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Summary of Benefits 

1

Thank you for your interest in our Medicare Advantage plans 

Anthem Blue Cross Partnership Plan offers benefits to help support 

your health and help you manage your healthcare costs. This plan includes 

hospital and medical benefits, and prescription drug coverage.  

Medicare Advantage and Part D 

Plan year: January 1 – December 31, 2027 

California 

Ventura county 

Anthem Prime (HMO-POS) 
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Anthem Prime (HMO-POS) 

. 

Our service area includes this county in CA: Ventura. 

Do you have questions? 

You can learn more on our website, shop.anthem.com/medicare/ca . Or 

call us toll-free at  1-844-591-2082  (TTY: 711 ). Hours of operation: 8 a.m. to 8 

p.m., seven days a week (except Thanksgiving and Christmas) from October 

1 through March 31, and Monday to Friday (except holidays) from April 1 

through September 30. 

The Summary of Benefits does not list every covered service or rule. The 

Evidence of Coverage includes full details. Call us to request a copy. 

Anthem Prime (HMO-POS) is a Medicare Advantage plan. It includes hospital, 

medical, and prescription drug benefits. To join this plan, the following must apply 

to you:  

• You’re entitled to Medicare Part A. 

• You’re enrolled in Medicare Part B. 

• You live in our service area. 

You can use doctors and facilities outside this plan’s network for certain 

services. You can use either network or out-of-network providers for 

non-Medicare dental services covered by the plan. If you go outside the 

network, your out-of-pocket cost may be higher. 
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Medicare coverage that goes beyond Original Medicare 

• Medicare Advantage plans cover everything Original Medicare covers — 

Part A (hospital services) and Part B (medical services) — plus more.  

• Medicare Advantage Prescription Drug Plans cover Medicare Part D drugs 

and Part B drugs. 

This is a Health Maintenance Organization Point of Service (HMO-POS) 

plan. That means: 

• You will choose a primary care physician (PCP) in the plan’s network 

of doctors for covered services. Your PCP provides most of your 

medical care, including routine care and hospitalizations. They can 

help you save time and money by directing you to specialists when 

needed. 

• Before you visit a specialist, talk with your PCP first. They know your 

health history and can help you find the right care. You can use 

doctors who aren’t in the plan for a limited number of services, but 

your costs may be higher. 

If you choose a PCP that is part of an independent practice/physician 

association (IPA) or medical group, the specialists, ancillary providers, and 

hospitals available to you may be limited to only those contracted with the 

PCP’s IPA or medical group. 

  

Is your PCP in our plan’s network of 

doctors? 

 
If you need to change your primary care physician (PCP), give us a call and we’ll 

help. Doctors can join or leave the network at any time, so check if they’re 

in-network with our Find a Doctor tool online. Follow the steps listed. 
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How to find a doctor or provider in our plan: 

• Go to  shop.anthem.com/medicare/ca 

1. Enter your ZIP code and county. Then select 

View All Plans . 

2. Select the  Medicare Advantage or Medicare 

Advantage Special Needs  tab. 

3. Select Add Providers . 

4. Enter your search details (doctor's name, 

specialty, or provider type).  

5. Check that the doctor or provider is in your 

plan's network  for this plan. 

• Or, ask for the Provider Directory. The phone 

number is on page 2. 

Find a pharmacy 

Our plans include the majority of pharmacies in America. Check the Pharmacy 

Directory to confirm your pharmacy is in-network. If your pharmacy is not in this 

plan, you could end up paying more for your drugs. 

To confirm your pharmacy is in your plan's network (or to find a new one), go 

to  shop.anthem.com/medicare/ca  to view the Pharmacy Directory. Enter your 

ZIP code and county, and then select View All Plans. Next, select Medicare 

Advantage or  Medicare Advantage Special Needs  tab and choose Add 

Providers . Select Search for Pharmacies , and enter your search details. You 

can also select to see which are Preferred pharmacies. Or you can call us and 

we’ll send you the directory. 

Our plan offers preferred and standard pharmacies. You may go to either type of 

pharmacy to fill your covered prescription drugs. 
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How to check if your prescriptions (or an acceptable 

alternative) are covered and what they may cost: 

• Visit  shop.anthem.com/medicare/ca 

1. Enter your ZIP code and county. Then select 

View All Plans . 

2. Select the  Medicare Advantage or  Medicare 

Advantage Special Needs  tab.   

3. Select  Add Drugs . 

4. Enter your prescription details (drug name, 

dosage, quantity, refill frequency). Then Add 

Drug . 

5. To add another prescription, select Add 

another drug . When you're ready, 

select  Select Pharmacy.   

6. Open Plan Details.  Select the Prescriptions 

tab, and then select Drug Cost  to see coverage 

and cost details. 

• You can also call us at the number on page 2 for a 

copy of the Formulary. 

Don’t miss out on some Extra Help 

People with limited incomes may qualify for Extra Help to pay for their 

prescription drug costs. If you qualify, Medicare could pay up to 75% or 

more of your drug costs including monthly drug plan premiums, yearly 

deductibles, and coinsurance. Also, people who qualify won’t have a late 

enrollment penalty. 
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To find out if you qualify for Extra Help, call: 

• Our representatives at 1-844-591-2082  (TTY: 711 ) 8 a.m. to 8 p.m., 

seven days a week (except Thanksgiving and Christmas) from 

October 1 through March 31, and Monday to Friday (except holidays) 

from April 1 through September 30. 

• 1-800-MEDICARE (1-800-633-4227) (TTY: 1-877-486-2048), 24 

hours a day/7 days a week. 

• The Social Security Administration at 1-800-772-1213 

(TTY: 1-800-325-0778) Monday to Friday, 8 a.m. to 7 p.m. 

• Your state Medicaid office. 

For more information about Medicare, you can read the Medicare & You 

handbook. If you don’t have a copy of this booklet, you can access it online 

at the Medicare website ( medicare.gov/medicare-and-you ) or request a 

copy by calling 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 

days a week. TTY users should call 1-877-486-2048. 

Optional supplemental dental and/or vision 

benefits 

You can add an Optional Supplemental Benefits (OSB) package to the plan for 

an additional monthly premium. Optional Supplemental Benefits may not be 

available with every Medicare Advantage plan. See the Optional Supplemental 

Dental and Vision Plans section of the medical benefits chart for more details. 

6 

https://www.medicare.gov/medicare-and-you


S
u

m
m

ary o
f B

en
efits

 

Summary of 2027 

medical benefits 
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Anthem Prime (HMO-POS) 

How much is my premium (monthly payment)? 

$0.00  per month 

You must continue to pay your Medicare Part B premium. 

How much is my deductible? 

This plan does not have a medical deductible. 

$310.00  deductible per year for Part D prescription drugs. 

Drugs listed on Tier 3: Preferred Brand, Tier 4: Non-Preferred Drug, and Tier 5: 

Specialty Tier are included in the Part D deductible. 

The amount you pay is determined by the covered Part D prescription and if you 

receive Extra Help low-income subsidy coverage. Please refer to your 2027 LIS 

Rider for the specific amount if you receive Extra Help. 

The Part D deductible does not apply to Insulin drugs. 
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Anthem Prime (HMO-POS) 

Is there a limit on how much I will pay for my covered medical services? 

(does not include Part D drugs) 

$3,000.00  per year from doctors and facilities in our plan 

Like all Medicare health plans, our plan protects you by having yearly limits on 

your out-of-pocket costs for medical and hospital care. 

Services you receive from doctors or facilities in our plan go toward your yearly 

limit. If you reach the limit on out-of-pocket costs, you will not have to pay any 

out-of-pocket costs for covered Part A and Part B services for the rest of the 

year. 

Inpatient Hospital 

1   

Facilities in our plan: Days 1-5: $300.00  per day, per admission / Days 6-90: 

$0.00  per day, per admission 

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

Per-day cost sharing applies to each new inpatient admission (Note: transfers to 

an inpatient rehabilitation hospital are considered a new admission and cost 

sharing per day applies). 

Outpatient Hospital 

1,2   

Doctors and facilities in our plan: $300.00  copay 
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Anthem Prime (HMO-POS) 

Ambulatory Surgical Center 

1,2   

Doctors and facilities in our plan: $255.00  copay 

Doctor’s Office Visits    

Primary care physician (PCP) visit: 

PCPs in our plan: $0.00  copay 

Specialist visit: 

1,2  

Doctors in our plan: $10.00  copay 

Preventive Care Screenings and Annual Physical Exams 

Preventive care screenings: 

Doctors in our plan: $0.00  copay 

Annual physical exam: 

Doctors in our plan: $0.00  copay 

10 
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Anthem Prime (HMO-POS) 

Preventive Care Screenings and Annual Physical Exams 

Covered preventive care screenings: 

• Abdominal aortic aneurysm screening 

• Annual wellness visit 

• Bone mass measurement 

• Breast cancer screening 

(mammogram) 

• Cardiovascular disease risk reduction 

visit (therapy for cardiovascular 

disease) 

• Cardiovascular disease screening 

tests 

• Cervical and vaginal cancer screening 

• Colorectal cancer screenings 

• Depression screening 

• Diabetes screening 

• Diabetes self-management training, 

diabetic services, and supplies 

• Health and wellness education 

programs 

• HIV screening 

• Immunizations 

• Medical nutrition therapy 

• Medicare Diabetes Prevention 

Program (MDPP) 

• Obesity screening and therapy to 

promote sustained weight loss 

• Pre-exposure prophylaxis (PrEP) for 

HIV prevention 

• Prostate cancer screening exams 

• Screening and counseling to reduce 

alcohol misuse 

• Screening for Hepatitis C Virus 

infection 

• Screening for lung cancer with low 

dose computed tomography (LDCT) 

• Screening for sexually transmitted 

infections (STIs) and counseling to 

prevent STIs 

• Smoking and tobacco use cessation 

(counseling to stop smoking or 

tobacco use) 

• Vision care 

• “Welcome to Medicare” preventive 

visit (one-time) 

Any extra preventive services approved by Medicare during the contract year will 

be covered. When you use doctors in our plan, 100%  of the cost of preventive 

care screenings and annual physical exams will be covered. 

11 



S
u

m
m

ar
y 

o
f 

B
en

ef
it

s
 

Anthem Prime (HMO-POS) 

 Emergency Care 

$150.00  copay 

If you are admitted to the hospital within 24 hours, you do not have to pay your 

share of the cost for emergency care. 

Emergency and Urgent Care Worldwide Coverage 

$150.00  copay 

This plan covers urgent care and emergency services, including emergency 

transportation, when traveling outside of the United States for less than six 

months. This benefit is limited to $100,000  per year. 

Urgently Needed Services 

$35.00  copay 

Diagnostic Services, Labs, and Imaging 

1,2 

Diagnostic Radiology Services 

CT scans, MRI, MRA, PET at a 

physician’s office or free-standing 

provider facilities in our plan: 

20% coinsurance  

CT scans, MRI, MRA, PET at hospital 

outpatient facilities in our plan: 

20% coinsurance 

Ultrasounds at a physician’s office or 

free-standing provider facilities in our 

plan: 

$0.00 copay 
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Anthem Prime (HMO-POS) 

Diagnostic Services, Labs, and Imaging 

1,2 

Ultrasounds at hospital outpatient 

facilities in our plan: 

$0.00 copay 

Diagnostic Tests and Procedures 

Physician’s office or free-standing 

provider facilities in our plan: 

$0.00 copay 

Hospital outpatient facilities in our 

plan: 

20% coinsurance 

Lab Services 

Physician’s office or free-standing 

provider facilities in our plan: 

$0.00 copay 

Hospital outpatient facilities in our 

plan: 

$0.00 copay 

Outpatient X-rays 

Physician’s office in our plan: $0.00 copay 

Hospital outpatient facilities in our 

plan: 

$0.00 copay 

Free-standing facility or at-home 

portable X-ray services in our plan: 

$0.00 copay 
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Anthem Prime (HMO-POS) 

Diagnostic Services, Labs, and Imaging 

1,2 

Therapeutic Radiology Services 
(such as radiation treatment for 

cancer) 

Physician’s office, free-standing 

provider, or hospital outpatient 

facilities in our plan: 

20% coinsurance 

Hearing Services 

Medicare-covered hearing services  (Exam to diagnose and treat hearing and 

balance issues): 

1,2 

Doctors in our plan: $10.00  copay 

Routine hearing services: 

1,2 

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 $1,000  maximum plan benefit for prescribed hearing aids every year. 

Doctors in our plan: $0.00  copay for routine hearing exam(s). $0.00  copay for 

hearing aids up to the maximum plan benefit amount. 
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Anthem Prime (HMO-POS) 

Dental Services 

Medicare-covered dental services  (this does not include services for care, 

treatment, filling, removal or replacement of teeth): 

1   

Doctors and dentists in our plan: $10.00  copay 

Preventive dental services: 

Dentists in our plan: $0.00  copay 

Dentists not in our plan: 20%  coinsurance 

This plan covers 1 oral exam and 1 cleaning every year. 

Please refer to Chapter 4 in the plan’s Evidence of Coverage for more details on 

covered dental services, limitations, and exclusions. 

To find a dental provider in our plan, follow the same steps as the "How to find a 

doctor/PCP in our plan" box at the beginning of this booklet. Then select Dental 

Provider  under Provider Type . 
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Anthem Prime (HMO-POS) 

Vision Services 

Medicare-covered vision services: 

Exam to diagnose and treat diseases and conditions of the eye:  

Doctors in our plan: $10.00  copay 

Eyeglasses or contact lenses after cataract surgery:  

Doctors in our plan: $0.00  copay 

Routine vision services: 

Routine vision exam:  

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

Doctors in our plan: $0.00  copay 

Routine eyewear  (lenses and frames) :  

This plan covers up to $50  for eyeglasses or contact lenses every year. 

Doctors in our plan: $0.00  copay 

To find a vision provider in our plan, follow the same steps as the "How to find a 

doctor/PCP in our plan" box at the beginning of this booklet. Then select Vision 

Provider  under Provider Type . 
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Anthem Prime (HMO-POS) 

Mental Health Care 

Inpatient visit: 

1 

Doctors and facilities in our plan: Days 1-5: $300.00  per day, per admission / 

Days 6-90: $0.00  per day, per admission 

Our plan covers unlimited inpatient days. 

Per day cost sharing applies to each new inpatient admission. (Note: transfers to 

an inpatient rehabilitation hospital is considered a new admission and cost 

sharing per day applies). 

Outpatient individual and group therapy services: 

1,2 

Doctors and facilities in our plan: $40.00  copay 

Skilled Nursing Facility (SNF) 

1   

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

$221.00  per day 

 

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

Your copays for SNF benefits are based on benefit periods. A benefit period 

starts on the first day you go into a hospital or SNF and ends when you haven't 

had any inpatient hospital care or skilled nursing care for 60 days in a row. If you 

go into a SNF after one benefit period has ended, a new benefit period starts. 

There's no limit to the number of benefit periods you can have. 

 

17 
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Anthem Prime (HMO-POS) 

Physical Therapy 

1,2   

Doctors and facilities in our plan: $15.00  copay 

 

Ambulance 

1   

Ground/Water Ambulance: 

Emergency transportation services in our plan: $285.00  copay per trip 

Air Ambulance: 

Emergency transportation services in our plan: $285.00  copay per trip 

Transportation  

Not Covered 
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Anthem Prime (HMO-POS) 

Medicare Part B Drugs  

Insulin furnished through an insulin pump: 

Drugs obtained from doctors and facilities in our plan: $35.00  copay 

Other Part B Drugs: 

1 

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

coinsurance 

Chemotherapy drugs: 

1 

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

coinsurance 

You may pay less than the maximum coinsurance for certain Part B and 

chemotherapy rebatable drugs. The list and the cost of each rebatable drug 

changes every quarter. 
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Additional benefits 

Anthem Prime (HMO-POS) 

Acupuncture  

Medicare-covered acupuncture services: 

1,2 

Providers in our plan: $20.00  copay 

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

Please see the Evidence of Coverage for more information. 

Chiropractic Care 

1,2 

Medicare-covered chiropractic services: 

Providers in our plan: $20.00  copay 

Medicare coverage includes manipulation of the spine to correct a subluxation 

(when one or more of the bones of your spine move out of position). 

20 
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Anthem Prime (HMO-POS) 

Diabetic Monitors, Supplies, and Services 

1    

Continuous glucose monitors (CGMs) and sensors: 

Suppliers in our plan: $0.00  copay 

Blood glucose monitors: 

Suppliers in our plan: $0.00  copay 

Blood glucose test strips and lancets: 

Suppliers in our plan: $0.00  copay 

Coverage limitations may apply. Please refer to your Evidence of Coverage for 

complete coverage details. 
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Anthem Prime (HMO-POS) 

Foot Care (podiatry services) 

1,2  

Medicare-covered podiatry: 

Doctors in our plan: $0.00  copay - $10.00  copay 

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

damage and/or meet certain conditions. 

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

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

Routine foot care: 

Doctors in our plan: $0.00  copay 

This plan covers: 12 routine foot care visit(s) every year. 

Home Health Care 

1,2  

Doctors and facilities in our plan: $0.00  copay 

LiveHealth 

®  Online 

You pay a $0.00  copay. Lets you talk to a board-certified doctor or licensed 

psychiatrist, psychologist, or therapist by live, two-way video on a computer, 

smartphone, or tablet. 

LiveHealth Online is offered through an arrangement with Amwell, a separate 

company, providing telehealth services on behalf of your health plan. 
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Anthem Prime (HMO-POS) 

 

Medical Equipment/Supplies  

Durable Medical Equipment  (wheelchairs, oxygen, etc.): 

1 

Suppliers in our plan: 20%  coinsurance 

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

1 

Suppliers in our plan: 20%  coinsurance 

Outpatient Rehabilitation  

Cardiac (heart) rehab services  (with a limit of two, one-hour sessions per day 

and a maximum of 36 sessions within a 36-week period): 

1 

Doctors and facilities in our plan: $10.00  copay 

Pulmonary (lung) rehab services  (with a limit of two, one-hour sessions per 

day and a maximum of 36 sessions): 

1 

Doctors and facilities in our plan: $15.00  copay 

Occupational therapy visit: 

1,2 

Doctors and facilities in our plan: $15.00  copay 

23 



S
u

m
m

ar
y 

o
f 

B
en

ef
it

s
 

Anthem Prime (HMO-POS) 

Outpatient Substance Abuse 

1,2 

Individual & Group therapy visit: 

Doctors and facilities in our plan: $40.00  copay 

Over-the-Counter Products 

This benefit provides a spending allowance of $15  every quarter on your Benefits 

Prepaid Card for over-the-counter (OTC) health and wellness products like 

vitamins, first aid supplies, pain-relievers, and more. 

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

● Shop in-store at participating retailers near you 

● Shop online on the approved vendor website 

● Shop on the approved vendor's mobile app 

● Call to place an order 

● Order by mail 

Unused amounts expire at the end of every quarter. 

Renal Dialysis  

Doctors and facilities in our plan: 20%  coinsurance 

24/7 Nurseline 

You pay a $0.00  copay for 24-hour access to a nurse line, seven days a week, 

365 days a year. 

24 
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Anthem Prime (HMO-POS) 

Footnotes 

Services with a 1 may need prior authorization (preapproval) from the plan. 

Services with a 2 may need a referral from your doctor or Primary Care 

Physician (PCP). 

25 
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Summary of 2027 prescription 

drug coverage 

Ways to save 

1.  Choose generic drugs on tiers 1 and 2 when available. 

2.  Use mail order. 

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

● Visit shop.anthem.com/medicare/ca  Enter your ZIP code and county, 

and then select a plan. Next, select Add Drugs . Enter your prescription 

details, and then select Add Drugs . Select Select Pharmacy  to 

continue. In the left panel, select Preferred, and then select Apply .  

● Give us a call and we will send you a copy of the Pharmacy Directory. 
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Anthem Prime (HMO-POS) 

  Stage 1: Yearly Deductible 

$310.00  deductible per year for Part D prescription drugs. 

Drugs listed on Tier 3: Preferred Brand, Tier 4: Non-Preferred Drug, and Tier 5: 

Specialty Tier are included in the Part D deductible. 

The amount you pay is determined by the covered Part D prescription and if you 

receive Extra Help low-income subsidy coverage. Please refer to your 2027 LIS 

Rider for the specific amount if you receive Extra Help. 

The Part D deductible does not apply to Insulin drugs. 

Stage 2: Initial Coverage 

After you pay your yearly deductible (if your plan has one), you move to the Initial 

Coverage Stage. In this stage, you pay the amounts listed in the table on the 

following pages, until your total year-to-date out-of-pocket costs reach  $2,400 . 

The amount you pay is determined by the covered Part D prescription and if you 

receive Extra Help low-income subsidy coverage. Please refer to your 2027 LIS 

Rider for the specific amount if you receive Extra Help. 

You may get your covered drugs at retail pharmacies and mail-order pharmacies 

in our plan. Generally, you may get your covered drugs from pharmacies not in 

our plan only when you are unable to get your prescription drugs from a 

pharmacy that is in our plan. If you live in a long-term care facility, you pay the 

same as at a standard retail pharmacy. 

Important message about what you pay for vaccines and insulin:  This plan 

covers most Part D vaccines at no cost to you and you will not pay more 

than  $35  for a one-month supply for any covered Insulin. 

28 



S
u

m
m

ary o
f B

en
efits

 

Stage 2: Initial Coverage 

Cost Sharing Anthem Prime (HMO-POS) 

Tier 1: Preferred Generic 

Preferred retail one-month supply $0.00 

* 

Standard retail one-month supply $0.00 

* 

Mail order three-month supply 

100 $0.00 

* 

Tier 2: Generic 

Preferred retail one-month supply $0.00 

* 

Standard retail one-month supply $10.00 

* 

Mail order three-month supply $0.00 

* 

Tier 3: Preferred Brand 

Preferred retail one-month supply 25% 

Standard retail one-month supply 25% 

Mail order three-month supply 25% 

Tier 4: Non-Preferred Drug 

Preferred retail one-month supply 27% 

Standard retail one-month supply 27% 

Mail order three-month supply 27% 

Tier 5: Specialty Tier 

Preferred retail one-month supply 30% 

Standard retail one-month supply 30% 

Mail order three-month supply Not available 

*  Your deductible will not apply for these drugs. 

100  The three-month supply for this tier on this plan is 100 days. 
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Stage 3: Catastrophic Coverage 

During this stage, you pay nothing for your covered Part D drugs. 

30 
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Optional supplemental 

dental and vision plans 
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Package 1:   Preventive Dental 

Anthem Prime (HMO-POS) 

How much is the monthly payment? 

An extra $12.00  per month. You must keep paying your Medicare Part B 

monthly payment. 

How much is the deductible? 

This package does not have a deductible. 

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

Dental Providers in our plan: 

● The plan will pay up to $500  for the following preventive dental benefits 

each year (benefit maximum). 

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

receive services. 

Benefits included: 

Dental Providers in our plan: 

You pay no copay for: 

● Two exams 

● Two cleanings 

32 
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Anthem Prime (HMO-POS) 

Benefits included: 

● Dental X-rays: include one full-mouth or  panoramic X-ray and  one 

set/series of bitewing X-rays each year and  up to seven periapical images 

per calendar year 

● Two fluoride treatments 

Dental Providers not in our plan: 

You pay 20%  of the covered charges for: 

● Two exams 

● Two cleanings 

● Dental X-rays include one full-mouth or  panoramic X-ray and  one 

set/series of bitewing X-rays each year and  up to seven periapical images 

per calendar year 

● Two fluoride treatments 

Exclusions & Limits for this benefit package: 

● To receive in-network cost sharing you must use in-network providers. 

Since these services are not normally covered under Original Medicare, we offer 

them as a Supplemental Benefit for an extra monthly payment through this 

Optional Supplemental Package. 
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Package 2:   Dental and Vision 

Anthem Prime (HMO-POS) 

How much is the monthly payment? 

An extra $31.00  per month. You must keep paying your Medicare Part B 

monthly payment. 

How much is the deductible? 

This package does not have a deductible. 

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

Dental Providers in our plan: 

● The plan will pay up to $1,000  for the following preventive and 

comprehensive dental benefits each year (benefit maximum). 

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

receive services. 

Benefits included: 

Dental: 

Dental Providers in our plan: 

You pay no copay for: 

● Two exams 
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Anthem Prime (HMO-POS) 

Benefits included: 

● Two cleanings 

● Dental X-rays: include one full-mouth or  panoramic X-ray and  one 

set/series of bitewing X-rays each year and  up to seven periapical images 

per calendar year 

● Two fluoride treatments 

You pay 20%  of the covered charges for certain restorative dental services 

(fillings). 

You pay 50%  of the covered charges for certain endodontic, periodontic, and 

oral surgery dental services which include, but are not limited to, the following: 

● Root canal treatment 

● Periodontal scaling, root planing, and other gum related treatments 

● Simple and surgical extractions 

● Sedation and anesthesia used during covered procedures 

Exclusions & Limits for this benefit package: 

● Dentures and crowns are excluded. 

● To receive in-network cost sharing you must use in-network providers. 

Dental Providers not in our plan: 

You pay 30%  of the covered charges for: 

● Two exams 

● Two cleanings 

● X-rays include one full-mouth or  panoramic X-ray and  one set/series of 

bitewing X-rays each year and  up to seven periapical images per calendar 

year. 

● Two fluoride treatments. 

You pay 60%  of the covered charges for certain restorative dental services 

(fillings). You pay 75%  of the covered charges for certain endodontic, 

periodontic, and oral surgery dental services which include, but are not limited 

to, the following: 

● Root canal treatment 

● Periodontal scaling, root planing, and other gum related treatments 

● Simple and surgical extractions 

● Sedation and anesthesia used during covered procedures 
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Anthem Prime (HMO-POS) 

Benefits included: 

Exclusions & limits for this benefit package: 

● Dentures and crowns are excluded. 

● Out-of-network dental services are covered at the out-of-network cost 

sharing. 

Vision 

This package offers a $150  reimbursement allowance toward the purchase of 

eyewear. The benefit applies to corrective (prescription) glasses, lenses, 

frames, and/or contact lenses. 

Talk to your provider and confirm all coverage, costs, and codes prior to 

services being rendered. 

Exclusions & limits for this benefit package: 

● Safety eyewear, non-prescription sunglasses, and non-prescription lenses 

or contacts are not covered. 

● To receive in-network cost sharing you must use in-network providers. 

Since these services are not normally covered under Original Medicare, we offer 

them as a Supplemental Benefit for an extra monthly payment through this 

Optional Supplemental Package. 
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Package 3: Enhanced Dental and Vision 

Anthem Prime (HMO-POS) 

How much is the monthly payment? 

An extra $38.00  per month. You must keep paying your Medicare Part B 

monthly payment. 

How much is the deductible? 

This package does not have a deductible. 

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

Dental Providers in our plan: 

● The plan will pay up to $2,000  for the following preventive and 

comprehensive dental benefits each year (benefit maximum). 

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

receive services. 

Benefits included: 

Dental: 

Dental Providers in our plan: 

You pay no copay for: 
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Anthem Prime (HMO-POS) 

Benefits included: 

● Two exams 

● Two cleanings 

● Dental X-rays: include one full-mouth or  panoramic X-ray and  one 

set/series of bitewing X-rays each year and  up to seven periapical images 

per calendar year 

● Two fluoride treatments 

You pay 20%  of the covered charges for certain restorative dental services 

(fillings). 

You pay 50%  of the covered charges for certain endodontic, periodontic, 

prosthodontic, and oral surgery dental services which include, but are not limited 

to, the following: 

● Root canal treatment 

● Periodontal scaling, root planing, and other gum related treatments 

● Simple and surgical extractions 

● Crowns (once per tooth every five years) 

● Complete denture, immediate denture, or partial denture (one set of 

dentures every five years) 

● Denture adjustment, repair, replacement, rebasing, and relining 

● Sedation and anesthesia used during covered procedures 

Dental Providers not in our plan: 

You pay 30%  of the covered charges for: 

● Two exams 

● Two cleanings 

● Dental X-rays include one full-mouth or  panoramic X-ray and  one 

set/series of bitewing X-rays each year and  up to seven periapical images 

per calendar year. 

● Two fluoride treatments. 

You pay 60%  of the covered charges for certain restorative dental services 

(fillings). 

You pay 75%  of the covered charges for certain endodontic, periodontic, 
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Anthem Prime (HMO-POS) 

Benefits included: 

prosthodontic, and oral surgery dental services which include, but are not limited 

to, the following: 

● Root canal treatment 

● Periodontal scaling, root planing, and other gum related treatments 

● Simple and surgical extractions 

● Crowns (once per tooth every five years) 

● Complete denture, immediate denture, or partial denture (one set of 

dentures every five years) 

● Denture adjustment, repair, replacement, rebasing, and relining 

● Sedation and anesthesia used during covered procedures 

Exclusions & Limits for this benefit package: 

● Out-of-network dental services are covered at the out-of-network cost 

sharing. 

Vision 

This package offers a $200  reimbursement allowance toward the purchase of 

eyewear. The benefit applies to corrective (prescription) glasses, lenses, 

frames, and/or contact lenses. 

Talk to your provider and confirm all coverage, costs, and codes prior to 

services being rendered. 

Exclusions & limits for this benefit package: 

● Safety eyewear, non-prescription sunglasses, and non-prescription lenses 

or contacts are not covered. 

● To receive in-network cost sharing you must use in-network providers. 

Since these services are not normally covered under Original Medicare, we 

offer them as a Supplemental Benefit for an extra monthly payment through this 

Optional Supplemental Package. 

39 



S
u

m
m

ar
y 

o
f 

B
en

ef
it

s
 

If you need emergency or urgent care, call 911 or go to the nearest doctor or 

facility that can help you. Most times, you must use doctors in our plan to receive 

covered medical care, except for emergencies and urgently needed care when 

doctors in our plan are not available, or dialysis services when you are out of the 

service area. If you receive routine care from doctors outside our plan, neither 

Medicare nor Anthem Blue Cross Partnership Plan will pay for it. 

Discrimination is against the law. That’s why we comply with applicable Federal 

civil rights laws and do not discriminate, exclude people or treat them differently 

on the basis of race, color, national origin, sex, age or disability. 

See Evidence of Coverage for a complete description of plan benefits, 

exclusions, limitations and conditions of coverage. Plan features and availability 

may vary by service area. 

Anthem Blue Cross Partnership Plan is an HMO-POS plan with a Medicare 

contract. Enrollment in Anthem Blue Cross Partnership Plan depends on contract 

renewal. Anthem Blue Cross is the trade name for Blue Cross of California. 

Anthem Blue Cross and Blue Cross of California Partnership Plan, Inc. are 

independent licensees of the Blue Cross Association. ANTHEM is a registered 

trademark of Anthem Insurance Companies, Inc. 
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N o t i c e   o f   A v ai l abi l i t y   o f  L a n g u ag e   A s si st an c e   S e r v i c e s  an d   A u x i l i ar y   A i d s  an d   S e r v i c e s   

En g l i s h   –   A T TE N TI O N : I f   y o u ne e d  he l p  i n  y o ur  l a ng u a g e ,  f r e e   l a ng u a g e  a s s i s t a nc e  s e r v i c e s  a r e   
a va i l a b l e  to   yo u .   A p p ro p ri a te  a u x i l i a ry  a i d s   a n d   s ervi ces   to   p ro vi d e  i n f o rm a ti o n   i n   a cces s i b l e   f o rm a ts   
a re  a l s o   a v a i l a b l e  f ree  o f   ch a rg e .   C a l l   1 - 8 44 - 6 71 - 5 71 4   ( TT Y :  71 1 ) . H o ur s   o f  o p e r a t i o n a r e   8  a .m .  t o  8  p .m.  

l o ca l   ti m e ,   s even   d a ys   a   week   ( e x cep t  T h a n k s g i vi n g   a n d   C h ri s tm a s )   f ro m   O cto b er  1   th ro u g h   M a rch   3 1 ,   
a n d   M o n d a y  to   F ri d a y  ( ex cep t  h o l i d a ys )   f ro m   A p ri l   1   th ro u g h   S ep tem b er  3 0 .   

Españ o l   ( S pan i sh )   –   A TE N C I Ó N : S i  n e c e s i t a  a y ud a  e n s u i d i o ma ,  t i e ne  a  s u d i s p o s i c i ó n s e r v i c i o s   
g r a t ui t o s  d e  a s i s t e n c i a  e n o t r o s  i d i o ma s . Ta mb i é n p ue d e  o b t e ne r   a y ud a s  y   s er vi ci o s   a u x i l i a res   
a d e c ua d o s  g r a t ui t o s   p a r a  p r o p o r c i o na r  i nf o r ma c i ó n  e n f o r ma t o s  a c c e s i b l e s . L l a me  a l  n úme r o  d e   
tel éf o n o   i n d i ca d o   a n t eri o rm e n te .   E l   h o ra r i o   d e  a ten ci ó n   es   d e  8   a . m. a  8   p .m.  ho r a  l o c a l ,  l o s   
s i e te   d í a s   d e  l a   s em a n a   ( ex cep to   el   D í a   d e  A cci ó n   d e  G ra ci a s   y   N a v i dad)   de s de   e l   1 . o   d e  o ctu b re  

ha s t a  e l  3 1   d e  m a rz o ,   y  d e  l u n e s   a   vi ern es   ( e x cep to   l o s   d í a s   f e ri a d o s )   d es d e  el   1 . o   de   abr i l   h as t a  e l     
30   d e  s ep ti em b r e.   

العربیة  ( A r abi c )  – تنبیھ: إذا كنت تحتاج إلى المساعدة بلغتك، فإن خدمات المساعدة اللغویة المجانیة متاحة لك. كما تتوفر مساعدات وخدمات 
مساعدة مناسبة لتوفیر المعلومات بأشكال یسھل الوصول إلیھا مجانا. اتصل على رقم الھاتف المذكور أعلاه. ساعات العمل من الساعة  8  صباحًا  
حتى الساع ة  8 مساءً على مدار الأسبوع (ما عدا أیام عید الشكر وعید المیلاد) بدایةً من  1 أكتوبر حتى  31 مارس، ومن الاثنین حتى الجمعة (ما 

عدا أیام العطلات) من  1 أبریل حتى  30 سبتمبر.  

Հայերեն  ( A r m e ni a n)   –  ՈՒՇԱԴՐՈՒԹՅՈՒՆ. եթե ձեզ օգնություն է հարկավոր ձեր լեզվով, ապա ձեզ 

հասանելի են անվճար լեզվական օգնության ծառայություններ: Մատչելի ձևաչափերով 

տեղեկատվություն տրամադրելու համար համապատասխան օժանդակ միջոցներն ու 
ծառայությունները նույնպես հասանելի են անվճար: Զանգահարեք վերը նշված 

հեռախոսահամարով: Աշխատանքային ժամերն են՝ 8  a .m. -ից 8  p . m. -ը, շաբաթը յոթ օր 

( բացառությամբ Գոհաբանության և Սուրբ ծննդյան տոների) հոկտեմբերի 1 -ից մարտի 31 -ը,  

և երկուշաբթիից ուրբաթ ( բացառությամբ տոնական օրերի) ապրիլի 1 -ից սեպտեմբերի 30 -ը։ 

简体中文 ( C hi ne s e   S i m pl i fi e d)   –   注意：如果您在您的语言方面需要帮助，我们可以为您提供免费的语
言协助服务。我们还免费提供适当的辅助工具和服务，以可访问的格式提供信息。请拨打上面列出的电
话号码。营业时间：10   月  1  日至  3  月 3 1  日，每周七天（感恩节和圣诞节除外），4  月  1  日至  9  月  30   日，
周一至周五（节假日除外），当地时间上午  8  时至晚上  8  时。  

繁體中文 ( C h in e s e   T ra d it io n a l )   –   注意：如果您在您的語言方面需要協助，我們可以為您提供免費的語
言協助服務。我們還免費提供適當的輔助工具和服務，以無障礙格式提供資訊。請撥打上面列出的電話
號碼。營業時間：10   月  1  日至 3  月 31  日，每週七天（感恩節和耶誕節除外），4  月  1  日至  9  月  30   日， 

週一至週五（節假日除外），當地時間上午 8  時至晚上  8  時。  

فارسی  ( F ar s i )   –  توجھ: اگر نیاز بھ کمک بھ زبان خودتان دارید، خدمات کمک زبانی رایگان قابل ارائھ بھ شما است. وسایل و خدمات 
کمکی مناسب برای ارائھ اطلاعات در قال بھای مناسب معلولان نیز بھصورت رایگان قابل ارائھ است. با شماره تلفن بالا تماس بگیرید.  

ساعات کاری: از  8 صبح تا  8 شب بھ وقت محلی از  1 اکتبر تا  31 مارس (بھجز کریسمس و روز شکرگزاری) در ھفت روز ھفتھ و ا ز  
 1 آوریل تا  30 سپتامبر از دوشنبھ تا جمعھ (بھجز تعطیلات).   
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ʻŌ lelo   H a w a i ʻi  ( H aw ai i an )   –   HO ʻO L O H E  MA I : L o a ʻa  n ā   k ō k ua  un uhi  ma k ua hi ne   ma nua hi  i n ā   
m a ke m a ke   ʻo e   i  k ē i a  m au   k ō ku a   ʻō le lo .   L o a ʻa  p ū   k e k a hi  m a u  k ō k u a  a  me  k ā ko ʻo  k ū p o no  ma nu a hi   
n ā   ho ʻo la ko   k ō k ua  k ō ko ʻo l ua  a  me   n ā   p on o  l a k o  k ō k ua  a  me   n ā   hul u l a una   ʻē   a ʻe  k e k a hi .    

E  k ā he a  i  k a  he l u k e l e p o na  i  ha ʻi  ʻi a  ma  l un a  i ho  n e i .   ʻO  nā  h o l a  h e mo  a i   he  8  a m   ā   hi k i  i  8  p m  

m a n a w a   kū lo ko ,  ʻe hi k u l ā   o  k a  p ul e  ( k o e  n ā   l ā   Tha nk s g i v i ng  a  m e   k e  K a l i k i ma k a )  ma i   ʻOka ko p a   1   
ā   hi k i  i  Ma l a k i  3 1 ,  a   m a i  me  k a  Pō ʻak ah i   ā   h i k i  i  k a  P ō ʻa l i ma  ( k o e  n ā   l ā   ho ʻo ma ha )  ma i   ʻAp e l i l a   1  

ā   h i k i   i   K e pak e m apa  3 0 .   

िहंदी  ( H in d i)   –    ान दŐ : यिद आपको अपनी भाषा म सहायता चािहए, तो आपक  लए िन श  भाषा सहायता सवाए 

उपल  हœ। पŠँच यो  Ůाŝपो मं Ő जानकारी Ůदान करने के  लए उपयु  सहायक साधन और सेवाएँ भी िनः शु  

उपल  हœ। ऊपर िदए गए फ़ोन नंबर पर कॉल करŐ । कामकाज के घंटे, 1  अ ूबर से 31  माचŊ तक स ाह के सातो िं दन 

(थ िगिवग और िŢसमस को छोड़कर), और 1  अŮैल से 30   सतंबर तक सोमवार से शुŢवार (छुिǥयो कं ो छोड़कर), 

 ानीय समय अनसार सबह 8  बजे से रात 8  बजे तक हœ। 

Ő े ः ु े ं

œ ं

ु ु

Hm oob   ( Hm on g )   –   C E E B  TO O M: Y o g  k o j  x a v   t a u k e v  p a b  ua  k o j   y a m l us ,  mua j  k e v  p a b  t x ha i s  l us   
p a b  d a w b  r a u k o j . Mu a j  c o v  k ho o m p a b  c ua m t hi a b  k e v  p a b  c ua m  t x o g  l us   r a w s  q h o v  t s i m ny o g   
k o m mua b  t a u  t e j   nt a ub  nt a w v  ua  c o v  q a uv  nt a w v  ua s  s i v  t a u  y a m t s i s  s a u nq i  d a b  t s i .  H u r a u t u s   
np a w b  x o v  t o o j  mua j   np e  s a um  t o j   no .   C o v   s i j   h a wm   yo g   8   te ev  s a wv  n tx o v  tx o g   8   te ev  t s a u s   n t u j ,   s i j   
ha w m ha uv  z o s ,  x y a  h nub  r a u i b  v i j  ( t s i s  s ua v  hnub  U a  Ts a ug  T s w v   N t uj  t hi a b  K hi v  X i s  Ma j )  t x i j   t ha um  

L ub  K a um H l i s  N t uj   Ti m 1  mus  t x o g  L ub  P e b   H l i s  N t uj  Ti m  3 1 ,  t hi a b  hnub  Mo nd a y  mus  t x o g  hnub   
F r i d a y  ( t s i s   s ua v   c o v  h nub  s o )  t ha u m L ub  Pl a ub  H l i s  N t uj  Ti m 1  mus   t x o g  L ub  C ua j  H l i s  N t u j  Ti m 3 0 .   

Il oc a n o  ( Il oc a n o)   –   PA K D A A R : N o  ma s a p ul mo  t i   t ul o ng  i t i  l e ng g ua he m,  a d d a  ma a l a m a   l i b re  

a   s e r b i s i o  a  t ul o ng  i t i  l e ng g ua he .  Ma i p a a y   me t  a  l i b r e  d a g i t i   t um ut o p  a  k a t ul ung a n a   r a mi t  k e n  

s e r b i s i o  t a p n o  ma i t e d   t i  i mp o r ma s i o n k a d a g i t i  p o r ma t  a  na l a k a  a  ma a l a . Ta w a g a n t i  nu me r o  t i  

t e l e p o n o  a  na k a l i s t a  i t i  ng a t o . D a g i t i   o r a s  a   s i l ul uk a t d a  k e t  8  a .m.  a g i ng g a  8  p .m. l o k a l  n g a  o r a s ,   
p i t o  ng a  a l d a w  t i  ma k a l a w a s  ( ma l a k s i d  i t i  A l d a w  t i  Pa na g y a ma n  k e n Pa s k ua )  ma ni p ud   O k t ub r e  1   
a g i ng g a  i t i  Ma r s o  3 1 ,  k e n L un e s  a g i ng g a   B i e r ne s   ( ma l a k s i d  k a d a g i t i   pi e s t a  o pi s i al )   m an i pu d    
A b r i l  1  a g i ng g a  i t i  S e t i e mb r e  3 0 .   

日本語 ( J apan e se )   –   注意：ご使用の言語でのサポートが必要な場合には、無料の言語支援サービス
をご提供しています。適切な補助器具・サービスも、利用者がアクセスしやすい方法でご提供して
います。こちらも無料でご利用いただけます。必要な情報取得にお役立てください。上記の電話番
号にお電話ください。営業時間は、10 月 1 日から 3 月 31 日までは現地時間午前 8 時から午後 8 時ま
で週 7 日（感謝祭とクリスマスを除く）、および 4 月 1 日から 9 月 30 日まで（祝日を除く）は月
曜日から金曜日までです。  
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ǊǒែខƗរ  (K h m e r )    –  សូមយកចិតƎទុកƽក៖់ ƙបសិនេបអƒកƙត វƳរជំនួយƺǊǒរបស់អƒក េសǏជំនួយǊǒឥត

គិតៃថƚǋនផƉល់ជូនអƒក។ ǋនផƉល់ជូនេƽយឥតគិតៃថƚនូវេសǏកមƗ និងឧបករណ៍ជំនួយសមƙសបេដមƓផƎី ល់ពត័ǋ៌នកƒុង 

ទƙមងែ់បបបទែដលǕចចូលេƙបǇនផងែដរ។ េȄទូរសពƐេǵេលខទូរសពƐែដលǋនេǷƴងេល។ េǋ៉ងេធƛƳរƸបព់េǋ៉ង 

8  ƙពឹក ដល់េǋ៉ង 8  យប ់េǋ៉ងកƒុងƙស ក ƙǇពីំរៃថƂកុƒងមយួសǇƎ ហ៍ ( េលកែលងែតៃថƂបុណƘែថƚងអំណរគុណ និងបុណƘ 

ណូែអល)  Ƹបពី់ៃថƂទី 1  ែខតុǎ ដល់ៃថƂទី 31  ែខមǆី និងៃថƂចនƐ ដល់ៃថƂសុƙក ( េលកែលងែតៃថƂឈបស់ƙǋក)  Ƹបពី់ៃថƂទី 

1  ែខេមǒ ដល់ៃថƂទី 30  ែខក  ។  

ី

한국어( Ko r ea n )   –   주의: 귀하의 언어로 도움이 필요하신 경우, 무료 언어 지원 서비스를 이용하실  

수 있습니다. 대체 형식으로 정보를 제공하기 위한 적절한 보조 장치 및 서비스도 무료로 제공됩니다. 

위의 전화 번호로 전화해 주십시오. 운영 시간은 현지 시간 오전 8 시부터 오후 8 시까지이며 10 월 

1 일부터 3 월 31 일까지는 주 7 일( 추수 감사절과 성탄절은 제외) 내내, 4 월 1 일부터 9 월 30 일까지는 

월요일부터 금요일까지( 휴일은 제외) 입니다.   

ພາສາລາວ  (L a o ti a n )  –   ເອາ ໃຈໃສ:  ຖ າທ ານຕອ ງການຄວາມຊວ ຍເຫອ  ເປນພ າສາຂອງທານ , ມ ການບ ລ ການຊ ວຍເຫ  ອດ ານ 

ພາສາໃຫ ທາ ນໂດຍບ ເສຍຄ າ. ນອກຈາກນ ຍງ ມ ການຊວ ຍເຫອ   ແລະ ການບລ ກາ ນເສມທ ເ ໝາະສມໃ ນການໃຫຂ ມ  ນໃນຮບ ແບບທ  
ສາມາດເຂ າເຖ ງໄດ ໂດຍບ ເສຍຄ າ. ໂທຫາເບ ໂທລະສ ບທ ລະບໄວ ຂ າງເທ ງ. ເວລາເຮ ດວຽກແມ ນ 8  ໂມງເຊ າ ຫາ 8  ໂມງແລງ 

ຕາມເວລາໃນທອ ງຖ ນ, ເຈ ດມຕ ອາທ ດ ( ຍ ກເວ ນວ ນຂອບໃຈພະເຈ າ ແລະ ວ ນຄຣ ດສມາດ) ຕ ງແຕ ວ ນທ 1  ຕ ລາ ຫາ ວ ນທ  31  ມ ນາ, 

ແລະ ວ ນຈ ນ ເຖ ງ ວ ນສ ກ ( ຍ ກເວ ນວ ນພ ກ) ຕ ງແຕ ວ ນທ 1  ເມສາ ຫາ 30  ກ ນຍາ.   

 
  

 

M i e nh  ( M i e n)   –   C A U  F I M J A N G X  L O N G X : B e i v   hna ng v  m e i h q i e mx  l o ng  mi e nh  t e ng x  p o r v  b e nx  me i h   
w uo v  w a a c ,  ni n h mb u o  mb e n c  z i a ng x  w a ng v  he n h t e ng x  l i uc  l e i z  p o r v   w a a c  b un b e i . Ma a i h j a a - 
d o r ng x  t e ng x  mi e nh a e ng x  c a ux  l i e p c  z i a ng x  g o ng - b o u j a uv - l o u c  n yei   wa a c - f i e nx  b un b i e q c   
mua ng x  mv  z uq c   nd o r t v  n y a a nh c i ng v .  Z i ux   g a ' ng ua a i c  z e i v - d a uh w uo v  no r m na m  mb e r  mb o r q v   
f i nx  y a a c  d uq v . Z o ux  g o ng  ny e i  z i a ng h  ho c  s e  y i e m 8  d i m v  l ung h n d o r m t a ux  8  d i mv  l ung h muo nx   
z i ux  b uo nh d e i c  z i a ng h ho c  o c ,  y i e t c   no r m l e i z  b a a i x  z o ux  g o ng  s i e c  hno i   ( c i h nj i e c  na a i v  n o r m  

Tha nk s g i v i ng   hno i  a e n g x  c a ux  C hr i s t ma s )  y i e m na a i v  z i e p c  hl a a x  s a e ng h 1  t a ux  f a a h hl a a x  3 1 ,   
a e ng x  c a ux  y i e m l e i z   b a a i x  y i e t v   t a ux  l e i z  b a a i x  hmz  ( c i h  nj i e c  g i n g c  mv  z o ux  g o ng  ny e i   hno i )  y i e m  

na a i v  f e i x  hl a a x  s a e ng h 1  t a ux  j uo v  hl a a x  3 0 .   

ਪੰਜਾਬੀ ( Pu n ja b i)   –   ਿਧਆਨ ਿਦਓ: ਜੇਕਰ ਤਹਾਨ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਸਹਾਇਤਾ ਦੀ ਲੜ ਹੈ, ਤਾਂ ਤਹਾਡ ਲਈ ਮੁਫ਼ਤ ਭਾਸ਼ਾਈ 

ਸਹਾਇਤਾ ਸੇਵਾਵਾਂ ਉਪਲਬਧ ਹਨ। ਪਹੰਚਯੋਗ ਫਾਰਮੈਟਾਂ ਿਵੱਚ ਜਾਣਕਾਰੀ ਪ ਦਾਨ ਕਰਨ ਲਈ ਢਕੁਵୈ ਸਹਾਇਕ ਸਾਧਨ ਅਤੇ ਸੇਵਾਵਾਂ 

ਵੀ ਮੁਫ਼ਤ ਉਪਲਬਧ ਹਨ। ਉਪੱਰ ਿਦੱਤੇ ਫ਼ੋਨ ਨੰਬਰ ' ਤੇ ਕਾਲ ਕਰੋ। ਕੰਮਕਾਜ ਦੇ ਘੰਟੇ, 1  ਅਕਤੂਬਰ ਤୌ 31  ਮਾਰਚ ਤੱਕ ਹਫ਼ਤੇ ਦੇ ਸੱਤੇ 

ਿਦਨ ( ਥ୊ਕਸਿਗਿਵੰਗ ਅਤੇ ਿਕ ਸਿਮਸ ਨੰੂ ਛੱਡ ਕੇ), ਅਤੇ 1  ਅਪ ੈਲ ਤୌ 30  ਸਤੰਬਰ ਤੱਕ ਸੋਮਵਾਰ ਤୌ ਸ਼ੱਕਰਵਾਰ ( ਛਟੀਆ ਨੰੂ ਛੱਡ ਕੇ), 

ਸਥਾਨਕ ਸਮୈ ਅਨੁਸਾਰ ਸਵੇਰੇ 8  ਵਜੇ ਤୌ ਸ਼ਾਮ 8  ਵਜੇ ਤੱਕ ਹਨ। 

ੁ ੂੰ ੋ ੁ ੇ

ੁ
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Русский ( R u ssi an )   –   ВНИМАНИЕ: Если вам нужна помощь на вашем языке, вам могут 
предоставить бесплатные услуги переводчика. Также бесплатно предоставляются 
вспомогательные средства и услуги, позволяющие получать информацию в доступных 
форматах. Позвоните по вышеуказанному номеру телефона. Часы работы: с 08:00 до 20:00  
в любой день недели (кроме Дня благодарения и Рождества) с 1 октября по 31 марта  
и с понедельника по пятницу (кроме праздничных дней) с 1 апреля по 30 сентября.   



G ag an a  S am o a  ( S am o an )   –   FA ʻAS I L AS I L AG A  T AUA:   Af a i   e   t e   m a n a ʻo mi a  s e  f e s o a s o a ni   i   la u   
g ag an a,   e   a v a no a  mo  o e  a ua una g a  f e s o a s o a ni  i  l e  g a g a na  e  a un o a  ma  s e  t o t o g i . O  l o o  a v a no a   
fo ʻi   m e af ai g al u e g a  m a  au au n ag a  f e s o as o a n i   t al af e ag ai   e   t u u i n a  at u   ai   f aam at al ag a  

i   fa ʻa t ul a g a g a  e  f a i g o f i e  o na  ma ua ,  e  a uno a  ma  s e   t o t o g i .  F a a mo l e mo l e   v a l a a u i  l e  num e r a  o  l e   
t e l e f o ni  o  l o o  l i s i i na  i  l ug a . O  i t ul a  f a i g a l ue g a  e  a ma t a  ma i  l e  8   i   l e   t ae ao   ( 8   a .m. )  s e ʻi a  o o  i  l e  8   i  l e   
a f i a f i  ( 8  p .m.) ,  i  a s o  e  f i t u o  l e  v a i a s o  ( s e i   v a g a na  a i  l e  A s o  F a ‘ a f e t a i  ma  l e  A s o  K e r i s i ma s i )   ma i  l e  A s o   
1  o  O k e t o p a  s e ʻi a  o o  i   l e  A s o  3 1  o  Ma t i ,   ma  m a i  l e  A s o  G a f ua  i  l e  A s o  F a r a i l e  ( s e i   v a g a na   a i  a s o   
ma l o l o )  ma i  l e  A s o  1   o   A p e r i l a  s e ʻi a  o o  i   l e  A s o  3 0  o  S e t e ma .   

T ag al o g   ( T ag al o g )   –   P AUN A W A : K ung   k ai l an g an   mo   ng   t ul o ng   sa   iy o n g   w i ka ,  ma y r o o ng   av ai l abl e   
na   m ga   l i b ren g   s erb i s yo   sa   t ul o ng   sa   w i ka   pa r a   sa   iy o .  An g   n aaan g k o p   na   m ga   k ar ag dag an g   
t ul o ng   at   s er b i s yo   par a   m ag bi g ay   ng   i m po r m as y o n   sa   m ga   n aa - a cces s   na   f or m a t   ay   av ai l abl e   r in   
na ng   w al an g   bay ad .  T aw ag an   an g   nume r o   ng   tel ep o n o   na   n a ka li s t a   sa   i t aas .  An g   m ga   o r as   ng   
o p is in a   ay   8  a . m . ha ng g a ng   8  p . m . ,  lo ka l   na   or a s ,  pi t o n g   ar aw   sa   i sa n g   l i n ggo   ( m al i ban   sa   
Tha nk s g i v i ng   at   P a s ko )  mul a   Okt u b r e   1  ha ng g a ng   M ar s o   31,   at   L une s   ha ng g a ng   B i y ern es   ( m al i ban   
sa   m ga   h o l i day )  mul a   Ab r i l   1  ha ng g a ng   S ety em b re   3 0.   

ภาษาไทย  ( T h ai )   –   หมายเหต:  หากคณุตอง้ การความชว่ยเหลอใื นภาษาของคณุ เรามบีรกิารชวย่ เหลอืดา้น 
ภาษาฟรสีําหรับคณุ นอกจากน้ียังมคีวามชว่ยเหลอืและบรกิารเสรมิทเหี่ มาะสม เพอ่ืใหข้อ้มลูในรปูแบบทเขี่ า้ถงึ 
ไดโด้ ยไม่เสยีค่าใชจ่้ายอกีดว้ย โทรไปยังหมายเลขโทรศัพทท์รี่ะบุไวด้า้นบน เวลาทําการคอื 08 . 00  น. ถงึ 2 0. 00  น. 
ตามเวลาทอ้งถนิ่ เจ็ดวันต่อสปดาห ( ยกเวนว้ ันขอบคณุพระเจา้และวันครสิตม์าส) ตังแต้ วั่นท ่ี1  ตลุาคม ถงึ 31  
มนีาคม และวันจันทรถ์งวึ ันศกุร ์( ยกเวนว้ ันหยดุ) ตังแต้ วั่นท ่ี1  เมษายน ถงึ 3 0  กนัยายน 

ุ

ั ์

Українська  ( U k ra in ia n )   –   УВАГА. Якщо вам потрібна допомога рідною мовою, ви можете 
скористатися безкоштовними послугами мовної підтримки. Відповідні допоміжні засоби й 
послуги для надання інформації в доступних форматах також можна отримати безкоштовно. 
Зателефонуйте за вказаним вище номером. Графік роботи: з 08:00 до 20:00 за місцевим часом, 
без вихідних (крім Дня подяки й Різдва) з 1 жовтня по 31 березня, і з понеділка по п’ятницю 
( крім святкових днів) з 1 квітня по 30 вересня.   

Tiếng Việt  ( V i e t n am e se )   –   CH Ú Ý: Nếu quý vị cần trợ gi ú p  bằng ngô n ngữ của quý vị, c á c  dịch vụ hỗ 
trợ ngô n ngữ miễn phí luô n sẵn sà ng phục vụ quý vị. C á c dịch vụ v à hỗ trợ phụ trợ thí ch hợp cung 
cấp thô ng tin ở c á c định dạng c ó thể truy cập c ũng được cung cấp miễn phí. Gọi số điện thoại nê u 
tr ê n. Giờ l à m  việc từ 8 giờ sá ng đến 8 giờ tối, giờ địa phương, bảy ngà y một tuần ( trừ Lễ Tạ ơn v à 
Gi á ng sinh) từ ngà y 1 Thá ng M ười đến 31 Thá ng Ba, v à Thứ Hai đến Thứ S á u ( trừ cá c ngà y lễ), từ 
ngà y 1 Thá ng T ư đến 30 Thá ng Chí n. 
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IMPORTANT INFORMATION: 

2026 Medicare Star Ratings 

Official U.S. 

Government 

Medicare 

Information 

 

Anthem Blue Cross Partnership Plan - H4161 

For 2026, Anthem Blue Cross Partnership Plan - H4161 received the following 

Star Ratings from Medicare: 

Overall Star Rating: 

Health Services Rating: 

Drug Services Rating: 

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

The number of stars show how well a 

plan performs. 

  EXCELLENT 

ABOVE AVERAGE 

AVERAGE 

BELOW AVERAGE 

POOR 

Why Star Ratings Are Important 

Medicare rates plans on their health and drug 

services. 

This lets you easily compare plans based on quality 

and performance. 

Star Ratings are based on factors that include: 

• Feedback from members about the plan’s 

service and care 

• The number of members who left or stayed 

with the plan 

• The number of complaints Medicare got 

about the plan 

• Data from doctors and hospitals that work 

with the plan 

More stars mean a better plan – for example, members may get better care and better, faster 

customer service. 

Get More Information on Star Ratings Online 

Compare Star Ratings for this and other plans online at Medicare.gov/plan-compare . 
Questions about this plan? 

Contact Anthem Blue Cross Partnership Plan 7 days a week from 8 a.m. to 8 p.m., (except 

Thanksgiving and Christmas) from October 1 through March 31, and Monday to Friday (except 

holidays) from April 1 through September 30 at 1-844-591-2082 (toll-free) or 711 (TTY). 

Current members please call 1-833-707-3130 (toll-free) or 711 (TTY). 

https://www.medicare.gov/plan-compare


Anthem Blue Cross Partnership Plan is an HMO-POS plan with a Medicare contract. Enrollment 

in Anthem Blue Cross Partnership Plan depends on contract renewal. 
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Pre-Enrollment Checklist 

Before making an enrollment decision, it is important that you fully understand our benefits and 

rules. If you have any questions, you can call and speak to a customer service representative at 

1-844-591-2082  TTY: 711 , 8 a.m. to 8 p.m., seven days a week (except Thanksgiving and 

Christmas) from October 1 through March 31, and Monday to Friday (except holidays) from April 1 

through September 30. 

Understanding the Benefits 

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

is important to review plan coverage, costs, and benefits before you enroll. Visit 

https://shop.anthem.com/medicare/ca  or call 1-844-591-2082  to view a copy of the 

EOC. 

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

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

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

medicines is in the network. If the pharmacy is not listed, you will likely have to select a 

new pharmacy for your prescriptions. 

Review the formulary to make sure your drugs are covered. 

Understanding Important Rules 

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

your current Medicare Advantage healthcare coverage will end once your new Medicare 

Advantage coverage starts. If you have Tricare, your coverage may be affected once your 

new Medicare Advantage coverage starts. Please contact Tricare for more information. If 

you have a Medigap plan, once your Medicare Advantage coverage starts, you may want 

to drop your Medigap policy because you will be paying for coverage you cannot use. 

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

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

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027. 

Except in emergency or urgent situations, we do not cover services by out-of-network 

providers (doctors who are not listed in the provider directory). 
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https://shop.anthem.com/medicare/ca


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

However, while we will pay for covered services provided by a non-contracted provider, the 

provider must agree to treat you. Except in an emergency or urgent situations, 

non-contracted providers may deny care. 
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