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APPENDIX J

ANTHEM BLUE CROSS PERS CHOICE PPO BENEFIT SUMMARY
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APPENDIX K

ANTHEM BLUE CROSS PERS SELECT PPO BENEFIT SUMMARY

Anthem Blue Cross
CalPERS Select Basic PPO Plan

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

o

a8

Coverage Period: 01/01/2016 — 12/31/2016
Coverage for: Individual/Family | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan

document at www.anthem.com/ca/calpets or by calling 1-877-737-7776.

For PPO Providers: $500 Member/$1,000 Family

Rnatisthe For Non-PPO Providers: $500 Member/$1,000 Family

overall D Iy to Preventive Care, Office Visit, and

deductible? oes not apply to Preventive Care, Office Visit, an
Prescription Drugs.

Are there other

deductibles for | $50/Visit for Emergency Room services (waived if

specific admitted directly from ER).

services?

For PPO Providers: $4,850 Single/$9,700 Family
Family
No Out of Pocket limit when using a Non-PPO Provider

Is there an out—
of-pocket limit

on my 5 For Pharmacy/Prescription Expenses:
expenses?

$2,000 Single/$4,000 Family
What is not

included in the
out—of-pocket
limit?

Is there an
overall annual
limit on what
the plan pays?

Premiums, balance-billed charges, Non-PPO Provider
services and health care this plan doesn’t cover.

No

Yes. See www.anthem.com/ca/calpers for a list of
PPO Providets or call 1-877-737-7776.

Does this plan
use a network

Questions: Call 1-877-737-7776 ot visit us at www.anthem.com/ca/calpers

If you aren’t clear about any of the undetlined terms used in this form, see the Glossary. You can view the Glossary

You must pay all the costs up to the deductible amount before this plan
begins to pay for covered service you use. Check your policy or plan
document to see when the deductible statts over (usually, but not always,
January 1%). See the chart starting on page 2 for how much you pay for
covered services after you meet the deductible.

You must pay all of the costs for these setvices up to the specific
deductible amount before this plan begins to pay for these services.

'The out-of-pocket limit is the most you could pay during a coverage
period (usually one year) for your share of the cost of covered services
with participating providers. This limit helps you plan for health care
expenses.

Even though you pay these expenses, they don’t count toward the out-of-
pocket limit.

The chart starting on page 2 describes any limits on what the plan will pay
for specific coverage limits, such as limits on the number of office visits.

1f you use an in-network doctor of other health care provider, this plan
will pay some or all of the costs of covered services. Be aware, our in-

10f 10

at www.dol.gov/ebsa/pdf/sbcuniformglossary.pdf or call 1-877-737-7776 to request a copy.
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APPENDIX L

UNITED HEALTHCARE HMO BENEFIT SUMMARY

w Unitedflealthcare

CA SignatureValue Alliance
Summary of Benefits and Coverage: What This Plan Covers & What it Costs

Coverage Period: 01/01/2016 —12/31/2016
Coverage for: Employee/Family | Plan Type: HMO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.uhc.com/CalPERS oz by calling 1-877-359-3714.

Important Questions
What is the overall
deductible?

Answers
Participating: $0 Individual / $0 Family

Why This Matters:
See the chart starting on page 2 for your costs for services this plan
covets.

Are there other deductibles
for specific services?

No

You don’t have to meet deductibles for specific services, but see the
chart starting on page 2 for other costs for services this plan covers.

Is there an out-of-pocket
limit on my expenses?

Yes, Participating: $1,500 Individual / $3,000
Family

$5350 Individual / $10;700 Family (Prescription
Drugs)

The out-of-pocket limit is the most you could pay during a coverage
petiod (usually one year) for your share of the cost of covered services.
This limit helps you plan for health care expenses.

What is not included in the

out-of-pocket limit?

Premiums, copayments for supplemental benefits,
and health care this plan doesnt cover.

Even though you pay these expenses, they don’t count toward the out-
of-pocket limit.

Is there an overall annual

No

The chart starting on page 2 describes any limits on what the plan will

1-877-359-3714.

1;:“::0“ S i pay for specfic covered services, such as office visits.

lyS*

Does this plan use a Yes. Foralist of participating providers, see | If you use a participating doctor or other health care provider, this
network of providers? www .uhc.com/CalPERS or call plan will pay some orall of the costs of covered services. Be aware,

your participating doctor or hospital may use a non-participating
provider for some services. Plans use the term in-network, preferred,
ot patticipating to refer to providets in their netwotk. See the chart
starting on page 2 for how this plan pays different kinds of providers.

Do I need a referral to see a
specialist?

Yes. There may be some providers or services for
which teferrals are not required.

This plan will pay some or all of the costs to see a specialist for
covered services but only if you have the plan’s permission before you
see the specialist.

Are there services this plan
doesn’t cover?

Yes

Some of the services this plan doesn’t cover are listed on page 5. See
your policy or plan document for additional information about
excluded services.

Questions: Call 1-877-359-3714 for Member Services or visit us at www.uhc.com/CalPERS. If you aren’ clear about any of the underlined terms
used in this form, see the Glossary. You can view the Glossary at http://www.cms.gov/CCIIO/Resoutces/ Regulations-and-
Guidance/Downloads/ Uniform-Glossary-12-19-14-FINAL pdf or call the telephone numbers above to request a copy.

10f8
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e Co-payments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

“ e Co-insurance is_your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For
example, if the plan’s allowed amount for an overnight hospital stay is $1,000, your co-insurance payment of 20% would be $200.
This may change if you haven’t met your deductible.

e The amount the plan pays for covered services is based on the allowed amount. If a non-participating provider charges more than the
allowed amount, you may have to pay the difference. For example, if a non-participating hospital charges $1,500 for an overnight stay
and the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

e This plan only covers services if rendered by participating providers. Exceptions include emergency services as described in your
policy.

Your cost if you use a Your cost if you use a
Services You May Need Participating Non-Participating Limitations & Exceptions

Common
Medical Event

Provider Provider
Pri care visit to treat an If you receive services in addition
Srmary ¢ $15 copay per visit Not Covered to office visit, additional copays
injury or illness R
of co-ins may apply.
Member is required to obtaina
referral to specialist or other
licensed health care practitioner,
except for OB/GYN Physician
Specialist visit $15 copay per visit Not Covered services and Emergency /
Ifyou visit a health care Utgently needed services. If you
provider’s office ot clinic receive services in addition to
office visit, additional copays or
co-ins may apply.
$15 copay per visit for Limited to 20 visits per Calendar
Other practitioner office visit | Chiropractic and Not Covered year for chiropractic and
Acupuncture services. acupuncture services, combined.
A T vy Includes preventive health
g g 3 No Charge Not Covered services specified in the health
immunization
care reform law.
Diagnostic test (x-tay, blood No Charge Not Covered None
work)
If you have a test
Ih‘;;i];g (] ’ No Charge Not Covered None

20f8



