscess, intraoral soft No Maxillofacial

tissue

Surgery




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS)
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

142

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Incision & drainage of Oral and
D7511 abscess, intraoral soft No Maxillofacial
tissue, complicated Surgery
Incision & drainage of Oraland
D7520 abscess, extraoral soft No Maxillofacial
tissue Surgery
Incision & drainage of Oral and
D7521 abscess, extraoral soft No Maxillofacial
tissue, complicated Surgery
. Oral and
D7530 Remove f°r.e'g'? body, No Maxillofacial
mucosa, skin, tissue
Surgery
Removal of reaction
producing foreign Oraland
D7540 . No Maxillofacial
bodies, musculoskeletal N
urgery
system
Bone replacement graft o Oral and
D7953 for ridge preservation, No if(l?[.7953) persite ina Maxillofacial
per site ifetime Surgery
Buccal / labial Oraland
D7961 frenectomy No El_) (DI796C}) per arch every Maxillofacial
(frenulectomy) calendaryears Surgery
. Oraland
D962 | cngudlfremectomy g L (PTo62) every S Maxillofacial
y calendar years Surgery
Oral and
D7963 Frenuloplasty No 1(D7963) every 5 Maxillofacial

calendar years

Surgery
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anxiolysis

Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Excision of hyperplastic 1(D7970) per arch every Oraland
D7970 tissue. per arch No 5 calend Maxillofacial
, P calendar years Surgery
Excision of pericoronal 1(D7971) per toothina Oral.and .
D7971 noiva No lifeti Maxillofacial
ging ftetime Surgery
Surgical reduction of 1(D7972) perquadina Oral'and .
D7972 fibrous tuberosit No lifeti Maxillofacial
y ifetime Surgery
Appliance removal (not
. Oral and
D7997 by dgntlst W.ho placed No 1(D7997) every 5 Maxillofacial
appliance), includes calendar years S
urgery
removal of archbar
Adjunctive General Services
Palliative (emergency) . .
D9110 treatment, minor No 2 (D9110) every calendar Adjupctlve General
year Services
procedure
D9120 F|xeq pgrtlal denture No Adjupctlve General
sectioning Services
Deep sedation/general . .
D9222 anesthesia, first 15 No Adjupctlve General
. ! Services
minute increment
Deep sedation/general
D9273 anesthesia, each - No Adjupctlve General
subsequent 15 minute Services
increment
Inhalation of nitrous Adiunctive General
D9230 oxide/analgesia, No )

Services
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?
Intravenous moderate
D9239 (consqous) o No Adjupctlve General
sedation/analgesia, first Services
15 minute increment
Intravenous moderate
(conscious) . .
D9243 sedation/analgesia, each | No édjupctlve General
, ervices
subsequent 15 minute
increment
Non-intravenous
D9248 (consuous) sedatlplj, No Adjupctlve General
includes non-IV minimal Services
and moderate sedation
D9310 Consult:atlon, ot_her than No Adjupctlve General
requesting dentist Services
D9410 Hoy;e/extended care No Adjupctlve General
facility call Services
Therapeutic parenteral . .
D9610 drug, single No g\dJ“.”Ct"’e General
2> . ervices
administration
Applica.ti.o.n of 1(D9910) every calendar | Adjunctive General
D9910 desensitizing No Services
medicament year
Application of
desensitizing resin for 1(D9911) per tooth every | Adjunctive General
D9911 . No .
cervical, root surface, per calendar year Services
tooth
Treatment of
D9930 complications, post No Adjunctive General

surgical, unusual, by
report

Services
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Code Set
Prior
Codes Description Authorization| Frequency Limitation Service Category
Required?

D994 Repair and/or reline of No 1(D9942) every calendar | Adjunctive General
occlusal guard year Services

D9944 Occlusal guard, hard No 1 0f (D9944-D9946) every | Adjunctive General
appliance, full arch 3 calendar years Services

D9945 Occlusal guard, soft No 1 of (D9944-D9946) every | Adjunctive General
appliance, full arch 3 calendar years Services

D9946 Occlusal guard, hard No 1 of (D9944-D9946) every | Adjunctive General
appliance, partial arch 3 calendar years Services

D9950 Occlusion analysis, No Adjunctive General
mounted case Services

D951 Occlusal adjustment, No 10of (D9951, D9952) every | Adjunctive General
limited 2 calendar years Services

09952 Occlusal adjustment, No 10f (D9951, D9952) every | Adjunctive General
complete 2 calendar years Services
Teledentistry, . .

D9995 synchronous; real-time | No 2 olf (29995’ D9996) every égjr\ljirécegve General
encounter calendar year
Teledentistry,
asynchronous; 2 of (D D . .

D9996 information stored and No ol ( d9995’ 9996) every égjr\ljirgcslve General
forwarded to dentist for calendaryear
subsequent review

Section 2.1 Extra optional supplemental benefits you can buy

Our plan offers some extra benefits that aren't covered by Original Medicare and not included in your
benefits package. These extra benefits are called Optional Supplemental Benefits. If you want these
optional supplemental benefits, you must sign up for them and you may have to pay an additional
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premium for them. The optional supplemental benefits described in this section are subject to the same
appeals process as any other benefits.

You may elect to enroll in an optional supplemental benefit package during the Open Enrollment Period
from October 15 through December 7. To enroll, call Customer Service and ask for a Short Enrollment
Form. Return the completed form to the address given on the form. You have the option of enrolling in
these benefits up to 90 days after your effective date. Once you’ve enrolled, your optional supplemental
benefits would become effective on the first of the following month.

You can pay your optional supplemental benefits monthly plan premium combined with your regular
monthly plan premium or late-enrollment penalty, if you have one. The premium information provided
in Chapter 1, Section 4 also applies to your optional supplemental benefits monthly premium, with one
exception. As Chapter 1, Section 4 indicates, if you are enrolled in Optional Supplemental Benefits and
do not pay your premium within 60 days, you will be downgraded to the base plan and the Optional
Supplemental Benefits will be removed from your plan. If you do not pay your base plan premium, we
may disenroll you from the plan for non-payment of plan premiums.

If you are disenrolled due to nonpayment of premiums, you will not be able to re-enroll in an optional
supplemental benefits package until the next Open Enrollment Period.

If you decide you no longer want to be enrolled in an optional supplemental benefits package, send us a
statement of your request. Please make sure to clarify that you do not want to disenroll from the
Medicare Advantage plan, just the optional supplemental benefits portion. Your statement should
include your name, Member ID and signature. Any premium overpayments will be applied to your
regular monthly plan premium, if you have one, or you can request to have the overpayment refunded
to you. Once you have disenrolled from these benefits, you will not be able to re-enroll until the next
Open Enrollment Period.

The process for seeing in-network and out-of-network providers for your optional supplemental
benefits is the same as it is for your other included benefits. See Chapter 3, Section 2 for more
information on how to see in-network and out-of-network providers.

Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 1 - Preventive Dental Package

Premium $12.00 monthly premium
Services that are covered for you What you must pay when you get these
services

The preventive dental package covers up to $500 for non-Medicare covered diagnostic and
preventive dental benefits each year. Benefits not used at the end of the plan year will expire.
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 1 - Preventive Dental Package

Dental Services

The covered dental services include the approved
dental services, limitations and codes listed below:

Two oral exams (includes the following codes):

Codes Description of Dental Service

D0120 Periodic oral evaluation -
established patient

D0140 Limited oral evaluation - problem
focused

D0150 Comprehensive oral evaluation -
new or established patient

D0160 Extensive oral exam problem
focused

D0170 Re-evaluation-limited problem
focused

D0180 Comprehensive periodontal
evaluation - new or established
patient

Dental X-rays include one full-mouth or panoramic
X-ray and one set/series of bitewing X-rays each
year and up to seven periapical images (includes the
following codes):

Codes

Description of Dental Service

D0210

Intraoral - complete series
(including bitewings)

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 diagnostic
and preventive dental services listed.

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.

When using an out-of-network provider, you

pay:

e 20% coinsurance for covered

diagnostic and preventive dental
services listed

As your portion of the covered charges.

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

Out-of-network providers:
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 1 - Preventive Dental Package

D0220 Intraoral - periapical first
radiographic image

D0230 Intraoral - periapical each
additional radiographic image

D0270 Bitewings - single film

D0272 Bitewings - two film

D0274 Bitewings - four film

D0277 Vertical bitewings-7 to 8
radiographic images

D0330 Panoramic film

Two cleanings (includes the following codes):
Codes Description of Dental Service
D1110 Prophylaxis - adult

Two fluoride treatments (includes the following

codes):
Codes Description of Dental Service
D1208 Topical application of fluoride

+ Arenotrequired to bill the plan
directly. If the provider chooses not
to bill the plan, the provider will bill
you directly and may require upfront
payment from you.

+ 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.

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. For more information or to
find a provider, call the Dental Member
Services number located on the back of your
member ID card.

Other Exclusions & Limitations:

+ Anydental services not listed are not
covered under this package.

« Claims for covered benefits must be
filed directly with the contracted
providers and not the plan.

+ Providers must submit
documentation showing the service
meets the plan’s criteria and is
necessary; this includes full-mouth




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS) 149
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 1 - Preventive Dental Package

X-rays and a treatment plan. Missing
documentation results in denial.

+ Treatments covered by other
insurance policies or motorist
policies are not covered.

« Treatments due to war, nuclear
events, or military duties are not
covered.

+ Services covered by Worker’s
Compensation or provided for free by
government entities are not covered.

« Fees for missed appointments, report
preparation, X-ray duplication, or
form completion are not covered.
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

Premium $31.00 monthly premium
Services that are covered for you What you must pay when you get these
services

The dental and vision package cover up to $1,000 for non-Medicare covered diagnostic,
preventive, and comprehensive dental services and $150 for vision eyewear each plan year.
Benefits not used at the end of the plan year will expire.

Dental Services Any costs you pay for Medicare Non-covered

The covered dental services include the approved Services will not count toward your
dental services, limitations and codes listed below: maximum out-of-pocket amount.

In-network:
Two oral exams (include the following codes):

In-network dental services are covered. To

Codes Description of Dental Service be covered in-network, dental services must
be performed by a provider that is
D0120 Periodic oral evaluation - contracted with our approved dental vendor
established patient to provide supplemental dental services.
When using an in-network provider, you pay:
D0140 Limited oral evaluation - problem & P you pay
focused + $0.00 copay for covered diagnostic
and preventive dental services listed
DO150 Comprehin;ilyeho;al ezanlu;ation - «  20% of basic restorative (fillings)
new or established patien services listed
D0160 Extensive oral exam problem « 50% of endodontic, periodontics, and
focused oral & maxillofacial surgery, and
adjunctive general dental services
D0170 Re-evaluation-limited problem listed
focused .
As your portion of the covered charges.
D0180 Comprehensive periodontal Out-of-network:
evaluation - new or established Out-of-network dental services are covered.
patient

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

Dental X-rays include one full-mouth or panoramic
X-ray and one set/series of bitewing X-rays each
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

year and up to seven periapical images (include the

following codes):

Codes Description of Dental Service

D0210 Intraoral - complete series
(including bitewings)

D0220 Intraoral - periapical first
radiographic image

D0230 Intraoral - periapical each
additional radiographic image

D0270 Bitewings - single film
D0272 Bitewings - two film
D0274 Bitewings - four film
D0277 Vertical bitewings-7 to 8

radiographic images

D0330 Panoramic film

Two cleanings (include the following codes):

Codes Description of Dental Service
D1110 Prophylaxis - adult
Two fluoride treatments (include the following
codes):
Codes Description of Dental Service
D1208 Topical application of fluoride

When using an out-of-network provider, you
pay:
+ 30% of all preventive and diagnostic
services listed

+  60% of basic restorative (fillings)
services listed

« 75% of endodontic, periodontics, and
oral & maxillofacial surgery, and
adjunctive general dental services
listed

As your portion of the covered charges.

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

Out-of-network providers:

+ Arenotrequired to bill the plan
directly. If the provider chooses not
to bill the plan, the provider will bill
you directly and may require upfront
payment from you.

+ 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.

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.
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

Basic Restorative dental services (fillings) include
the following procedures:

Codes Description of Dental Service

D2140 Amalgam - one surface, primary or
permanent

D2150 Amalgam - two surfaces, primary or
permanent

D2160 Amalgam - three surfaces, primary
or permanent

D2161 Amalgam - four or more surfaces,
primary or permanent

D2330 Resin-based composite - one
surface, anterior

D2331 Resin-based composite - two
surfaces, anterior

D2332 Resin-based composite - three
surfaces, anterior

D2335 Resin-based composite - four or
more surfaces or involving incisal
angle (anterior)

D2391 Resin-based composite - one
surface, posterior

D2392 Resin-based composite - two
surfaces, posterior

D2393 Resin-based composite - three
surfaces, posterior

Talk to your provider and confirm all
coverage, costs, and codes prior to services
being performed. For more information or to
find a provider, call the Dental Member
Services number located on the back of your
member ID card.

Other Exclusions & Limitations:

Any dental services not listed are not
covered under this package.

Claims for covered benefits must be
filed directly with the contracted
providers and not the plan.

Providers must submit
documentation showing the service
meets the plan’s criteria and is
necessary; this includes full-mouth
X-rays and a treatment plan. Missing
documentation results in denial.

Treatments covered by other
insurance policies or motorist
policies are not covered.

Treatments due to war, nuclear
events, or military duties are not
covered.

Services covered by Worker’s
Compensation or provided for free by
government entities are not covered.

Fees for missed appointments, report
preparation, X-ray duplication, or
form completion are not covered.
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

D2394

Resin-based composite - four or
more surfaces, posterior

Endodontic dental services (root canal) include the
following procedures:

Codes Description of Dental Service

D3110 Pulp cap - direct (excluding final
restoration)

D3120 Pulp cap - indirect (excluding final
restoration

D3221 Pulpal debridement, primary &
permanent teeth

D3310 Root canal - anterior (excluding
final restoration)

D3320 Root canal - bicuspid (excluding
final restoration)

D3330 Root canal - molar (excluding final
restoration)

D3346 Retreatment of previous root canal
therapy - anterior

D3347 Retreatment of previous root canal
therapy - bicuspid

D3348 Retreatment of previous root canal
therapy - molar
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

D3351 Apexification/recalcification - initial
visit (apical closure/calcific repair of
perforations, root resorption, etc.)

D3352 Apexification/recalcification -
interim medication replacement
(apical closure/calcific repair of
perforations, root resorption, etc.)

D3353 Apexification/recalcification - final
visit (includes completed root canal
therapy - apical closure/calcific
repair of perforations, root
resorption, etc.)

D3410 Apicoectomy/periradicular surgery
- anterior

D3421 Apicoectomy/periradicular surgery
- bicuspid (first root)

D3425 Apicoectomy/periradicular surgery
- molar (first root)

D3430 Retrograde filling - per root

D3450 Root Amputation - per root

D3920 Hemisection (including any root
removal), not including root canal
therapy

Periodontic services include the following
procedures:

Codes Description of Dental Service
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

D4210 Gingivectomy or gingivoplasty -
four or more contiguous teeth or
bounded teeth spaces per quadrant

D4211 Gingivectomy or gingivoplasty -
one to three contiguous teeth or
bounded teeth spaces per quadrant

D4240 Gingival flap procedure, including
root planing - four or more
contiguous teeth or bounded teeth
spaces per quadrant

D4241 Gingival flap procedure, including
root planing - one to three
contiguous teeth or bounded teeth
spaces per quadrant

D4260 Osseous surgery (including flap
entry & closure) - four or more
contiguous teeth or bounded teeth
spaces per quadrant

D4261 Osseous surgery (including flap
entry & closure) - one to three
contiguous teeth or bounded teeth
spaces per quadrant

D4270 Pedicle soft tissue graft procedure

D4341 Periodontal scaling & root planing -
four or more teeth per quadrant

D4342 Periodontal scaling & root planing -
one to three teeth per quadrant
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

D4355 Full mouth debridement to enable
comprehensive evaluation &
diagnosis

D4910 Periodontal maintenance

Oral and Maxillofacial surgery services include the
following procedures:

Codes

Description of Dental Service

D7111

Extraction, coronal remnants -
deciduous tooth

D7140

Extraction, erupted tooth or
exposed root (elevation and/or
forceps removal)

D7210

Surgical removal of erupted tooth
requiring elevation of
mucoperiosteal flap & removal of
bone and/or section of tooth

D7220

Removal of impacted tooth - soft
tissue

D7230

Removal of impacted tooth -
partially bony

D7240

Removal of impacted tooth -
completely bony

D7241

Removal of impacted tooth -
completely bony, with unusual
surgical complications
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

D7250 Surgical removal of residual tooth

roots (cutting procedure)
Adjunctive General Services include the following
procedures:

Codes Description of Dental Service

D9222 Deep Sedation/general
anesthesia-first 15 minutes

D9223 Deep sedation /general
anesthesia-each subsequent 15
minutes

D9230 Analgesia, anxiolysis, inhalation of
nitrous oxide

D9239 Intravenous moderation
(conscious)

D9243 intravenous moderate (conscious)
sedation/analgesia - each
subsequent 15-minute increment

D9248 Non intravenous conscious
sedation

D9310 Consultation - diagnostic service
provided by dentist or physician
other than requesting dentist or
physician

Vision services
The covered eyewear includes corrective
(prescription):

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

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

« Glasses
« Lenses
« Frames

« Contact lenses

In-network:

In-network vision services are covered. To be
covered in-network, eyewear must be
provided by a provider that is contracted
with our approved vision vendor.

When using an in-network provider, you pay:

« $0.00 copay for corrective
(prescription) glasses, lenses, frames,
and/or contact lenses as your portion
of the covered charges for eyewear
listed.

Out-of-network:

Out-of-network vision services are NOT
covered. A provider that is not contracted
with our vision vendor is considered as
out-of-network.

When using an out-of-network provider, you
pay:
« 100% of all the cost of vision eyewear

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

Other Exclusions & Limitations:

* You must pay any extra costs for
services outside of the coverage
outlined in this section or for any
upgrades directly to the provider.

« Safety eyewear, non-prescription
sunglasses, non-prescription glass
lenses, and non-prescription lenses
or contacts are not covered.




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS) 159
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 2 - Dental and Vision Package

Covered benefits cannot be combined with
any other in-store discounts. However, some
providers have discounts on items/services
that are not covered under this benefit.
Contact the provider directly for availability.




2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS) 160
Chapter 4 Medical Benefits Chart (what’s covered and what you pay)

Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

Premium

$39.00 monthly premium

Services that are covered for you

What you must pay when you get these
services

The enhanced dental and vision package cover up to $2,000 for non-Medicare covered diagnostic,
preventive, and comprehensive dental services and $200 for vision eyewear each plan year.
Benefits not used at the end of the plan year will expire.

Dental Services
The covered dental services include the approved
dental services, limitations and codes listed below:

Two oral exams (include the following codes):

Codes Description of Dental Service

D0120 Periodic oral evaluation -
established patient

D0140 Limited oral evaluation - problem
focused
D0150 Comprehensive oral evaluation -

new or established patient

D0160 Extensive oral exam problem
focused

D0170 Re-evaluation-limited problem
focused

D0180 Comprehensive periodontal
evaluation - new or established
patient

Dental X-rays include one full-mouth or panoramic
X-ray and one set/series of bitewing X-rays each

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 diagnostic
and preventive dental services listed

+  20% of basic restorative (fillings)
services listed

« 50% of enhanced restorative (crown),
endodontic, periodontic, removable
prosthodontics, oral & maxillofacial
surgery, and adjunctive services
listed

As your portion of the covered charges.
Out-of-network:

Out-of-network dental services are covered.
Dental services performed by a provider that
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

year and up to seven periapical images (include the

following codes):

Codes Description of Dental Service

D0210 Intraoral - complete series
(including bitewings)

D0220 Intraoral - periapical first
radiographic image

D0230 Intraoral - periapical each
additional radiographic image

D0270 Bitewings - single film

D0272 Bitewings - two film

D0274 Bitewings - four film

D0277 Vertical bitewings-7 to 8
radiographic images

D0330 Panoramic film

Two cleanings (include the following codes):
Codes Description of Dental Service
D1110 Prophylaxis - adult

Two fluoride treatments (include the following

codes):
Codes Description of Dental Service
D1208 Topical application of fluoride

is not contracted with our approved dental
vendor are considered out-of-network.

When using an out-of-network provider, you
pay:

+ 30% of all preventive and diagnostic
services listed

+  60% of basic restorative (fillings)
services listed

+  75% of enhanced restorative
(crowns), endodontic, periodontics,
and oral & maxillofacial surgery, and
adjunctive general dental services
listed

As a portion of the covered charges.

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

Out-of-network providers:

+ Arenotrequired to bill the plan
directly. If the provider chooses not
to bill the plan, the provider will bill
you directly and may require upfront
payment from you.

+ 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.

If the out-of-network provider does not bill
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As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

Basic Restorative dental services (fillings) and
Enhanced Restorative (crowns) dental services
include the following procedures:

Prior authorization required on crowns.

Codes Description of Dental Service

D2140 Amalgam - one surface, primary or
permanent

D2150 Amalgam - two surfaces, primary or
permanent

D2160 Amalgam - three surfaces, primary

or permanent

D2161 Amalgam - four or more surfaces,
primary or permanent

D2330 Resin-based composite - one
surface, anterior

D2331 Resin-based composite - two
surfaces, anterior

D2332 Resin-based composite - three
surfaces, anterior

D2335 Resin-based composite - four or
more surfaces or involving incisal
angle (anterior)

D2391 Resin-based composite - one
surface, posterior

D2392 Resin-based composite - two
surfaces, posterior

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. For more information or to
find a provider, call the Dental Member
Services number located on the back of your
member ID card.

Please note: Prior authorization is required
for crown services.

Crown Services require clinical review for
prior authorization before treatment s
performed and prior to services to
determine if they are appropriate, meet
industry standards, and 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.

+ Requires prior authorization through
Liberty Dental.

« 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.

« Requests for crowns on teeth without
root canal treatment must show
evidence of decay, fracture, failing
restoration, etc., undermining more
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D2393 Resin-based composite - three
surfaces, posterior

D2394 Resin-based composite - four or
more surfaces, posterior

D2740 Crown - porcelain/ceramic
substrate

D2750 Crown - porcelain fused to high
noble metal

D2751 Crown - porcelain fused to
predominantly base metal

D2752 Crown - porcelain fused to noble
metal

D2753 Crown-porcelain fused to titanium
and titanium alloys

D2790 Crown - full cast high noble metal

D2791 Crown - full cast predominantly
base metal

D2792 Crown - full cast noble metal

D2910 Recement inlay, onlay, or partial
coverage restoration

D2915 Recement cast or prefabricated
post & core

D2920 Recement crown

than 50% of the tooth to be
considered for coverage.

+ 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.

+ Cosmetic or experimental dental
services and/or procedures not
generally performed in a general
dentist office are not covered.

« Crowns for the purposes of esthetics
or as a result of normal wear &
attrition, recession, abfraction and/or
abrasion are not covered.

+ 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.

+ 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 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 Exclusions & Limitations:
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As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D2950 Core buildup, including any pins

D2951 Pin retention - per tooth, in addition
to restoration

D2952 Post & core in addition to crown,
indirectly fabricated

D2954 Prefabricated post & Core in
addition to crown

D2955 Post removal (not in conjunction
with endodontic therapy)

Endodontic dental services (root canal) include the
following procedures:

Codes Description of Dental Service

D3110 Pulp cap - direct (excluding final
restoration)

D3120 Pulp cap - indirect (excluding final
restoration

D3221 Pulpal debridement, primary &
permanent teeth

D3310 Root canal - anterior (excluding
final restoration)

D3320 Root canal - bicuspid (excluding
final restoration)

D3330 Root canal - molar (excluding final
restoration)

Any dental services not listed are not
covered under this package.

Claims for covered benefits must be
filed directly with the contracted
providers and not the plan.

Providers must submit
documentation showing the service
meets the plan criteria’s and is
necessary; this includes full-mouth
X-rays and a treatment plan. Missing
documentation results in denial.

Treatments covered by other
insurance policies or motorist
policies are not covered.

Treatments due to war, nuclear
events, or military duties are not
covered.

Services covered by Worker’s
Compensation or provided for free by
government entities are not covered.

Fees for missed appointments, report
preparation, X-ray duplication, or
form completion are not covered.
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D3346

Retreatment of previous root canal
therapy - anterior

D3347

Retreatment of previous root canal
therapy - bicuspid

D3348

Retreatment of previous root canal
therapy - molar

D3351

Apexification/recalcification - initial
visit (apical closure/calcific repair of
perforations, root resorption, etc.)

D3352

Apexification/recalcification -
interim medication replacement
(apical closure/calcific repair of
perforations, root resorption, etc.)

D3353

Apexification/recalcification - final
visit (includes completed root canal
therapy - apical closure/calcific
repair of perforations, root
resorption, etc.)

D3410

Apicoectomy/periradicular surgery
- anterior

D3421

Apicoectomy/periradicular surgery
- bicuspid (first root)

D3425

Apicoectomy/periradicular surgery
- molar (first root)

D3430

Retrograde filling - per root

D3450

Root Amputation - per root
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D3920

Hemisection (including any root
removal), not including root canal
therapy

Periodontic dental services (gum treatment) include
the following procedures:

Codes

Description of Dental Service

D4210

Gingivectomy or gingivoplasty -
four or more contiguous teeth or
bounded teeth spaces per quadrant

D4211

Gingivectomy or gingivoplasty -
one to three contiguous teeth or
bounded teeth spaces per quadrant

D4240

Gingival flap procedure, including
root planing - four or more
contiguous teeth or bounded teeth
spaces per quadrant

D4241

Gingival flap procedure, including
root planing - one to three
contiguous teeth or bounded teeth
spaces per quadrant

D4260

Osseous surgery (including flap
entry & closure) - four or more
contiguous teeth or bounded teeth
spaces per quadrant

D4261

Osseous surgery (including flap
entry & closure) - one to three
contiguous teeth or bounded teeth
spaces per quadrant
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D4270 Pedicle soft tissue graft procedure

D4341 Periodontal scaling & root planing -
four or more teeth per quadrant

D4342 Periodontal scaling & root planing -
one to three teeth per quadrant

D4355 Full mouth debridement to enable
comprehensive evaluation &
diagnosis

D4910 Periodontal maintenance

Removable prosthodontic dental services
(dentures) include the following procedures:

Codes Description of Dental Service

D5110 Complete denture - maxillary

D5120 Complete denture - mandibular

D5130 Immediate denture - maxillary

D5140 Immediate denture - mandibular

D5211 Maxillary partial denture - resin
base (including any conventional
clasps, rests & teeth)
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.

They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D5212 Mandibular partial denture - resin
base (including any conventional
clasps, rests & teeth)

D5213 Maxillary partial denture - cast
metal framework with resin denture
bases (including any conventional
clasps, rests & teeth)

D5214 Mandibular partial denture - cast
metal framework with resin denture
bases (including any conventional
clasps, rests & teeth)

D5421 Adjust partial denture - maxillary

D5422 Adjust partial denture - mandibular

D5511 Repair broken complete denture
base, mandibular

D5512 Repair broken complete denture
base, maxillary

D5520 Replace missing or broken teeth -
complete denture (each tooth)

D5611 Repair resin denture base,
mandibular

D5612 Repair resin denture base, maxillary
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D5621 Repair cast framework, mandibular
D5622 Repair cast framework, maxillary
D5630 Repair or replace broken clasp
D5640 Replace broken teeth - per tooth
D5650 Add tooth to existing partial
denture
D5660 Add clasp to existing partial denture
D5670 Replace all teeth & acrylic on cast

metal framework (maxillary)

D5671 Replace all teeth & acrylic on cast
metal framework (mandibular)

D5710 Rebase complete maxillary denture

D5711 Rebase complete mandibular
denture

D5720 Rebase maxillary partial denture

D5721 Rebase mandibular partial denture

D5725 rebase of hybrid prothesis
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D5730 Reline complete maxillary denture
(chairside)

D5731 Reline complete mandibular
denture direct

D5740 Reline maxillary partial denture
(chairside)

D5741 Reline mandibular partial denture
(chairside)

D5750 Reline complete maxillary denture
(laboratory)

D5751 Reline complete mandibular
denture (laboratory)

D5760 Reline maxillary partial denture
(laboratory)

D5761 Reline mandibular partial denture
(laboratory)

D5765 soft liner for complete or partial
dentures

D5850 Tissue conditioning, maxillary

D5851 Tissue conditioning, mandibular

Oral and Maxillofacial surgery dental services
(extractions and other surgical and management of
conditions) include the following procedures:
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

Codes Description of Dental Service

D7111 Extraction, coronal remnants -
deciduous tooth

D7210 Surgical removal of erupted tooth
requiring elevation of
mucoperiosteal flap and removal of
bone and/or section of tooth

D7220 Removal of impacted tooth - soft
tissue
D7230 Removal of impacted tooth -

partially bony

D7240 Removal of impacted tooth -
completely bony

D7241 Removal of impacted tooth -
completely bony, with unusual
surgical complications

D7250 Surgical removal of residual tooth
roots (cutting procedure)

D7260 Orolantral fistula closure

D7261 Primary closure of a sinus
perforation

D7280 Surgical access of an unerupted
tooth
D7285 Biopsy of oral tissue-hard (bone,

tooth)
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D7286

Biopsy of oral tissue - soft

D7288

Brush biopsy - transepithelial
sample collection

D7310

Alveoloplasty in conjunction with
extractions - four or more teeth or
tooth spaces, per quadrant

D7311

Alveloplasty in conjunction with
extractions - one to three teeth or
tooth spaces, per quadrant

D7320

Alveoloplasty not in conjunction
with extractions - four or more teeth
or tooth spaces, per quadrant

D7321

Alveoloplasty not in conjunction
with extractions - one to three teeth
or tooth spaces per quadrant

D7410

Excision of benign lesion of up to
1.25Cm

D7411

Excision of benign lesion greater
than 1.25Cm

D7412

Excision of benign lesion,
complicated

D7450

Removal of benign odontogenic
cyst or tumor - lesion diameter up
to1.25Cm

D7451

Removal of benign odontogenic
cyst or tumor - lesion diameter
greater than 1.25Cm
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D7460 Removal of benign nonodontogenic
cyst or tumor - lesion diameter up
to1.25Cm

D7461 Removal of benign nonodontogenic

cyst or tumor - lesion diameter
greater than 1.25Cm

D7465 Destruction of lesion(s) by physical
or chemical method, by report

D7510 Incision and drainage of abscess -
intraoral soft tissue

D7511 Incision and drainage of abscess -
intraoral soft tissue - complicated
(includes drainage of multiple facial
spaces)

D7520 Incision and drainage of abscess -
extra oral soft tissue

D7521 Incision and drainage of abscess -
extra oral soft tissue - complicated
(includes drainage of multiple facial
spaces)

D7530 Removal of foreign body from
mucosa, skin or subcutaneous
alveolar tissue

D7540 Removal of reaction-producing
foreign bodies, muscoskeletal
system

D7961 buccal / labial frenectomy

(frenulectomy)
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D7962

lingual frenectomy (frenulectomy)

D7963

Frenuloplasty

Adjunctive General dental services (additional

procedures that support dental treatments) include

the following procedures:

Codes Description of Dental Service

D9110 Palliative treatment

D9120 Fixed partial denture sectioning

D9210 Local anesthesia not in conjunction
with operative or surgical
procedure

D9211 Regional block anesthesia

D9212 Trigeminal division block
anesthesia (can be billed D9110
palliative care if applicable)

D9222 Deep Sedation/general
anesthesia-first 15 minutes

D9223 Deep sedation /general
anesthesia-each subsequent 15
minutes

D9230 Analgesia, anxiolysis, inhalation of
nitrous oxide

D9239 Intravenous moderation
(conscious)
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

D9243 Intravenous moderate (conscious)
sedation/analgesia - each
subsequent 15 -minute increment

D9248 Non intravenous conscious
sedation

D9310 Consultation - diagnostic service
provided by dentist or physician
other than requesting dentist or
physician

Vision services

The covered eyewear includes corrective
(prescription):

Glasses
Lenses

Frames

Contact lenses

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

In-network:

In-network vision services are covered. To be
covered in-network, eyewear must be
provided by a provider that is contracted
with our approved vision vendor.

When using an in-network provider, you pay:

« $0.00 copay for corrective
(prescription) glasses, lenses, frames,
and/or contact lenses as your portion
of the covered charges for eyewear
listed

Out-of-network:

Out-of-network vision services are NOT
covered. A provider that is not contracted
with our vision vendor is considered as
out-of-network.

When using an out-of-network provider, you
pay:
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Optional Supplemental Benefits

As a Supplemental Benefit, these services are not routinely covered under Original Medicare.
They are offered for an additional premium through listed package options below.

Optional supplemental benefit package 3 - Enhanced Dental and Vision Package

« 100% of all the cost of vision eyewear

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

Other Exclusions & Limitations:

« You must pay any extra costs for
services outside of the coverage
outlined in this section or for any
upgrades directly to the provider.

« Safety eyewear, non-prescription
sunglasses, non-prescription glass
lenses, and non-prescription lenses
or contacts are not covered.

Covered benefits cannot be combined with
any other in-store discounts. However, some
providers have discounts on items/services
that are not covered under this benefit.
Contact the provider directly for availability.

SECTION3 Services that aren’t covered by our plan (exclusions)

This section tells you what services are excluded from Medicare coverage and therefore, aren’t covered
by this plan.

The chart below lists services and items that either aren’t covered under any condition or are covered
only under specific conditions.

If you get services that are excluded (not covered), you must pay for them yourself except under the
specific conditions listed below. Even if you get the excluded services at an emergency facility, the
excluded services are still not covered, and our plan won’t pay for them. The only exception is if the
service is appealed and decided upon appeal to be a medical service that we should have paid for or
covered because of your specific situation. (For information about appealing a decision we have made
to not cover a medical service, go to Chapter 9, Section 5.3.)
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Services not covered by Medicare

Covered only under specific conditions

Acupuncture

Available for people with chronic low back pain under
certain circumstances.

Cosmetic surgery or procedures

Covered in cases of an accidental injury or for
improvement of the functioning of a malformed body
member.

Covered for all stages of reconstruction for a breast
after a mastectomy, as well as for the unaffected
breast to produce a symmetrical appearance.

Custodial care

Custodial care is personal care that
doesn't require the continuing attention
of trained medical or paramedical
personnel, such as care that helps you
with activities of daily living, such as
bathing or dressing.

Not covered under any condition.

Defective equipment or medical devices
covered under warranty.

Not covered under any condition.

Experimental medical and surgical
procedures, equipment and
medications. Experimental procedures
and items are those items and
procedures determined by Original
Medicare to not be generally accepted
by the medical community.

May be covered by Original Medicare under a
Medicare-approved clinical research study or by our
plan. (Go to Chapter 3, Section 5 for more information
on clinical research studies.)

Fees charged for care by your
immediate relatives or members of your
household.

Not covered under any condition.

Full-time nursing care in your home.

Not covered under any condition.
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Services not covered by Medicare

Covered only under specific conditions

Home-delivered meals

Medicare does not cover home-delivered meals. This
plan covers home-delivered meals as a supplemental
benefit. Any supplemental benefit offered is not
covered under the Original Medicare program but as
extra benefits under this plan.

Homemaker services including basic
household help, such as light
housekeeping or light meal preparation.

Not covered under any condition.

Items and services administered to a
beneficiary for the purpose of causing or
assisting in causing death.

Not covered under any condition.

Iltems and services authorized or paid by
a government entity such as Veterans
Administration authorized services.

Not covered under any condition.

Iltems and services required as a result
of war.

Not covered under any condition.

Lab, Radiological & Genetic Testing

We follow Medicare guidelines when determining if
Lab, Radiological & Genetic Testing services are
covered, even if ordered by a physician. Not all lab,
radiological or genetic testing is covered under the
Medicare Program, such as Genetic testing based on
family medical history, is not covered. You have the
right to contact the plan prior to services being
rendered to determine if the services will be covered
for your condition (see Organization Determination).

Naturopath services (uses natural or
alternative treatments).

Not covered under any condition.

Non-emergency ambulance trips

Medicare does not pay for transportation, including
non-emergency ambulance transportation to and
from dialysis, unless the Medicare definition of
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Services not covered by Medicare

Covered only under specific conditions

bed-confined is met and documented by your doctor.
Bed-confined is defined as unable to get up from bed
without assistance; unable to ambulate; and unable to
sitin a chair or wheelchair.

Non-routine dental care

Dental care required to treat illness or injury may be
covered as inpatient or outpatient care. Dental
services are excluded from coverage in connection
with the care, treatment, filling, removal, or
replacement of teeth, or structures directly supporting
the teeth, except for inpatient or outpatient hospital
services required because of a medical condition.
Additionally, some dental services are covered if an
integral part of a covered medical procedure.
Medicare has specific guidelines for covered services.

Orthopedic shoes or supportive devices
for the feet

Shoes that are part of a leg brace and are included in
the cost of the brace. Orthopedic or therapeutic shoes
are for people with diabetic foot disease.

Over-the-counter purchases

Medicare doesn't cover Over-the-counter purchases.
This plan covers over-the-counter purchases as a
supplemental benefit. Any supplemental benefit
offered is not covered under the Original Medicare
program but as extra benefits under this plan. If the
benefit is available, you must utilize the contracted
OTC provider, limitations and exclusions may apply.

Personal items in your room at a
hospital or a skilled nursing facility,
such as a telephone or a television.

Not covered under any condition.

Prescription drugs you buy outside the
u.s.

Not covered under any condition.

Private room in a hospital.

Covered only when medically necessary.
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Services not covered by Medicare

Covered only under specific conditions

Providers who are prohibited from
being covered under the Medicare
program for any reason.

Not covered under any condition.

Reversal of sterilization procedures and
or non-prescription contraceptive
supplies.

Not covered under any condition.

Routine chiropractic care including
x-rays, physical therapy, nutrients,
office visits

Manual manipulation of the spine to correct a
subluxation is covered, if medically necessary and
provided by a chiropractor or another qualified
provider. Medicare doesn't cover routine chiropractic
care. This plan covers routine chiropractic care as a
supplemental benefit. To utilize this benefit, you must
use a provider who participates in our routine
chiropractic care provider network.

Routine dental care, such as cleanings,
fillings or dentures.

Medicare doesn't cover most dental care, dental
procedures, or supplies, like cleanings, fillings, tooth
extractions, dentures, dental plates, or other dental
devices. This plan covers routine dental care as a
supplemental benefit or purchased as part of an
optional supplemental benefit package. Any
supplemental benefit offered is not covered under the
Original Medicare program but as extra benefits under
this plan. To utilize this benefit, you must use a
provider who participates in our routine dental
vendor's network.

Routine eye examinations, eyeglasses,
radial keratotomy, LASIK surgery, and
other low vision aids.

Medicare doesn't cover routine eye exams, eyeglasses
or contact lenses. However, an eye exam and one pair
of eyeglasses with standard frames (or one set of
contact lenses) covered after each cataract surgery
that implants an intraocular lens. Medicare coverage
of post cataract eyeglasses is limited to standard
lenses and standard frames only. Scratch resistant
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Services not covered by Medicare

Covered only under specific conditions

coating, mirror coating, polarization, deluxe lens
feature, progressive lenses, polycarbonate (or similar
material), high index glass or plastic (light weight or
thinness), specialty occupational multifocal lenses,
tinted lenses, including photochromatic lenses used
as sunglasses, eyeglass cases and deluxe frames are
not covered by Medicare. If these items are purchased,
you will be responsible for the cost. Anti-reflective
coating, tints, oversized lenses or polycarbonate or
Trivex™ must be medically necessary and reasonable
to be covered based on Medicare criteria. In addition
to the Medicare coverage, this plan covers routine eye
exams and may cover routine eyewear as a
supplemental benefit or purchased as part of an
optional supplemental benefit package. Refraction
vision test is not covered except where covered under
supplemental routine eye exam benefit. Thisis a
supplemental benefit. To utilize this benefit, you must
use a provider who participates in our routine vision
provider network or your services will be considered
out-of-network, even if rendered by a medical provider
who is not part of the vendor's network.

Routine foot care

Some limited coverage provided according to
Medicare guidelines (e.g., if you have diabetes).

Routine hearing exams, hearing aids, or
exams to fit hearing aids.

Medicare doesn't cover routine hearing exams,
hearing aids, or exams for fitting hearing aids. This
plan covers routine hearing care as a supplemental
benefit. Any supplemental benefit offered is not
covered under the Original Medicare program but as
extra benefits under this plan. To utilize this benefit,
you must use a provider who participates in our
routine hearing vendor's network.
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Services not covered by Medicare

Covered only under specific conditions

Services considered not reasonable and
necessary, according to Original
Medicare standards

Not covered under any condition.

Services ordered or administered that
are determined to not be a Medicare
covered benefit in accordance with
Medicare guidelines and the Social
Security Act.

Not covered under any condition.

Services performed by out-of-network
providers.

This plan covers services of out-of-network providers
on specific services only. You are responsible for
verifying provider network status prior to receiving
services. In-network providers and facilities are listed
in the Provider Directory or online at the website listed
on the back cover of this booklet. For benefits that are
covered when rendered by an out-of-network
provider, the out-of-network provider cost share will
apply (even if you are referred to this provider) unless
considered urgent/emergent (required immediately)
or when approved in advance for in-network cost
sharing. Go to Chapter 3, Section 2.4 for more
information. When utilizing an out-of-network
provider, you are not required to obtain prior
authorization however are encouraged to do so. If no
prior authorization is obtained we will review claims
submitted to determine coverage under the Medicare
program and you could be held liable if not covered.

Transportation (that Medicare does not
cover such as trips to a physician’s
office) regardless of the member’s
condition.

Medicare doesn't cover this service. This is considered
excluded by statute or a benefit exclusion that is not
covered under the Original Medicare program. This
plan covers Transportation as a supplemental benefit.
Any supplemental benefit offered is not covered under
the Original Medicare program but as extra benefits
under this plan. If the benefit is available, you must
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Services not covered by Medicare

Covered only under specific conditions

use a provider who participates in our contracted
transportation network.

Wigs (even if needed due to a covered
medical condition).

Not covered under any condition.

Worldwide Care

Medicare generally doesn’t cover health care while
you’re traveling outside the U.S. and its territories.
There are some exceptions offered in limited
circumstances as per Medicare guidelines. This plan
covers health care you get while traveling outside the
U.S. as a supplemental benefit. Any supplemental
benefit offered is not covered under the Original
Medicare program but as extra benefits under this
plan. This benefit applies to travel outside the United
States and its territories for less than six months.
Members are responsible for all costs that exceed the
benefit limitation as well as all costs to return to the
service area. If benefit available, coverage is limited to
amount noted on benefit summary per year for all
covered services rendered outside the US or its
territories.
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CHAPTER5:

Using plan coverage for Part D drugs

SECTION1 Basic rules for our plan's Part D coverage

Go to the Medical Benefits Chart in Chapter 4 for Medicare Part B drug benefits and hospice drug
benefits.

Our plan will generally cover your drugs as long as you follow these rules:
+ You must have a provider (a doctor, dentist, or other prescriber) write you a prescription, that’s
valid under applicable state law.
+ Your prescriber must not be on Medicare’s Exclusion or Preclusion Lists.

+ You generally must use a network pharmacy to fill your prescription (Go to Section 2 or you can
fill your prescription through our plan’s mail-order service.)

+ Yourdrug must be on our plan’s Drug List (go to Section 3).

+ Your drug must be used for a medically accepted indication. A “medically accepted indication” is
a use of the drug that is either approved by the FDA or supported by certain references. (Go to
Section 3 for more information about a medically accepted indication.)

+ Your drug may require approval from our plan based on certain criteria before we agree to cover
it. (Go to Section 4 in this chapter for more information)

SECTION2 Fill your prescription at a network pharmacy or through our
plan’s mail-order service

In most cases, your prescriptions are covered only if they’re filled at our plan’s network pharmacies. (Go
to Section 2.4 for information about when we cover prescriptions filled at out-of-network pharmacies.)

A network pharmacy is a pharmacy that has a contract with our plan to provide your covered drugs. The
term “covered drugs” means all the Part D drugs that are on our plan’s Drug List.
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Section 2.1 Network pharmacies

Find a network pharmacy in your area

To find a network pharmacy, go to your Provider/Pharmacy Directory, visit our website
(www.anthem.com/ca), and/or call Customer Service at 1-800-499-2793 (TTY users call 711).

You may go to any of our network pharmacies. Some network pharmacies provide preferred cost
sharing, which may be lower than the cost sharing at a pharmacy that offers standard cost sharing. The
Provider/Pharmacy Directory will tell you which network pharmacies offer preferred cost sharing.
Contact us to find out more about how your out-of-pocket costs could vary for different drugs.

If your pharmacy leaves the network

If the pharmacy you use leaves our plan’s network, you’ll have to find a new pharmacy in the network. If
the pharmacy you use stays in our network but no longer offers preferred cost sharing, you may want to
switch to a different network or preferred pharmacy, if available. To find another pharmacy in your
area, get help from Customer Service at 1-800-499-2793 (TTY users call 711) or use the
Provider/Pharmacy Directory. You can also find information on our website at www.anthem.com/ca.

Specialized pharmacies
Some prescriptions must be filled at a specialized pharmacy. Specialized pharmacies include:

+ Pharmacies that supply drugs for home infusion therapy. Our plan will cover home infusion
therapy if:

O Your prescription drug is on our plan's formulary, or a formulary exception has been granted
for your prescription drug.

O Your prescription drug is not otherwise covered under our plan's medical benefit.
O Our plan has approved your prescription for home infusion therapy.
O Your prescription is written by an authorized prescriber.

If you need help finding a home infusion pharmacy provider in your area, 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/Pharmacy Directory mailed to you, you may call
Customer Service, or request one at our website.

« Pharmacies that supply drugs for residents of a long-term care (LTC) facility. Usually,a LTC
facility (such as a nursing home) has its own pharmacy. If you have difficulty getting Part D drugs
in an LTC facility, call Customer Service at 1-800-499-2793 (TTY users call 711). Please refer to
your Provider/Pharmacy Directory to find out if your long-term-care pharmacy is part of our
network.

« Pharmacies that serve the Indian Health Service / Tribal / Urban Indian Health Program (not
available in Puerto Rico). Except in emergencies, only Native Americans or Alaska Natives have
access to these pharmacies in our network. Please refer to your Provider/Pharmacy Directory to
find an I/T/U pharmacy in your area. For more information, contact Customer Service.
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+ Pharmacies that dispense drugs restricted by the FDA to certain locations or that require special
handling, provider coordination, or education on their use. To locate a specialized pharmacy, go
to in your Provider/Pharmacy Directory www.anthem.com/ca or call Customer Service at
1-800-499-2793 (TTY users call 711).

Section 2.2 Our plan’s mail-order service

For certain kinds of drugs, you can use our plan’s network mail-order service. Generally, the drugs
provided through mail order are drugs you take on a regular basis, for a chronic or long-term medical
condition. These drugs are marked as mail-order drugs in our Drug List.

Our plan’s mail-order service allows you to order at least a 30-day supply of the drug and no more
than a 90 or 100-day supply.

To get order forms and information about filling your prescriptions by mail call our mail-order
Customer Service at 1-833-203-1735. TTY users should call 711. Hours are 24 hours a day, 7 days a week.
Our Interactive Voice Response (IVR) Service is available 24 hours a day, seven days a week.

Usually, a mail-order pharmacy order will be delivered to you in no more than 14 days. If for some
reason your mail-order prescription is delayed, please contact Customer Service at 1-833-203-1735.
Pharmacy processing time will average about two to five business days; however, you should allow
additional time for postal service delivery. It is advisable for first-time users of the mail-order pharmacy
to have at least a 30-day supply of medication on hand when a mail-order request is placed. If the
prescription order has insufficient information, or, if we need to contact the prescribing physician,
delivery could take longer.

Itis advisable for first-time users of the mail-order pharmacy to ask the doctor for two signed
prescriptions:

+ Oneforaninitial supply to be filled at their local retail participating pharmacy.

« The second for up to a three-month supply with refills to send to the mail-order pharmacy.

New prescriptions the pharmacy gets directly from your doctor’s office.
The pharmacy will automatically fill and deliver new prescriptions it gets from health care providers,
without checking with you first, if either:

+ You used mail-order services with this plan in the past, or

« Yousign up for automatic delivery of all new prescriptions received directly from health care
providers. You can ask for automatic delivery of all new prescriptions at any time by calling
the Customer Service phone number on your membership card.

If you get a prescription automatically by mail that you don’t want, and you were not contacted to
see if you wanted it before it shipped, you may be eligible for a refund.
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If you used mail order in the past and don’t want the pharmacy to automatically fill and ship each
new prescription, contact us by calling the Customer Service phone number on your membership
card.

If you never used our mail-order delivery and/or decide to stop automatic fills of new prescriptions,
the pharmacy will contact you each time it gets a new prescription from a health care provider to
see if you want the medication filled and shipped immediately. It’s important to respond each time
you’re contacted by the pharmacy to let them know whether to ship, delay, or cancel the new
prescription.

To opt out of automatic deliveries of new prescriptions received directly from your health care
provider’s office, please contact us by calling the Customer Service phone number on your
membership card.

Refills on mail-order prescriptions. For refills of your drugs, you have the option to sign up for an
automatic refill program. Under this program we start to process your next refill automatically when
our records show you should be close to running out of your drug. The pharmacy will contact you
before shipping each refill to make sure you need more medication, and you can cancel scheduled
refills if you have enough medication or your medication has changed.

If you choose not to use our auto-refill program but still want the mail-order pharmacy to send you your
prescription, contact your pharmacy 30 days before your current prescription will run out. This will
ensure your order is shipped to you in time.

To opt out of our program that automatically prepares mail-order refills, contact us by calling the
Customer Service phone number on your membership card.

If you get a refill automatically by mail that you don’t want, you may be eligible for a refund.

Section 2.3 How to get a long-term supply of drugs

When you get a long-term supply of drugs, your cost sharing may be lower. Our plan offers 2 ways to get
a long-term supply (also called an extended supply) of maintenance drugs on our plan’s Drug List.
(Maintenance drugs are drugs that you take on a regular basis, for a chronic or long-term medical
condition.)

1. Some retail pharmacies in our network allow you to get a long-term supply of maintenance
drugs. Your Provider/Pharmacy Directory www.anthem.com/ca tells you which pharmacies in
our network can give you a long-term supply of maintenance drugs. You can also call Customer
Service for more information at 1-800-499-2793 (TTY users call 711).

2. You can also get maintenance drugs through our mail-order program. Go to Section 2.2 for more
information.
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Section 2.4 Using a pharmacy that’s not in our plan’s network

Generally, we cover drugs filled at an out-of-network pharmacy only when you aren’t able to use a
network pharmacy. We also have network pharmacies outside of our service area where you can get
prescriptions filled as a member of our plan. Check first with Customer Service at 1-800-499-2793
(TTY users call 711) to see if there’s a network pharmacy nearby.

We cover prescriptions filled at an out-of-network pharmacy only in these circumstances:

+ You are traveling within the United States and its territories and become ill, or lose or run out of
your prescription drugs.

+ The prescription is for a medical emergency or urgent care.

+ You are unable to obtain a covered drug in a timely manner within our service area because a
network pharmacy that provides 24-hour service is not available within a 25-mile driving
distance.

+  You arefilling a prescription for a covered drug that is not regularly stocked at an accessible
network retail pharmacy (for example, an orphan drug or other specialty pharmaceutical).

If you must use an out-of-network pharmacy, you’ll generally have to pay the full cost (rather than your
normal cost share) at the time you fill your prescription. You can ask us to reimburse you for our share
of the cost. (Go to Chapter 7, Section 2 for information on how to ask our plan to pay you back.) You
may be required to pay the difference between what you pay for the drug at the out-of-network
pharmacy and the cost we would cover at an in-network pharmacy.

SECTION3 Your drugs need to be on our plan’s Drug List

Section 3.1 The Drug List tells which Part D drugs are covered

Our plan has a List of Covered Drugs (formulary). In this Evidence of Coverage, we call it the Drug List.

The drugs on this list are selected by our plan with the help of doctors and pharmacists. The list meets
Medicare’s requirements and has been approved by Medicare. The Drug List only shows drugs covered
under Medicare Part D.

We generally cover a drug on our plan’s Drug List as long as you follow the other coverage rules
explained in this chapter and use of the drug for a medically accepted indication. A medically accepted
indication is a use of the drug that is either:

+ Approved by the FDA for the diagnosis or condition for which it’s being prescribed, or

+ Supported by certain references, such as the American Hospital Formulary Service Drug
Information and the Micromedex DRUGDEX Information System.
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The Drug List includes brand name drugs, generic drugs, and biological products (which may include
biosimilars).

A brand name drug is a prescription drug sold under a trademarked name owned by the drug
manufacturer. Biological products are drugs that are more complex than typical drugs. On the Drug List,
when we refer to drugs, this could mean a drug or a biological product.

A generic drugis a prescription drug that has the same active ingredients as the brand name drug.
Biological products have alternatives called biosimilars. Generally, generics and biosimilars work just as
well as the brand name drug or original biological product and usually cost less. There are generic drug
substitutes available for many brand name drugs and biosimilar alternatives for some original
biological products. Some biosimilars are interchangeable biosimilars and, depending on state law,
may be substituted for the original biological product at the pharmacy without needing a new
prescription, just like generic drugs can be substituted for brand name drugs.

Go to Chapter 12 for definitions of types of drugs that may be on the Drug List.
Drugs that aren’t on the Drug List
Our plan doesn’t cover all prescription drugs.

+ Insome cases, the law doesn’t allow any Medicare plan to cover certain types of drugs. (For
more information, go to Section 7.)

+ Inother cases, we decided not to include a particular drug on the Drug List.

« Insome cases, you may be able to get a drug that’s not on the Drug List. (For more information,
go to Chapter9.)

Section 3.2 There are Six cost-sharing tiers for drugs on the Drug List

Every drug on our plan’s Drug List is in one of six cost-sharing tiers. In general, the higher the tier, the
higher your cost for the drug:
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Tier 1 includes preferred generic drugs.
Tier 2 includes generic drugs. It may also include some brand-name drugs.

Tier 3 includes preferred brand-name drugs. It may also include some non-preferred generic
drugs that are priced similarly to the original brand drug.

Tier 4 includes non-preferred drugs. It may also include some non-preferred generic drugs that
are priced similarly to the original brand drug.

Tier 5 includes specialty drugs. Drugs in this cost-sharing tier generally cost you more than
drugs in the other cost-sharing tiers.

Tier 6 includes select care drugs for diabetic, high blood pressure, cholesterol, and osteoporosis
conditions.

To find out which cost-sharing tier your drug is in, look it up in our plan’s Drug List.

The amount you pay for drugs in each cost-sharing tier is shown in Chapter 6.

Section 3.3 How to find out if a specific drug is on the Drug List

To find out if a drug is on our Drug List, you have these options:

Check the most recent Drug List we provided electronically.

Visit our plan’s website (www.anthem.com/ca). The Drug List on the website is always the most
current.

Call Customer Service at 1-800-499-2793 (TTY users call 711) to find out if a particular drug is on
our plan’s Drug List or ask for a copy of the list.

Use our plan’s “Real-Time Benefit Tool” (www.anthem.com/ca) to search for drugs on the Drug
List to get an estimate of what you’ll pay and see if there are alternative drugs on the Drug List
that could treat the same condition. You can also call Customer Service at 1-800-499-2793 (TTY
users call 711). Within your secure online account at www.anthem.com/ca, select Prescriptions -
Price a Medication and type the prescription name in the search.

SECTION4 Drugs with restrictions on coverage

Section 4.1 Why some drugs have restrictions

For certain prescription drugs, special rules restrict how and when our plan covers them. A team of
doctors and pharmacists developed these rules to encourage you and your provider to use drugs in the
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most effective way. To find out if any of these restrictions apply to a drug you take or want to take,
check the Drug List.

If a safe, lower-cost drug will work just as well medically as a higher-cost drug, our plan’s rules are
designed to encourage you and your provider to use that lower-cost option.

Note that sometimes a drug may appear more than once on our Drug List. This is because the same
drugs can differ based on the strength, amount, or form of the drug prescribed by your health care
provider, and different restrictions or cost sharing may apply to the different versions of the drug (for
example, 10 mg versus 100 mg; one per day versus 2 per day; tablet versus liquid).

Section 4.2 Types of restrictions

If there’s a restriction for your drug, it usually means that you or your provider have to take extra
steps for us to cover the drug. Call Customer Service at 1-800-499-2793 (TTY users call 711) to learn
what you or your provider can do to get coverage for the drug. If you want us to waive the restriction
for you, you need to use the coverage decision process and ask us to make an exception. We may
or may not agree to waive the restriction for you. (Go to Chapter9.)

Getting plan approval in advance

For certain drugs, you or your provider need to get approval from our plan based on specific criteria
before we agree to cover the drug for you. This is called prior authorization. This is put in place to
ensure medication safety and help guide appropriate use of certain drugs. If you don’t get this approval,
your drug might not be covered by our plan. Our plan’s prior authorization criteria can be obtained by
calling Customer Service at 1-800-499-2793 (TTY users call 711) or on our website

www.anthem.com/ca.

Trying a different drug first

This requirement encourages you to try less costly but usually just as effective drugs before our plan
covers another drug. For example, if Drug A and Drug B treat the same medical condition, our plan may
require you to try Drug A first. If Drug A doesn’t work for you, our plan will then cover Drug B. This
requirement to try a different drug first is called step therapy. Our plan’s step therapy criteria can be
obtained by calling Customer Service at 1-800-499-2793 (TTY users call 711) or on our website
www.anthem.com/ca.

Quantity limits

For certain drugs, we limit how much of a drug you can get each time you fill your prescription. For
example, if it’s normally considered safe to take only one pill per day for a certain drug, we may limit
coverage for your prescription to no more than one pill per day.
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SECTIONS5 What you can do if one of your drugs isn’t covered the way you’d
like

There are situations where a prescription drug you take, or that you and your provider think you should
take thatisn’t on our Drug List has restrictions. For example:

+ Thedrug might not be covered at all. Or a generic version of the drug may be covered but the
brand name version you want to take isn’t covered.

« Thedrugis covered, but there are extra rules or restrictions on coverage.

+ Thedrugis covered, but in a cost-sharing tier that makes your cost sharing more expensive than
you think it should be.

If your drug is in a cost-sharing tier that makes your cost more expensive than you think it should
be, go to Section 5.1 to learn what you can do.

If your drug isn’t on the Drug List or is restricted, here are options for what you can do:
« You may be able to get a temporary supply of the drug.
+ You can change to another drug.

+ You can ask for an exception and ask our plan to cover the drug or remove restrictions from the
drug.

You may be able to get a temporary supply

Under certain circumstances, our plan must provide a temporary supply of a drug you’re already taking.
This temporary supply gives you time to talk with your provider about the change.

To be eligible for a temporary supply, the drug you take must no longer be on our plan’s Drug List OR
is now restricted in some way.

« Ifyou’re anew member, we’ll cover atemporary supply of your drug during the first 90 days of
your membership in our plan.

« If youwerein our plan last year, we’ll cover a temporary supply of your drug during the first 90
days of the calendar year.

« Thistemporary supply will be for a maximum of 30 days. If your prescription is written for fewer
days, we’ll allow multiple fills to provide up to a maximum of 30 days of medication. The
prescription must be filled at a network pharmacy. (Note that a long-term care pharmacy may
provide the drug in smaller amounts at a time to prevent waste.)

« For members who’ve been in our plan for more than 90 days and live in a long-term care
facility and need a supply right away: We’ll cover one 34-day emergency supply of a particular
drug, or less if your prescription is written for fewer days. This is in addition to the above
temporary supply.
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For questions about a temporary supply, call Customer Service at 1-800-499-2793 (TTY users call 711).

During the time when you’re using a temporary supply of a drug, you should talk with your
provider to decide what to do when your temporary supply runs out. You have 2 options:

Option 1. You can change to another drug

Talk with your provider about whether a different drug covered by our plan may work just as well for
you. Call Customer Service at 1-800-499-2793 (TTY users call 711) to ask for a list of covered drugs that
treat the same medical condition. This list can help your provider find a covered drug that might work
foryou.

Option 2. You can ask for an exception

You and your provider can ask our plan to make an exception and cover the drug in the way you’d
like it covered. If your provider says you have medical reasons that justify asking us for an exception,
your provider can help you ask for an exception. For example, you can ask our plan to cover a drug even
though itis not on our plan’s Drug List. Or you can ask our plan to make an exception and cover the
drug without restrictions.

If you and your provider want to ask for an exception, go to Chapter 9, Section 6.4 to learn what to
do. It explains the procedures and deadlines set by Medicare to make sure your request is handled
promptly and fairly.

Section 5.1 What to do if your drug is in a cost-sharing tier you think is too high

If your drug is in a cost-sharing tier you think is too high, here are things you can do:
You can change to another drug

If your drug is in a cost-sharing tier you think is too high, talk to your provider. There may be a different
drugin a lower cost-sharing tier that might work just as well for you. Call Customer Service at
1-800-499-2793 (TTY users call 711) to ask for a list of covered drugs that treat the same medical
condition. This list can help your provider find a covered drug that might work for you.

You can ask for an exception

You and your provider can ask our plan to make an exception in the cost-sharing tier for the drug
so that you pay less for it. If your provider says you have medical reasons that justify asking us for an
exception, your provider can help you ask for an exception to the rule.

If you and your provider want to ask for an exception, go to Chapter 9, Section 6.4 for what to do.
It explains the procedures and deadlines set by Medicare to make sure your request is handled
promptly and fairly.

Drugs in our Tier 5 - Specialty Tier aren’t eligible for this type of exception. We don’t lower the
cost-sharing amount for drugs in this tier.
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SECTION6 Our Drug List can change during the year

Most changes in drug coverage happen at the beginning of each year (January 1). However, during the
year, our plan can make some changes to the Drug List. For example, our plan might:

« Add or remove drugs from the Drug List

« Move adrug to a higher or lower cost-sharing tier

« Add or remove arestriction on coverage for a drug

« Replace a brand name drug with a generic version of the drug

« Replace an original biological product with an interchangeable biosimilar version of the
biological product

We must follow Medicare requirements before we change our plan’s Drug List.

Information on changes to drug coverage

When changes to the Drug List occur, we post information on our website about those changes. We also
update our online Drug List regularly. Sometimes you’ll get direct notice if changes are made to a drug
that you take.

Changes to drug coverage that affect you during this plan year

o Adding new drugs to the Drug List and immediately removing or making changes to a like
drug on the Drug List.

0 When adding a new version of a drug to the Drug List, we may immediately remove a like
drug from the Drug List, move the like drug to a different cost-sharing tier, add new
restrictions, or both. The new version of the drug will be on the same or a lower cost-sharing
tier and with the same or fewer restrictions.

o We'll make these immediate changes only if we add a new generic version of a brand name
or add certain new biosimilar versions of an original biological product that was already on
the Drug List.

o We may make these changes immediately and tell you later, even if you take the drug that
we remove or make changes to. If you take the like drug at the time we make the change,
we’ll tell you about any specific change we made.

o Adding drugs to the Drug List and removing or making changes to a like drug on the Drug
List with advance notice.

0 When adding another version of a drug to the Drug List, we may remove a like drug from the
Drug List, move it to a different cost-sharing tier, add new restrictions, or both. The new
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version of the drug will be on the same or a lower cost-sharing tier and with the same or
fewer restrictions.

o  We'll make these changes only if we add a new generic version of a brand name drug or add
certain new biosimilar versions of an original biological product that was already on the Drug
List.

o  We'll tell you at least 30 days before we make the change or tell you about the change and
cover an 30-day fill of the version of the drug you're taking.

« Removing unsafe drugs and other drugs on the Drug List that are withdrawn from the
market.

O Sometimes a drug can be deemed unsafe or taken off the market for another reason. If this
happens, we may immediately remove the drug from the Drug List. If you take that drug,
we’ll tell you after we make the change.

« Making other changes to drugs on the Drug List.

o0 We may make other changes once the year has started that affect drugs you are taking. For
example, we based on FDA boxed warnings or new clinical guidelines recognized by
Medicare.

o We’ll tell you at least 30 days before we make these changes or tell you about the change and
cover an additional 30-day fill of the drug you're taking.

If we make changes to any of the drugs you take, talk with your prescriber about the options that would
work best for you, including changing to a different drug to treat your condition, or asking for a
coverage decision to satisfy any new restrictions on the drug you take. You or your prescriber can ask us
for an exception to continue covering the drug or version of the drug you take. For more information on
how to ask for a coverage decision, including an exception, go to Chapter 9.

Changes to the Drug List that don't affect you during this plan year

We may make certain changes to the Drug List that aren’t described above. In these cases, the change
won’t apply to you if you’re taking the drug when the change is made; however, these changes will
likely affect you starting January 1 of the next plan year if you stay in the same plan.

In general, changes that won’t affect you during the current plan year are:
+  We move your druginto a higher cost-sharing tier.
+ We put a new restriction on the use of your drug.
+  We remove your drug from the Drug List.

If any of these changes happen for a drug you take (except for market withdrawal, a generic drug
replacing a brand name drug, or other change noted in the sections above), the change won’t affect
your use or what you pay as your share of the cost until January 1 of the next year.
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We won’t tell you about these types of changes directly during the current plan year. You’ll need to
check the Drug List for the next plan year (when the list is available during the open enrollment period)
to see if there are any changes to drugs you take that will impact you during the next plan year.

SECTION7 Types of drugs we don’t cover

Some kinds of prescription drugs are excluded. This means Medicare doesn't pay for these drugs.

If you get drugs that are excluded, you must pay for them yourself (except for certain excluded drugs
covered under our enhanced drug coverage). If you appeal and the requested drug is found not to be
excluded under Part D, we'll pay for or cover it. (For information about appealing a decision, go to
Chapter9.)

Here are 3 general rules about drugs that Medicare drug plans won't cover under Part D:

+ Ourplan’s Part D drug coverage can't cover a drug that would be covered under Medicare Part A
or Part B.

« Ourplancan't cover a drug purchased outside the United States or its territories.

« Our plan can't cover off-label use of a drug when the use isn't supported by certain references,
such as the American Hospital Formulary Service Drug Information and the Micromedex
DRUGDEX Information System. Off-label use is any use of the drug other than those indicated on
adrug’s label as approved by the FDA.

In addition, by law, the following categories of drugs aren't covered by Medicare drug plans: (Our plan
covers certain drugs listed below through our enhanced drug coverage. More information is provided
below.)

« Non-prescription drugs (also called over-the-counter drugs)

+ Drugs used to promote fertility

+ Drugs used for the relief of cough or cold symptoms

+ Drugs used for cosmetic purposes or to promote hair growth

+ Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations
+ Drugs used for the treatment of sexual or erectile dysfunction

+ Drugs used for treatment of anorexia, weight loss, or weight gain

+ Outpatient drugs for which the manufacturer requires associated tests or monitoring services be
purchased only from the manufacturer as a condition of sale
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We offer additional coverage of some prescription drugs (enhanced drug coverage) not normally
covered in a Medicare prescription drug plan.

* Some erectile dysfunction drugs. Sildenafil, six tablets per month.

The amount you pay for these drugs doesn't count towards qualifying you for the Catastrophic
Coverage Stage. (The Catastrophic Coverage Stage is described in Chapter 6, Section 6.)

If you get Extra Help from Medicare to pay for your prescriptions, Extra Help won't pay for drugs that
aren't normally covered. (Go to our plan’s Drug List or call Customer Service at 1-800-499-2793 (TTY
users call 711) for more information. If you have drug coverage through Medicaid, your state Medicaid
program may cover some prescription drugs not normally covered in a Medicare drug plan. Contact
your state Medicaid program to determine what drug coverage may be available to you. (Find phone
numbers and contact information for Medicaid in Chapter 2, Section 6.)

SECTION8 How tofill a prescription

To fill your prescription, provide our plan membership information (which can be found on your
membership card) at the network pharmacy you choose. The network pharmacy will automatically bill
our plan for our share of your drug cost. You need to pay the pharmacy your share of the cost when you
pick up your prescription.

If you don’t have our plan membership information with you, you or the pharmacy can call our plan to
get the information, or you can ask the pharmacy to look up our plan enrollment information.

If the pharmacy can’t get the necessary information, you may have to pay the full cost of the
prescription when you pick it up. You can then ask us to reimburse you for our share. Go to
Chapter 7, Section 2 for information about how to ask our plan for reimbursement.

SECTION9 Part D drug coverage in special situations

Section 9.1 In a hospital or a skilled nursing facility for a stay covered by our plan

If you’re admitted to a hospital or to a skilled nursing facility for a stay covered by our plan, we’ll
generally cover the cost of your prescription drugs during your stay. Once you leave the hospital or
skilled nursing facility, our plan will cover your prescription drugs as long as the drugs meet all our rules
for coverage described in this chapter.
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Section 9.2 As aresident in a long-term care (LTC) facility

Usually, a long-term care (LTC) facility (such as a nursing home) has its own pharmacy or uses a
pharmacy that supplies drugs for all its residents. If you’re a resident of an LTC facility, you may get your
prescription drugs through the facility’s pharmacy or the one it uses, as long as it’s part of our network.

Check your Provider/Pharmacy Directory www.anthem.com/ca to find out if your LTC facility’s
pharmacy or the one it uses is part of our network. If itisn’t, or if you need more information or help,
call Customer Service at 1-800-499-2793 (TTY users call 711). If you’re in an LTC facility, we must ensure
that you’re able to routinely get your Part D benefits through our network of LTC pharmacies.

If you’re a resident in an LTC facility and need a drug that’s not on our Drug List or restricted in some
way, go to Section 5.1 for information about getting a temporary or emergency supply.

Section 9.3 If you also have drug coverage from an employer or retiree group plan

If you have other drug coverage through your (or your spouse or domestic partner’s) employer or retiree
group, contact that group’s benefits administrator. They can help you understand how your current
drug coverage will work with our plan.

In general, if you have employee or retiree group coverage, the drug coverage you get from us will be
secondary to your group coverage. That means your group coverage pays first.

Special note about creditable coverage:

Each year your employer or retiree group should send you a notice that tells you if your drug coverage
for the next calendar year is creditable.

If the coverage from the group plan is creditable, it means that our plan has drug coverage that is
expected to pay, on average, at least as much as Medicare’s standard drug coverage.

Keep any notices about creditable coverage because you may need these notices later to show that
you maintained creditable coverage. If you didn’t get a creditable coverage notice, ask for a copy from
your employer or retiree plan’s benefits administrator or the employer or union.

Section 9.4 If you’re in a Medicare-certified hospice

Hospice and our plan don’t cover the same drug at the same time. If you’re enrolled in Medicare hospice
and require certain drugs (e.g., anti-nausea drugs, laxatives, pain medication or anti-anxiety drugs) that
aren’t covered by your hospice because it is unrelated to your terminal illness and related conditions,
our plan must get notification from either the prescriber or your hospice provider that the drug is
unrelated before our plan can cover the drug. To prevent delays in getting these drugs that should be
covered by our plan, ask your hospice provider or prescriber to provide notification before your
prescription is filled.
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In the event you either revoke your hospice election or are discharged from hospice, our plan should
cover your drugs as explained in this document. To prevent any delays at a pharmacy when your
Medicare hospice benefit ends, bring documentation to the pharmacy to verify your revocation or
discharge.

SECTION 10 Programs on drug safety and managing medications

We conduct drug use reviews to help make sure our members get safe and appropriate care.

We do a review each time you fill a prescription. We also review our records on a regular basis. During
these reviews, we look for potential problems like:

« Possible medication errors

» Drugs that may not be necessary because you take another similar drug to treat the same
condition

+ Drugs that may not be safe or appropriate because of your age or gender

+ Certain combinations of drugs that could harm you if taken at the same time
+ Prescriptions for drugs that have ingredients you’re allergic to

+ Possible errors in the amount (dosage) of a drug you take

« Unsafe amounts of opioid pain medications

If we see a possible problem in your use of medications, we’ll work with your provider to correct the
problem.

Section10.1 Drug Management Program (DMP) to help members safely use opioid
medications

We have a program that helps make sure members safely use prescription opioids and other frequently
abused medications. This program is called a Drug Management Program (DMP). If you use opioid
medications that you get from several prescribers or pharmacies, or if you had a recent opioid
overdose, we may talk to your prescribers to make sure your use of opioid medications is appropriate
and medically necessary. Working with your prescribers, if we decide your use of prescription opioid or
benzodiazepine medications may not be safe, we may limit how you can get those medications. If we
place you in our DMP, the limitations may be:

+ Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a
certain pharmacy(ies)
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+ Requiring you to get all your prescriptions for opioid or benzodiazepine medications from a
certain prescriber(s)

+ Limiting the amount of opioid or benzodiazepine medications we’ll cover for you

If we plan on limiting how you get these medications or how much you can get, we’ll send you a letter in
advance. The letter will tell you if we’ll limit coverage of these drugs for you, or if you’ll be required to
get the prescriptions for these drugs only from a specific prescriber or pharmacy. You’ll have an
opportunity to tell us which prescribers or pharmacies you prefer to use, and about any other
information you think is important for us to know. After you’ve had the opportunity to respond, if we
decide to limit your coverage for these medications, we’ll send you another letter confirming the
limitation. If you think we made a mistake or you disagree with our decision or with the limitation, you
and your prescriber have the right to appeal. If you appeal, we’ll review your case and give you a new
decision. If we continue to deny any part of your request about the limitations that apply to your access
to medications, we’ll automatically send your case to an independent reviewer outside of our plan. Go
to Chapter 9 for information about how to ask for an appeal.

You won’t be placed in our DMP if you have certain medical conditions, such as cancer-related pain or
sickle cell disease, you’re getting hospice, palliative, or end-of-life care, or live in a long-term care
facility.

Section10.2 Medication Therapy Management (MTM) program to help members
manage medications

We have a program that can help our members with complex health needs. Our program is called a
Medication Therapy Management (MTM) program. This program is voluntary and free. A team of
pharmacists and doctors developed the program for us to help make sure our members get the most
benefit from the drugs they take.

Some members who have certain chronic diseases and take medications that exceed a specific amount
of drug costs or are in a DMP to help them use opioids safely may be able to get services through an
MTM program. If you qualify for the program, a pharmacist or other health professional will give you a
comprehensive review of all your medications. During the review, you can talk about your medications,
your costs, and any problems or questions you have about your prescription and over-the-counter
medications. You’ll get a written summary which has a recommended to-do list that includes steps you
should take to get the best results from your medications. You’ll also get a medication list that will
include all the medications you’re taking, how much you take, and when and why you take them. In
addition, members in the MTM program will get information on the safe disposal of prescription
medications that are controlled substances.

It’s a good idea to talk to your doctor about your recommended to-do list and medication list. Bring the
summary with you to your visit or anytime you talk with your doctors, pharmacists, and other health
care providers. Keep your medication list up to date and with you (for example, with your ID) in case
you go to the hospital or emergency room.
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If we have a program that fits your needs, we’ll automatically enroll you in the program and send you
information. If you decide not to participate, notify us and we’ll withdraw you. For questions about this
program, call Customer Service at 1-800-499-2793 (TTY users call 711).
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CHAPTER6:
What you pay for Part D drugs

SECTION1 Whatyou pay for Part D drugs

If you’re in a program that helps pay for your drugs, some information in this Evidence of Coverage
about the costs for Part D prescription drugs may not apply to you. We sent you a separate insert,
called the Evidence of Coverage Rider for People Who Get Extra Help Paying for Prescription Drugs (also
known as the Low-Income Subsidy Rider or the LIS Rider), which tells you about your drug coverage. If
you don’t have this insert, call Customer Service at 1-800-499-2793 (TTY users call 711) and ask for the
LIS Rider.

We use “drug” in this chapter to mean a Part D prescription drug. Not all drugs are Part D drugs. Some
drugs are covered under Medicare Part A or Part B and other drugs are excluded from Medicare
coverage by law.

To understand the payment information, you need to know what drugs are covered, where to fill your
prescriptions, and what rules to follow when you get your covered drugs. Chapter 5 explains these
rules. When you use our plan’s “Real-Time Benefit Tool” to look up drug coverage
(www.anthem.com/ca), the cost you see shows an estimate of the out-of-pocket costs you’re expected
to pay. You can also get information provided by the “Real-Time Benefit Tool” by calling Customer
Service at 1-800-499-2793 (TTY users call 711).

Section 1.1 Types of out-of-pocket costs you may pay for covered drugs
There are 3 different types of out-of-pocket costs for covered Part D drugs that you may be asked to
pay:

« Deductible is the amount you pay for drugs before our plan starts to pay our share.

« Copayment is a fixed amount you pay each time you fill a prescription.

« Coinsurance is a percentage of the total cost you pay each time you fill a prescription.

Section 1.2 How Medicare calculates your out-of-pocket costs

Medicare has rules about what counts and what doesn’t count toward your out-of-pocket costs. Here
are the rules we must follow to keep track of your out-of-pocket costs.
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These payments are included in your out-of-pocket costs

Your out-of-pocket costs include the payments listed below (as long as they are for covered Part D
drugs, and you followed the rules for drug coverage explained in Chapter 5):

The amount you pay for drugs when you’re in the following drug payment stages:

O The Deductible Stage

O The Initial Coverage Stage

Any payments you made during this calendar year as a member of a different Medicare drug plan
before you joined our plan

Any payments for your drugs made by family or friends

Any payments made for your drugs by Extra Help from Medicare, employer or union health
plans, Indian Health Service, AIDS drug assistance programs, State Pharmaceutical Assistance
Programs (SPAPs), and most charities

Moving to the Catastrophic Coverage Stage:

When you (or those paying on your behalf) have spent a total of $2,100 in out-of-pocket costs within
the calendar year, you move from the Initial Coverage Stage to the Catastrophic Coverage Stage.

These payments aren’t included in your out-of-pocket costs

Your out-of-pocket costs don’t include any of these types of payments:

Drugs you buy outside the United States and its territories
Drugs that aren’t covered by our plan

Drugs you get at an out-of-network pharmacy that don’t meet our plan’s requirements for
out-of-network coverage

Prescription drugs and vaccines covered by Part A or Part B

Payments you make toward drugs covered under our additional coverage but not normally
covered in a Medicare Drug Plan

Payments you make toward drugs not normally covered in a Medicare Drug Plan

Payments for your drugs made by certain insurance plans and government-funded
health programs such as TRICARE and the Veterans Health Administration (VA)

Payments for your drugs made by a third-party with a legal obligation to pay for prescription
costs (for example, Workers’ Compensation)
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+ Payments made by drug manufacturers under the Manufacturer Discount Program

Reminder: If any other organization like the ones listed above pays part or all your out-of-pocket costs
for drugs, you’re required to tell our plan by calling Customer Service at 1-800-499-2793 (TTY users call
711).

Tracking your out-of-pocket total costs

« The Part D Explanation of Benefits (EOB) you get includes the current total of your out-of-pocket
costs. When this amount reaches $2,100, the Part D EOB will tell you that you left the Initial
Coverage Stage and moved to the Catastrophic Coverage Stage.

e Make sure we have the information we need. Go to Section 3.1 to learn what you can do to
help make sure our records of what you spent are complete and up to date.

SECTION2 Drug payment stages for Anthem | CareMore Premium Savings
(HMO-POS) members

There are 3 drug payment stages for your drug coverage under Anthem | CareMore Premium Savings
(HMO-POS). How much you pay for each prescription depends on what stage you’re in when you get a
prescription filled or refilled. Details of each stage are explained in this chapter. The stages are:

o Stage 1: Yearly Deductible Stage
« Stage 2: Initial Coverage Stage

» Stage 3: Catastrophic Coverage Stage

SECTION 3 Your Part D Explanation of Benefits (EOB) explains which
payment stage you’re in

Our plan keeps track of your prescription drug costs and the payments you make when you get
prescriptions at the pharmacy. This way, we can tell you when you move from one drug payment stage
to the next. We track 2 types of costs:

« Out-of-Pocket Costs: this is how much you paid. This includes what you paid when you get a
covered Part D drug, any payments for your drugs made by family or friends, and any payments
made for your drugs by Extra Help from Medicare, employer or union health plans, Indian Health
Service, AIDS drug assistance programs, charities, and most State Pharmaceutical Assistance
Programs (SPAPs).
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Total Drug Costs: this is the total of all payments made for your covered Part D drugs. It
includes what our plan paid, what you paid, and what other programs or organizations paid for
your covered Part D drugs.

If you filled one or more prescriptions through our plan during the previous month, we’ll send you a
Part D EOB. The Part D EOB includes:

Information for that month. This report gives payment details about prescriptions you filled
during the previous month. It shows the total drug costs, what our plan paid, and what you and
others paid on your behalf.

Totals for the year since January 1. This shows the total drug costs and total payments for
your drugs since the year began.

Drug price information. This displays the total drug price, and information about changes in
price from first fill for each prescription claim of the same quantity.

Available lower cost alternative prescriptions. This shows information about other available
drugs with lower cost sharing for each prescription claim, if applicable.

Section 3.1 Help us keep our information about your drug payments up to date

To keep track of your drug costs and the payments you make for drugs, we use records we get from
pharmacies. Here’s how you can help us keep your information correct and up to date:

Show your membership card every time you get a prescription filled. This helps make sure
we know about the prescriptions you fill and what you pay.

Make sure we have the information we need. There are times you may pay for the entire cost
of a prescription drug. In these cases, we won’t automatically get the information we need to
keep track of your out-of-pocket costs. To help us keep track of your out-of-pocket costs, give us
copies of your receipts. Examples of when you should give us copies of your drug receipts:

©  When you purchase a covered drug at a network pharmacy at a special price or use a
discount card that’s not part of our plan’s benefit.

0 When you pay a copayment for drugs provided under a drug manufacturer patient assistance
program.

O Any time you buy covered drugs at out-of-network pharmacies or pay the full price for a
covered drug under special circumstances.

o Ifyou’re billed for a covered drug, you can ask our plan to pay our share of the cost. For
instructions on how to do this, go to Chapter 7, Section 2.

Send us information about the payments others make for you. Payments made by certain
other people and organizations also count toward your out-of-pocket costs. For example,
payments made by a State Pharmaceutical Assistance Program, an AIDS drug assistance
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program (ADAP), the Indian Health Service, and charities count toward your out-of-pocket costs.
Keep a record of these payments and send them to us so we can track your costs.

o Check the written report we send you. When you get the Part D EOB, look it over to be sure the
information is complete and correct. If you think something is missing or you have questions,
call Customer Service at 1-800-499-2793 (TTY users call 711). Be sure to keep these reports.

SECTION4 The Deductible Stage

The Deductible Stage is the first payment stage for your drug coverage. The deductible doesn’t apply to
covered insulin products and most adult Part D vaccines, including shingles, tetanus, and travel
vaccines. You'll pay a yearly deductible of $115.00 on Tier 3: Preferred Brand, Tier 4: Non-Preferred
Drug, and Tier 5: Specialty Tier. You must pay the full cost of your Tier 3: Preferred Brand, Tier 4:
Non-Preferred Drug, and Tier 5: Specialty Tier drugs until you reach our plan’s deductible amount.
For all other drugs, you won't have to pay any deductible. The full cost is usually lower than the normal
full price of the drug since our plan has negotiated lower costs for most drugs at network pharmacies.
The full cost cannot exceed the maximum fair price plus dispensing fees for drugs with negotiated
prices under the Medicare Drug Price Negotiation Program.

Once you pay $115.00 for your Tier 3: Preferred Brand, Tier 4: Non-Preferred Drug, and Tier 5: Specialty
Tier drugs, you leave the Deductible Stage and move on to the Initial Coverage Stage.

SECTION5 The Initial Coverage Stage

Section 5.1 What you pay for a drug depends on the drug and where you fill your
prescription

During the Initial Coverage Stage, our plan pays its share of the cost of your covered drugs, and you pay
your share (your copayment or coinsurance amount). Your share of the cost will vary depending on the
drug and where you fill your prescription.
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Our plan has six cost-sharing tiers

Every drug on our plan’s Drug List is in one of six cost-sharing tiers. In general, the higher the
cost-sharing tier number, the higher your cost for the drug:

Tier 1 includes preferred generic drugs.
Tier 2 includes generic drugs. It may also include some brand-name drugs.

Tier 3 includes preferred brand-name drugs. It may also include some non-preferred generic
drugs that are priced similarly to the original brand drug. You won’t pay more than $35.00 per
month supply of each covered insulin product on this tier.

Tier 4 includes non-preferred drugs. It may also include some non-preferred generic drugs that
are priced similarly to the original brand drug.

Tier 5 includes specialty drugs. Drugs in this cost-sharing tier generally cost you more than
drugs in the other cost-sharing tiers.

Tier 6 includes select care drugs for diabetic, high blood pressure, cholesterol, and osteoporosis
conditions. You pay $0.00 per month supply of each covered insulin product on this tier.

To find out which cost-sharing tier your drug is in, look it up in our plan’s Drug List.

Your pharmacy choices

How much you pay for a drug depends on whether you get the drug from:

A network retail pharmacy that offers standard cost sharing. Costs may be less at pharmacies
that offer preferred cost sharing

A network retail pharmacy that offers preferred cost sharing

A pharmacy thatisn’tin our plan’s network. We cover prescriptions filled at out-of-network
pharmacies in only limited situations. Go to Chapter 5, Section 2.5 to find out when we’ll cover a
prescription filled at an out-of-network pharmacy.

Our plan’s mail-order pharmacy

For more information about these pharmacy choices and filling your prescriptions, go to Chapter 5 and
our plan’s Provider/Pharmacy Directory www.anthem.com/ca.

Section 5.2 Your costs for a one-month supply of a covered drug

During the Initial Coverage Stage, your share of the cost of a covered drug will be either a copayment or
coinsurance.

The amount of the copayment or coinsurance depends on the cost-sharing tier.


http://www.anthem.com/ca
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Sometimes the cost of the drug is lower than your copayment. In these cases, you pay the lower price
for the drug instead of the copayment.

Your costs for a one-month supply of a covered Part D drug

Out-of-
network cost
sharing?
(Coverage s
limited to
Standard Preferred certain
retail retail Long-term situations; go
in-network in-network Mail-order care (LTC) to Chapter 5
cost sharing cost sharing® | cost sharing cost sharing | for details.)
(uptoa (uptoa (uptoa (uptoa (uptoa
30-day 30-day 30-day 34-day 30-day
Tier supply) supply) supply) supply) supply)
Cost-Sharing | $0.00 $0.00 $0.00 $0.00 $0.00
Tier1l
(Preferred
Generic)
Cost-Sharing | $10.00 $0.00 $0.00 $10.00 $10.00
Tier 2
(Generic)
Cost-Sharing | 25% 25% 25% 25% 25%
Tier3
(Preferred
Brand)
Cost-Sharing | 30% 30% 30% 30% 30%
Tier4
(Non-Preferred
Drug)
Cost-Sharing | 31% 31% 31% 31% 31%

Tier 5
(Specialty
Tier)
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Out-of-
network cost
sharing?
(Coverageis
limited to
Standard Preferred certain
retail retail Long-term situations; go
in-network in-network Mail-order care (LTC) to Chapter5
cost sharing cost sharing? | cost sharing cost sharing | for details.)
(uptoa (uptoa (uptoa (uptoa (uptoa
30-day 30-day 30-day 34-day 30-day
Tier supply) supply) supply) supply) supply)
Cost-Sharing | $0.00 $0.00 $0.00 $0.00 $0.00
Tier 6
(Select Care
Drugs)

If your copay is greater than $0.00, the amount you pay will depend on if you qualify for low-income
subsidy (LIS), also known as Medicare’s Extra Help program. For more information about the Extra Help
program, please see Chapter 2, Section 7.

!In addition to your copayment at an out-of-network pharmacy, you pay the difference between the
actual charge and what we would have paid at a network pharmacy. Amounts you pay may vary at
out-of-network pharmacies.

2These select pharmacies are indicated in your Provider/Pharmacy Directory by an asterisk.

You won’t pay more than $35.00 for Tier 3 and $0.00 for Tier 6 for a one-month supply of each covered
insulin product, even if you haven’t paid your deductible.

Go to Section 8 of this chapter for more information on cost sharing for Part D vaccines.

Section 5.3 If your doctor prescribes less than a full month’s supply, you may not have
to pay the cost of the entire month’s supply

Typically, the amount you pay for a drug covers a full month’s supply. There may be times when you or
your doctor would like you to have less than a month’s supply of a drug (for example, when you’re
trying a medication for the first time). You can also ask your doctor to prescribe, and your pharmacist to
dispense, less than a full month’s supply, if this will help you better plan refill dates.

If you get less than a full month’s supply of certain drugs, you won’t have to pay for the full month’s
supply.
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+ Ifyou’re responsible for coinsurance, you pay a percentage of the total cost of the drug. Since
the coinsurance is based on the total cost of the drug, your cost will be lower since the total cost
for the drug will be lower.

+ Ifyou’re responsible for a copayment for the drug, you only pay for the number of days of the
drug that you get instead of a whole month. We calculate the amount you pay per day for your
drug (the daily cost-sharing rate) and multiply it by the number of days of the drug you get.

Section 5.4
drug

Your costs for a long-term (up to a 90 or 100-day) supply of a covered Part D

For some drugs, you can get a long-term supply (also called an extended supply). A long-term supply is
up to a 90 or 100-day supply.

Sometimes the cost of the drug is lower than your copayment. In these cases, you pay the lower price
for the drug instead of the copayment.

Your costs for a long-term (up to a 90 or 100-day) supply of a covered Part D drug

Tier

Cost-Sharing Tier
1

(Preferred
Generic)

(up to a 90-day
supply)

Standard retail cost
sharing (in-network)

$0.00

Preferred retail cost
sharing (in-network)*

$0.00

Mail-order cost sharing

$0.00

Cost-Sharing Tier
2

(Generic)

(up to a 90-day
supply)

$30.00

$0.00

$0.00

Cost-Sharing Tier
3

(Preferred Brand)
(up to a 90-day
supply)

25%

25%

25%

Cost-Sharing Tier
4

(Non-Preferred
Drug)

30%

30%

30%
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Standard retail cost Preferred retail cost
Tier sharing (in-network) sharing (in-network)* Mail-order cost sharing

(up to a 90-day
supply)

Cost-Sharing Tier | A long-term supply is not available for drugs in Tier 5.
5
(Specialty Tier)

Cost-Sharing Tier | $0.00 $0.00 $0.00
6

(Select Care
Drugs)

(up to a 100-day
supply)

If your copay is greater than $0.00, the amount you pay will depend on if you qualify for low-income
subsidy (LIS), also known as Medicare’s Extra Help program. For more information about the Extra Help
program, please see Chapter 2, Section 7.

! These select pharmacies are indicated in your Provider/Pharmacy Directory by an asterisk.

You won’t pay more than $70.00 for Tier 3 and $0.00 for Tier 6 for a 2-month supply and $105.00 for Tier
3 and $0.00 for Tier 6 for a 3-month supply of each covered insulin product, even if you haven’t paid
your deductible.

Section 5.5 You stay in the Initial Coverage Stage until your out-of-pocket costs for the
year reach $2,100

You stay in the Initial Coverage Stage until your total out-of-pocket costs reach $2,100. You then move
to the Catastrophic Coverage Stage.

We offer additional coverage on some prescription drugs that aren’t normally covered in a Medicare
Prescription Drug Plan. Payments made for these drugs won’t count towards your total out-of-pocket
costs.

The Part D EOB you get will help you keep track of how much you, our plan, and any third parties have
spent on your behalf during the year. Not all members will reach the $2,100 out-of-pocket limit in a
year.

We’ll let you know if you reach this amount. Go to Section 1.3 for more information on how Medicare
calculates your out-of-pocket costs.
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SECTION6 The Catastrophic Coverage Stage

In the Catastrophic Coverage Stage, you pay nothing for covered Part D drugs. You enter the
Catastrophic Coverage Stage when your out-of-pocket costs reach the $2,100 limit for the calendar
year. Once you’re in the Catastrophic Coverage Stage, you’ll stay in this payment stage until the end of
the calendar year.

+ During this payment stage, you pay nothing for your covered Part D drugs and for excluded
drugs covered under our enhanced benefit.

SECTION 7 Additional benefits information

We offer additional coverage of some prescription drugs not normally covered in a Medicare
prescription drug plan (enhanced drug coverage). These drugs will be covered throughout the entire
year at your tier 1 copay.

+ Some erectile dysfunction drugs. Sildenafil, certain quantity restrictions apply.

The amount you pay when you fill a prescription for these drugs does not count towards qualifying you
for the Catastrophic Coverage Stage. (The Catastrophic Coverage Stage is described in Chapter 6,
Section 6 of this document.)

SECTION8 What you pay for Part D vaccines

Important message about what you pay for vaccines - Some vaccines are considered medical
benefits and are covered under Part B. Other vaccines are considered Part D drugs. You can find these
vaccines listed in our plan’s Drug List. Our plan covers most adult Part D vaccines at no cost to you,
even if you haven’t paid your deductible. Go to our plan’s Drug List or call Customer Service at
1-800-499-2793 (TTY users call 711) for coverage and cost-sharing details about specific vaccines.

There are 2 parts to our coverage of Part D vaccines:
+ Thefirst partis the cost of the vaccine itself.

+ Thesecond partis for the cost of giving you the vaccine. (This is sometimes called the
administration of the vaccine.)

Your costs for a Part D vaccine depend on 3 things:

1. Whether the vaccine is recommended for adults by an organization called the Advisory
Committee on Immunization Practices (ACIP).

« Most adult Part D vaccines are recommended by ACIP and cost you nothing.

2. Where you get the vaccine.
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« Thevaccine itself may be dispensed by a pharmacy or provided by the doctor’s office.
3. Who gives you the vaccine.

« Apharmacist or another provider may give the vaccine in the pharmacy. Or a provider may
give it in the doctor’s office.

What you pay at the time you get the Part D vaccine can vary depending on the circumstances and what
drug payment stage you're in.

+  When you get a vaccine, you may have to pay the entire cost for both the vaccine itself and the
cost for the provider to give you the vaccine. You can ask our plan to pay you back for our share
of the cost. For most adult Part D vaccines, this means you’ll be reimbursed the entire cost you
paid.

+ Othertimes when you get a vaccine, you pay only your share of the cost under your Part D
benefit. For most adult Part D vaccines, you pay nothing.

Below are 3 examples of ways you might get a Part D vaccine.

Situation 1:  You get the Part D vaccine at the network pharmacy. (Whether you have this choice
depends on where you live. Some states don’t allow pharmacies to give certain vaccines.)

+ For most adult Part D vaccines, you pay nothing.

+ Forother Part D vaccines, you pay the pharmacy your coinsurance or copayment
for the vaccine itself which includes the cost of giving you the vaccine.

« Our plan will pay the remainder of the costs.
Situation 2:  You get the Part D vaccine at your doctor’s office.

+ When you get the vaccine, you may have to pay the entire cost of the vaccine itself
and the cost for the provider to give it to you.

+ You can then ask our plan to pay our share of the cost by using the procedures
described in Chapter 7.

« For most adult Part D vaccines, you’ll be reimbursed the full amount you paid. For
other Part D vaccines, you’ll be reimbursed the amount you paid less any
coinsurance or copayment for the vaccine (including administration), and less any
difference between the amount the doctor charges and what we normally pay. (If
you get Extra Help, we’ll reimburse you for this difference.)

Situation 3:  You buy the Part D vaccine itself at the network pharmacy and take it to your doctor’s
office where they give you the vaccine.

+ For most adult Part D vaccines, you pay nothing for the vaccine itself.
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+ Forother Part D vaccines, you pay the pharmacy your coinsurance or copayment
for the vaccine itself.

+ When your doctor gives you the vaccine, you may have to pay the entire cost for
this service.

+ You can then ask our plan to pay our share of the cost by using the procedures
described in Chapter 7.

« Formost adult Part D vaccines, you'll be reimbursed the full amount you paid. For
other Part D vaccines, you’ll be reimbursed the amount you paid less any
coinsurance or copayment for the vaccine administration, and less any difference
between the amount the doctor charges and what we normally pay. (If you get
Extra Help, we’ll reimburse you for this difference.)

Note: When you get the Part D vaccination at your doctor’s office (see Situation 2 above), you do not
have to pay for the entire cost of the vaccine and its administration yourself. You have the option of
having your provider bill the vendor directly for the cost of the vaccine and its administration. Please
talk to your provider about these payment options prior to services being rendered to select the best
option for you.
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CHAPTERT:

Asking us to pay our share of a bill for covered
medical services or drugs

SECTION1 Situations when you should ask us to pay our share for covered
services or drugs

Sometimes when you get medical care or a prescription drug, you may need to pay the full cost. Other
times, you may find you pay more than you expected under the coverage rules of our plan, or you may
get a bill from a provider. In these cases, you can ask our plan to pay you back (reimburse you). It’s your
right to be paid back by our plan whenever you’ve paid more than your share of the cost for medical
services or drugs covered by our plan. There may be deadlines that you must meet to get paid back. Go
to Section 2 of this chapter.

There may also be times when you get a bill from a provider for the full cost of medical care you got or
for more than your share of cost sharing. First, try to resolve the bill with the provider. If that doesn’t
work, send the bill to us instead of paying it. We’ll look at the bill and decide whether the services
should be covered. If we decide they should be covered, we’ll pay the provider directly. If we decide not
to pay it, we’ll notify the provider. You should never pay more than plan-allowed cost sharing. If this
provider is contracted, you still have the right to treatment.

Examples of situations in which you may need to ask our plan to pay you back or to pay a bill you got:

1. When you got emergency or urgently needed medical care from a provider who’s not in our
plan’s network

Outside the service area, you can get emergency or urgently needed services from any provider,
whether or not the provider is a part of our network. In these cases,

« You’re only responsible for paying your share of the cost for emergency or urgently needed
services. Emergency providers are legally required to provide emergency care.

« If you pay the entire amount yourself at the time you get the care, ask us to pay you back for
our share of the cost. Send us the bill, along with documentation of any payments you have
made.

« You may get a bill from the provider asking for payment you think you don’t owe. Send us
this bill, along with documentation of any payments you already made.

o Ifthe provider is owed anything, we’ll pay the provider directly.
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o Ifyou already paid more than your share of the cost of the service, we’ll determine how
much you owed and pay you back for our share of the cost.

2. When a network provider sends you a bill you think you shouldn’t pay

3.

Network providers should always bill our plan directly and ask you only for your share of the cost.
But sometimes they make mistakes and ask you to pay more than your share.

+ Youonly have to pay your cost-sharing amount when you get covered services. We don’t
allow providers to add additional separate charges, called balance billing. This protection
(that you never pay more than your cost-sharing amount) 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.

+  Whenever you get a bill from a network provider you think is more than you should pay, send
us the bill. We’ll contact the provider directly and resolve the billing problem.

+ Ifyou already paid a bill to a network provider, but feel you paid too much, send us the bill
along with documentation of any payment you made and ask us to pay you back the
difference between the amount you paid and the amount you owed under our plan.

If you’re retroactively enrolled in our plan

Sometimes a person’s enrollment in our plan is retroactive. (This means that the first day of their
enrollment has already passed. The enrollment date may even have occurred last year.)

If you were retroactively enrolled in our plan and you paid out of pocket for any of your covered
services or drugs after your enrollment date, you can ask us to pay you back for our share of the
costs. You need to submit paperwork, such as receipts and bills, for us to handle the
reimbursement.

. When you use an out-of-network pharmacy to fill a prescription

If you go to an out-of-network pharmacy, the pharmacy may not be able to submit the claim directly
to us. When that happens, you have to pay the full cost of your prescription.

Save your receipt and send a copy to us when you ask us to pay you back for our share of the cost.
Remember that we only cover out-of-network pharmacies in limited circumstances. Go to

Chapter 5, Section 2.4 to learn about these circumstances. We may not pay you back the difference
between what you paid for the drug at the out-of-network pharmacy and the amount we’d pay at an
in-network pharmacy.
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5. When you pay the full cost for a prescription because you don’t have our plan membership
card with you

If you don’t have our plan membership card with you, you can ask the pharmacy to call our plan or
look up our plan enrollment information. If the pharmacy can’t get the enrollment information they
need right away, you may need to pay the full cost of the prescription yourself.

Save your receipt and send a copy to us when you ask us to pay you back for our share of the cost.
We may not pay you back the full cost you paid if the cash price you paid is higher than our
negotiated price for the prescription.

6. When you pay the full cost for a prescription in other situations

You may pay the full cost of the prescription because you find the drug isn’t covered for some
reason.

+ Forexample, the drug may not be on our plan’s Drug List, or it could have a requirement or
restriction you didn’t know about or don’t think should apply to you. If you decide to get the
drug immediately, you may need to pay the full cost for it.

« Save your receipt and send a copy to us when you ask us to pay you back. In some situations,
we may need to get more information from your doctor to pay you back for our share of the
cost. We may not pay you back the full cost you paid if the cash price you paid is higher than
our negotiated price for the prescription.

7. When you’ve received medical care under your plan’s Point-of-Service option from a
provider who is not in our plan’s network

When you received care from a provider who is not part of our network, you are only responsible for
paying your share of the cost, not for the entire cost. (Your share of the cost may be higher for an
out-of-network provider than for a network provider.) You should ask the provider to bill the plan for
our share of the cost.

« If you pay the entire amount yourself at the time you receive the care, you need to ask us to
pay you back for our share of the cost. Send us the bill, along with documentation of any
payments you have made.

+ Attimesyou may get a bill from the provider asking for payment that you think you do not
owe. Send us this bill, along with documentation of any payments you have already made.

O Ifthe provider is owed anything, we will pay the provider directly.

o Ifyou have already paid more than your share of the cost of the service, we will
determine how much you owed and pay you back for our share of the cost.

« Please note: 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 cannot pay a
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provider who is not eligible to participate in Medicare. If the provider is not eligible to
participate in Medicare, you will be responsible for the full cost of the services you receive.

When you send us a request for payment, we’ll review your request and decide whether the service or
drug should be covered. This is called making a coverage decision. If we decide it should be covered,
we’ll pay for our share of the cost for the service or drug. If we deny your request for payment, you can
appeal our decision. Chapter 9 has information about how to make an appeal.

SECTION2 How to ask us to pay you back or pay a bill you got

You can ask us to pay you back by sending us a request in writing. If you send a request in writing, send
your bill and documentation of any payment you have made. It’s a good idea to make a copy of your bill
and receipts for your records. You must submit your claim to us within one year of the date you got
the service, item, or drug.

To make sure you’re giving us all the information we need to make a decision, you can fill out our claim
form to make your request for payment.

«  Youdon’t have to use the form, but it’ll help us process the information faster. With your request
include:
O Itemized bill with dates of service and amount charged for each service.
O Receipt of payment.
O Medical records (if the medical records are not written in English, a certified translation of
the documents should be provided if available).
O ltinerary (if the services were received on a cruise ship).

O Appointment of Representation (AOR) or Power of Attorney form (if someone other than the
member is submitting the request).

+ Download a copy of the form from our website www.anthem.com/ca or call Customer Service at
1-800-499-2793 (TTY users call 711) and ask for the form.

Mail your request for payment for medical services, together with any bills or paid receipts to us at this
address:

Anthem Blue Cross
P.O. Box 366
Artesia, CA90702-0366
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Mail your request for payment for Part D prescription drugs, together with any bills or receipts, to us
at this address:

CarelonRx

Claims Department - Part D Services
P.O. Box 52077

Phoenix, AZ 85072-2077

SECTION3 We’ll consider your request for payment and say yes or no

When we get your request for payment, we’ll let you know if we need any additional information from
you. Otherwise, we’ll consider your request and make a coverage decision.

+ If we decide the medical care or drug is covered and you followed all the rules, we’ll pay for our
share of the cost. Our share of the cost might not be the full amount you paid (for example, if you
got a drug at an out-of-network pharmacy or if the cash price you paid for a drug is higher than
our negotiated price). If you already paid for the service or drug, we’ll mail your reimbursement
of our share of the cost to you. If you haven’t paid for the service or drug yet, we’ll mail the
payment directly to the provider.

+ If we decide the medical care or drug is not covered, or you did not follow all the rules, we won’t
pay for our share of the cost. We’ll send you a letter explaining the reasons why we aren’t
sending the payment and your right to appeal that decision.

Section 3.1 If we tell you that we won’t pay for all or part of the medical care or drug,
you can make an appeal

If you think we made a mistake in turning down your request for payment or the amount we’re paying,
you can make an appeal. If you make an appeal, it means you’re asking us to change the decision we
made when we turned down your request for payment. The appeals process is a formal process with
detailed procedures and important deadlines. For the details on how to make this appeal, go to
Chapter9.
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CHAPTER 8:

Your rights and responsibilities

SECTION1 Our plan must honor your rights and cultural sensitivities

Section 1.1 We must provide information in a way that works for you and consistent with your
cultural sensitivities (in languages other than English, braille, large print, or other alternate formats,
etc.)

Our plan is required to ensure that all services, both clinical and non-clinical, are provided in a
culturally competent manner and are accessible to all enrollees, including those with limited English
proficiency, limited reading skills, hearing incapacity, or those with diverse cultural and ethnic
backgrounds. Examples of how our plan can meet these accessibility requirements include but aren’t
limited to, provision of translator services, interpreter services, teletypewriters, or TTY (text telephone
or teletypewriter phone) connection.

Our plan has free interpreter services available to answer questions from non-English speaking
members. This document is available for free in Spanish. We can also give you information in braille, in
large print, or other alternate formats at no cost if you need it. We’re required to give you information
about our plan’s benefits in a format that’s accessible and appropriate for you. To get information from
us in a way that works for you, call Customer Service at 1-800-499-2793 (TTY users call 711).

Our plan is required to give female enrollees the option of direct access to a women’s health specialist
within the network for women’s routine and preventive health care services.

If providers in our plan’s network for a specialty aren’t available, it’s our plan’s responsibility to locate
specialty providers outside the network who will provide you with the necessary care. In this case, you’ll
only pay in-network cost sharing. If you find yourself in a situation where there are no specialists in our
plan’s network that cover a service you need, call our plan for information on where to go to get this
service at in-network cost sharing.

If you have any trouble getting information from our plan in a format that’s accessible and appropriate
for you, seeing a women’s health specialist or finding a network specialist, call to file a grievance with
Customer Service at 1-800-499-2793 (TTY users call 711) or by writing to us at: Civil Rights Coordinator,
Mailstop: OH0205-A537; 4361 Irwin Simpson Rd, Mason, OH 45040. You can also file a complaint with
Medicare by calling 1-800-MEDICARE (1-800-633-4227) or directly with the Office for Civil Rights
1-800-368-1019 or TTY 1-800-537-7697.



2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS) 221
Chapter 8 Your rights and responsibilities

Debemos brindarle informacion de manera que le sea util y coherente con su sensibilidad
cultural (en idiomas distintos del inglés, en braille, en letra grande u otros formatos
alternativos, etc.).

Su plan debe garantizar que todos los servicios, tanto clinicos como no clinicos, se proporcionen de una
manera que sea culturalmente competente y estén disponibles para todos los inscritos, incluidos
aquellos con un dominio limitado del inglés, habilidades de lectura limitadas, discapacidad auditiva o
aquellos con antecedentes culturales y étnicos diversos. Los ejemplos de como un plan puede cumplir
con estos requisitos de accesibilidad incluyen, entre otros, la provisién de servicios de traduccién,
servicios de interpretacion, teletipos o conexién para TTY (teléfono de texto o teletipo).

Nuestro plan cuenta con servicios gratuitos de interpretacion para contestarles preguntas a los
miembros que no hablen inglés. También podemos brindarle informacién en braille, en letra grande o
en otros formatos alternativos, sin costo, en el caso de que lo necesite. Nosotros debemos brindarle la
informacién sobre los beneficios del plan en un formato que sea comprensible y apropiado para usted.
Para que le brindemos informacién de un modo adecuado para usted, llame a Servicio al cliente.

Nuestro plan debe ofrecerles a las mujeres inscritas la opcion de un acceso directo a un especialista en
salud de la mujer dentro de la red para los servicios de cuidado de rutina y cuidado médico preventivo.

Si para una especialidad determinada no se encuentran disponibles proveedores dentro de la red del
plan, es responsabilidad del plan encontrar proveedores de la especialidad fuera de la red que puedan
brindarle el cuidado que necesita. En este caso, usted solo pagara los costos compartidos dentro de la
red. Si no encuentra especialistas dentro de la red del plan que cubran un servicio que necesita, llame
al plan para obtener informacién sobre dénde puede dirigirse para obtener este servicio abonando los
costos compartidos dentro de la red.

Si tiene algin problema para obtener informacion de nuestro plan en un formato que sea accesible y
apropiado para usted, lldmenos para presentar un reclamo al 1-800-499-2793; (Los usuarios de TTY
deben llamar 711) o escribanos a Civil Rights Coordinator (Coordinador de Derechos Civiles), Mailstop:
OH0205-A537; 4361 Irwin Simpson Rd, Mason, OH 45040. También puede presentar una queja ante
Medicare llamando al 1-800-MEDICARE (1-800-633-4227) o directamente ante la Oficina de Derechos
Civiles llamando al 1-800-368-1019 0 TTY 1-800-537-7697.

Section 1.2 We must ensure you get timely access to covered services and drugs

You have the right to choose a primary care provider (PCP) in our plan’s network to provide and arrange
for your covered services.

You also have the right to go to a women’s health specialist (such as a gynecologist) without a referral.

You have the right to get appointments and covered services from our plan’s network of providers
within a reasonable amount of time. This includes the right to get timely services from specialists when
you need that care. You also have the right to get your prescriptions filled or refilled at any of our
network pharmacies without long delays.
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If you think you aren’t getting your medical care or Part D drugs within a reasonable amount of time,
Chapter 9 tells what you can do.

Section 1.3 We must protect the privacy of your personal health information

Federal and state laws protect the privacy of your medical records and personal health information. We
protect your personal health information as required by these laws.

« Your personal health information includes the personal information you gave us when you
enrolled in this plan as well as your medical records and other medical and health information.

+ You have rights related to your information and controlling how your health information is
used. We give you a written notice, called a Notice of Privacy Practice, that tells about these
rights and explains how we protect the privacy of your health information.

How do we protect the privacy of your health information?

+ We make sure that unauthorized people don’t see or change your records.

+ Except for the circumstances noted below, if we intend to give your health information to
anyone who isn’t providing your care or paying for your care, we are required to get written
permission from you or someone you have given legal power to make decisions for you first.

+ There are certain exceptions that don’t require us to get your written permission first. These
exceptions are allowed or required by law.

o We’rerequired to release health information to government agencies that are checking on
quality of care.

O Because you’re a member of our plan through Medicare, we’re required to give Medicare
your health information including information about your Part D drugs. If Medicare releases
your information for research or other uses, this will be done according to federal statutes
and regulations; typically, this requires that information that uniquely identifies you not be
shared.

You can see the information in your records and know how it’s been shared with others

You have the right to look at your medical records held by our plan, and to get a copy of your records.
We’re allowed to charge you a fee for making copies. You also have the right to ask us to make additions
or corrections to your medical records. If you ask us to do this, we’ll work with your health care provider
to decide whether the changes should be made.

You have the right to know how your health information has been shared with others for any purposes
that aren’t routine.

If you have questions or concerns about the privacy of your personal health information, call Customer
Service at 1-800-499-2793 (TTY users call 711).

Below is the Notice of Privacy Practices as of June 2022.
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Notice of privacy practices
Important information about your rights and our responsibilities

Protecting your personal health information is important. Each year, we’re required to send you specific
information about your rights and some of our duties to help keep your information safe. This notice
combines three of these required yearly communications:

« State notice of privacy practices
« Health Insurance Portability and Accountability Act (HIPAA) notice of privacy practices
+ Breast reconstruction surgery benefits

Would you like to go paperless and read this online or on your mobile app? Go to www.anthem.com/ca
and sign up to get these notices by email.

State notice of privacy practices

When it comes to handling your health information, we follow relevant state laws, which are sometimes
stricter than the federal HIPAA privacy law. This notice:

+ Explains your rights and our duties under state law.
« Applies to health, dental, vision and life insurance benefits you may have.

Your state may give additional rights to limit sharing your health information. Please call the Customer
Service phone number on your ID card for more details.

Your personal information

Your nonpublic (private) personal information (Pl) identifies you and it’s often gathered in an insurance
matter. You have the right to see and correct your PI. We may collect, use and share your Pl as described
in this notice. Our goal is to protect your Pl because your information can be used to make judgments
about your health, finances, character, habits, hobbies, reputation, career and credit.

We may receive your Pl from others, such as doctors, hospitals or other insurance companies. We may
also share your Pl with others outside our company - without your approval, in some cases. But we take
reasonable measures to protect your information. If an activity requires us to give you a chance to opt
out, we’ll let you know and we’ll let you know how to tell us you don’t want your Pl used or shared for
an activity you can opt out of.

THIS NOTICE DESCRIBES HOW MEDICAL, VISION AND DENTAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION WITH REGARD TO YOUR
HEALTH BENEFITS. PLEASE READ CAREFULLY.
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HIPAA notice of privacy practices

We keep the health and financial information of our current and former members private as required by
law, accreditation standards and our own internal rules. We’re also required by federal law to give you
this notice to explain your rights and our legal duties and privacy practices.

Your protected health information

There are times we may collect, use and share your Protected Health Information (PHI) as allowed or
required by law, including the HIPAA Privacy rule. Here are some of those times:

Payment: We collect, use and share PHI to take care of your account and benefits, or to pay claims for
health care you get through your plan.

Health care operations: We collect, use and share PHI for our health care operations.

Treatment activities: We don’t provide treatment, but we collect, use and share information about
your treatment to offer services that may help you, including sharing information with others providing
you treatment.

Examples of ways we use your information:
«  We keep information on file about your premium and deductible payments.
+ We may give information to a doctor’s office to confirm your benefits.

« We may share explanation of benefits (EOB) with the subscriber of your plan for payment
purposes.

« We may share PHI with your doctor or hospital so that they may treat you.
+ We may use PHI to review the quality of care and services you get.

« We may use PHI to help you with services for conditions like asthma, diabetes or traumatic
injury.

+ We may collect and use publicly and/or commercially available data about you to support you
and help you get health plan benefits and services.

+ We may use your PHI to create, use or share de-identified data as allowed by HIPAA.

+ We may also use and share PHI directly or indirectly with health information exchanges for
payment, health care operations and treatment. If you don’t want your PHI to be shared in these
situations, visit www.anthem.com/ca/privacy for more information.

Sharing your PHI with you: We must give you access to your own PHI. We may also contact you about
treatment options or other health-related benefits and services. When you or your dependents reach a
certain age, we may tell you about other plans or programs for which you may be eligible, including
individual coverage. We may also send you reminders about routine medical checkups and tests. You
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may get emails that have limited PHI, such as welcome materials. We’ll ask your permission before we
contactyou.

Sharing your PHI with others: In most cases, if we use or share your PHI outside of treatment,
payment, operations or research activities, we have to get your okay in writing first. We must also get
your written permission before:

+ Using your PHI for certain marketing activities.
+ Selling your PHI.
+ Sharing any psychotherapy notes from your doctor or therapist.

We may also need your written permission for other situations not mentioned above. You always have
the right to cancel any written permission you have given at any time.

You have the right and choice to tell us to:

+ Share information with your family, close friends or others involved with your current treatment
or payment for your care.

+ Share information in an emergency or disaster relief situation.

If you can’t tell us your preference, for example in an emergency or if you’re unconscious, we may share
your PHI if we believe it’s in your best interest. We may also share your information when needed to
lessen a serious and likely threat to your health or safety.

Other reasons we may use or share your information:

We are allowed, and in some cases required, to share your information in other ways - usually for the
good of the public, such as public health and research. We can share your information for these specific
purposes:

+ Helping with public health and safety issues, such as:

O Preventing disease

O Helping with product recalls

O Reporting adverse reactions to medicines

O Reporting suspected abuse, neglect or domestic violence

O Preventing or reducing a serious threat to anyone’s health or safety
+ Doing health research.
+ Obeying the law, if it requires sharing your information.

+ Responding to organ donation groups for research and certain reasons.
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+ Addressing worker’s compensation, law enforcement and other government requests, and to
alert proper authorities if we believe you may be a victim of abuse or other crimes.

+ Responding to lawsuits and legal actions.

If you’re enrolled with us through an employer, we may share your PHI with your group health plan. If
the employer pays your premium or part of it, but doesn’t pay your health insurance claims, your
employer can only have your PHI for permitted reasons and is required by law to protect it.

Authorization: We’ll get your written permission before we use or share your PHI for any purpose not
stated in this notice. You may cancel your permission at any time, in writing. We will then stop using
your PHI for that purpose. But if we’ve already used or shared your PHI with your permission, we cannot
undo any actions we took before you told us to stop.

Genetic information: We cannot use your genetic information to decide whether we’ll give you
coverage or decide the price of that coverage.

Race, ethnicity, language, sexual orientation and gender identity: We may receive race, ethnicity,
language, sexual orientation and gender identity information about you and protect this information as
described in this notice. We may use this information to help you, including identifying your specific
needs, developing programs and educational materials and offering interpretation services. We don’t
use race, ethnicity, language, sexual orientation and gender identity information to decide whether
we’ll give you coverage, what kind of coverage and the price of that coverage. We don’t share this
information with unauthorized persons.

Your rights
Under federal law, you have the right to:

+ Send us a written request to see or get a copy of your PHI, including a request for a copy of your
PHI through email. Remember, there’s a risk your PHI could be read by a third party when it’s
sent unencrypted, meaning regular email. So we will first confirm that you want to get your PHI
by unencrypted email before sending it to you. We will provide you a copy of your PHI usually
within 30 days of your request. If we need more time, we will let you know.

+ Askthat we correct your PHI that you believe is wrong or incomplete. If someone else, such as
your doctor, gave us the PHI, we’ll let you know so you can ask him or her to correct it. We may
say "no" to your request, but we'll tell you why in writing within 60 days.

« Send us a written request not to use your PHI for treatment, payment or health care operations
activities. We may say “no” to your request, but we’ll tell you why in writing.

+ Request confidential communications. You can ask us to send your PHI or contact you using
other ways that are reasonable. Also, let us know if you want us to send your mail to a different
address if sending it to your home could put you in danger.
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+ Send us a written request to ask us for a list of those with whom we’ve shared your PHI. We will
provide you a list usually within 60 days of your request. If we need more time, we will let you
know.

« Askfor a restriction for services you pay for out of your own pocket: If you pay in full for any
medical services out of your own pocket, you have the right to ask for a restriction. The
restriction would prevent the use or sharing of that PHI for treatment, payment or operations
reasons. If you or your provider submits a claim to us, we may not agree to a restriction (see
“Your rights” above). If a law requires sharing your information, we don’t have to agree to your
restriction.

+ Call Customer Service at the phone number on your ID card to use any of these rights. A
representative can give you the address to send the request. They can also give you any forms
we have that may help you with this process.

How we protect information

We’re dedicated to protecting your PHI, and we’ve set up a number of policies and information
practices to help keep your PHI secure and private. If we believe your PHI has been breached, we must
let you know.

We keep your oral, written and electronic PHI safe using the right procedures, and through physical and
electronic ways. These safety measures follow federal and state laws. Some of the ways we keep your
PHI safe include securing offices that hold PHI, password-protecting computers, and locking storage
areas and filing cabinets. We require our employees to protect PHI through written policies and
procedures. These policies limit access to PHI to only those employees who need the data to do their
jobs. Employees are also required to wear ID badges to help keep unauthorized people out of areas
where your PHI is kept. Also, where required by law, our business partners must protect the privacy of
data we share with them as they work with us. They’re not allowed to give your PHI to others without
your written permission, unless the law allows it and it’s stated in this notice.

Potential impact of other applicable laws

HIPAA, the federal privacy law, generally doesn’t cancel other laws that give people greater impact of
other privacy protections. As a result, if any state or federal privacy law requires us to give your
applicable laws more privacy protections, then we must follow that law in addition to HIPAA.

To see more information

To read more information about how we collect and use your information, your privacy rights, and
details about other state and federal privacy laws, please visit our Privacy web page at www.anthem.
com/ca/privacy.

Calling or texting you

We, including our affiliates and/or vendors, may call or text you by using an automatic telephone
dialing system and/or an artificial voice. But we only do this in accordance with the Telephone
Consumer Protection Act (TCPA). The calls may be about treatment options or other health-related


http://www.anthem.com/ca/privacy
http://www.anthem.com/ca/privacy

2026 Evidence of Coverage for Anthem | CareMore Premium Savings (HMO-POS) 228
Chapter 8 Your rights and responsibilities

benefits and services for you. If you don’t want to be contacted by phone, just let the caller know or call
1-844-203-3796 to add your phone number to our Do Not Call list. We will then no longer call or text
you.

Complaints

If you think we haven’t protected your privacy, you can file a complaint with us at the Customer Service
phone number on your ID Card. You may also file a complaint with the U.S. Department of Health and
Human Services Office for Civil Rights by visiting hhs.gov/ocr/privacy/hipaa/complaints/. We will not
take action against you for filing a complaint.

Contact information

You may call us at the Customer Service phone number on your ID card. Our representatives can help
you apply your rights, file a complaint or talk with you about privacy issues.

Copies and changes

You have the right to get a new copy of this notice at any time. Even if you have agreed to get this notice
by electronic means, you still have the right to ask for a paper copy. We reserve the right to change this
notice. A revised notice will apply to PHI we already have about you, as well as any PHI we may get in
the future. We’re required by law to follow the privacy notice that’s in effect at this time. We may tell
you about any changes to our notice through a newsletter, our website or a letter.

Effective date of this notice
The original effective date of this Notice was April 14, 2003.
Breast reconstruction surgery benefits

A mastectomy that’s covered by your health plan includes benefits that comply with the Women'’s
Health and Cancer Rights Act of 1998, which provides for:

« Reconstruction of the breast(s) that underwent a covered mastectomy.
+ Surgery and reconstruction of the other breast to restore a symmetrical appearance.

+ Prostheses and coverage for physical complications related to all stages of a covered
mastectomy, including lymphedema.

You’ll pay your usual deductible, copay and/or coinsurance. For details, contact your plan
administrator.

For more information about the Women’s Health and Cancer Rights Act, go to the United States
Department of Labor website at http://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/whcra.
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Section 1.4 We must give you information about our plan, our network of providers,
and your covered services

As a member of Anthem | CareMore Premium Savings (HMO-POS), you have the right to get several
kinds of information from us.

If you want any of the following kinds of information, call Customer Service at 1-800-499-2793 (TTY users
call 711):

« Information about our plan. This includes, for example, information about our plan’s financial
condition.

« Information about our network providers and pharmacies. You have the right to get
information about the qualifications of the providers and pharmacies in our network and how
we pay the providers in our network.

« Information about your coverage and the rules you must follow when using your coverage.
Chapters 3 and 4 provide information regarding medical services. Chapters 5 and 6 provide
information about Part D drug coverage.

« Information about why something is not covered and what you can do about it. Chapter 9
provides information on asking for a written explanation on why a medical service or Part D drug
isn’t covered or if your coverage is restricted. Chapter 9 also provides information on asking us
to change a decision, also called an appeal.

Section 1.5 You have the right to know your treatment options and participate in
decisions about your care

You have the right to get full information from your doctors and other health care providers. Your
providers must explain your medical condition and your treatment choices in a way that you can
understand.

You also have the right to participate fully in decisions about your health care. To help you make
decisions with your doctors about what treatment is best for you, your rights include the following:

« To know about all your choices. You have the right to be told about all treatment options
recommended for your condition, no matter what they cost or whether they’re covered by our
plan. It also include