
Custom Classic PPO 250/20/10

This Summary of Benefits is a brief overview of your plan's benefits only. The benefits listed are for
both in state and out of state members, there may be differences in benefits depending on where
you reside. For more detailed information about the benefits in your plan, please refer to your
Certificate of Insurance or Evidence of Coverage (EOC), which explains the full range of covered
services, as well as any exclusions and limitations for your plan.

In a ddition to dolla ra nd percenta ge copa ys,m em b ersa re responsib le fordeductib les,a sdescrib ed
b elow .P lea se review the deductib le inform a tion to know ifa deductib le a ppliesto a specific covered
service.C erta in C overed S ervicesha ve m a xim um visita nd/orda y lim itsperyea r.The num b erofvisits
a nd/orda ysa llow ed forthese servicesw illb egin a ccum ula ting on the firstvisita nd/orda y,rega rdlessof
w hetheryourD eductib le ha sb een m et.M em b ersa re a lso responsib le fora llcostsoverthe pla n
m a xim um s.P la n m a xim um sa nd otherim porta ntinform a tion a ppea rin ita lics.B enefitsa re sub jectto a ll
term s,conditions,lim ita tions,a nd exclusionsofthe P olicy.

Subject to Utilization Review
C erta in servicesa re sub jectto the utiliza tion review progra m .B efore scheduling services,the m em b er
m ustm a ke sure utiliza tion review isob ta ined.Ifutiliza tion review isnotob ta ined,b enefitsm a y b e
reduced ornotpa id,a ccording to the pla n.

Explanation of Maximum Allowed Amount
M a xim um A llow ed A m ountisthe tota lreim b ursem entpa ya b le underthe pla n forcovered services
received from P a rticipa ting a nd N on-P a rticipa ting P roviders.Itisthe pa ym enttow a rdsthe servicesb illed
b y a providercom b ined w ith a ny a pplica b le deductib le,copa ym entorcoinsura nce.

P P O P roviders— The ra te the providerha sa greed to a ccepta sreim b ursem entforcovered services.
M em b ersa re notresponsib le forthe difference b etw een the provider'susua lcha rges& the m a xim um
a llow ed a m ount.

N on-P P O P roviders— Fornon-em ergency ca re,reim b ursem enta m ountisb a sed on:a n A nthem B lue C ross
ra te orfee schedule,a ra te negotia ted w ith the provider,inform a tion from a third pa rty vendor,orb illed
cha rges.M em b ersa re responsib le forthe difference b etw een the provider'susua lcha rges& the
m a xim um a llow ed a m ount.

ForM edica lEm ergency ca re rendered b y a N on-P a rticipa ting P roviderorN on-C ontra cting H ospita l,
reim b ursem entisb a sed on the rea sona b le a nd custom a ry va lue.M em b ersm a y b e responsib le fora ny
a m ountin excessofthe rea sona b le a nd custom a ry va lue.

W hen using N on-P P O a nd O therH ea lth C a re P roviders,m em b ersa re responsib le fora ny difference
b etw een the covered expense & a ctua lcha rges,a sw ella sa ny deductib le & percenta ge copa y.

Calendar year deductible for all providers $ 250/m em b er;$ 500/fa m ily

Annual Out-of-Pocket Maximums (no cross application)
  P P O P roviders& O therH ea lth C a re P roviders$ 1,000/m em b er;$ 2,000/fa m ily

  N on-P P O P roviders $ 3,000/m em b er;$ 6,000/fa m ily

The follow ing do nota pply to out-of-pocketm a xim um s:non-covered expense. A ftera m em b errea ches
the out-of-pocketm a xim um ,the m em b errem a insresponsib le forcostsin excessofthe covered expense.

Lifetime MaximumUnlim ited

Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

Preventive Care Services

P reventive C a re S ervicesincluding*,physica lexa m s,preventive screenings
(including screenings for cancer, HPV, diabetes, cholesterol, blood pressure,
hearing and vision, immunizations, health education, intervention services,
HIV testing), a nd a dditiona lpreventive ca re forw om en provided forin the
guidelinessupported b y the H ea lth Resourcesa nd S ervicesA dm inistra tion.
*Thislistisnotexha ustive.Thisb enefitincludesa llP reventive C a re S ervices
req uired b y federa la nd sta te la w .

N o copa y
(deductible
waived)

30%

Physician Medical Services

Your Summary of Benefits

SISC ASCIP 90-70 Optional



Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

  O ffice & hom e visits(includes retail health clinic & online visit) $ 20/visit
(deductible
waived) ‡

30%

  H ospita l& skilled nursing fa cility visits 10% 30%

  S urgeon & surgica la ssista nt;a nesthesiologistora nesthetist 10% 30%

  D rugsa dm inistered b y a m edica lprovider(certain drugs are
subject to utilization review)

10% 30%

Diabetes Education Programs (requires physician supervision) ‡

  Tea ch m em b ers& theirfa m iliesa b outthe disea se process,the
da ily m a na gem entofdia b etic thera py & self-m a na gem ent
tra ining

10% 30%

  Physical Therapy, Physical Medicine, Occupational Therapy
and

10% 30%

Chiropractic Services (subject to medical necessity review
administered by American Specialty Health –ASH)

Speech Therapy

  O utpa tientspeech thera py 10% 30%

Acupuncture

  S ervicesforthe trea tm entofdisea se,illnessorinjury (limited 12
visits/calendar year)

††
$ 20/visit
(deductible
waived)

30%

Diagnostic X-ray & Lab

  O therdia gnostic x-ra y & la b 10% 30%

Advanced Imaging (subject to utilization review)

  M RI,C T sca n,P ET sca n & nuclea rca rdia c sca n 10% 30% (benefit
limited to
$800/procedure)

Temporomandibular Joint Disorders \

  S plintthera py & surgica ltrea tm ent 10% 30%

Emergency Care

  Em ergency room services& supplies(including physician
services; $50 copay waived if admitted)

$ 50/visit $ 50/visit

  Em ergency room services& supplies(non-emergency) 10% 30%



Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

Hospital Medical Services (subject to utilization review for
inpatient and certain outpatient services; waived for emergency
admissions)

  S em i-priva te orpriva te room ,m edica lly necessa ry services&
supplies

10% $ 250/a dm it,then
30% (benefit
limited to
$1,500/day

  O utpa tientm edica lca re,surgica lservices& supplies(hospital
care other than emergency room care)

10% 30%

Skilled Nursing Facility (subject to utilization review)

  S em i-priva te room ,services& supplies(limited to 100
days/calendar year)

10%
#

10%
#

Related Outpatient Medical Services & Supplies

 Ground ora ira m b ula nce tra nsporta tion,services& disposa b le
supplies(air ambulance in a non-medical emergency is subject to
pre-service review and benefit limited to $50,000 for non-PPO)

10% In a n em ergency
orw ith a n
a uthorized
referra l:10% ;
N on-em ergency:
30%

  B lood tra nsfusions,b lood processing & the costofunrepla ced
b lood & b lood products§

10% 10%

  A utologousb lood (self-donated blood collection, testing,
processing & storage for planned surgery) §

10% 10%

Ambulatory Surgical Centers (certain surgeries are subject to
utilization review)

  O utpa tientsurgery,services& supplies 10% 30% (benefit
limited to
$350/admit)

Pregnancy & Maternity Care

  P hysicia n office visits $ 20/visit‡

(deductible
waived)

30%

  P rescription drug fora b ortion (mifepristone) 10% 30%

N orm a ldelivery,cesa rea n section,com plica tionsofpregna ncy &
a b ortion. Referto the P hysicia n & H ospita lM edica lS ervices
b enefitsforb oth inpa tienta nd outpa tienthospita lcovera ge.

  Inpa tientphysicia n services

  H ospita l& a ncilla ry services

10%

10%

30%

$ 250/a dm it,then
30% (benefit limited
to $1,500/day)

Mental or Nervous Disorders and Substance Abuse

  Inpa tientfa cility ca re (subject to utilization review; waived for
emergency admissions)

10% $ 250/a dm it,then
30% (benefit
limited to
$1,500/day)

  Inpa tientphysicia n visits 10% 30%



Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

  O utpa tientfa cility ca re 10% 30%

  P hysicia n office visits $ 20/visit
(deductible
waived)‡

30%

Durable Medical Equipment (may be subject to utilization review)

 Renta lorpurcha se ofD M E including hea ring a ids,dia lysis
eq uipm ent& supplies(hearing aids benefit is limited to $2,000
per hearing aid, one per ear, every 36 months; breast pump and
supplies are covered under preventive care at no charge for in-
network)

10% 30%

Home Health Care (subject to utilization review)

  S ervices& suppliesfrom a hom e hea lth a gency (limited to 100
visits/calendar year, one visit by a home health aide equals four
hours or less; not covered while member receives hospice care)

10% 10% (benefit
limited to
$150/day)

Home Infusion Therapy (subject to utilization review)

  Includesm edica tion,a ncilla ry services& supplies;ca regiver
tra ining & visitsb y providerto m onitorthera py;dura b le m edica l
eq uipm ent;la b services

10% 30% (benefit
limited to
$600/day)

Hemodialysis

  O utpa tienthem odia lysisservices& supplies 10% 30% (benefit
limited to
$350/visit)

Hospice Care

  Inpa tientoroutpa tientservices;fa m ily b erea vem entservices N o copa y
(deductible
waived)

30%

Bariatric Surgery (subject to utilization review; covered only when
performed at a Centers of Medical Excellence [CME] for California;
Blue Distinction Centers for Specialty Care [BDCSC] for out of
California)

  Inpa tientservicesprovided in connection w ith m edica lly
necessa ry surgery forw eightloss,only form orb id ob esity

10% N otcoveredƒ

  Tra velexpensesfora n a uthorized,specified surgery w hen
m em b er’shom e is50 m ilesorm ore from the nea restB a ria tric
C M E (recipient & companion transportation limited to $3,000 per
surgery)

N o copa y
(deductible
waived)

N otcoveredƒ

Organ & Tissue Transplants (subject to utilization review; specified
transplants covered only when performed at Centers of Medical
Excellence [CME] for California; Blue Distinction Centers for Specialty
Care [BDCSC] for out of California)



Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

  Inpa tientservicesprovided in connection w ith non-investiga tive
orga n ortissue tra nspla nts

10% N otcoveredƒ

  Tra nspla nttra velexpense fora n a uthorized,specified tra nspla nt
(recipient & companion transportation limited to $10,000 per
transplant)

N o copa y
(deductible
waived)

N otcoveredƒ

 Unrela ted donorsea rch,lim ited to $ 30,000 pertra nspla nt

Hip/Knee/Spine (subject to utilization review; covered only
when performed at a designated Blue Distinction Plus Center for
Specialty Care)

  Inpa tientservicesprovided in connection w ith m edica lly
necessa ry surgery forhip/knee/spine
  Tra velexpensesw hen m em b er’shom e is50 m ilesorm ore from
the nea resthip/knee/spine B lue D istinction P lusC enter($6,000
maximum travel benefit; travel must be arranged through
HealthBase)

10%

N o copa y
(deductible
waived)

N otcovered

N otcovered

Prosthetic Devices

  C overa ge forb rea stprostheses;prosthetic devicesto restore a
m ethod ofspea king;surgica lim pla nts;a rtificia llim b soreyes;
the firstpa irofconta ctlensesoreyegla ssesw hen req uired a sa
resultofeye surgery;& thera peutic shoes& insertsform em b ers
w ith dia b etes

10% 30%

C erta in typesofphysicia nsm a y notb e represented in the P P O netw orkin the sta te w here the m em b er
receivesservices.Ifsuch physicia n isnota va ila b le in the service a rea ,the m em b er'scopa y isthe sa m e a sfor
P P O (w ith a nd w ithoutpre-notifica tion,ifa pplica b le).M em b erisresponsib le fora pplica b le copa ys,
deductib lesa nd cha rgesw hich exceed covered expense.
In a ddition to the b enefitsdescrib ed a b ove,covera ge m a y include a dditiona lb enefits,depending upon the
m em b er'shom e sta te.The b enefitsprovided in thissum m a ry a re sub jectto federa la nd C a lifornia la w s.
There a re som e sta testha treq uire m ore generousb enefitsb e provided to theirresidents,even ifthe m a ster
policy w a snotissued in theirsta te.Ifthe m em b er'ssta te ha ssuch req uirem ents,w e w illa djustthe b enefits
to m eetthe req uirem ents.

ThisS um m a ry ofB enefitsha sb een upda ted to com ply w ith federa la nd sta te req uirem ents,including
a pplica b le provisionsofthe recently ena cted federa lhea lth ca re reform la w s.A sw e receive a dditiona l
guida nce a nd cla rifica tion on the new hea lth ca re reform la w sfrom the U.S .D epa rtm entofH ea lth a nd
H um a n S ervices,D epa rtm entofL a b ora nd Interna lRevenue S ervice,w e m a y b e req uired to m a ke a dditiona l
cha ngesto thissum m a ry ofb enefits.Thisproposed b enefitsum m a ry issub jectto the a pprova lofthe
C a lifornia D epa rtm entofInsura nce a nd the C a lifornia D epa rtm entofM a na ged H ea lth C a re.

† The percenta ge copa y fornon-em ergency servicesfrom N on-A nthem B lue C rossP P O providersis
b a sed on the scheduled a m ount.

‡

#

The dolla rcopa y a ppliesonly to the visititself.A n a dditiona lcopa y a ppliesfora ny services
perform ed in office (i.e.,X-ra y,la b ,surgery),a ftera ny a pplica b le deductib le.

These providersa re notrepresented in the A nthem B lue C rossP P O netw ork.

§ These providersm a y notb e represented in the P P O netw orkin the sta te w here the m em b erreceives
services.



Covered Services
PPO: Per
Member
Copay

Non-PPO: Per
Member Copay†

ƒ Exception:Ifservice isperform ed a ta C entersofM edica lExcellence [C M E]forC a lifornia orB lue
D istinction C entersforS pecia lity C a re [B D C S C ]foroutofC a lifornia ,the servicesw illb e covered sa m e
a sthe P P O (in-netw ork)b enefit.

†† A cupuncture servicesca n b e perform ed b y a certified a cupuncturist(C .A .),a doctorofm edicine
(M .D .),a doctorofosteopa thy (D .O .),a podia trist(D .P .M .),ora dentist(D .D .S .).
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