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Choosing the 
right plan is a very 
personal thing. 

Use this book to f nd one that’s i

 Right for your lifestyle 

 Right for your needs 

 Right for your peace of mind 

Benef ts You Can Count On i





Your guide to Anthem Blue Cross 

Welcome! We’re so glad you’re taking time to check out all that Anthem Blue Cross has to offer 
you. Choosing your health care plan (and the benef ts that go with it) is an important decisioni  
and this booklet is designed to help. Basically, it’s a snapshot of the benef ts that come with ouri  
health plan(s). It shows what’s available to you, what you get with each benef t and how thei  
plan(s) work. 

Explore the advantages of being an Anthem member. 

This booklet goes into all the advantages. But here are the top four: 

1. Our plans can help you stay healthy. Health plans aren’t just something you need when 
you’re sick. We offer easy-to-use plans that are specially designed for people who already 
have healthy lifestyles. They include things like free preventive care and discounts on over-
the-counter products. 

2. You get more than just basic coverage. You get access to tools, resources and guidance 
that are customized just for you. Plus we offer online programs to help you get and stay 
healthy. They’ll help you reach your personal goals to be as healthy as possible. 

3. There’s so much you can do on our website – after all, it was created just for you. If you 
have questions, you’ll f nd the answers you’re looking for. Here are some things you can do: i

 Order and print out a temporary member ID card if you lose yours 

 Check the status of a claim 

 Search for a doctor, specialist or hospital 

 Learn about hundreds of health and wellness topics 

4. Finding an in-network doctor, specialist or hospital is a snap. It’s quick and easy to search 
online. You can make your search specif c by choosing a specialty or entering a doctor’si  
name. And if you’re away from home, try searching our National Directory. 

Once you get your member ID card, all it takes is three simple steps to discover the world of 
anthem.com/ca. 

 Go to anthem.com/ca 

 Click on Register 

 Create your username and password. 

Then you’re ready to go! 
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Your guide to Anthem Blue Cross (continued) 

Join our health conversation.  

We’ve brought together a community of health enthusiasts who share information, tips and 
inspiration on Facebook, Twitter and YouTube. Follow our pages to get exercise tips from people 
like you. Get advice on reaching your health and wellness goals. And f nd things like healthyi  
recipes and exercise how-to videos from our health coaches and trainers.  

Connect with us today! 

 Facebook.com/HealthJoinIn 

 Twitter.com/HealthJoinIn 

 YouTube.com/HealthJoinIn 

We’re teaming up with IBM Watson to help you get the best care. 

At times, getting a diagnosis for a complex or rare health issue can be a long, tough process. It’s 
been found that 15-20% of medical errors are caused by a delayed diagnosis.* To help with this 
issue, we are teaming up with IBM to pioneer a tool using their IBM Watson technology. This tool 
will help doctors use more complete information about a patient to make a diagnosis. And it will 
assist them in recommending treatments. 

IBM Watson is being developed to access and analyze vast libraries of medical information and 
millions of health data records. With IBM Watson at their f ngertips, we expect that our in-i
network doctors will be able to make more informed decisions about your health care. And that 
gets you on the road to your best health quicker. 

Visit our website to easily f nd a doctor or facility. i

 

 

 

 

 

 

 

 

Scan the code with your mobile capable device for a direct link to anthem.com/ca. Don’t have a 
QR code reader? Download the free ScanLife app to your mobile device or visit scanlife.com. 

 

* Dr. Herb Chase, Columbia University School of Medicine, IBM IBV report, The Future of Connected Healthcare Devices, 
March 2011.  
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Understanding your options for 
health care plans 

We think it’s important for you to have all the information you need before signing up for a health 
care plan. Take the time to think about your health care needs and learn how the plans work – so 
you can make the best decision for you and your family. 

Ask these questions before signing up: 

Does the plan: 

 Have special programs to help you if you have asthma, diabetes or other ongoing conditions? 

 Cover physical exams, shots and health screenings to help you stay healthy and avoid health 
problems? 

 Give you information such as brochures, newsletters or online tools about healthy living? 

 Offer tools to help you manage your health, as well as your benef ts? i

 Offer discounts on goods and services to improve your health? 

Know the basics of how the plans work 

 Health Maintenance Organization (HMO): An HMO gives you access to a wide range of services 
with low copays and low out-of-pocket costs. You get coverage for the doctors, hospitals and 
other health care providers that are in the plan’s network. You have to choose a primary care 
physician (PCP) who directs your care and gives you referrals to see other doctors, if needed. 
To see how it works, visit anthem.com/ca/HMObasics. 

 Preferred Provider Organization (PPO): A PPO plan gives you coverage for doctors and 
hospitals that are in-network and out-of-network. But you save money by choosing in-network 
health care providers. To learn more, visit anthem.com/ca/PPObasics. 

Here are some def nitions: i

Deductible: The amount you must pay each year before your plan pays anything. You may have a 
deductible for health care and a separate one for prescription drugs. Not every plan has a yearly 
deductible. 

Coinsurance: An amount that you pay after you’ve met your plan’s deductible. The plan pays a 
certain amount and you pay a certain amount. 

Copay: A f xed amount (for example, $15) you pay for a covered health care service, usually wheni  
you received the service. The amount can vary by the type of covered health care service. 

Know your costs 

Health care plans differ in many ways. But with every plan, there’s a basic premium, which is how 
much you and your employer each pay to buy the plan’s coverage. The premium may only be a small 
part of your total cost. There are other payments you may make, which vary by plan. When choosing 
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Understanding your options for health care 
plans (continued) 

a plan, try to f gure out what the total cost is to you and your family, especially if someone ini  
your family has a chronic or serious health condition.  

Think about the following: 

 Are there deductibles you must pay before the plan begins to help cover your costs? 

 Are there copays for off ce visits, ER visits or inpatient hospital stays? i

 What is the coinsurance? What part of the cost of services do you have to pay out of your 
own pocket? If you use doctors that are out-of-network, how much more will you have to 
pay to get care? 

To see the types of costs that come with our different health care plans, take a look at the 
Summary of Benef ts. Your benef ts manager can get you a copy for each type of plan if youii  
don’t already have one.  
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HMO Plan

The big buzz these days is that you have the power to take 

charge of your health. We would agree that’s a good idea. That’s 

why we build our health plans with options, resources and 

overall support to help you make decisions. This is a quick 

overview of how your plan works.

One, you have options. As an HMO plan, you choose a medical 

group or independent practice association (IPA) and primary 

care physician for each family member from one of the largest 

networks around. In fact, you have access to more than 35,000 California physicians and 

specialists and more than 370 hospitals in our HMO network, so you’ll find plenty of choices.

Two, as an Anthem Blue Cross member, you have access to a lot of online tools. Helping you 

make your decisions is important to us, but not nearly as important as helping you make the 

right decisions — for you, your health and your budget.

HMO at a glance

 } Primary care physicians (PCPs): Required 

Your primary care physician provides preventive care, arranges admissions to hospitals, 

coordinates care you get from specialists, and helps you make decisions about your health.

 } Referrals: Required 

If your primary care physician determines that you need care from a specialist, your 

physician will coordinate a referral. Makes getting a referral fast and easy.

 } Claim forms: No claim forms to submit.

 } Out-of-network benefits: Not available 

Except for emergency or urgent medical care situations, your plan doesn’t cover  

out-of-network care.

 } Out-of-pocket: We keep your payment simple. You pay a copay — a fixed dollar  

amount — for care you receive. After that, most covered services are covered at 100%. You 

generally don’t have to worry about paying deductibles or coinsurance when you receive 

care from your primary care physician.

 } Change medical group or primary care physician:  

Contact Customer Service by the 15th of the month, so that your change becomes effective 

on the first of the following month.

anthem.com/ca has the answers you need

Simply go to anthem.com/ca for easy access to product, services and health care provider 

information. And once you get your ID card, register and you can tap into decision-making tools, 

health information and many resources. It’s also the convenient way to order a new ID card, 

check claims status, find out the cost of services, learn about doctors and hospitals, and so 

much more.

12351CAMEN Rev. 2/11

Straightforward coverage 

with a simple copay. Care is 

guided by your doctor, from 

primary care to referrals to 

see a specialist.
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HMO Plan (continued)

12351CAMEN Rev. 2/11

You’re covered whenever you travel

If you’re traveling in the U.S. or out of the country, your coverage 

travels with you. If you need emergency care, get the care you 

need at the closest emergency facility. If you need urgent or 

approved follow-up care outside of California, you have three 

ways to find a provider or get the details you need: Go to anthem.

com/ca, call BlueCard® Access at 800-810-2583 or call the 

Customer Service number on your member ID card.

You’re getting more than a health plan

You get programs to actually help you manage your health. 

MyHealth@Anthem®, 360° Health® health management 

programs, and SpecialOffers@AnthemSM are all available 

through anthem.com/ca. The programs are explained in detail 

later in this booklet.

This is a brief overview of your plan’s features. Your summary of 

benefits contains the details. See your benefits manager if you 

need a copy. Welcome to Anthem Blue Cross.

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ® ANTHEM and 360° Health are a registered trademarks of Anthem Insurance Companies, Inc.  
The Blue Cross name and symbol are registered marks of the Blue Cross Association.

How to find a  

network doctor

Anthem networks are 

some  

of the largest in California. 

Simply go online and 

search  

our provider directory for 

the type of care you need.

1. Go to anthem.com/

ca.

2. Select “Find a 

Doctor.”

3. Select the HMO plan  

(Look at your 

benefit summary — 

it tells you which 

HMO network you 

can choose from for 

your plan. If no 

network is shown, 

you choose from our 

traditional HMO 

CaliforniaCare 

network.).

4. Select your provider 

type.

5. Enter your search 

criteria.

6. Click “View Results.”

552734 12351CAMEN ABC CA PL HMO Open Enrollment SH 02 11.indd   2 6/5/12   7:13 PM
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Calendar year deductible (Cross application applies) $250/member; maximum of three separate deductibles/family

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center 

$500/admission (waived for emergency admission) 

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center if utilization review not obtained

$500/admission (waived for emergency admission) 

Deductible for emergency room services $100/visit (waived if admitted directly from ER)

Annual Out-of-Pocket Maximums
PPO Providers & Other Health Care Providers
Non-PPO Providers

 
$3,500/insured person/year; $7,000/insured family/year
$10,000/insured person/year; $20,000/insured family/year

The following do not apply to out-of-pocket maximums: deductibles listed above; non-covered expense. After an insured person reaches the out-of-
pocket maximum, the insured person no longer pays percentage copays for the remainder of the year. However, insured person remains responsible 
for deductibles listed above; for non-PPO providers & other health care providers, costs in excess of the covered expense; amounts related to a 
transplant unrelated donor search.

Lifetime Maximum $5,000,000/insured person

Covered Services PPO: Per Insured Person Copay
Non-PPO: Per Insured Person 
Copay

Adult Preventive Services (including mammograms, Pap 
smears, prostate cancer screenings & colorectal cancer 
screenings)

30%
(deductible waived)

50%
(deductible waived)

Well Baby & Well-Child Care for Dependent Children
 } Routine physical examinations (birth through age six) $30/exam (deductible waived) 50%

(benefit limited to $20/exam)
 } Immunizations (birth through age six) No copay

(deductible waived)
50%
(benefit limited to $12/
immunization)

Physical Exams for Insured Persons Ages Seven & Older
 } Routine physical exams, immunizations, diagnostic X-ray & lab for 
routine physical exam

$30/exam (deductible waived) Not covered

Physician Medical Services
 } Office & home visits $30/visit (deductible waived)2

(deductible waived)
50%

 } Hospital & skilled nursing facility visits 30% 50%
 } Surgeon & surgical assistant; anesthesiologist or anesthetist 30% 50%

Custom Preferred Premier HMO 15

This Summary of Benefits is a brief overview of your plan's benefits only. 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.

Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care physician and authorized by the
participating medical group or independent practice association (IPA), except services provided under the "ReadyAccess" program, OB/GYN services
received within the member's medical group/IPA, and services for all mental and nervous disorders and substance abuse. Benefits are subject to all
terms, conditions, limitations, and exclusions of the Policy.

Annual copay maximum: Individual $1,500; Family $3,000

The following copay does not apply to the annual copay maximum: for infertility services

Covered Services Per Member Copay

Preventive Care Services

Preventive Care Services including*, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration. *This list is not exhaustive. This
benefit includes all Preventive Care Services required by federal and
state law

No copay

Smoking Cessation Program No copay

Physician Medical Services
£ Office & home visits $15/visit

£ Specialists $15/visit

£ Skilled nursing facility visits No copay

£ Hospital visits No copay

£ Injectable medications in physician's office (excluding allergy serum
and immunization)

No copay

£ Surgeon & Surgical assistant No copay

£ Anesthesiologist or anesthetist No copay

Acupuncture $15/visit

Outpatient Medical Services (Services received in a hospital, other
than emergency room services, or in any facility that is affiliated with a
hospital)
£ Outpatient surgery & supplies No copay

£ Advanced Imaging No copay

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

No copay

£ Other Outpatient Medical Services including: No copay
Rehabilitation Therapy (Physical, Occupational, or Speech Therapy,
limited to a 60-day period of care)

General Medical Services (when performed in non-hospital-based
facility)
£ Advanced Imaging No copay

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Allergy testing & treatment (including serums) $15/visit

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

No copay

£ Rehabilitation Therapy (Physical, Occupational, or Speech Therapy
or Chiropractic Care, limited to 60-days period of care)

No copay

Emergency Care
£ Physician & medical services No copay

CONTINUED ON NEXT PAGE
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Covered Services Per Member Copay

£ Outpatient hospital emergency room services $50/visit (waived if admitted inpatient)

Inpatient Medical Services
Semi-private room or private room, medically necessary services &
supplies

No copay

Urgent Care
(out of service area) $15/visit (waived if admitted)

Skilled Nursing Facility
(limited to 100 days/calendar year)
£ All necessary services & supplies (excluding take-home drugs) No copay

Ambulance Services
£ Transportation when medically necessary No copay

Ambulatory Surgical Center
£ Outpatient surgery & supplies No copay

Pregnancy and Maternity Care
Prenatal & postnatal Professional (physician) services
(For your Inpatient copay, see Inpatient Medical Services. For your
Outpatient Services copay, see Outpatient Medical Services)

$15/visit

Elective Abortions (including prescription drug for abortion,
mifepristone)

$150

Prosthetic devices (including Orthotics) No copay

Durable medical equipment including hearing aids No copay
(hearing aids benefit available for one hearing aid per ear every three
years; breast pumps and supplies are covered under preventive care at
no charge)

Family Planning and Infertility Services
£ Infertility studies & tests 50% of covered expense†

£ Female Sterilzation (including tubal ligation and
counseling/consultation)

No copay

£ Male Sterilization $50

£ Counseling & consultation $15/visit

Mental or Nervous Disorders and Substance Abuse
Inpatient Care
£ Facility-based care (pre-authorization required) No copay

£ Physician hospital visits No copay

Outpatient Care
£ Facility-based care (pre-authorization required) No copay

£ Outpatient physician visits (Behavioral Health Treatment for Autism
& Pervasive Disorder will be subject to pre-service review)

$15/visit

Home Health Care
(limited to 100 visits/calendar year; one visit by a home health aide
equals four hours or less)

$15/visit

Hospice Care (Inpatient or outpatient services; family bereavement
services)

No copay

Organ and Tissue Transplant
£ Inpatient Care No copay

£ Physician office visits $15/visit

£ Specialist office visits $15/visit

This Summary of Benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted
federal health care reform laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of
Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this Summary of
Benefits. This Summary of Benefits, as updated, is subject to the approval of the California Department of Insurance and the California Department of
Managed Health Care (as applicable).

† Not applicable to the annual copay maximum
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Premier HMO - Exclusions and Limitations

Care Not Approved. Care from a health care provider without the OK of primary care doctor, except for
emergency services or urgent care.

Care Not Covered. Services before the member was on the plan, or after coverage ended.

Care Not Listed. Services not listed as being covered by this plan.

Care Not Needed. Any services or supplies that are not medically necessary.

Crime or Nuclear Energy. Any health problem caused: (1) while committing or trying to commit a felony,
as long as any injuries are not a result of a medical condition or an act of domestic violence; or (2) by
nuclear energy, when the government can pay for treatment.

Experimental or Investigative. Any experimental or investigative procedure or medication. But, if member
is denied benefits because it is determined that the requested treatment is experimental or investigative,
the member may ask that the denial be reviewed by an external independent medical review organization,
as described in the Evidence of Coverage (EOC).

Government Treatment. Any services the member actually received that were given by a local, state or
federal government agency, except when this plan's benefits, must be provided by law. We will not cover
payment for these services if the member is not required to pay for them or they are given to the member
for free.

Services Given by Providers Who Are Not With Anthem Blue Cross HMO. We will not cover these
services unless primary care doctor refers the member, except for emergencies or urgent care.

Services Not Needing Payment. Services the member is not required to pay for or are given to the
member at no charge, except services the member got at a charitable research hospital (not with the
government). This hospital must:
1. Be known throughout the world as devoted to medical research.
2. Have at least 10% of its yearly budget spent on research not directly related to patient care.
3. Have 1/3 of its income from donations or grants (not gifts or payments for patient care).
4. Accept patients who are not able to pay.
5. Serve patients with conditions directly related to the hospital's research (at least 2/3 of their
patients).

Work-Related. Care for health problems that are work-related if such health problems are or can be
covered by workers' compensation, an employer's liability law, or a similar law. We will provide care for a
work-related health problem, but, we have the right to be paid back for that care. See "Third Party
Liability" below.

Acupressure. Acupressure, or massage to help pain, treat illness or promote health by putting pressure
to one or more areas of the body.

Air Conditioners. Air purifiers, air conditioners, or humidifiers.

Birth Control Devices. Any devices needed for birth control which can be obtained without a doctor's
prescription such as condoms.

Blood. Benefits are not provided for the collection, processing and storage of self-donated blood unless it
is specifically collected for a planned and covered surgical procedure.

Braces or Other Appliances or Services for straightening the teeth (orthodontic services).

Clinical Trials. Services and supplies in connection with clinical trials, except as specified as covered in
the Evidence of Coverage (EOC).

Consultations given by telephone or fax.

Commercial weight loss programs. Weight loss programs, whether or not they are pursued under
medical or doctor supervision, unless specifically listed as covered in this plan. This exclusion includes,
but is not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss)
and fasting programs. This exclusion does not apply to medically necessary treatments for morbid
obesity or for treatment of anorexia nervosa or bulimia nervosa.

Cosmetic Surgery. Surgery or other services done only to make the member: look beautiful; to improve
appearance; or to change or reshape normal parts or tissues of the body. This does not apply to
reconstructive surgery the member might need to: get back the use of a body part; have for breast
reconstruction after a mastectomy; correct or repair a deformity caused by birth defects, abnormal
development, injury or illness in order to improve function, symptomatology or create a normal
appearance. Cosmetic surgery does not become reconstructive because of psychological or psychiatric
reasons.

Custodial Care or Rest Cures. Room and board charges for a hospital stay mostly for a change of scene

or to make the member feel good. Services given by a rest home, a home for the aged, or any place like
that.

Dental Services or Supplies. Dentures, bridges, crowns, caps, or dental prostheses, dental implants,
dental services, tooth extraction, or treatment to the teeth or gums. Cosmetic dental surgery or other
dental services for beauty purposes.

Diabetic Supplies. Prescription and non-prescription diabetic supplies, except as specified as covered in
the EOC.

Eye Exercises or Services and Supplies for Correcting Vision. Optometry services, eye exercises, and
orthoptics, except for eye exams to find out if the member's vision needs to be corrected. Eyeglasses or
contact lenses are not covered. Contact lens fitting is not covered.

Eye Surgery for Refractive Defects. Any eye surgery just for correcting vision (like nearsightedness
and/or astigmatism). Contact lenses and eyeglasses needed after this surgery.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this plan or
as required by law. This exclusion includes, but is not limited to, those nutritional formulas and dietary
supplements that can be purchased over the counter, which by law do not require either a written
prescription or dispensing by a licensed pharmacist.

Health Club Membership. Health club memberships, exercise equipment, charges from a physical fitness
instructor or personal trainer, or any other charges for activities, equipment, or facilities used for
developing or maintaining physical fitness, even if ordered by a doctor. This exclusion also applies to
health spas.

Hearing Aids. Hearing aids or services for fitting or making a hearing aid, except as specified as covered
in the EOC.

Immunizations. Immunizations needed to travel outside the USA.

Infertility Treatment. Any infertility treatment including artificial insemination or in vitro fertilization,
sperm bank, and any related laboratory tests.

Lifestyle Programs. Programs to help member change how one lives, like fitness clubs, or dieting
programs. This does not apply to cardiac rehabilitation programs approved by the medical group.

Mental or nervous disorders. Academic or educational testing, counseling. Remedying an academic or
education problem, except as stated as covered in the EOC.

Non-Prescription Drugs. Non-prescription, over-the-counter drugs or medicines.

Orthopedic shoes and shoe inserts.  This exclusion does not apply to orthopedic footwear used as an
integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic shoes and
inserts designed to treat foot complications due to diabetes, as specifically stated in the EOC.

Outpatient Drugs. Outpatient prescription drugs or medications including insulin.

Personal Care and Supplies. Services for personal care, such as: help in walking, bathing, dressing,
feeding, or preparing food. Any supplies for comfort, hygiene or beauty purposes.

Private Contracts. Services or supplies provided pursuant to a private contract between the member and
a provider, for which reimbursement under the Medicare program is prohibited, as specified in Section
1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Routine Exams. Routine physical or psychological exams or tests asked for by a job or other group, such
as a school, camp, or sports program.

Scalp Hair Prostheses. Scalp hair prostheses, including wigs or any form of hair replacement.

Sexual Problems. Treatment of any sexual problems unless due to a medical problem, physical defect, or
disease.

Sterilization Reversal. Surgery done to reverse a sterilization.

Surrogate Mother Services. For any services or supplies provided to a person not covered under the plan
in connection to a surrogate pregnancy (including, but not limited to, the bearing of a child by another
woman for an infertile couple).

Third Party Liability. Anthem Blue Cross is entitled to reimbursement of benefits paid if the member
recovers damages from a legally liable third party.

Coordination of Benefits. The benefits of this plan may be reduced if the member has any other group
health or dental coverage so that the services received from all group coverages do not exceed 100% of
the covered expense.
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anthem.com/ca Anthem Blue Cross SM7265 Effective 4/2007 Printed 10/16/2013 

Chiropractic Rider Plan 10/30 
 
 

The benefits described in this Rider are provided through an agreement between Anthem Blue Cross and American Specialty Health 

Plans of California (ASH Plans). The services listed below are covered only if provided by an ASH Plans Chiropractor. These 

benefits are provided in addition to the benefits described in the Anthem Blue Cross HMO Evidence of Coverage (EOC) document. 

However, when expenses are incurred for treatment received from an ASH Plans Chiropractor, no other benefits other than the 

benefits described in this Rider will be paid. 

Covered Services Member’s Copayment 

Office Visit $10/visit 

Maximum Benefits 

Office Visits to a Chiropractor 30 visits per calendar year 

Chiropractic appliances $50 per calendar year 

Covered Services 

Chiropractor Services. Member has up to 30 visits per calendar year for chiropractor care services that are determined by ASH Plans to be 

medically/clinically necessary. All visits to an ASH Plans chiropractor will be applied towards the maximum number of visits in a calendar 

year. The ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for prior approval.  

Covered services include: 

� An initial new patient exam by an ASH Plans chiropractor to determine the appropriateness of chiropractic services. 

� Follow-up office visits as set forth in a treatment plan approved by ASH Plans and provided by an ASH Plans chiropractor. 

� An established patient exam performed by an ASH Plans chiropractor to assess the need to continue, extend or change a treatment 

plan approved by ASH Plans. 

� Adjunctive physiotherapy modalities and procedures as set forth in a treatment plan approved by ASH Plans and provided by ASH 

Plans chiropractor. 

� Radiological x-rays and laboratory tests when prescribed by an ASH Plans chiropractor and approved by ASH Plans. Covered services 

include radiological consultations when determined by ASH Plans to be medically/clinically necessary and provided by a licensed 

chiropractic radiologist, medical radiologist, radiology group or hospital which has contracted with ASH Plans to provide those services. 

� Chiropractic Appliances. Up to $50 per calendar year when prescribed by an ASH Plans chiropractor and approved by ASH Plans. 
Covered chiropractic appliances are limited to: 

– elbow supports, back supports (thoracic), lumbar braces and supports, rib supports, or wrist supports;  

– cervical collars or cervical pillows; 

– ankle braces, knee braces, or wrist braces; 

– heel lifts; 

– hot or cold packs;  

– lumbar cushions; 

– rib belts or orthotics; and  

– home traction units for treatment of the cervical or lumbar regions. 
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Chiropractic Rider Exclusions & Limitations 
Care Not Approved: Any services provided by an ASH Plans chiropractor that are not  
approved by ASH Plans, except as specified as covered in the Evidence of Coverage (EOC).  
An ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for 
prior approval. 

Care Not Covered: In addition to any service or supply specifically excluded in the EOC, 
no benefits will be provided for chiropractic services or supplies in connection with: 

� Diagnostic scanning, such as magnetic resonance imaging (MRI) or computerized axial  
tomography (CAT) scans. 

� Thermography. 

� Hypnotherapy. 

� Behavior training 

� Sleep therapy 

� Weight programs. 

� Any non-medical program or service. 

� Pre-employment exams, any chiropractic services required by an employer that are not 
medically/clinically necessary, or vocational rehabilitation. 

� Services and/or treatments which are not documented as medically/clinically necessary. 

� Massage therapy. 

� Any service or supply for the exam and/or treatment by an ASH Plans chiropractor for 
conditions other than those related to neuromusculoskeletal disorders. 

� Transportation costs including local ambulance charges. 

� Education programs, non-medical self-care or self-help, or any self-help physical exercise 
training or any related diagnostic testing. 

� Hospitalization, surgical procedures, anesthesia, manipulation under anesthesia, proctology, 
colonic irrigation, injections and injection services, or other related services. 

� All auxiliary aids and services, including, but not limited to, interpreters, transcription services; 
written materials, telecommunications devices, telephone handset amplifiers, television 
decoders and telephone compatible with hearing aids; 

� Adjunctive therapy not associated with spinal, muscle or joint manipulation. 

� Laboratory and diagnostic x-ray studies, except as specified as covered in the EOC. 

Non-ASH Plans Chiropractors: Services and supplies provided by a chiropractor who does not 
have an agreement with ASH Plans to provide covered services under this plan. 

Work Related: Care for health problems that are work-related if such health problems are covered 
by workers’ compensation, an employer’s liability law or similar law. We will provide care for a 
work-related health problem, but we have the right to be paid back for that care as described 
in the EOC. 

 Government Treatment: Any services actually given to the member by a local, state or federal 
government agency, except when this plan’s benefits, must be provided by law. We will not cover 
payment for these services if the member is not required to pay for them or they are given to the 
member for free. 

Drugs: Prescription drugs or medicines, including a non-legend or proprietary medicine or 
medication not requiring a prescription. 

Supplements: Vitamins, minerals, dietary and nutritional supplements or other similar products, 
and any herbal supplements. 

Air Conditioners: Air purifiers, air conditioners, humidifiers, supplies or any other similar devices 
or appliances. All appliances or durable medical equipment, except as specified as covered 
in the EOC. 

Personal Items: Any supplies for comfort, hygiene or beauty purposes, including therapeutic 
mattresses. 

Out-Of-Area and Emergency Care: Out-of-area care is not covered under this Chiropractic Care 
benefit, except for emergency services. The member should follow the procedures specified by their 
Anthem Blue Cross HMO plan to obtain emergency or out-of-area care. 

Third Party Liability 
Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 
from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of 
the Blue Cross Association. ® ANTHEM is a registered trademark. ® The Blue Cross name 
and symbol are registered marks of the Blue Cross Association. 
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anthem.com/ca Anthem Blue Cross/Anthem Blue Cross Life and Health Insurance Company  (P-NP) LR2019 Effective 01/01/2014  Printed 10/16/2013 

Modified 10/25/40 20% Self-Injectable 
$100 Brand Deductible 
Prescription Drug Benefits 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the 
recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new health care reform 
laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be 
required to make additional changes to this summary of benefits. This proposed benefit summary is subject to the approval of the 
California Department of Insurance and the California Department of Managed Health Care. 

PLEASE NOTE: This is only a summary of your benefits. Please refer to your Combined Evidence of Coverage and Disclosure 
Form (“EOC”)/Certificate of Insurance (“Certificate”) which explains your plan’s Exclusions and Limitations as well as the full 
range of your covered services in detail.  

At Anthem Blue Cross, we know that prescription drugs are 
the fastest–rising item of your total health care benefits cost. 
The reasons for the spiraling costs of prescription drugs are 
varied and include: a general increase of prescription 
medication use, an aging population, research and 
development of new medications and the expense of direct 
to consumer advertising. With prescription drug costs 
increasing at twice the rate of medical care, we developed 
ways to contain costs so your copays remain affordable, 
while maintaining your access to safe, effective prescription 
drugs. Our Prescription Drug Program provides you with 
choice, flexibility, affordability and access to an extensive 
network of retail pharmacies. 

Getting a Prescription Filled at a Participating Pharmacy 
To get a prescription filled, you need only take your prescription  
to a participating pharmacy and present your member ID card.  
The amount you pay for a covered prescription – your copay –  
will be determined by the drug’s type (whether the drug is a brand-
name or generic medication and whether it is a formulary or non-
formulary medication).  

A generic drug contains the same effective ingredients, meets the 
same standards of purity as its brand-name counterpart and 
typically costs less. In many situations, you have a choice of filling 
your prescription with a generic medication or a brand-name 
medication.  

The formulary is a list of approximately 600 recommended brand 
and generic medications. These medications have undergone 
extensive review for therapeutic value for a particular medical 
condition, safety and cost. Copies of our formulary are furnished to 
your providers and are available online at anthem.com/ca under the 
Pharmacy section. You or your provider may also contact our 
Pharmacy Customer Service at 800-700-2541. 

The following chart summarizes the relation between drug type and 
your copay amount at a participating pharmacy: 

Drug Type Copay Amount 

Generic $10.00 (deductible waived) 

Brand name formulary $25.001 (when no generic equivalent 
available, deductible waived) 

Brand name 
non-formulary 

$40.001 (when no generic equivalent 
available, deductible waived) 

 

Finding a Participating Pharmacy 
Because our huge pharmacy network includes major drugstore 
chains plus a wide variety of independent pharmacies, it is easy  
for you to find a participating pharmacy. You can also find a 
participating pharmacy by calling Pharmacy Customer Service at 
800-700-2541 or by going to our Web site at anthem.com/ca. 

An Extensive Network  
Besides saving you money, our extensive network of 
pharmacies offers you easy accessibility.  

� In California there are over 5,100 retail pharmacies. 
This accounts for nearly 95% of retail pharmacies in 
the state, including all major chains. 

� Nationwide there are more than 61,000 chain and 
independent pharmacies. 

Using a Participating Pharmacy 
You can substantially control the cost of your prescription drugs  
by using our extensive network of participating pharmacies. 
Participating pharmacies have agreed to charge you not more than 
the prescription drug maximum allowed amount. 

Using a Non-Participating Pharmacy 
If you choose to fill your prescription at a non-participating 
pharmacy, your costs will increase. You will likely need to pay for 
the entire amount of the prescription and then submit a prescription 
drug claim form for reimbursement. If you do not have the original 
pharmacy receipt(s) showing the date filled, name and address of 
the pharmacy, doctor’s name, NDC number, name of drug and 
strength, quantity and days supply, prescription number, and the 
amount paid, the pharmacist must sign and complete the 
appropriate section of the claim form to ensure proper processing 
of the claim for reimbursement.  

Members that submit claims from non-participating pharmacies are 
reimbursed based on a prescription drug maximum allowed 
amount. The prescription drug maximum allowed amount may be 
considerably less than you paid for your medication. You are 
responsible for any difference in cost between the prescription drug 
maximum allowed amount and what you paid for your medication. 
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The following chart illustrates potential increased out-of-pocket 
expenses for going to a non-participating pharmacy: 

 Out-of-pocket 
costs using a 
participating 
pharmacy 

Out-of-pocket 
costs using a 
non-participating 
pharmacy 

Pharmacy’s 
normal charge  
for brand-name 
formulary drug 

$50.002 $50.00 

You are 
responsible for: 
(assuming 
deductible has 
been met) 

$25.00 copay $25.00 copay plus 
50% of the prescription 
drug maximum 
allowed amount plus 
any amounts 
exceeding the 
prescription drug 
maximum allowed 
amount 

Total 
out-of-pocket 
expenses 

$25.00 Expense varies 
based on the cost of 
the medication 

You may obtain a prescription drug claim form by calling Pharmacy 
Customer Service at the toll-free number printed on your member 
ID card or by going to our Web site at anthem.com/ca.  

Home Delivery Prescription Drug Program 
If you take a prescription drug on a regular basis, you may want to 
take advantage of our home delivery program. Ordering your 
medications by mail is convenient, saves time and depending on 
your plan design, may even save you money. Besides enjoying the 
convenience of home delivery, you will also receive a greater 
supply of medications. To fill a prescription through the mail, simply 
complete the Home Delivery Prescription form. You may obtain the 
form by calling Customer Service, at the toll-free number listed on 
your ID card or by going to our Web site at anthem.com/ca. 

Once you complete the form, simply mail it with your copay and 
prescription in the envelope attached to the Home Delivery 
brochure. 

Please note that not all medications are available through the  
Home Delivery Program. Specialty pharmacy drugs are not 
available through the home delivery program, see Specialty 
Pharmacy Program below. 

Out-Of-State Prescription Benefits 
Our national network of participating pharmacies is available to 
members when outside California. To find a participating pharmacy, 
a member can check our Web site or call the toll-free number 
printed on the ID card. When using a non-participating pharmacy 
outside of California, the member will follow the same procedures 
for using a non-participating pharmacy in California as 
outlined above. 

Additional Features That are Part of your Plan 
Prior authorization as the term implies, means some drugs 
require prior authorization before you can get them (this is similar to 
prior authorization for medical services). Prior authorization applies 
to certain medications that are often a second line of therapy. 
To receive prior authorization, you must meet specific criteria. 
The criteria will be based on medical policy and the pharmacy and 
therapeutics established guidelines. You may need to try a drug 
other than the one originally prescribed if we determine that it 
should be clinically effective for you. Drugs which require prior 
authorization are not covered unless you receive a prior approval 
from Anthem Blue Cross. 

In order for you to get a drug which requires prior authorization, 
your physician needs to make a written request to us for you. 
We distribute instructions on how to obtain prior authorization to 
physicians and pharmacies so that you may obtain prior 
authorization for required medications. You may call Pharmacy 
Customer Service, at the toll-free number printed on your member 
ID card, to receive a prior authorization form and/or list of 
medications requiring prior authorization. 

Supply limits are the proper FDA recommendations 
for prescription medication dosage coupled with our determination 
of specific quantity supply limits to prescription medications. 
Although our standard pharmacy plans offer a 30-day supply for 
medications at a retail pharmacy, the supply limit can vary based on 
the medication, dosage and usage prescribed by your physician. 
For example, the supply limit for antibiotics used to treat an 
infection (e.g., 14 pills to be taken twice a day for one week) is 
different than blood pressure medication taken on a routine basis 
(e.g., 120 pills to be taken twice a day for 60 days). By adhering to 
specified supply limits, members are assured of receiving the 
appropriate amount of medication.  

Specialty Pharmacy Program 
Specialty medications are usually dispensed as an injectable drug, 
but may be available in other forms, such as a pill or inhalant.  
They are used to treat complex conditions. Prescriptions for a 
specialty pharmacy drug are covered only when ordered through 
the specialty pharmacy program unless you are given an exception 
from the specialty drug program (see your EOC/Certificate for 
details).  
The specialty pharmacy program will deliver your medication to you 
by mail or common carrier (you cannot pick up your medication).  

You may have to pay the full cost of a specialty pharmacy drug if it 
is not obtained from the specialty pharmacy program. 

Specialty drugs are limited to a 30-day supply for each fill.  

Programs for Member’s Special Health Needs 
We recognize that some of our members have unique health care 
needs requiring special attention. That’s why we developed 
programs exclusively for them. Our additional medical management 
programs work in synergy with our pharmacy drug program to help 
members better manage their health care on an ongoing basis. 

Diabetic members can receive free glucometers so that they can 
effectively and conveniently monitor their glucose levels. 

Seniors can better monitor their chronic diseases and multiple 
medications through our seniors-at-risk program. This program 
reduces the possibility of toxic drug interactions, and curtails 
distribution of medications that may adversely affect the senior’s 
chronic condition.  

Asthmatic members and their families can take advantage of our 
program to better control the frequency and severity of the disease. 

Members who take multiple prescription medications can take 
advantage of our pharmacy utilization management programs that 
encourage the safe, effective distribution of prescription 
medications. We have a program that protects the welfare of 
members with multiple prescription medications by carefully 
monitoring their prescription therapy to help reduce the danger of 
toxic drug interaction.  

For additional information regarding your prescription drug benefits, 
please call Pharmacy Customer Service at the toll-free number 
printed on your member ID card. 
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Covered Services (outpatient prescriptions only) Per Member Copay for Each Prescription or Refill 

Calendar Year Brand Deductible $100/member 
 Maximum of three separate deductibles/family 

Retail Pharmacy 
� Female oral contraceptives generic and single source brand No copay (deductible waived) 
� Preventive Immunizations administered by a retail pharmacy No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Compound Drugs1 $40 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Home Delivery 
� Female contraceptives generic and single source brand No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $50 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $80 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $300 copay) 

Specialty Pharmacy Drugs (may only be obtained  
through the specialty pharmacy program) 

� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Non-participating Pharmacies Member pays the above deductible (if applicable) & retail pharmacy  
(compound drugs & specialty pharmacy drugs copay plus: 50% of the remaining prescription drug maximum  
not covered at a retail pharmacy) allowed amount & costs in excess of the prescription drug 
 allowed amount 

Supply Limits3 
� Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified  

 Schedule II attention deficit disorder drugs that require  
 a triplicate prescription form, but require a double copay;  
 6 tablets or units/30-day period for impotence and/or  
 sexual dysfunction drugs (available only at retail pharmacies) 

� Home Delivery 90-day supply 
� Specialty Pharmacy 30-day supply 
1 Preferred Generic Program. If a member requests a formulary or non-formulary brand name drug when a generic drug version exists, the member pays the generic drug 
copay plus the difference in cost between the prescription drug maximum allowed charge for the generic drug and the brand name drug dispensed, but not more than 50% 
of our average cost of the for that type of prescription drug. The Preferred Generic Program does not apply when the physician has specified “dispense as written” (DAW) or 
when it has been determined that the brand name drug (formulary or non-formulary) is medically necessary for the member. In such case, the applicable copay for the 
dispensed drug will apply. 

2 Prescription drug maximum allowed amount. 
3 Supply limits for certain drugs may be different. Please refer to the EOC/Certificate for complete information. 

The Prescription Drug Benefit covers the following: 
� Outpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician  

for the treatment of phenylketonuria. These formulas are subject to the copay for brand name drugs. 
� Insulin 
� Syringes when dispensed for use with insulin and other self-injectable drugs or medications 
� All FDA-approved contraceptives for women, including oral contraceptives; contraceptive diaphragms and over-the-counter 

contraceptives prescribed by a doctorInjectable drugs which are self-administered by the subcutaneous route (under the skin) by the 
patient or family member.  
Drugs that have Food and Drug Administration (FDA) labeling for self-administration 

� All compound prescription drugs that contain at least one covered prescription ingredient 
� Diabetic supplies (i.e., test strips and lancets) 
� Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes. 
� Inhaler spacers and peak flow meters for the treatment of pediatric asthma. These items are subject to the copay for  

brand name drugs. 

� Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription  
drug formulary. 

� Prescription drug copays are separate from the medical copays of the medical plan and are not applied toward the Annual Out-of-Pocket Maximums under 

the Medical Plan. 

18 



 

 

Prescription Drug Exclusions & Limitations 
Immunizing agents, biological sera, blood, blood products or blood plasma 

Hypodermic syringes &/or needles, except when dispensed for use with insulin & other 

self-injectable drugs or medications 

Drugs & medications used to induce spontaneous & non-spontaneous abortions 

Drugs & medications dispensed or administered in an outpatient setting, including outpatient 

hospital facilities and physicians’ offices 

Professional charges in connection with administering, injecting or dispensing drugs 

Drugs & medications that may be obtained without a physician’s written prescription, except insulin 

or niacin for cholesterol lowering and certain over-the-counter drugs approved by the Pharmacy 

and Therapeutics Committee to be included in the prescription drug formulary. 

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility,  

rest home, sanatorium, convalescent hospital or similar facility 

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician, 

except contraceptive diaphragms, as specified as covered in the EOC/Certificate 

Services or supplies for which the member is not charged 

Oxygen 

Cosmetics & health or beauty aids. However, health aids that are medically necessary and meet  

the requirements as specified as covered in the EOC/Certificate 

Drugs labeled “Caution, Limited by Federal Law to Investigational Use,” or experimental drugs. 

Drugs or medications prescribed for experimental indications 

Any expense for a drug or medication incurred in excess of the prescription drug maximum 

allowed amount 

Drugs which have not been approved for general use by the State of California Department of 

Health or the Food and Drug Administration. This does not apply to drugs that are medically 

necessary for a covered condition. 

Drugs used primarily for cosmetic purposes (e.g., Retin-A for wrinkles). However, this will not apply 

to the use of this type of drug for medically necessary treatment of a medical condition other than 

one that is cosmetic. 

Drugs used primarily to treat infertility (including, but not limited to, Clomid, Pergonal and Metrodin), 

unless medically necessary for another condition. 

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity  

(e.g., diet pills & appetite suppressants) 

Drugs obtained outside the U.S, unless they are furnished in connection with urgent care  

or an emergency. 

Allergy desensitization products or allergy serum 

Infusion drugs, except drugs that are self-administered subcutaneously 

Herbal supplements, nutritional and dietary supplements except for formulas for the treatment  

of phenylketonuria. 

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent 

except insulin. This does not apply if an over-the-counter equivalent was tried and was ineffective. 

Compound medications unless: 

a. There is at least one component in it that is a prescription drug; and  

b. It is obtained from a participating pharmacy. Member will have to pay the full cost of the 

compound medications if member obtains drug at a non-participating pharmacy. 

Specialty pharmacy drugs that must be obtained from the specialty pharmacy program, but which 

are obtained from a retail pharmacy are not covered by this plan. Member will have to pay  

the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that member 

should have obtained from the specialty pharmacy program. 

Third Party Liability 

Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 

from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and 
Anthem Blue Cross Life and Health Insurance Company are independent licensees of the 
Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance 
Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross 
Association. 
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Calendar year deductible (Cross application applies) $250/member; maximum of three separate deductibles/family

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center 

$500/admission (waived for emergency admission) 

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center if utilization review not obtained

$500/admission (waived for emergency admission) 

Deductible for emergency room services $100/visit (waived if admitted directly from ER)

Annual Out-of-Pocket Maximums
PPO Providers & Other Health Care Providers
Non-PPO Providers

 
$3,500/insured person/year; $7,000/insured family/year
$10,000/insured person/year; $20,000/insured family/year

The following do not apply to out-of-pocket maximums: deductibles listed above; non-covered expense. After an insured person reaches the out-of-
pocket maximum, the insured person no longer pays percentage copays for the remainder of the year. However, insured person remains responsible 
for deductibles listed above; for non-PPO providers & other health care providers, costs in excess of the covered expense; amounts related to a 
transplant unrelated donor search.

Lifetime Maximum $5,000,000/insured person

Covered Services PPO: Per Insured Person Copay
Non-PPO: Per Insured Person 
Copay

Adult Preventive Services (including mammograms, Pap 
smears, prostate cancer screenings & colorectal cancer 
screenings)

30%
(deductible waived)

50%
(deductible waived)

Well Baby & Well-Child Care for Dependent Children
 } Routine physical examinations (birth through age six) $30/exam (deductible waived) 50%

(benefit limited to $20/exam)
 } Immunizations (birth through age six) No copay

(deductible waived)
50%
(benefit limited to $12/
immunization)

Physical Exams for Insured Persons Ages Seven & Older
 } Routine physical exams, immunizations, diagnostic X-ray & lab for 
routine physical exam

$30/exam (deductible waived) Not covered

Physician Medical Services
 } Office & home visits $30/visit (deductible waived)2

(deductible waived)
50%

 } Hospital & skilled nursing facility visits 30% 50%
 } Surgeon & surgical assistant; anesthesiologist or anesthetist 30% 50%

Custom Classic HMO 20/40/250 Admit/125 OP

This Summary of Benefits is a brief overview of your plan's benefits only. 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.

Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care physician and authorized by the
participating medical group or independent practice association (IPA), except services provided under the "ReadyAccess" program, OB/GYN services
received within the member's medical group/IPA, and services for all mental and nervous disorders and substance abuse. Benefits are subject to all
terms, conditions, limitations, and exclusions of the Policy.

Annual copay maximum: Individual $2,000; Family $4,000

The following copay does not apply to the annual copay maximum: for infertility services

Covered Services Per Member Copay

Preventive Care Services

Preventive Care Services including*, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration. *This list is not exhaustive. This
benefit includes all Preventive Care Services required by federal and
state law.

No copay

Smoking Cessation Program No copay

Physician Medical Services
£ Office & home visits $20/visit

£ Specialists $40/visit

£ Skilled nursing facility visits No copay

£ Hospital visits No copay

£ Injectable medications in physician's office (excluding allergy serum
and immunization)

30%/up to $150 maximum copay

£ Surgeon & Surgical assistant No copay

£ Anesthesiologist or anesthetist No copay

Acupuncture $20/visit

Outpatient Medical Services (Services received in a hospital, other
than emergency room services, or in any facility that is affiliated with a
hospital)
£ Outpatient surgery & supplies $125/admit

£ Advanced Imaging $100/test

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

$40/visit

£ Other Outpatient Medical Services including: $40/visit
Rehabilitation Therapy (Physical, Occupational, or Speech Therapy,
limited to a 60-day period of care)

General Medical Services (when performed in non-hospital-based
facility)
£ Advanced Imaging $100/test

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Allergy testing & treatment (including serums) $20/visit

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

$40/visit

£ Rehabilitation Therapy (Physical, Occupational, or Speech Therapy
or Chiropractic Care, limited to 60-days period of care)

$20/visit

Emergency Care
£ Physician & medical services No copay

CONTINUED ON NEXT PAGE
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Covered Services Per Member Copay

£ Outpatient hospital emergency room services $100/visit (waived if admitted inpatient)

Inpatient Medical Services
Semi-private room or private room, medically necessary services &
supplies

$250/admit

Urgent Care
(out of service area) $40/visit (waived if admitted)

Skilled Nursing Facility
(limited to 100 days/calendar year)
£ All necessary services & supplies (excluding take-home drugs) No copay

Ambulance Services
£ Transportation when medically necessary $100/trip

Ambulatory Surgical Center
£ Outpatient surgery & supplies $125/admit

Pregnancy and Maternity Care
Prenatal & postnatal Professional (physician) services
(For your Inpatient copay, see Inpatient Medical Services. For your
Outpatient Services copay, see Outpatient Medical Services)

$20/visit

Elective Abortions (including prescription drug for abortion,
mifepristone)

$150

Prosthetic devices (including Orthotics) No copay

Durable medical equipment including hearing aids 20%
(hearing aids benefit available for one hearing aid per ear every three
years; breast pumps & supplies are covered under preventive care at no
charge)

Family Planning Services
£ Infertility studies & tests 50% of covered expense†

£ Female Sterilization (including tubal ligation and
counseling/consultation)

No copay

£ Male Sterilization $50

£ Counseling & consultation $20/visit

Mental or Nervous Disorders and Substance Abuse
Inpatient Care
£ Facility-based care (pre-authorization required) $250/admit

£ Physician hospital visits No copay

Outpatient Care
£ Facility-based care (pre-authorization required) No copay

£ Outpatient physician visits (Behavioral Health Treatment for Autism
& Pervasive Disorder will be subject to pre-service review)

$20/visit

Home Health Care
(limited to 100 visits/calendar year; one visit by a home health aide
equals four hours or less)

$20/visit

Hospice Care (Inpatient or outpatient services; family bereavement
services)

No copay

Organ and Tissue Transplant
£ Inpatient Care $250/admit

£ Physician office visits $20/visit

£ Specialist office visit $40/visit

This Summary of Benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted
federal health care reform laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of
Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this Summary of
Benefits. This Summary of Benefits, as updated, is subject to the approval of the California Department of Insurance and the California Department of
Managed Health Care (as applicable).

† Not applicable to the annual copay maximum
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Classic HMO - Exclusions and Limitations

Care Not Approved. Care from a health care provider without the OK of primary care doctor, except for
emergency services or urgent care.

Care Not Covered. Services before the member was on the plan, or after coverage ended.

Care Not Listed. Services not listed as being covered by this plan.

Care Not Needed. Any services or supplies that are not medically necessary.

Crime or Nuclear Energy. Any health problem caused: (1) while committing or trying to commit a felony,
as long as any injuries are not a result of a medical condition or an act of domestic violence; or (2) by
nuclear energy, when the government can pay for treatment.

Experimental or Investigative. Any experimental or investigative procedure or medication.
But, if member is denied benefits because it is determined that the requested treatment is experimental
or investigative, the member may ask that the denial be reviewed by an external independent medical
review organization, as described in the Evidence of Coverage (EOC).

Government Treatment. Any services the member actually received that were given by a local, state or
federal government agency, except when this plan's benefits, must be provided by law.
We will not cover payment for these services if the member is not required to pay for them or they are
given to the member for free.

Services Given by Providers Who Are Not With Anthem Blue Cross HMO. We will not cover these
services unless primary care doctor refers the member, except for emergencies or urgent care.

Services Not Needing Payment. Services the member is not required to pay for or are given to the
member at no charge, except services the member got at a charitable research hospital (not with the
government). This hospital must:1. Be known throughout the world as devoted to medical research.2.
Have at least 10% of its yearly budget spent on research not directly related to patient care.3. Have 1/3
of its income from donations or grants (not gifts or payments for patient care).4. Accept patients who are
not able to pay.5. Serve patients with conditions directly related to the hospital's research (at least 2/3
of their patients).

Work-Related. Care for health problems that are work-related if such health problems are or can be
covered by workers' compensation, an employer's liability law, or a similar law. We will provide care for a
work-related health problem, but, we have the right to be paid back for that care. See "Third Party
Liability" below.

Acupressure. Acupressure, or massage to help pain, treat illness or promote health by putting pressure
to one or more areas of the body.

Air Conditioners. Air purifiers, air conditioners, or humidifiers.

Birth Control Devices. Any devices needed for birth control which can be obtained without a doctor's
prescription such as condoms.

Blood. Benefits are not provided for the collection, processing and storage of self-donated blood unless it
is specifically collected for a planned and covered surgical procedure.

Braces or Other Appliances or Services for straightening the teeth (orthodontic services).

Clinical Trials. Services and supplies in connection with clinical trials, except as specified
as covered in the Evidence of Coverage (EOC).

Consultations given by telephone or fax.

Commercial weight loss programs. Weight loss programs, whether or not they are pursued under
medical or doctor supervision, unless specifically listed as covered in this plan. This exclusion includes,
but is not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss)
and fasting programs.This exclusion does not apply to medically necessary treatments for morbid obesity
or for treatment of anorexia nervosa or bulimia nervosa.

Cosmetic Surgery. Surgery or other services done only to make the member: look beautiful; to improve
appearance; or to change or reshape normal parts or tissues of the body. This does not apply to
reconstructive surgery the member might need to: get back the use of a body part; have for breast
reconstruction after a mastectomy; correct or repair a deformity caused by birth defects, abnormal
development, injury or illness in order to improve function, symptomatology or create a normal
appearance. Cosmetic surgery does not become reconstructive because of psychological or psychiatric
reasons.

Custodial Care or Rest Cures. Room and board charges for a hospital stay mostly for a change of scene
or to make the member feel good. Services given by a rest home, a home for the aged, or any place like
that.

Dental Services or Supplies. Dentures, bridges, crowns, caps, or dental prostheses, dental implants,
dental services, tooth extraction, or treatment to the teeth or gums. Cosmetic dental surgery or other
dental services for beauty purposes.

Diabetic Supplies. Prescription and non-prescription diabetic supplies, except as specified as covered in
the EOC.

Eye Exercises or Services and Supplies for Correcting Vision. Optometry services, eye exercises, and
orthoptics, except for eye exams to find out if the member's vision needs to be corrected. Eyeglasses or
contact lenses are not covered. Contact lens fitting is not covered.

Eye Surgery for Refractive Defects. Any eye surgery just for correcting vision (like nearsightedness
and/or astigmatism). Contact lenses and eyeglasses needed after this surgery.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this plan or
as required by law. This exclusion includes, but is not limited to, those nutritional formulas and dietary
supplements that can be purchased over the counter, which by law do not require either a written
prescription or dispensing by a licensed pharmacist.

Health Club Membership. Health club memberships, exercise equipment, charges from a physical fitness
instructor or personal trainer, or any other charges for activities, equipment, or facilities used for
developing or maintaining physical fitness, even if ordered by a doctor. This exclusion also applies to
health spas.

Hearing Aids. Hearing aids or services for fitting or making a hearing aid, except as specified as covered
in the EOC.

Immunizations. Immunizations needed to travel outside the USA.

Infertility Treatment. Any infertility treatment including artificial insemination or in vitro fertilization,
sperm bank, and any related laboratory tests.

Lifestyle Programs. Programs to help member change how one lives, like fitness clubs, or dieting
programs. This does not apply to cardiac rehabilitation programs approved by the medical group.

Mental or nervous disorders. Academic or educational testing, counseling. Remedying an academic or
education problem, except as stated as covered in the EOC.

Non-Prescription Drugs. Non-prescription, over-the-counter drugs or medicines.

Orthopedic shoes and shoe inserts. This exclusion does not apply to orthopedic footwear used as an
integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic shoes and
inserts designed to treat foot complications due to diabetes, as specifically stated in the EOC.

Outpatient Drugs. Outpatient prescription drugs or medications including insulin.

Personal Care and Supplies. Services for personal care, such as: help in walking, bathing, dressing,
feeding, or preparing food. Any supplies for comfort, hygiene or beauty purposes.

Private Contracts. Services or supplies provided pursuant to a private contract between the member and
a provider, for which reimbursement under the Medicare program is prohibited,
as specified in Section 1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Routine Exams. Routine physical or psychological exams or tests asked for by a job or other group, such
as a school, camp, or sports program.

Scalp hair prostheses. Scalp hair prostheses, including wigs or any form of hair replacement.

Sexual Problems. Treatment of any sexual problems unless due to a medical problem, physical defect, or
disease.

Sterilization Reversal. Surgery done to reverse a sterilization.

Surrogate Mother Services. For any services or supplies provided to a person not covered under the plan
in connection with a surrogate pregnancy (including, but not limited to, the bearing of a child by another
woman for an infertile couple).

Third Party Liability – Anthem Blue Cross is entitled to reimbursement of benefits paid if the member
recovers damages from a legally liable third party.

Coordination of Benefits – The benefits of this plan may be reduced if the member has any other group
health or dental coverage so that the services received from all group coverages do not exceed 100% of
the covered expense.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of the Blue
Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The
Blue Cross name and symbol are registered marks of the Blue Cross Association.
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anthem.com/ca Anthem Blue Cross SM7265 Effective 4/2007 Printed 10/16/2013 

Chiropractic Rider Plan 10/30 
 
 

The benefits described in this Rider are provided through an agreement between Anthem Blue Cross and American Specialty Health 

Plans of California (ASH Plans). The services listed below are covered only if provided by an ASH Plans Chiropractor. These 

benefits are provided in addition to the benefits described in the Anthem Blue Cross HMO Evidence of Coverage (EOC) document. 

However, when expenses are incurred for treatment received from an ASH Plans Chiropractor, no other benefits other than the 

benefits described in this Rider will be paid. 

Covered Services Member’s Copayment 

Office Visit $10/visit 

Maximum Benefits 

Office Visits to a Chiropractor 30 visits per calendar year 

Chiropractic appliances $50 per calendar year 

Covered Services 

Chiropractor Services. Member has up to 30 visits per calendar year for chiropractor care services that are determined by ASH Plans to be 

medically/clinically necessary. All visits to an ASH Plans chiropractor will be applied towards the maximum number of visits in a calendar 

year. The ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for prior approval.  

Covered services include: 

� An initial new patient exam by an ASH Plans chiropractor to determine the appropriateness of chiropractic services. 

� Follow-up office visits as set forth in a treatment plan approved by ASH Plans and provided by an ASH Plans chiropractor. 

� An established patient exam performed by an ASH Plans chiropractor to assess the need to continue, extend or change a treatment 

plan approved by ASH Plans. 

� Adjunctive physiotherapy modalities and procedures as set forth in a treatment plan approved by ASH Plans and provided by ASH 

Plans chiropractor. 

� Radiological x-rays and laboratory tests when prescribed by an ASH Plans chiropractor and approved by ASH Plans. Covered services 

include radiological consultations when determined by ASH Plans to be medically/clinically necessary and provided by a licensed 

chiropractic radiologist, medical radiologist, radiology group or hospital which has contracted with ASH Plans to provide those services. 

� Chiropractic Appliances. Up to $50 per calendar year when prescribed by an ASH Plans chiropractor and approved by ASH Plans. 
Covered chiropractic appliances are limited to: 

– elbow supports, back supports (thoracic), lumbar braces and supports, rib supports, or wrist supports;  

– cervical collars or cervical pillows; 

– ankle braces, knee braces, or wrist braces; 

– heel lifts; 

– hot or cold packs;  

– lumbar cushions; 

– rib belts or orthotics; and  

– home traction units for treatment of the cervical or lumbar regions. 
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Chiropractic Rider Exclusions & Limitations 
Care Not Approved: Any services provided by an ASH Plans chiropractor that are not  
approved by ASH Plans, except as specified as covered in the Evidence of Coverage (EOC).  
An ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for 
prior approval. 

Care Not Covered: In addition to any service or supply specifically excluded in the EOC, 
no benefits will be provided for chiropractic services or supplies in connection with: 

� Diagnostic scanning, such as magnetic resonance imaging (MRI) or computerized axial  
tomography (CAT) scans. 

� Thermography. 

� Hypnotherapy. 

� Behavior training 

� Sleep therapy 

� Weight programs. 

� Any non-medical program or service. 

� Pre-employment exams, any chiropractic services required by an employer that are not 
medically/clinically necessary, or vocational rehabilitation. 

� Services and/or treatments which are not documented as medically/clinically necessary. 

� Massage therapy. 

� Any service or supply for the exam and/or treatment by an ASH Plans chiropractor for 
conditions other than those related to neuromusculoskeletal disorders. 

� Transportation costs including local ambulance charges. 

� Education programs, non-medical self-care or self-help, or any self-help physical exercise 
training or any related diagnostic testing. 

� Hospitalization, surgical procedures, anesthesia, manipulation under anesthesia, proctology, 
colonic irrigation, injections and injection services, or other related services. 

� All auxiliary aids and services, including, but not limited to, interpreters, transcription services; 
written materials, telecommunications devices, telephone handset amplifiers, television 
decoders and telephone compatible with hearing aids; 

� Adjunctive therapy not associated with spinal, muscle or joint manipulation. 

� Laboratory and diagnostic x-ray studies, except as specified as covered in the EOC. 

Non-ASH Plans Chiropractors: Services and supplies provided by a chiropractor who does not 
have an agreement with ASH Plans to provide covered services under this plan. 

Work Related: Care for health problems that are work-related if such health problems are covered 
by workers’ compensation, an employer’s liability law or similar law. We will provide care for a 
work-related health problem, but we have the right to be paid back for that care as described 
in the EOC. 

 Government Treatment: Any services actually given to the member by a local, state or federal 
government agency, except when this plan’s benefits, must be provided by law. We will not cover 
payment for these services if the member is not required to pay for them or they are given to the 
member for free. 

Drugs: Prescription drugs or medicines, including a non-legend or proprietary medicine or 
medication not requiring a prescription. 

Supplements: Vitamins, minerals, dietary and nutritional supplements or other similar products, 
and any herbal supplements. 

Air Conditioners: Air purifiers, air conditioners, humidifiers, supplies or any other similar devices 
or appliances. All appliances or durable medical equipment, except as specified as covered 
in the EOC. 

Personal Items: Any supplies for comfort, hygiene or beauty purposes, including therapeutic 
mattresses. 

Out-Of-Area and Emergency Care: Out-of-area care is not covered under this Chiropractic Care 
benefit, except for emergency services. The member should follow the procedures specified by their 
Anthem Blue Cross HMO plan to obtain emergency or out-of-area care. 

Third Party Liability 
Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 
from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of 
the Blue Cross Association. ® ANTHEM is a registered trademark. ® The Blue Cross name 
and symbol are registered marks of the Blue Cross Association. 
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anthem.com/ca Anthem Blue Cross/Anthem Blue Cross Life and Health Insurance Company  (P-NP) LR2019 Effective 01/01/2014  Printed 10/16/2013 

Modified 10/25/40 20% Self-Injectable 
$100 Brand Deductible 
Prescription Drug Benefits 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the 
recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new health care reform 
laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be 
required to make additional changes to this summary of benefits. This proposed benefit summary is subject to the approval of the 
California Department of Insurance and the California Department of Managed Health Care. 

PLEASE NOTE: This is only a summary of your benefits. Please refer to your Combined Evidence of Coverage and Disclosure 
Form (“EOC”)/Certificate of Insurance (“Certificate”) which explains your plan’s Exclusions and Limitations as well as the full 
range of your covered services in detail.  

At Anthem Blue Cross, we know that prescription drugs are 
the fastest–rising item of your total health care benefits cost. 
The reasons for the spiraling costs of prescription drugs are 
varied and include: a general increase of prescription 
medication use, an aging population, research and 
development of new medications and the expense of direct 
to consumer advertising. With prescription drug costs 
increasing at twice the rate of medical care, we developed 
ways to contain costs so your copays remain affordable, 
while maintaining your access to safe, effective prescription 
drugs. Our Prescription Drug Program provides you with 
choice, flexibility, affordability and access to an extensive 
network of retail pharmacies. 

Getting a Prescription Filled at a Participating Pharmacy 
To get a prescription filled, you need only take your prescription  
to a participating pharmacy and present your member ID card.  
The amount you pay for a covered prescription – your copay –  
will be determined by the drug’s type (whether the drug is a brand-
name or generic medication and whether it is a formulary or non-
formulary medication).  

A generic drug contains the same effective ingredients, meets the 
same standards of purity as its brand-name counterpart and 
typically costs less. In many situations, you have a choice of filling 
your prescription with a generic medication or a brand-name 
medication.  

The formulary is a list of approximately 600 recommended brand 
and generic medications. These medications have undergone 
extensive review for therapeutic value for a particular medical 
condition, safety and cost. Copies of our formulary are furnished to 
your providers and are available online at anthem.com/ca under the 
Pharmacy section. You or your provider may also contact our 
Pharmacy Customer Service at 800-700-2541. 

The following chart summarizes the relation between drug type and 
your copay amount at a participating pharmacy: 

Drug Type Copay Amount 

Generic $10.00 (deductible waived) 

Brand name formulary $25.001 (when no generic equivalent 
available, deductible waived) 

Brand name 
non-formulary 

$40.001 (when no generic equivalent 
available, deductible waived) 

 

Finding a Participating Pharmacy 
Because our huge pharmacy network includes major drugstore 
chains plus a wide variety of independent pharmacies, it is easy  
for you to find a participating pharmacy. You can also find a 
participating pharmacy by calling Pharmacy Customer Service at 
800-700-2541 or by going to our Web site at anthem.com/ca. 

An Extensive Network  
Besides saving you money, our extensive network of 
pharmacies offers you easy accessibility.  

� In California there are over 5,100 retail pharmacies. 
This accounts for nearly 95% of retail pharmacies in 
the state, including all major chains. 

� Nationwide there are more than 61,000 chain and 
independent pharmacies. 

Using a Participating Pharmacy 
You can substantially control the cost of your prescription drugs  
by using our extensive network of participating pharmacies. 
Participating pharmacies have agreed to charge you not more than 
the prescription drug maximum allowed amount. 

Using a Non-Participating Pharmacy 
If you choose to fill your prescription at a non-participating 
pharmacy, your costs will increase. You will likely need to pay for 
the entire amount of the prescription and then submit a prescription 
drug claim form for reimbursement. If you do not have the original 
pharmacy receipt(s) showing the date filled, name and address of 
the pharmacy, doctor’s name, NDC number, name of drug and 
strength, quantity and days supply, prescription number, and the 
amount paid, the pharmacist must sign and complete the 
appropriate section of the claim form to ensure proper processing 
of the claim for reimbursement.  

Members that submit claims from non-participating pharmacies are 
reimbursed based on a prescription drug maximum allowed 
amount. The prescription drug maximum allowed amount may be 
considerably less than you paid for your medication. You are 
responsible for any difference in cost between the prescription drug 
maximum allowed amount and what you paid for your medication. 
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The following chart illustrates potential increased out-of-pocket 
expenses for going to a non-participating pharmacy: 

 Out-of-pocket 
costs using a 
participating 
pharmacy 

Out-of-pocket 
costs using a 
non-participating 
pharmacy 

Pharmacy’s 
normal charge  
for brand-name 
formulary drug 

$50.002 $50.00 

You are 
responsible for: 
(assuming 
deductible has 
been met) 

$25.00 copay $25.00 copay plus 
50% of the prescription 
drug maximum 
allowed amount plus 
any amounts 
exceeding the 
prescription drug 
maximum allowed 
amount 

Total 
out-of-pocket 
expenses 

$25.00 Expense varies 
based on the cost of 
the medication 

You may obtain a prescription drug claim form by calling Pharmacy 
Customer Service at the toll-free number printed on your member 
ID card or by going to our Web site at anthem.com/ca.  

Home Delivery Prescription Drug Program 
If you take a prescription drug on a regular basis, you may want to 
take advantage of our home delivery program. Ordering your 
medications by mail is convenient, saves time and depending on 
your plan design, may even save you money. Besides enjoying the 
convenience of home delivery, you will also receive a greater 
supply of medications. To fill a prescription through the mail, simply 
complete the Home Delivery Prescription form. You may obtain the 
form by calling Customer Service, at the toll-free number listed on 
your ID card or by going to our Web site at anthem.com/ca. 

Once you complete the form, simply mail it with your copay and 
prescription in the envelope attached to the Home Delivery 
brochure. 

Please note that not all medications are available through the  
Home Delivery Program. Specialty pharmacy drugs are not 
available through the home delivery program, see Specialty 
Pharmacy Program below. 

Out-Of-State Prescription Benefits 
Our national network of participating pharmacies is available to 
members when outside California. To find a participating pharmacy, 
a member can check our Web site or call the toll-free number 
printed on the ID card. When using a non-participating pharmacy 
outside of California, the member will follow the same procedures 
for using a non-participating pharmacy in California as 
outlined above. 

Additional Features That are Part of your Plan 
Prior authorization as the term implies, means some drugs 
require prior authorization before you can get them (this is similar to 
prior authorization for medical services). Prior authorization applies 
to certain medications that are often a second line of therapy. 
To receive prior authorization, you must meet specific criteria. 
The criteria will be based on medical policy and the pharmacy and 
therapeutics established guidelines. You may need to try a drug 
other than the one originally prescribed if we determine that it 
should be clinically effective for you. Drugs which require prior 
authorization are not covered unless you receive a prior approval 
from Anthem Blue Cross. 

In order for you to get a drug which requires prior authorization, 
your physician needs to make a written request to us for you. 
We distribute instructions on how to obtain prior authorization to 
physicians and pharmacies so that you may obtain prior 
authorization for required medications. You may call Pharmacy 
Customer Service, at the toll-free number printed on your member 
ID card, to receive a prior authorization form and/or list of 
medications requiring prior authorization. 

Supply limits are the proper FDA recommendations 
for prescription medication dosage coupled with our determination 
of specific quantity supply limits to prescription medications. 
Although our standard pharmacy plans offer a 30-day supply for 
medications at a retail pharmacy, the supply limit can vary based on 
the medication, dosage and usage prescribed by your physician. 
For example, the supply limit for antibiotics used to treat an 
infection (e.g., 14 pills to be taken twice a day for one week) is 
different than blood pressure medication taken on a routine basis 
(e.g., 120 pills to be taken twice a day for 60 days). By adhering to 
specified supply limits, members are assured of receiving the 
appropriate amount of medication.  

Specialty Pharmacy Program 
Specialty medications are usually dispensed as an injectable drug, 
but may be available in other forms, such as a pill or inhalant.  
They are used to treat complex conditions. Prescriptions for a 
specialty pharmacy drug are covered only when ordered through 
the specialty pharmacy program unless you are given an exception 
from the specialty drug program (see your EOC/Certificate for 
details).  
The specialty pharmacy program will deliver your medication to you 
by mail or common carrier (you cannot pick up your medication).  

You may have to pay the full cost of a specialty pharmacy drug if it 
is not obtained from the specialty pharmacy program. 

Specialty drugs are limited to a 30-day supply for each fill.  

Programs for Member’s Special Health Needs 
We recognize that some of our members have unique health care 
needs requiring special attention. That’s why we developed 
programs exclusively for them. Our additional medical management 
programs work in synergy with our pharmacy drug program to help 
members better manage their health care on an ongoing basis. 

Diabetic members can receive free glucometers so that they can 
effectively and conveniently monitor their glucose levels. 

Seniors can better monitor their chronic diseases and multiple 
medications through our seniors-at-risk program. This program 
reduces the possibility of toxic drug interactions, and curtails 
distribution of medications that may adversely affect the senior’s 
chronic condition.  

Asthmatic members and their families can take advantage of our 
program to better control the frequency and severity of the disease. 

Members who take multiple prescription medications can take 
advantage of our pharmacy utilization management programs that 
encourage the safe, effective distribution of prescription 
medications. We have a program that protects the welfare of 
members with multiple prescription medications by carefully 
monitoring their prescription therapy to help reduce the danger of 
toxic drug interaction.  

For additional information regarding your prescription drug benefits, 
please call Pharmacy Customer Service at the toll-free number 
printed on your member ID card. 
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Covered Services (outpatient prescriptions only) Per Member Copay for Each Prescription or Refill 

Calendar Year Brand Deductible $100/member 
 Maximum of three separate deductibles/family 

Retail Pharmacy 
� Female oral contraceptives generic and single source brand No copay (deductible waived) 
� Preventive Immunizations administered by a retail pharmacy No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Compound Drugs1 $40 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Home Delivery 
� Female contraceptives generic and single source brand No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $50 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $80 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $300 copay) 

Specialty Pharmacy Drugs (may only be obtained  
through the specialty pharmacy program) 

� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Non-participating Pharmacies Member pays the above deductible (if applicable) & retail pharmacy  
(compound drugs & specialty pharmacy drugs copay plus: 50% of the remaining prescription drug maximum  
not covered at a retail pharmacy) allowed amount & costs in excess of the prescription drug 
 allowed amount 

Supply Limits3 
� Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified  

 Schedule II attention deficit disorder drugs that require  
 a triplicate prescription form, but require a double copay;  
 6 tablets or units/30-day period for impotence and/or  
 sexual dysfunction drugs (available only at retail pharmacies) 

� Home Delivery 90-day supply 
� Specialty Pharmacy 30-day supply 
1 Preferred Generic Program. If a member requests a formulary or non-formulary brand name drug when a generic drug version exists, the member pays the generic drug 
copay plus the difference in cost between the prescription drug maximum allowed charge for the generic drug and the brand name drug dispensed, but not more than 50% 
of our average cost of the for that type of prescription drug. The Preferred Generic Program does not apply when the physician has specified “dispense as written” (DAW) or 
when it has been determined that the brand name drug (formulary or non-formulary) is medically necessary for the member. In such case, the applicable copay for the 
dispensed drug will apply. 

2 Prescription drug maximum allowed amount. 
3 Supply limits for certain drugs may be different. Please refer to the EOC/Certificate for complete information. 

The Prescription Drug Benefit covers the following: 
� Outpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician  

for the treatment of phenylketonuria. These formulas are subject to the copay for brand name drugs. 
� Insulin 
� Syringes when dispensed for use with insulin and other self-injectable drugs or medications 
� All FDA-approved contraceptives for women, including oral contraceptives; contraceptive diaphragms and over-the-counter 

contraceptives prescribed by a doctorInjectable drugs which are self-administered by the subcutaneous route (under the skin) by the 
patient or family member.  
Drugs that have Food and Drug Administration (FDA) labeling for self-administration 

� All compound prescription drugs that contain at least one covered prescription ingredient 
� Diabetic supplies (i.e., test strips and lancets) 
� Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes. 
� Inhaler spacers and peak flow meters for the treatment of pediatric asthma. These items are subject to the copay for  

brand name drugs. 

� Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription  
drug formulary. 

� Prescription drug copays are separate from the medical copays of the medical plan and are not applied toward the Annual Out-of-Pocket Maximums under 

the Medical Plan. 
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Prescription Drug Exclusions & Limitations 
Immunizing agents, biological sera, blood, blood products or blood plasma 

Hypodermic syringes &/or needles, except when dispensed for use with insulin & other 

self-injectable drugs or medications 

Drugs & medications used to induce spontaneous & non-spontaneous abortions 

Drugs & medications dispensed or administered in an outpatient setting, including outpatient 

hospital facilities and physicians’ offices 

Professional charges in connection with administering, injecting or dispensing drugs 

Drugs & medications that may be obtained without a physician’s written prescription, except insulin 

or niacin for cholesterol lowering and certain over-the-counter drugs approved by the Pharmacy 

and Therapeutics Committee to be included in the prescription drug formulary. 

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility,  

rest home, sanatorium, convalescent hospital or similar facility 

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician, 

except contraceptive diaphragms, as specified as covered in the EOC/Certificate 

Services or supplies for which the member is not charged 

Oxygen 

Cosmetics & health or beauty aids. However, health aids that are medically necessary and meet  

the requirements as specified as covered in the EOC/Certificate 

Drugs labeled “Caution, Limited by Federal Law to Investigational Use,” or experimental drugs. 

Drugs or medications prescribed for experimental indications 

Any expense for a drug or medication incurred in excess of the prescription drug maximum 

allowed amount 

Drugs which have not been approved for general use by the State of California Department of 

Health or the Food and Drug Administration. This does not apply to drugs that are medically 

necessary for a covered condition. 

Drugs used primarily for cosmetic purposes (e.g., Retin-A for wrinkles). However, this will not apply 

to the use of this type of drug for medically necessary treatment of a medical condition other than 

one that is cosmetic. 

Drugs used primarily to treat infertility (including, but not limited to, Clomid, Pergonal and Metrodin), 

unless medically necessary for another condition. 

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity  

(e.g., diet pills & appetite suppressants) 

Drugs obtained outside the U.S, unless they are furnished in connection with urgent care  

or an emergency. 

Allergy desensitization products or allergy serum 

Infusion drugs, except drugs that are self-administered subcutaneously 

Herbal supplements, nutritional and dietary supplements except for formulas for the treatment  

of phenylketonuria. 

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent 

except insulin. This does not apply if an over-the-counter equivalent was tried and was ineffective. 

Compound medications unless: 

a. There is at least one component in it that is a prescription drug; and  

b. It is obtained from a participating pharmacy. Member will have to pay the full cost of the 

compound medications if member obtains drug at a non-participating pharmacy. 

Specialty pharmacy drugs that must be obtained from the specialty pharmacy program, but which 

are obtained from a retail pharmacy are not covered by this plan. Member will have to pay  

the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that member 

should have obtained from the specialty pharmacy program. 

Third Party Liability 

Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 

from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and 
Anthem Blue Cross Life and Health Insurance Company are independent licensees of the 
Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance 
Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross 
Association. 
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Calendar year deductible (Cross application applies) $250/member; maximum of three separate deductibles/family

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center 

$500/admission (waived for emergency admission) 

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center if utilization review not obtained

$500/admission (waived for emergency admission) 

Deductible for emergency room services $100/visit (waived if admitted directly from ER)

Annual Out-of-Pocket Maximums
PPO Providers & Other Health Care Providers
Non-PPO Providers

 
$3,500/insured person/year; $7,000/insured family/year
$10,000/insured person/year; $20,000/insured family/year

The following do not apply to out-of-pocket maximums: deductibles listed above; non-covered expense. After an insured person reaches the out-of-
pocket maximum, the insured person no longer pays percentage copays for the remainder of the year. However, insured person remains responsible 
for deductibles listed above; for non-PPO providers & other health care providers, costs in excess of the covered expense; amounts related to a 
transplant unrelated donor search.

Lifetime Maximum $5,000,000/insured person

Covered Services PPO: Per Insured Person Copay
Non-PPO: Per Insured Person 
Copay

Adult Preventive Services (including mammograms, Pap 
smears, prostate cancer screenings & colorectal cancer 
screenings)

30%
(deductible waived)

50%
(deductible waived)

Well Baby & Well-Child Care for Dependent Children
 } Routine physical examinations (birth through age six) $30/exam (deductible waived) 50%

(benefit limited to $20/exam)
 } Immunizations (birth through age six) No copay

(deductible waived)
50%
(benefit limited to $12/
immunization)

Physical Exams for Insured Persons Ages Seven & Older
 } Routine physical exams, immunizations, diagnostic X-ray & lab for 
routine physical exam

$30/exam (deductible waived) Not covered

Physician Medical Services
 } Office & home visits $30/visit (deductible waived)2

(deductible waived)
50%

 } Hospital & skilled nursing facility visits 30% 50%
 } Surgeon & surgical assistant; anesthesiologist or anesthetist 30% 50%

Custom Value HMO 20/40/250/3 day

This Summary of Benefits is a brief overview of your plan's benefits only. 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.

Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care physician and authorized by the
participating medical group or independent practice association (IPA), except services provided under the "ReadyAccess" program, OB/GYN services
received within the member's medical group/IPA, and services for all mental and nervous disorders and substance abuse. Benefits are subject to all
terms, conditions, limitations, and exclusions of the Policy.

Annual copay maximum: Individual $3,000; Family $6,000

The following copay does not apply to the annual copay maximum: for infertility services

Covered Services Per Member Copay

Preventive Care Services

Preventive Care Services including*, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration. *This list is not exhaustive. This
benefit includes all Preventive Care Services required by federal and
state law

No copay

Smoking Cessation Program No copay

Physician Medical Services
£ Office & home visits $20/visit

£ Specialists $40/visit

£ Skilled nursing facility visits No copay

£ Hospital visits No copay

£ Injectable medications in physician's office (excluding allergy serum
and immunization)

30%/up to $150 maximum copay

£ Surgeon & Surgical assistant No copay

£ Anesthesiologist or anesthetist No copay

Acupuncture $20/visit

Outpatient Medical Services (Services received in a hospital, other
than emergency room services, or in any facility that is affiliated with a
hospital)
£ Outpatient surgery & supplies $125/admit

£ Advanced Imaging $100/test

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

$40/visit

£ Other Outpatient Medical Services including: $40/visit
Rehabilitation Therapy (Physical, Occupational, or Speech Therapy,
limited to a 60-day period of care)

General Medical Services (when performed in non-hospital-based
facility)
£ Advanced Imaging $100/test

£ All other X-ray & laboratory tests (including genetic testing) No copay

£ Allergy testing & treatment (including serums) $20/visit

£ Radiation therapy, chemotherapy & hemodialysis treatment &
Infusion therapy

$40/visit

£ Rehabilitation Therapy (Physical, Occupational, or Speech Therapy
or Chiropractic Care, limited to 60-days period of care)

$20/visit

Emergency Care
£ Physician & medical services No copay

CONTINUED ON NEXT PAGE
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Covered Services Per Member Copay

£ Outpatient hospital emergency room services $150/visit (waived if admitted inpatient)

Inpatient Medical Services
Semi-private room or private room, medically necessary services &
supplies

$250/day, up to 3 day max

Urgent Care
(out of service area) $40/visit (waived if admitted)

Skilled Nursing Facility
(limited to 100 days/calendar year)
£ All necessary services & supplies (excluding take-home drugs) No copay

Ambulance Services
£ Transportation when medically necessary $100/trip

Ambulatory Surgical Center
£ Outpatient surgery & supplies $125/admit

Pregnancy and Maternity Care
Prenatal & postnatal Professional (physician) services
(For your Inpatient copay, see Inpatient Medical Services. For your
Outpatient Services copay, see Outpatient Medical Services)

$20/visit

Elective Abortions (including prescription drug for abortion,
mifepristone)

$150

Prosthetic devices (including Orthotics) No copay

Durable medical equipment including hearing aids 50%
(hearing aids benefit available for one hearing aid per ear every three
years; breast pumps & supplies are covered under preventive care at no
charge)

Family Planning Services
£ Infertility studies & tests 50% of covered expense†

£ Female Sterilzation (including tubal ligation and
couseling/consultation)

No copay

£ Male Sterilization $50

£ Counseling & consultation $20/visit

Mental or Nervous Disorders and Substance Abuse
Inpatient Care
£ Facility-based care (pre-authorization required) $250/day, up to 3 day max

£ Physician hospital visits No copay

Outpatient Care
£ Facility-based care (pre-authorization required) No copay

£ Outpatient physician visits (Behavioral Health Treatment for Autism
& Pervasive Disorder will be subject to pre-service review)

$20/visit

Home Health Care
(limited to 100 visits/calendar year; one visit by a home health aide
equals four hours or less)

$20/visit

Hospice Care (Inpatient or outpatient services; family bereavement
services)

No copay

Organ and Tissue Transplant
£ Inpatient Care $250/day, up to 3 day max

£ Physician office visits $20/visit

£ Specialist office visits $40/visit

This Summary of Benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted
federal health care reform laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of
Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this Summary of
Benefits. This Summary of Benefits, as updated, is subject to the approval of the California Department of Insurance and the California Department of
Managed Health Care (as applicable).

† Not applicable to the annual copay maximum
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Value HMO - Exclusions and Limitations

Care Not Approved. Care from a health care provider without the OK of primary care doctor, except for
emergency services or urgent care.

Care Not Covered. Services before the member was on the plan, or after coverage ended.

Care Not Listed. Services not listed as being covered by this plan.

Care Not Needed. Any services or supplies that are not medically necessary.

Crime or Nuclear Energy. Any health problem caused: (1) while committing or trying to commit a felony,
as long as any injuries are not a result of a medical condition or an act of domestic violence; or (2) by
nuclear energy, when the government can pay for treatment.

Experimental or Investigative. Any experimental or investigative procedure or medication. But, if
member is denied benefits because it is determined that the requested treatment is experimental or
investigative, the member may ask that the denial be reviewed by an external independent medical
review organization, as described in the Evidence of Coverage (EOC).

Government Treatment. Any services the member actually received that were given by a local, state or
federal government agency, except when this plan's benefits, must be provided by law. We will not cover
payment for these services if the member is not required to pay for them or they are given to the member
for free.

Services Given by Providers Who Are Not With Anthem Blue Cross HMO. We will not cover these
services unless primary care doctor refers the member, except for emergencies or urgent care.

Services Not Needing Payment. Services the member is not required to pay for or are given to the
member at no charge, except services the member got at a charitable research hospital (not with the
government). This hospital must:1. Be known throughout the world as devoted to medical research.2.
Have at least 10% of its yearly budget spent on research not directly related to patient care.3. Have 1/3
of its income from donations or grants (not gifts or payments for patient care).4. Accept patients who are
not able to pay.5. Serve patients with conditions directly related to the hospital's research (at least 2/3
of their patients).

Work-Related. Care for health problems that are work-related if such health problems are or can be
covered by workers' compensation, an employer's liability law, or a similar law. We will provide care for a
work-related health problem, but, we have the right to be paid back for that care. See "Third Party
Liability" below.

Acupressure. Acupressure, or massage to help pain, treat illness or promote health by putting pressure
to one or more areas of the body.

Air Conditioners. Air purifiers, air conditioners, or humidifiers.

Birth Control Devices. Any devices needed for birth control which can be obtained without a doctor's
prescription such as condoms.

Blood. Benefits are not provided for the collection, processing and storage of self-donated blood unless it
is specifically collected for a planned and covered surgical procedure.

Braces or Other Appliances or Services for straightening the teeth (orthodontic services).

Clinical Trials. Services and supplies in connection with clinical trials, except as specified as covered in
the Evidence of Coverage (EOC).

Consultations given by telephone or fax.

Commercial weight loss programs. Weight loss programs, whether or not they are pursued under
medical or doctor supervision, unless specifically listed as covered in this plan. This exclusion includes,
but is not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss)
and fasting programs.This exclusion does not apply to medically necessary treatments for morbid obesity
or for treatment of anorexia nervosa or bulimia nervosa.

Cosmetic Surgery. Surgery or other services done only to make the member: look beautiful; to improve
appearance; or to change or reshape normal parts or tissues of the body. This does not apply to
reconstructive surgery the member might need to: get back the use of a body part; have for breast
reconstruction after a mastectomy; correct or repair a deformity caused by birth defects, abnormal
development, injury or illness in order to improve function, symptomatology or create a normal
appearance. Cosmetic surgery does not become reconstructive because of psychological or psychiatric
reasons.

Custodial Care or Rest Cures. Room and board charges for a hospital stay mostly for a change
of scene or to make the member feel good. Services given by a rest home, a home for the aged, or any
place like that.

Dental Services or Supplies. Dentures, bridges, crowns, caps, or dental prostheses, dental implants,

dental services, tooth extraction, or treatment to the teeth or gums. Cosmetic dental surgery or other
dental services for beauty purposes.

Diabetic Supplies. Prescription and non-prescription diabetic supplies, except as specified as covered in
the EOC.

Eye Exercises or Services and Supplies for Correcting Vision. Optometry services, eye exercises, and
orthoptics, except for eye exams to find out if the member's vision needs to be corrected. Eyeglasses or
contact lenses are not covered. Contact lens fitting is not covered.

Eye Surgery for Refractive Defects. Any eye surgery just for correcting vision (like nearsightedness
and/or astigmatism). Contact lenses and eyeglasses needed after this surgery.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this plan or
as required by law. This exclusion includes, but is not limited to, those nutritional formulas and dietary
supplements that can be purchased over the counter, which by law do not require either a written
prescription or dispensing by a licensed pharmacist.

Health Club Membership. Health club memberships, exercise equipment, charges from a physical fitness
instructor or personal trainer, or any other charges for activities, equipment, or facilities used for
developing or maintaining physical fitness, even if ordered by a doctor. This exclusion also applies to
health spas.

Hearing Aids. Hearing aids or services for fitting or making a hearing aid, except as specified as covered
in the EOC.

Immunizations. Immunizations needed to travel outside the USA.

Infertility Treatment. Any infertility treatment including artificial insemination or in vitro fertilization,
sperm bank, and any related laboratory tests.

Lifestyle Programs. Programs to help member change how one lives, like fitness clubs, or dieting
programs. This does not apply to cardiac rehabilitation programs approved by the medical group.

Mental or nervous disorders. Academic or educational testing, counseling. Remedying an academic or
education problem, except as stated as covered in the EOC.

Non-Prescription Drugs. Non-prescription, over-the-counter drugs or medicines.

Orthopedic shoes and shoe inserts.  This exclusion does not apply to orthopedic footwear used as an
integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic shoes and
inserts designed to treat foot complications due to diabetes, as specifically stated in the EOC.

Outpatient Drugs. Outpatient prescription drugs or medications including insulin.

Personal Care and Supplies. Services for personal care, such as: help in walking, bathing, dressing,
feeding, or preparing food. Any supplies for comfort, hygiene or beauty purposes.

Private Contracts. Services or supplies provided pursuant to a private contract between the member and
a provider, for which reimbursement under the Medicare program is prohibited, as specified in Section
1802 (42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Routine Exams. Routine physical or psychological exams or tests asked for by a job or other group, such
as a school, camp, or sports program.

Scalp hair prostheses. Scalp hair prostheses, including wigs or any form of hair replacement.

Sexual Problems. Treatment of any sexual problems unless due to a medical problem, physical defect, or
disease.

Sterilization Reversal. Surgery done to reverse a sterilization.

Surrogate Mother Services. For any services or supplies provided to a person not covered under the plan
in connection with a surrogate pregnancy (including, but not limited to, the bearing of a child by another
woman for an infertile couple).

Third Party Liability – Anthem Blue Cross is entitled to reimbursement of benefits paid if the member
recovers damages from a legally liable third party.

Coordination of Benefits – The benefits of this plan may be reduced if the member has any other group
health or dental coverage so that the services received from all group coverages do not exceed 100% of
the covered expense.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of the Blue
Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The
Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross
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anthem.com/ca Anthem Blue Cross/Anthem Blue Cross Life and Health Insurance Company  (P-NP) LR2019 Effective 01/01/2014  Printed 10/16/2013 

Modified 10/25/40 20% Self-Injectable 
$100 Brand Deductible 
Prescription Drug Benefits 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the 
recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new health care reform 
laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be 
required to make additional changes to this summary of benefits. This proposed benefit summary is subject to the approval of the 
California Department of Insurance and the California Department of Managed Health Care. 

PLEASE NOTE: This is only a summary of your benefits. Please refer to your Combined Evidence of Coverage and Disclosure 
Form (“EOC”)/Certificate of Insurance (“Certificate”) which explains your plan’s Exclusions and Limitations as well as the full 
range of your covered services in detail.  

At Anthem Blue Cross, we know that prescription drugs are 
the fastest–rising item of your total health care benefits cost. 
The reasons for the spiraling costs of prescription drugs are 
varied and include: a general increase of prescription 
medication use, an aging population, research and 
development of new medications and the expense of direct 
to consumer advertising. With prescription drug costs 
increasing at twice the rate of medical care, we developed 
ways to contain costs so your copays remain affordable, 
while maintaining your access to safe, effective prescription 
drugs. Our Prescription Drug Program provides you with 
choice, flexibility, affordability and access to an extensive 
network of retail pharmacies. 

Getting a Prescription Filled at a Participating Pharmacy 
To get a prescription filled, you need only take your prescription  
to a participating pharmacy and present your member ID card.  
The amount you pay for a covered prescription – your copay –  
will be determined by the drug’s type (whether the drug is a brand-
name or generic medication and whether it is a formulary or non-
formulary medication).  

A generic drug contains the same effective ingredients, meets the 
same standards of purity as its brand-name counterpart and 
typically costs less. In many situations, you have a choice of filling 
your prescription with a generic medication or a brand-name 
medication.  

The formulary is a list of approximately 600 recommended brand 
and generic medications. These medications have undergone 
extensive review for therapeutic value for a particular medical 
condition, safety and cost. Copies of our formulary are furnished to 
your providers and are available online at anthem.com/ca under the 
Pharmacy section. You or your provider may also contact our 
Pharmacy Customer Service at 800-700-2541. 

The following chart summarizes the relation between drug type and 
your copay amount at a participating pharmacy: 

Drug Type Copay Amount 

Generic $10.00 (deductible waived) 

Brand name formulary $25.001 (when no generic equivalent 
available, deductible waived) 

Brand name 
non-formulary 

$40.001 (when no generic equivalent 
available, deductible waived) 

 

Finding a Participating Pharmacy 
Because our huge pharmacy network includes major drugstore 
chains plus a wide variety of independent pharmacies, it is easy  
for you to find a participating pharmacy. You can also find a 
participating pharmacy by calling Pharmacy Customer Service at 
800-700-2541 or by going to our Web site at anthem.com/ca. 

An Extensive Network  
Besides saving you money, our extensive network of 
pharmacies offers you easy accessibility.  

� In California there are over 5,100 retail pharmacies. 
This accounts for nearly 95% of retail pharmacies in 
the state, including all major chains. 

� Nationwide there are more than 61,000 chain and 
independent pharmacies. 

Using a Participating Pharmacy 
You can substantially control the cost of your prescription drugs  
by using our extensive network of participating pharmacies. 
Participating pharmacies have agreed to charge you not more than 
the prescription drug maximum allowed amount. 

Using a Non-Participating Pharmacy 
If you choose to fill your prescription at a non-participating 
pharmacy, your costs will increase. You will likely need to pay for 
the entire amount of the prescription and then submit a prescription 
drug claim form for reimbursement. If you do not have the original 
pharmacy receipt(s) showing the date filled, name and address of 
the pharmacy, doctor’s name, NDC number, name of drug and 
strength, quantity and days supply, prescription number, and the 
amount paid, the pharmacist must sign and complete the 
appropriate section of the claim form to ensure proper processing 
of the claim for reimbursement.  

Members that submit claims from non-participating pharmacies are 
reimbursed based on a prescription drug maximum allowed 
amount. The prescription drug maximum allowed amount may be 
considerably less than you paid for your medication. You are 
responsible for any difference in cost between the prescription drug 
maximum allowed amount and what you paid for your medication. 
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The following chart illustrates potential increased out-of-pocket 
expenses for going to a non-participating pharmacy: 

 Out-of-pocket 
costs using a 
participating 
pharmacy 

Out-of-pocket 
costs using a 
non-participating 
pharmacy 

Pharmacy’s 
normal charge  
for brand-name 
formulary drug 

$50.002 $50.00 

You are 
responsible for: 
(assuming 
deductible has 
been met) 

$25.00 copay $25.00 copay plus 
50% of the prescription 
drug maximum 
allowed amount plus 
any amounts 
exceeding the 
prescription drug 
maximum allowed 
amount 

Total 
out-of-pocket 
expenses 

$25.00 Expense varies 
based on the cost of 
the medication 

You may obtain a prescription drug claim form by calling Pharmacy 
Customer Service at the toll-free number printed on your member 
ID card or by going to our Web site at anthem.com/ca.  

Home Delivery Prescription Drug Program 
If you take a prescription drug on a regular basis, you may want to 
take advantage of our home delivery program. Ordering your 
medications by mail is convenient, saves time and depending on 
your plan design, may even save you money. Besides enjoying the 
convenience of home delivery, you will also receive a greater 
supply of medications. To fill a prescription through the mail, simply 
complete the Home Delivery Prescription form. You may obtain the 
form by calling Customer Service, at the toll-free number listed on 
your ID card or by going to our Web site at anthem.com/ca. 

Once you complete the form, simply mail it with your copay and 
prescription in the envelope attached to the Home Delivery 
brochure. 

Please note that not all medications are available through the  
Home Delivery Program. Specialty pharmacy drugs are not 
available through the home delivery program, see Specialty 
Pharmacy Program below. 

Out-Of-State Prescription Benefits 
Our national network of participating pharmacies is available to 
members when outside California. To find a participating pharmacy, 
a member can check our Web site or call the toll-free number 
printed on the ID card. When using a non-participating pharmacy 
outside of California, the member will follow the same procedures 
for using a non-participating pharmacy in California as 
outlined above. 

Additional Features That are Part of your Plan 
Prior authorization as the term implies, means some drugs 
require prior authorization before you can get them (this is similar to 
prior authorization for medical services). Prior authorization applies 
to certain medications that are often a second line of therapy. 
To receive prior authorization, you must meet specific criteria. 
The criteria will be based on medical policy and the pharmacy and 
therapeutics established guidelines. You may need to try a drug 
other than the one originally prescribed if we determine that it 
should be clinically effective for you. Drugs which require prior 
authorization are not covered unless you receive a prior approval 
from Anthem Blue Cross. 

In order for you to get a drug which requires prior authorization, 
your physician needs to make a written request to us for you. 
We distribute instructions on how to obtain prior authorization to 
physicians and pharmacies so that you may obtain prior 
authorization for required medications. You may call Pharmacy 
Customer Service, at the toll-free number printed on your member 
ID card, to receive a prior authorization form and/or list of 
medications requiring prior authorization. 

Supply limits are the proper FDA recommendations 
for prescription medication dosage coupled with our determination 
of specific quantity supply limits to prescription medications. 
Although our standard pharmacy plans offer a 30-day supply for 
medications at a retail pharmacy, the supply limit can vary based on 
the medication, dosage and usage prescribed by your physician. 
For example, the supply limit for antibiotics used to treat an 
infection (e.g., 14 pills to be taken twice a day for one week) is 
different than blood pressure medication taken on a routine basis 
(e.g., 120 pills to be taken twice a day for 60 days). By adhering to 
specified supply limits, members are assured of receiving the 
appropriate amount of medication.  

Specialty Pharmacy Program 
Specialty medications are usually dispensed as an injectable drug, 
but may be available in other forms, such as a pill or inhalant.  
They are used to treat complex conditions. Prescriptions for a 
specialty pharmacy drug are covered only when ordered through 
the specialty pharmacy program unless you are given an exception 
from the specialty drug program (see your EOC/Certificate for 
details).  
The specialty pharmacy program will deliver your medication to you 
by mail or common carrier (you cannot pick up your medication).  

You may have to pay the full cost of a specialty pharmacy drug if it 
is not obtained from the specialty pharmacy program. 

Specialty drugs are limited to a 30-day supply for each fill.  

Programs for Member’s Special Health Needs 
We recognize that some of our members have unique health care 
needs requiring special attention. That’s why we developed 
programs exclusively for them. Our additional medical management 
programs work in synergy with our pharmacy drug program to help 
members better manage their health care on an ongoing basis. 

Diabetic members can receive free glucometers so that they can 
effectively and conveniently monitor their glucose levels. 

Seniors can better monitor their chronic diseases and multiple 
medications through our seniors-at-risk program. This program 
reduces the possibility of toxic drug interactions, and curtails 
distribution of medications that may adversely affect the senior’s 
chronic condition.  

Asthmatic members and their families can take advantage of our 
program to better control the frequency and severity of the disease. 

Members who take multiple prescription medications can take 
advantage of our pharmacy utilization management programs that 
encourage the safe, effective distribution of prescription 
medications. We have a program that protects the welfare of 
members with multiple prescription medications by carefully 
monitoring their prescription therapy to help reduce the danger of 
toxic drug interaction.  

For additional information regarding your prescription drug benefits, 
please call Pharmacy Customer Service at the toll-free number 
printed on your member ID card. 
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Covered Services (outpatient prescriptions only) Per Member Copay for Each Prescription or Refill 

Calendar Year Brand Deductible $100/member 
 Maximum of three separate deductibles/family 

Retail Pharmacy 
� Female oral contraceptives generic and single source brand No copay (deductible waived) 
� Preventive Immunizations administered by a retail pharmacy No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Compound Drugs1 $40 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Home Delivery 
� Female contraceptives generic and single source brand No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $50 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $80 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $300 copay) 

Specialty Pharmacy Drugs (may only be obtained  
through the specialty pharmacy program) 

� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Non-participating Pharmacies Member pays the above deductible (if applicable) & retail pharmacy  
(compound drugs & specialty pharmacy drugs copay plus: 50% of the remaining prescription drug maximum  
not covered at a retail pharmacy) allowed amount & costs in excess of the prescription drug 
 allowed amount 

Supply Limits3 
� Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified  

 Schedule II attention deficit disorder drugs that require  
 a triplicate prescription form, but require a double copay;  
 6 tablets or units/30-day period for impotence and/or  
 sexual dysfunction drugs (available only at retail pharmacies) 

� Home Delivery 90-day supply 
� Specialty Pharmacy 30-day supply 
1 Preferred Generic Program. If a member requests a formulary or non-formulary brand name drug when a generic drug version exists, the member pays the generic drug 
copay plus the difference in cost between the prescription drug maximum allowed charge for the generic drug and the brand name drug dispensed, but not more than 50% 
of our average cost of the for that type of prescription drug. The Preferred Generic Program does not apply when the physician has specified “dispense as written” (DAW) or 
when it has been determined that the brand name drug (formulary or non-formulary) is medically necessary for the member. In such case, the applicable copay for the 
dispensed drug will apply. 

2 Prescription drug maximum allowed amount. 
3 Supply limits for certain drugs may be different. Please refer to the EOC/Certificate for complete information. 

The Prescription Drug Benefit covers the following: 
� Outpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician  

for the treatment of phenylketonuria. These formulas are subject to the copay for brand name drugs. 
� Insulin 
� Syringes when dispensed for use with insulin and other self-injectable drugs or medications 
� All FDA-approved contraceptives for women, including oral contraceptives; contraceptive diaphragms and over-the-counter 

contraceptives prescribed by a doctorInjectable drugs which are self-administered by the subcutaneous route (under the skin) by the 
patient or family member.  
Drugs that have Food and Drug Administration (FDA) labeling for self-administration 

� All compound prescription drugs that contain at least one covered prescription ingredient 
� Diabetic supplies (i.e., test strips and lancets) 
� Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes. 
� Inhaler spacers and peak flow meters for the treatment of pediatric asthma. These items are subject to the copay for  

brand name drugs. 

� Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription  
drug formulary. 

� Prescription drug copays are separate from the medical copays of the medical plan and are not applied toward the Annual Out-of-Pocket Maximums under 

the Medical Plan. 
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Prescription Drug Exclusions & Limitations 
Immunizing agents, biological sera, blood, blood products or blood plasma 

Hypodermic syringes &/or needles, except when dispensed for use with insulin & other 

self-injectable drugs or medications 

Drugs & medications used to induce spontaneous & non-spontaneous abortions 

Drugs & medications dispensed or administered in an outpatient setting, including outpatient 

hospital facilities and physicians’ offices 

Professional charges in connection with administering, injecting or dispensing drugs 

Drugs & medications that may be obtained without a physician’s written prescription, except insulin 

or niacin for cholesterol lowering and certain over-the-counter drugs approved by the Pharmacy 

and Therapeutics Committee to be included in the prescription drug formulary. 

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility,  

rest home, sanatorium, convalescent hospital or similar facility 

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician, 

except contraceptive diaphragms, as specified as covered in the EOC/Certificate 

Services or supplies for which the member is not charged 

Oxygen 

Cosmetics & health or beauty aids. However, health aids that are medically necessary and meet  

the requirements as specified as covered in the EOC/Certificate 

Drugs labeled “Caution, Limited by Federal Law to Investigational Use,” or experimental drugs. 

Drugs or medications prescribed for experimental indications 

Any expense for a drug or medication incurred in excess of the prescription drug maximum 

allowed amount 

Drugs which have not been approved for general use by the State of California Department of 

Health or the Food and Drug Administration. This does not apply to drugs that are medically 

necessary for a covered condition. 

Drugs used primarily for cosmetic purposes (e.g., Retin-A for wrinkles). However, this will not apply 

to the use of this type of drug for medically necessary treatment of a medical condition other than 

one that is cosmetic. 

Drugs used primarily to treat infertility (including, but not limited to, Clomid, Pergonal and Metrodin), 

unless medically necessary for another condition. 

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity  

(e.g., diet pills & appetite suppressants) 

Drugs obtained outside the U.S, unless they are furnished in connection with urgent care  

or an emergency. 

Allergy desensitization products or allergy serum 

Infusion drugs, except drugs that are self-administered subcutaneously 

Herbal supplements, nutritional and dietary supplements except for formulas for the treatment  

of phenylketonuria. 

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent 

except insulin. This does not apply if an over-the-counter equivalent was tried and was ineffective. 

Compound medications unless: 

a. There is at least one component in it that is a prescription drug; and  

b. It is obtained from a participating pharmacy. Member will have to pay the full cost of the 

compound medications if member obtains drug at a non-participating pharmacy. 

Specialty pharmacy drugs that must be obtained from the specialty pharmacy program, but which 

are obtained from a retail pharmacy are not covered by this plan. Member will have to pay  

the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that member 

should have obtained from the specialty pharmacy program. 

Third Party Liability 

Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 

from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and 
Anthem Blue Cross Life and Health Insurance Company are independent licensees of the 
Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance 
Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross 
Association. 
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PPO Plan

The big buzz these days is that you have the power to take 

charge of your health. We would agree that’s a good idea. 

That’s why we build our health plans with options, resources 

and overall support to help you make decisions. This is a quick 

overview of how your plan works.

One, you have options. With a PPO plan, you’re free to choose 

your doctor without referrals. Of course, in-network care 

will usually cost less than out-of-network care. Through the 

BlueCard® program you have access to nearly 80% of doctors and 90% of hospitals across the 

nation, so you’ll find plenty of choices. The point is, the choice is yours.

Two, as an Anthem member, you have access to a lot of online tools. Helping you make your 

decisions is important to us, but not nearly as important as helping you make the right 

decisions — for you, your health and your budget.

PPO at a glance

}} PRIMARY CARE PHYSICIANS (PCPs): Not required 

You can make your own decisions about your doctors, your care and your costs.

}} REFERRALS: Not needed 

You have the freedom to choose any licensed provider. However you can receive significant 

cost savings when you visit a network provider for covered services. You pick who you want 

to see. Makes getting second opinions very easy.

}} CLAIM FORMS: No claim forms to submit when using network providers. Network providers 

will submit claims for you. 

}} OUT-OF-NETWORK BENEFITS: Available, but at lower coverage levels than in-network 

We’ve negotiated special rates with our network doctors and hospitals on behalf of our 

members. By staying in-network, you can take advantage of these rates and receive higher 

levels of coverage.

}} OUT-OF-POCKET: Common services like office visits, prescriptions and preventive care only 

require a copay — a fixed dollar amount — and your plan pays the rest. Other than that, 

most covered services involve deductibles or coinsurance. 

You can see what services cost before your visit

Through anthem.com/ca, you can estimate the costs for inpatient and outpatient services and 

doctor visits. What better way to help you determine what to do?

12346CAMEN 3/10

With no primary doctor 

requirement and no 

referrals, you’re free to 

make your own decisions 

about your health care.
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PPO Plan (continued)

12346CAMEN 3/10

anthem.com/ca has the answers you need

Simply go to anthem.com/ca for easy access to product, 

services and health care provider information. And once you 

get your ID card, register and you can tap into decision-making 

tools, health information and many resources. It’s also the 

convenient way to order a new ID card, check claims status, 

find out the cost of services, learn about doctors and hospitals, 

and so much more.

You’re covered whenever you travel

If you’re traveling in the U.S. or out of the country, your coverage 

travels with you. If you need emergency care, get the care you 

need at the closest emergency facility. If you need urgent or 

approved follow-up care outside of California you have three 

ways to find a provider or get the details you need: Go to anthem.

com/ca, call BlueCard® Access at 800-810-2583 or call the 

customer service number on your member ID card.

You’re getting more than a health plan

You get programs to actually help you manage your health. 

MyHealth@Anthem®, 360° Health® health management 

programs, and SpecialOffers@AnthemSM are all available 

through anthem.com/ca. The programs are explained in detail 

later in this booklet.

This is a brief overview of your plan’s features. Your summary 

of benefits contains the details. See your benefits manager if you need a copy. Welcome to 

Anthem.

Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association. ® ANTHEM and 360° Health are registered trademarks of Anthem Insurance 
Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

HoW to find a netWork 

doctor

anthem networks are some 

of the largest in california. 

Simply go online and search 

our provider directory for 

the type of care  

you need.

1. Go to anthem.com/

ca.

2. Select “find a 

doctor.”

3. Select the PPo plan.

4. Select your provider 

type.

5. Select a specialist,  

if needed.

6. enter your search 

criteria.

7. click “View results.”
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Calendar year deductible (Cross application applies) $250/member; maximum of three separate deductibles/family

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center 

$500/admission (waived for emergency admission) 

Deductible for non-Anthem Blue Cross PPO hospital or residen-
tial treatment center if utilization review not obtained

$500/admission (waived for emergency admission) 

Deductible for emergency room services $100/visit (waived if admitted directly from ER)

Annual Out-of-Pocket Maximums
PPO Providers & Other Health Care Providers
Non-PPO Providers

 
$3,500/insured person/year; $7,000/insured family/year
$10,000/insured person/year; $20,000/insured family/year

The following do not apply to out-of-pocket maximums: deductibles listed above; non-covered expense. After an insured person reaches the out-of-
pocket maximum, the insured person no longer pays percentage copays for the remainder of the year. However, insured person remains responsible 
for deductibles listed above; for non-PPO providers & other health care providers, costs in excess of the covered expense; amounts related to a 
transplant unrelated donor search.

Lifetime Maximum $5,000,000/insured person

Covered Services PPO: Per Insured Person Copay
Non-PPO: Per Insured Person 
Copay

Adult Preventive Services (including mammograms, Pap 
smears, prostate cancer screenings & colorectal cancer 
screenings)

30%
(deductible waived)

50%
(deductible waived)

Well Baby & Well-Child Care for Dependent Children
 } Routine physical examinations (birth through age six) $30/exam (deductible waived) 50%

(benefit limited to $20/exam)
 } Immunizations (birth through age six) No copay

(deductible waived)
50%
(benefit limited to $12/
immunization)

Physical Exams for Insured Persons Ages Seven & Older
 } Routine physical exams, immunizations, diagnostic X-ray & lab for 
routine physical exam

$30/exam (deductible waived) Not covered

Physician Medical Services
 } Office & home visits $30/visit (deductible waived)2

(deductible waived)
50%

 } Hospital & skilled nursing facility visits 30% 50%
 } Surgeon & surgical assistant; anesthesiologist or anesthetist 30% 50%

Your Summary of Benefits
City of Riverside
Effective 01/01/2014

kjflaskdjflaskjdflkasjdfl;kasjdfl

Custom PPO and BC PPO Premier PPO 0/15/10

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 Certificate or Evidence of Coverage (EOC), which explains the full range of
covered services, as well as any exclusions and limitations for your plan.

In addition to dollar and percentage copays, members are responsible for deductibles, as described below. Please review the deductible information
below to know if a deductible applies to a specific covered service. Certain Covered Services have maximum visit and/or day limits per year. The number
of visits and/or days allowed for these services will begin accumulating on the first visit and/or day, regardless of whether your Deductible has been
met. Members are also responsible for all costs over the plan maximums. Plan maximums & other important information appear in italics. Benefits
aresubject to all terms, conditions, limitations, and exclusions of the Policy.

Subject to Utilization Review
Certain services are subject to the utilization review program. Before scheduling services, the member must make sure utilization review is
obtained. If utilization review is not obtained, benefits may be reduced or not paid, according to the plan.

Explanation of Maximum Allowed Amount
Maximum Allowed Amount is the total reimbursement payable under the plan for covered services received from Participating and Non-Participating
Providers. It is the payment towards the services billed by a provider combined with any applicable deductible, copayment or coinsurance.

PPO Providers—The rate the provider has agreed to accept as reimbursement for covered services. Members are not responsible for the difference
between the provider's usual charges & the maximum allowed amount.

Non-PPO Providers—For non-emergency care, reimbursement amount is based on: an Anthem Blue Cross rate or fee schedule, a rate negotiated with the
provider, information from a third party vendor, or billed charges. Members are responsible for the difference between the provider's usual charges &
the maximum allowed amount.

For Medical Emergency care rendered by a Non-Participating Provider or Non-Contracting Hospital, reimbursement is based on the reasonable and
customary value. Members may be responsible for any amount in excess of the reasonable and customary value.

When using Non-PPO and Other Health Care Providers, members are responsible for any difference between the covered expense & actual charges, as
well as any deductible & percentage copay.

Calendar Year Deductible

 PPO Providers & Other Health Care Providers None

 Non PPO Providers $250/member; $750/family

Additional deductible for non-Anthem Blue Cross PPO hospital or
residential treatment center if utilization review not obtained

$500/admission (waived for emergency admission)

Deductible for emergency room services $25/visit (waived if admitted directly from ER)

Annual Out-of-Pocket Maximums (no cross accumulation)
£ PPO Providers & Other Health Care Providers $1,000/member
£ Non-PPO Providers $3,000/member

The following does not apply to out of pocket maximum; non-covered expense.  After a member reaches the out-of pocket maximum, the member
remains responsible for costs in excess of the covered expense.

Lifetime Maximum Unlimited

Covered Services PPO: Per Member Copay Non-PPO: Per Member Copay

Preventive Care Services
Preventive Care Services including*, physical exams, preventive
screenings (including screenings for cancer, HPV, diabetes, cholesterol,
blood pressure, hearing and vision, immunizations, health education,
intervention services, HIV testing), and additional preventive care for
women provided for in the guidelines supported by the Health
Resources and Services Administration.
*This list is not exhaustive. This benefit includes all Preventive Care
Services required by federal and state law.

No copay
(deductible waived)

30%

Physician Medical Services
£ Office & home visits (includes retail health clinic & online visit) $15/visit

(deductible waived)†
30%

£ Hospital & skilled nursing facility visits 10% 30%

£ Surgeon & surgical assistant; anesthesiologist or anesthetist 10% 30%

£ Drugs administered by a medical provider (certain drugs are subject
to utilization review)

10% 30%

CONTINUED ON NEXT PAGE 38 



Covered Services PPO: Per Member Copay Non-PPO: Per Member Copay

Diabetes Education Programs (requires physician supervision) †

£ Teach members & their families about the disease process, the
daily management of diabetic therapy & self-management training

$15/visit
(deductible waived)

30%

Physical Therapy, Physical Medicine & Occupational Therapy,
including Chiropractic Services (limited to 24 visits/calendar year;
additional visits may be authorized)

10% 30%

Speech Therapy
£ Outpatient speech therapy 10% 30%

Acupuncture
£ Services for the treatment of disease, illness or injury (limited to 12

visits/calendar year)

10%‡ 30%‡

Diagnostic X-ray & Lab
£ Other diagnostic x-ray & lab 10% 30%

Advanced Imaging (subject to utilization review)
10% 30% (benefit limited to

$800/procedure)
Urgent Care (physician services) †

$15/visit
(deductible waived)

30%

Emergency Care
£ Emergency room services & supplies ($25 deductible waived if

admitted inpatient)

10% 10%

£ Physician services 10% 10%

Hospital Medical Services (subject to utilization review for inpatient
and certain outpatient services; waived for emergency admissions)
£ Semi-private or private room, medically necessary services &

supplies

10% 30%

£ Outpatient medical care, surgical services & supplies (hospital care
other than emergency room care)

10% 30%

Skilled Nursing Facility (subject to utilization review)
£ Semi-private room, services & supplies (limited to 100

days/calendar year)

10% 30%

Related Outpatient Medical Services & Supplies
£ Ground or air ambulance transportation, services & disposable

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 an emergency or with an
authorized referral: 10%;
Non-emergency: 30%

£ Blood transfusions, blood processing & the cost of unreplaced
blood & blood products §

20% 20%

£ Autologous blood (self-donated blood collection, testing, processing &
storage for planned surgery) §

20% 20%

Ambulatory Surgical Centers (certain surgeries are subject to
utilization review)
£ Outpatient surgery, services & supplies 10% 30% (benefit limited to

$350/admit)
Pregnancy & Maternity Care
£ Physician office visits $15/visit

(deductible waived)†
30%

£ Prescription drug for elective abortion (mifepristone) 10% 30%

Normal delivery, cesarean section, complications of pregnancy &
abortion. Refer to the Physician & Hospital Medical Services benefits
for both inpatient and outpatient hospital coverage.
Mental or Nervous Disorders and Substance Abuse
Inpatient Care
£ Facility-based care (subject to utilization review; waived for

emergency admissions)

10% 30%

£ Inpatient physician visits 10% 30%

Outpatient Care
£ Facility-based care (subject to utilization review; waived for

emergency admissions)

10% 30%

£ Outpatient physician visits (Behavioral Health treatment for Autism
& Pervasive Disorder will be subject to pre-service review)

$15/visit
(deductible waived) †

30%

Durable Medical Equipment (may be subject to utilization review)

CONTINUED ON NEXT PAGE
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Covered Services PPO: Per Member Copay Non-PPO: Per Member Copay

£ Rental or purchase of DME inlcuding hearing aids (hearing aids
benefit
is available for one hearing aid per ear every three years; breast
pump and supplies are covered under preventive care at no charge
for in-network)

10% 30%

Home Health Care (subject to utilization review)
£ Services & supplies from a home health agency (limited to 100

visits/calendar year, one visit by a home health aide equals four
hours or less)

10% 30%

Home Infusion Therapy (subject to utilization review)
£ Includes medication, ancillary services & supplies; caregiver

training & visits by provider to monitor therapy; durable medical
equipment; lab services

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

Hemodialysis
£ Outpatient hemodialysis services & supplies 10% 30% (benefit limited to

$350/visit for free standing
hemodialysis center)

Hospice Care
£ Inpatient or outpatient services; family bereavement services No copay

(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)
£ Inpatient services provided in connection with medically necessary

surgery for weight loss, only for morbid obesity

10% Not coveredƒ

£ Travel expenses for an authorized, specified surgery (recipient &
companion transportation limited to $3,000 per surgery)

No copay
(deductible waived)

Not coveredƒ

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] and CME for out of California)
£ Inpatient services provided in connection with non-investigative

organ or tissue transplants

10% Not coveredƒ

£ Transplant travel expense for an authorized, specified transplant
(recipient & companion transportation limited to $10,000 per
transplant)

No copay
(deductible waived)

Not coveredƒ

£ Unrelated donor search, limited to $30,000 per transplant

Prosthetic Devices
£ Coverage for breast prostheses; prosthetic devices to restore a

method of speaking; surgical implants; artificial limbs or eyes; the
first pair of contact lenses or eyeglasses when required as a result
of eye surgery; & therapeutic shoes & inserts for members with
diabetes

10% 30%

Certain types of physicians may not be represented in the PPO network in the state where the member receives services. If such physician is not
available in the service area, the member's copay is the same as for PPO (with and without pre-notification, if applicable). Member is responsible for
applicable copays, deductibles and charges which exceed covered expense.
In addition to the benefits described above, coverage may include additional benefits, depending upon the member's home state. The benefits provided
in this summary are subject to federal and California laws. There are some states that require more generous benefits be provided to their residents,
even if the master policy was not issued in their state. If the member's state has such requirements, we will adjust the benefits to meet the
requirements.

This Summary of Benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted
federal health care reform laws. As we receive additional guidance and clarification on the new health care reform laws from the U.S. Department of
Health and Human Services, Department of Labor and Internal Revenue Service, we may be required to make additional changes to this summary of
benefits. This proposed benefit summary is subject to the approval of the California Department of Insurance and the California Department of Managed
Health Care.

† The dollar copay applies only to the visit itself. An additional copay applies for any services performed in office (i.e., X-ray, lab, surgery), after
any applicable deductible.

‡ Acupuncture services can be performed by a certified acupuncturist (C.A.), a doctor of medicine (M.D.), a doctor of osteopathy (D.O.), a
podiatrist (D.P.M.), or a dentist (D.D.S.).

Ā These providers may not be represented in the PPO network in the state where the member receives services.

ā Exception: If service is performed at a Centers of Medical Excellence ĂCMEă for California or Blue Distinction Centers for Speciality Care ĂBDCSCă
for out of California, the services will be covered same as the PPO (in-network) benefit.40 



Premier Plan-Exclusions and Limitations

Not Medically Necessary. Services or supplies that are not medically necessary, as defined.
Experimental or Investigative. Any experimental or investigative procedure or medication. But, if member
is denied benefits because it is determined that the requested treatment is experimental or investigative,
the member may request an independent medical review, as described in the Evidence of Coverage (EOC).

Outside the United States. Services or supplies furnished and billed by a provider outside the United
States, unless such services or supplies are furnished in connection with urgent care or an emergency.

Crime or Nuclear Energy. Conditions that result from (1) the member's commission of or attempt to
commit a felony, as long as any injuries are not a result of a medical condition or an act of domestic
violence; or (2) any release of nuclear energy, whether or not the result of war, when government funds
are available for the treatment of illness or injury arising from the release of nuclear energy.

Not Covered. Services received before the member's effective date. Services received after the
member's coverage ends, except as specified as covered in the Evidence of Coverage (EOC).

Excess Amounts. Any amounts in excess of covered expense or any medical benefit maximum.

Work-Related. Work-related conditions if benefits are recovered or can be recovered, either by
adjudication, settlement or otherwise, under any workers' compensation, employer's liability law or
occupational disease law, whether or not the member claims those benefits. If there is a dispute of
substantial uncertainty as to whether benefits may be recovered for those conditions pursuant to
workers' compensation, we will provide the benefits of this plan for such conditions, subject to a right of
recovery and reimbursement under California Labor Code Section 4903, as specified as covered in the
EOC.

Government Treatment. Any services the member actually received that were provided by a local, state
or federal government agency, except when payment under this plan is expressly required by federal or
state law. We will not cover payment for these services if the member is not required to pay for them or
they are given to the member for free.

Services of Relatives. Professional services received from a person living in the member's home or who is
related to the member by blood or marriage, except as specified as covered in the EOC.

Voluntary Payment. Services for which the member has no legal obligation to pay, or for which no charge
would be made in the absence of insurance coverage or other health plan coverage, except services
received at a non-governmental charitable research hospital. Such a hospital must meet the following
guidelines:
1. it must be internationally known as being devoted mainly to medical research;
2. at least 10% of its yearly budget must be spent on research not directly related to patient care;
3. at least one-third of its gross income must come from donations or grants other than gifts or payments
for patient care;
4. it must accept patients who are unable to pay; and
5. two-thirds of its patients must have conditions directly related to the hospital's research.

Not Specifically Listed. Services not specifically listed in the plan as covered services.

Private Contracts. Services or supplies provided pursuant to a private contract between the member and
a provider, for which reimbursement under Medicare program is prohibited, as specified in Section 1802
(42 U.S.C. 1395a) of Title XVIII of the Social Security Act.

Inpatient Diagnostic Tests. Inpatient room and board charges in connection with a hospital stay
primarily for diagnostic tests which could have been performed safely on an outpatient basis.

Mental or Nervous Disorders. Academic or educational testing, counseling, and remediation. Mental or
nervous disorders or substance abuse, including rehabilitative care in relation to these conditions, except
as specified as covered in the EOC.

Nicotine Use. Smoking cessation programs or treatment of nicotine or tobacco use if the program is not
affiliated with Anthem. Smoking cessation drugs except as specified as covered in the EOC or Certificate.

Orthodontia. Braces, other orthodontic appliances or orthodontic services.
Dental Services or Supplies. For dental treatment, regardless of origin or cause, except as specified
below. "Dental treatment" includes but is not limited to preventative care and fluoride treatments; dental
x rays, supplies, appliances, dental implants and all associated expenses; diagnosis and treatment related
to the teeth, jawbones or gums, including but not limited to:
1. Extraction, restoration, and replacement of teeth; 2. Services to improve dental clinical outcomes.
This exclusion does not apply to the following:
1. Services which we are required by law to cover; 2. Services specified as covered in this booklet; 3.
Dental services to prepare the mouth for radiation therapy to treat head and/or neck cancer.

Hearing Aids or Tests. Hearing aids, except as specified as covered in the EOC. Routine hearing tests.

Optometric Services or Supplies. Optometric services, eye exercises including orthoptics. Routine eye
exams and routine eye refractions. Eyeglasses or contact lenses, except as specified as covered in the
EOC.

Outpatient Occupational Therapy. Outpatient occupational therapy, except by a home health agency,
hospice, or home infusion therapy provider, as specified as covered in the EOC.
Outpatient Speech Therapy. Outpatient speech therapy, except as specified as coveredin the EOC.

Cosmetic Surgery. Cosmetic surgery or other services performed solely for beautification or to alter or
reshape normal (including aged) structures or tissues of the body to improve appearance. This exclusion
does not apply to reconstructive surgery (that is, surgery performed to correct deformities caused by
congenital or developmental abnormalities, illness, or injury for the purpose of improving bodily function
or symptomatology or to create a normal appearance), including surgery performed to restore symmetry
following mastectomy. Cosmetic surgery does not become reconstructive surgery because of
psychological or psychiatric reasons.
Commercial Weight Loss Programs. Weight loss programs, whether or not they are pursued under
medical or physician supervision, unless specifically listed as covered in this plan. This exclusion includes,

but is not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss)
and fasting programs. This exclusion does not apply to medically necessary treatments for morbid
obesity or dietary evaluations and counseling, and behavioral modification programs for the treatment of
anorexia nervosa or bulimia nervosa. Surgical treatment for morbid obesity is covered as described in the
Evidence of Coverage (EOC).

Sterilization Reversal. Reversal of sterilization.

Infertility Treatment. Services or supplies furnished in connection with the diagnosis and treatment of
infertility, except as specifically stated in the EOC.
Surrogate Mother Services. For any services or supplies provided to a person not covered under the plan
in connection with a surrogate pregnancy (including, but not limited to, the bearing of a child by another
woman for an infertile couple).

Orthopedic shoes and shoe inserts.  This exclusion+F6 does not apply to orthopedic footwear used as
an integral part of a brace, shoe inserts that are custom molded to the patient, or therapeutic shoes and
inserts designed to treat foot complications due to diabetes, as specifically stated in the EOC.

Air Conditioners. Air purifiers, air conditioners or humidifiers.

Custodial Care or Rest Cures. Inpatient room and board charges in connection with a hospital stay
primarily for environmental change or physical therapy. Services provided by a rest home, a home for the
aged, a nursing home or any similar facility. Services provided by a skilled nursing facility or custodial
care or rest cures, except as specified as covered in the EOC.

Health Club Memberships. Health club memberships, exercise equipment, charges from a physical
fitness instructor or personal trainer, or any other charges for activities, equipment or facilities used for
developing or maintaining physical fitness, even if ordered by a physician. This exclusion also applies to
health spas.

Personal Items. Any supplies for comfort, hygiene or beautification.

Education or Counseling. Educational services or nutritional counseling, except as specified as covered
in the EOC. This exclusion does not apply to counseling for the treatment of anorexia nervosa or bulimia
nervosa.

Food or Dietary Supplements. Nutritional and/or dietary supplements, except as provided in this plan or
as required by law. This exclusion includes, but is not limited to, those nutritional formulas and dietary
supplements that can be purchased over the counter, which by law do not require either a written
prescription or dispensing by a licensed pharmacist.

Telephone and Facsimile Machine Consultations. Consultations provided by telephone or facsimile
machine.

Routine Exams or Tests. Routine physical exams or tests which do not directly treat an actual illness,
injury or condition, including those required by employment or government authority, except as specified
as covered in the EOC.

Acupuncture. Acupuncture treatment, except as specified as covered in the EOC. Acupressure or
massage to control pain, treat illness or promote health by applying pressure to one or more specific
areas of the body based on dermatomes or acupuncture points.

Eye Surgery for Refractive Defects. Any eye surgery solely or primarily for the purpose of correcting
refractive defects of the eye such as nearsightedness (myopia) and/or astigmatism. Contact lenses and
eyeglasses required as a result of this surgery.

Physical Therapy or Physical Medicine. Services of a physician for physical therapy or physical
medicine, except when provided during a covered inpatient confinement or, as specified as covered in the
EOC.

Outpatient Prescription Drugs and Medications. Outpatient prescription drugs, medications and insulin,
except as specified as covered in the EOC. Any non-prescription, over-the-counter patent or proprietary
drug or medicine. Cosmetics, health or beauty aids.

Specialty Pharmacy Drugs. Specialty pharmacy drugs that must be obtained from the specialty
pharmacy program, but, which are obtained from a retail pharmacy, are not covered by this plan. Member
will have to pay the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that
should have been obtained from the specialty pharmacy program.

Contraceptive Devices. Contraceptive devices prescribed for birth control, except as specified as
covered in the EOC.

Diabetic Supplies. Prescription and non-prescription diabetic supplies, except as specified as covered in
the EOC.

Private Duty Nursing. Private duty nursing services.

Lifestyle Programs. Programs to alter one's lifestyle which may include but are not limited to diet,
exercise, imagery or nutrition. This exclusion will not apply to cardiac rehabilitation programs approved
by us.

Varicose Vein Treatment. Treatment of varicose veins or telangiectatic dermal veins (spider veins) by
any method (including sclerotherapy or other surgeries) when services are rendered for cosmetic
purposes.

Third Party Liability - Anthem Blue Cross is entitled to reimbursement of benefits paid if the member
recovers damages from a legally liable third party.
Coordination of Benefits - The benefits of this plan may be reduced if the member has any other group
health or dental coverage so that the services received from all group coverages do not exceed 100% of
the covered expense.
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Modified 10/25/40 20% Self-Injectable 
$100 Brand Deductible 
Prescription Drug Benefits 

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the 
recently enacted federal health care reform laws. As we receive additional guidance and clarification on the new health care reform 
laws from the U.S. Department of Health and Human Services, Department of Labor and Internal Revenue Service, we may be 
required to make additional changes to this summary of benefits. This proposed benefit summary is subject to the approval of the 
California Department of Insurance and the California Department of Managed Health Care. 

PLEASE NOTE: This is only a summary of your benefits. Please refer to your Combined Evidence of Coverage and Disclosure 
Form (“EOC”)/Certificate of Insurance (“Certificate”) which explains your plan’s Exclusions and Limitations as well as the full 
range of your covered services in detail.  

At Anthem Blue Cross, we know that prescription drugs are 
the fastest–rising item of your total health care benefits cost. 
The reasons for the spiraling costs of prescription drugs are 
varied and include: a general increase of prescription 
medication use, an aging population, research and 
development of new medications and the expense of direct 
to consumer advertising. With prescription drug costs 
increasing at twice the rate of medical care, we developed 
ways to contain costs so your copays remain affordable, 
while maintaining your access to safe, effective prescription 
drugs. Our Prescription Drug Program provides you with 
choice, flexibility, affordability and access to an extensive 
network of retail pharmacies. 

Getting a Prescription Filled at a Participating Pharmacy 
To get a prescription filled, you need only take your prescription  
to a participating pharmacy and present your member ID card.  
The amount you pay for a covered prescription – your copay –  
will be determined by the drug’s type (whether the drug is a brand-
name or generic medication and whether it is a formulary or non-
formulary medication).  

A generic drug contains the same effective ingredients, meets the 
same standards of purity as its brand-name counterpart and 
typically costs less. In many situations, you have a choice of filling 
your prescription with a generic medication or a brand-name 
medication.  

The formulary is a list of approximately 600 recommended brand 
and generic medications. These medications have undergone 
extensive review for therapeutic value for a particular medical 
condition, safety and cost. Copies of our formulary are furnished to 
your providers and are available online at anthem.com/ca under the 
Pharmacy section. You or your provider may also contact our 
Pharmacy Customer Service at 800-700-2541. 

The following chart summarizes the relation between drug type and 
your copay amount at a participating pharmacy: 

Drug Type Copay Amount 

Generic $10.00 (deductible waived) 

Brand name formulary $25.001 (when no generic equivalent 
available, deductible waived) 

Brand name 
non-formulary 

$40.001 (when no generic equivalent 
available, deductible waived) 

 

Finding a Participating Pharmacy 
Because our huge pharmacy network includes major drugstore 
chains plus a wide variety of independent pharmacies, it is easy  
for you to find a participating pharmacy. You can also find a 
participating pharmacy by calling Pharmacy Customer Service at 
800-700-2541 or by going to our Web site at anthem.com/ca. 

An Extensive Network  
Besides saving you money, our extensive network of 
pharmacies offers you easy accessibility.  

� In California there are over 5,100 retail pharmacies. 
This accounts for nearly 95% of retail pharmacies in 
the state, including all major chains. 

� Nationwide there are more than 61,000 chain and 
independent pharmacies. 

Using a Participating Pharmacy 
You can substantially control the cost of your prescription drugs  
by using our extensive network of participating pharmacies. 
Participating pharmacies have agreed to charge you not more than 
the prescription drug maximum allowed amount. 

Using a Non-Participating Pharmacy 
If you choose to fill your prescription at a non-participating 
pharmacy, your costs will increase. You will likely need to pay for 
the entire amount of the prescription and then submit a prescription 
drug claim form for reimbursement. If you do not have the original 
pharmacy receipt(s) showing the date filled, name and address of 
the pharmacy, doctor’s name, NDC number, name of drug and 
strength, quantity and days supply, prescription number, and the 
amount paid, the pharmacist must sign and complete the 
appropriate section of the claim form to ensure proper processing 
of the claim for reimbursement.  

Members that submit claims from non-participating pharmacies are 
reimbursed based on a prescription drug maximum allowed 
amount. The prescription drug maximum allowed amount may be 
considerably less than you paid for your medication. You are 
responsible for any difference in cost between the prescription drug 
maximum allowed amount and what you paid for your medication. 
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The following chart illustrates potential increased out-of-pocket 
expenses for going to a non-participating pharmacy: 

 Out-of-pocket 
costs using a 
participating 
pharmacy 

Out-of-pocket 
costs using a 
non-participating 
pharmacy 

Pharmacy’s 
normal charge  
for brand-name 
formulary drug 

$50.002 $50.00 

You are 
responsible for: 
(assuming 
deductible has 
been met) 

$25.00 copay $25.00 copay plus 
50% of the prescription 
drug maximum 
allowed amount plus 
any amounts 
exceeding the 
prescription drug 
maximum allowed 
amount 

Total 
out-of-pocket 
expenses 

$25.00 Expense varies 
based on the cost of 
the medication 

You may obtain a prescription drug claim form by calling Pharmacy 
Customer Service at the toll-free number printed on your member 
ID card or by going to our Web site at anthem.com/ca.  

Home Delivery Prescription Drug Program 
If you take a prescription drug on a regular basis, you may want to 
take advantage of our home delivery program. Ordering your 
medications by mail is convenient, saves time and depending on 
your plan design, may even save you money. Besides enjoying the 
convenience of home delivery, you will also receive a greater 
supply of medications. To fill a prescription through the mail, simply 
complete the Home Delivery Prescription form. You may obtain the 
form by calling Customer Service, at the toll-free number listed on 
your ID card or by going to our Web site at anthem.com/ca. 

Once you complete the form, simply mail it with your copay and 
prescription in the envelope attached to the Home Delivery 
brochure. 

Please note that not all medications are available through the  
Home Delivery Program. Specialty pharmacy drugs are not 
available through the home delivery program, see Specialty 
Pharmacy Program below. 

Out-Of-State Prescription Benefits 
Our national network of participating pharmacies is available to 
members when outside California. To find a participating pharmacy, 
a member can check our Web site or call the toll-free number 
printed on the ID card. When using a non-participating pharmacy 
outside of California, the member will follow the same procedures 
for using a non-participating pharmacy in California as 
outlined above. 

Additional Features That are Part of your Plan 
Prior authorization as the term implies, means some drugs 
require prior authorization before you can get them (this is similar to 
prior authorization for medical services). Prior authorization applies 
to certain medications that are often a second line of therapy. 
To receive prior authorization, you must meet specific criteria. 
The criteria will be based on medical policy and the pharmacy and 
therapeutics established guidelines. You may need to try a drug 
other than the one originally prescribed if we determine that it 
should be clinically effective for you. Drugs which require prior 
authorization are not covered unless you receive a prior approval 
from Anthem Blue Cross. 

In order for you to get a drug which requires prior authorization, 
your physician needs to make a written request to us for you. 
We distribute instructions on how to obtain prior authorization to 
physicians and pharmacies so that you may obtain prior 
authorization for required medications. You may call Pharmacy 
Customer Service, at the toll-free number printed on your member 
ID card, to receive a prior authorization form and/or list of 
medications requiring prior authorization. 

Supply limits are the proper FDA recommendations 
for prescription medication dosage coupled with our determination 
of specific quantity supply limits to prescription medications. 
Although our standard pharmacy plans offer a 30-day supply for 
medications at a retail pharmacy, the supply limit can vary based on 
the medication, dosage and usage prescribed by your physician. 
For example, the supply limit for antibiotics used to treat an 
infection (e.g., 14 pills to be taken twice a day for one week) is 
different than blood pressure medication taken on a routine basis 
(e.g., 120 pills to be taken twice a day for 60 days). By adhering to 
specified supply limits, members are assured of receiving the 
appropriate amount of medication.  

Specialty Pharmacy Program 
Specialty medications are usually dispensed as an injectable drug, 
but may be available in other forms, such as a pill or inhalant.  
They are used to treat complex conditions. Prescriptions for a 
specialty pharmacy drug are covered only when ordered through 
the specialty pharmacy program unless you are given an exception 
from the specialty drug program (see your EOC/Certificate for 
details).  
The specialty pharmacy program will deliver your medication to you 
by mail or common carrier (you cannot pick up your medication).  

You may have to pay the full cost of a specialty pharmacy drug if it 
is not obtained from the specialty pharmacy program. 

Specialty drugs are limited to a 30-day supply for each fill.  

Programs for Member’s Special Health Needs 
We recognize that some of our members have unique health care 
needs requiring special attention. That’s why we developed 
programs exclusively for them. Our additional medical management 
programs work in synergy with our pharmacy drug program to help 
members better manage their health care on an ongoing basis. 

Diabetic members can receive free glucometers so that they can 
effectively and conveniently monitor their glucose levels. 

Seniors can better monitor their chronic diseases and multiple 
medications through our seniors-at-risk program. This program 
reduces the possibility of toxic drug interactions, and curtails 
distribution of medications that may adversely affect the senior’s 
chronic condition.  

Asthmatic members and their families can take advantage of our 
program to better control the frequency and severity of the disease. 

Members who take multiple prescription medications can take 
advantage of our pharmacy utilization management programs that 
encourage the safe, effective distribution of prescription 
medications. We have a program that protects the welfare of 
members with multiple prescription medications by carefully 
monitoring their prescription therapy to help reduce the danger of 
toxic drug interaction.  

For additional information regarding your prescription drug benefits, 
please call Pharmacy Customer Service at the toll-free number 
printed on your member ID card. 
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Covered Services (outpatient prescriptions only) Per Member Copay for Each Prescription or Refill 

Calendar Year Brand Deductible $100/member 
 Maximum of three separate deductibles/family 

Retail Pharmacy 
� Female oral contraceptives generic and single source brand No copay (deductible waived) 
� Preventive Immunizations administered by a retail pharmacy No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Compound Drugs1 $40 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Home Delivery 
� Female contraceptives generic and single source brand No copay (deductible waived) 
� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $50 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $80 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $300 copay) 

Specialty Pharmacy Drugs (may only be obtained  
through the specialty pharmacy program) 

� Generic drugs $10 (deductible waived) 
� Brand name formulary drugs1 $25 (when no generic equivalent available; deductible waived) 
� Brand name non-formulary drugs1 $40 (when no generic equivalent available; deductible waived) 
� Self-administered injectable drugs, except insulin 20% of prescription drug maximum allowed amount 

 (maximum $150 copay) 

Non-participating Pharmacies Member pays the above deductible (if applicable) & retail pharmacy  
(compound drugs & specialty pharmacy drugs copay plus: 50% of the remaining prescription drug maximum  
not covered at a retail pharmacy) allowed amount & costs in excess of the prescription drug 
 allowed amount 

Supply Limits3 
� Retail Pharmacy (participating and non-participating) 30-day supply; 60-day supply for federally classified  

 Schedule II attention deficit disorder drugs that require  
 a triplicate prescription form, but require a double copay;  
 6 tablets or units/30-day period for impotence and/or  
 sexual dysfunction drugs (available only at retail pharmacies) 

� Home Delivery 90-day supply 
� Specialty Pharmacy 30-day supply 
1 Preferred Generic Program. If a member requests a formulary or non-formulary brand name drug when a generic drug version exists, the member pays the generic drug 
copay plus the difference in cost between the prescription drug maximum allowed charge for the generic drug and the brand name drug dispensed, but not more than 50% 
of our average cost of the for that type of prescription drug. The Preferred Generic Program does not apply when the physician has specified “dispense as written” (DAW) or 
when it has been determined that the brand name drug (formulary or non-formulary) is medically necessary for the member. In such case, the applicable copay for the 
dispensed drug will apply. 

2 Prescription drug maximum allowed amount. 
3 Supply limits for certain drugs may be different. Please refer to the EOC/Certificate for complete information. 

The Prescription Drug Benefit covers the following: 
� Outpatient prescription drugs and medications which the law restricts to sale by prescription. Formulas prescribed by a physician  

for the treatment of phenylketonuria. These formulas are subject to the copay for brand name drugs. 
� Insulin 
� Syringes when dispensed for use with insulin and other self-injectable drugs or medications 
� All FDA-approved contraceptives for women, including oral contraceptives; contraceptive diaphragms and over-the-counter 

contraceptives prescribed by a doctorInjectable drugs which are self-administered by the subcutaneous route (under the skin) by the 
patient or family member.  
Drugs that have Food and Drug Administration (FDA) labeling for self-administration 

� All compound prescription drugs that contain at least one covered prescription ingredient 
� Diabetic supplies (i.e., test strips and lancets) 
� Prescription drugs for treatment of impotence and/or sexual dysfunction are limited to organic (non-psychological) causes. 
� Inhaler spacers and peak flow meters for the treatment of pediatric asthma. These items are subject to the copay for  

brand name drugs. 

� Certain over-the-counter drugs approved by the Pharmacy and Therapeutics Committee to be included in the prescription  
drug formulary. 

� Prescription drug copays are separate from the medical copays of the medical plan and are not applied toward the Annual Out-of-Pocket Maximums under 

the Medical Plan. 
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Prescription Drug Exclusions & Limitations 
Immunizing agents, biological sera, blood, blood products or blood plasma 

Hypodermic syringes &/or needles, except when dispensed for use with insulin & other 

self-injectable drugs or medications 

Drugs & medications used to induce spontaneous & non-spontaneous abortions 

Drugs & medications dispensed or administered in an outpatient setting, including outpatient 

hospital facilities and physicians’ offices 

Professional charges in connection with administering, injecting or dispensing drugs 

Drugs & medications that may be obtained without a physician’s written prescription, except insulin 

or niacin for cholesterol lowering and certain over-the-counter drugs approved by the Pharmacy 

and Therapeutics Committee to be included in the prescription drug formulary. 

Drugs & medications dispensed by or while confined in a hospital, skilled nursing facility,  

rest home, sanatorium, convalescent hospital or similar facility 

Durable medical equipment, devices, appliances & supplies, even if prescribed by a physician, 

except contraceptive diaphragms, as specified as covered in the EOC/Certificate 

Services or supplies for which the member is not charged 

Oxygen 

Cosmetics & health or beauty aids. However, health aids that are medically necessary and meet  

the requirements as specified as covered in the EOC/Certificate 

Drugs labeled “Caution, Limited by Federal Law to Investigational Use,” or experimental drugs. 

Drugs or medications prescribed for experimental indications 

Any expense for a drug or medication incurred in excess of the prescription drug maximum 

allowed amount 

Drugs which have not been approved for general use by the State of California Department of 

Health or the Food and Drug Administration. This does not apply to drugs that are medically 

necessary for a covered condition. 

Drugs used primarily for cosmetic purposes (e.g., Retin-A for wrinkles). However, this will not apply 

to the use of this type of drug for medically necessary treatment of a medical condition other than 

one that is cosmetic. 

Drugs used primarily to treat infertility (including, but not limited to, Clomid, Pergonal and Metrodin), 

unless medically necessary for another condition. 

Anorexiants and drugs used for weight loss, except when used to treat morbid obesity  

(e.g., diet pills & appetite suppressants) 

Drugs obtained outside the U.S, unless they are furnished in connection with urgent care  

or an emergency. 

Allergy desensitization products or allergy serum 

Infusion drugs, except drugs that are self-administered subcutaneously 

Herbal supplements, nutritional and dietary supplements except for formulas for the treatment  

of phenylketonuria. 

Prescription drugs with a non-prescription (over-the-counter) chemical and dose equivalent 

except insulin. This does not apply if an over-the-counter equivalent was tried and was ineffective. 

Compound medications unless: 

a. There is at least one component in it that is a prescription drug; and  

b. It is obtained from a participating pharmacy. Member will have to pay the full cost of the 

compound medications if member obtains drug at a non-participating pharmacy. 

Specialty pharmacy drugs that must be obtained from the specialty pharmacy program, but which 

are obtained from a retail pharmacy are not covered by this plan. Member will have to pay  

the full cost of the specialty pharmacy drugs obtained from a retail pharmacy that member 

should have obtained from the specialty pharmacy program. 

Third Party Liability 

Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages 

from a legally liable third party. 

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and 
Anthem Blue Cross Life and Health Insurance Company are independent licensees of the 
Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance 
Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross 
Association. 
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Take care of yourself 

Remember to get preventive care 

Getting regular checkups and exams can help you stay well and catch problems early. It may 
even save your life. 

Our health plans cover 100% of the services listed in this preventive care f ier.l 1 When you get 
these services from doctors in your plan’s network, you don’t have to pay anything out of your 
own pocket. You may have to pay part of the costs if you use a doctor outside the network. 

Preventive versus diagnostic care 

What’s the difference? Preventive care helps protect you from getting sick. Diagnostic care is 
used to f nd the cause of existing illnesses. i

For example, say your doctor suggests you have a colonoscopy because of your age when you 
have no symptoms. That’s preventive care. On the other hand, say you have symptoms and your 
doctor suggests a colonoscopy to see what’s causing your symptoms. That’s diagnostic care. 

Here’s a listing of the types of preventive services we cover. See your benef t plan to i
learn more. 

Child preventive care (birth through 18 years) 

Preventive care physical exams are covered. So are the screenings, tests and vaccines listed 
here. The preventive care services listed below may not be right for every person. Ask your 
doctor what’s right for you. 

Preventive physical exams 
Screening tests (depending on your age) may include 

20619CAMENABC 11/12 

 Behavioral screening and counseling 
to promote a healthy diet 

 Blood pressure 

 Cervical dysplasia screening 

 Cholesterol and lipid level 

 Depression screening 

 Development and behavior screening 

 Hearing screening 

 Height, weight and body mass index 
(BMI) 

 Hemoglobin or hematocrit (blood 
count)  

 Lead testing 

 Newborn screening 

 Oral (dental health) assessment 

 Screening and counseling for obesity  

 Screening and counseling for sexually 
transmitted infections  

 Type 2 diabetes screening 

 Vision2 screening 
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Take care of yourself (continued) 

Immunizations 

 Diphtheria, tetanus and pertussis 
(whooping cough)  

 Haemophilus inf uenza type b (Hib) l

 Hepatitis A  

 Hepatitis B 

 Human papillomavirus (HPV) 

 Inf uenza (f u)  ll

 

 

 Measles, mumps and rubella (MMR)  

 Meningococcal (meningitis) 

 Pneumococcal (pneumonia)  

 Polio 

 Rotavirus  

 Varicella (chicken pox) 

 

Adult preventive care (19 years and older) 

Preventive care physical exams are covered. So are the screenings, tests and vaccines listed 
here. The preventive care services listed below may not be right for every person. Ask your 
doctor what’s right for you. 

Preventive physical exams 
Screening tests and services (depending on your age) may include 

 Aortic aneurysm screening (men who 
have smoked) 

 Blood pressure 

 Bone density test to screen for 
osteoporosis 

 Breast cancer, including exam and 
mammogram 

 Breastfeeding support, supplies and 
counseling (female)3, 4 

 Cholesterol and lipid (fat) level 

 Colorectal cancer, including fecal 
occult blood test, barium enema, 
f exible sigmoidoscopy, screeningl  
colonoscopy and CT colonography (as 
appropriate) 

 Contraceptive (birth control) 
counseling and FDA-approved 
contraceptive medical services 
provided by a doctor, including 
sterilization (female)4, 5 

 Depression screening 

 Eye chart test for vision2 

 Height, weight and BMI 

 HIV screening and counseling 

 HPV screening (female)4  

 Intervention services (includes 
counseling and education): 

– Behavioral counseling to promote a 
healthy diet 

– Counseling related to aspirin use 
for the prevention of cardiovascular 
disease (does not include coverage 
for aspirin) 

– Counseling related to genetic 
testing for women with a family 
history of breast or ovarian cancer 

– Counseling related to 
chemoprevention for women with a 
high risk of breast cancer 

– Primary care intervention to 
promote breastfeeding  
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– Screening and behavioral counseling 
related to alcohol misuse 

– Screening and behavioral counseling 
related to tobacco use 

– Screening and counseling for 
interpersonal and domestic violence 

– Screening and counseling for obesity 

 Pelvic exam and Pap test, including 
screening for cervical cancer 

 Prostate cancer, including digital rectal 
exam and PSA test 

 Screenings during pregnancy (including, 
but not limited to, gestational diabetes4, 
hepatitis, asymptomatic bacteriuria, Rh 
incompatibility, syphilis, iron def ciencyi  
anemia, gonorrhea, chlamydia and HIV) 

 Sexually transmitted infections 
Immunizations 

 Type 2 diabetes screening 

Take care of yourself (continued) 
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This sheet is not a contract or policy. If there is any difference between this sheet and the group policy, the provisions 
of the group policy will govern. Please see your combined Evidence of Coverage and Disclosure Form or Certif catei  
for Exclusions & Limitations. 

1  The range of preventive care services covered at no cost share when provided in-network are designed to meet 
the requirements of federal and state law. The Department of Health and Human Services has def ned thei  
preventive services to be covered under federal law with no cost-share as those services described in the U.S. 
Preventive Services Task Force A and B recommendations, the Advisory Committee on Immunization Practices 
(ACIP) of the Centers for Disease Control and Prevention (CDC), and certain guidelines for infants, children, 
adolescents and women supported by the Health Resources and Services Administration (HRSA) Guidelines. You 
may have additional coverage under your Ohio insurance policy. To learn more about what your plan covers, see 
your certif cate of coverage or call the customer care number on your ID card. i

2 Some plans cover additional vision services. Please see your contract or Certif cate of Coverage for details. i

3 Breast pumps and supplies must be purchased from an in-network medical provider for 100% coverage; we 
recommend using an in-network durable medical equipment (DME) supplier. 

4 This benef t is covered under health care reform’s women’s preventive services. For group plan members, thesei  
services are covered with policy years beginning after August 1, 2012. For members with individual coverage, these 
benef ts are effective for new members on or after August 1, 2012 and for current members on January 1, 2013.i  
This benef t also applies to those younger than i 19. 

5 To get 100% coverage for a covered prescription for birth control, it must be a generic drug or a brand-name drug 
that doesn’t have a generic equivalent. Also, you’ll need to f ll the prescription at an in-network pharmacy. A cost-i
share may apply for other prescription contraceptives, based on your drug benef ts. i

 

 Diphtheria, tetanus and pertussis 
(whooping cough) 

 Hepatitis A 

 Hepatitis B 

 HPV 

 Inf uenza (f u) ll

 Meningococcal (meningitis) 

 MMR 

 Pneumococcal (pneumonia) 

 Varicella (chicken pox) 

 Zoster (shingles) 

Immunizations 



Got ID cards?

We know the peace of mind your member identifi cation (ID) card brings you and your loved 
ones. That’s why Anthem Blue Cross (Anthem) and Anthem Blue Cross Life and Health Insurance 
Company have made sure you never have to leave home without it.

If you have not yet received your permanent ID card and want to access health care services, 
you can print a temporary ID card online through our website, anthem.com/ca.

Tell me how

It’s a simple four-step process:

1. Before starting, check with your employer to confi rm your information has been added into 
Anthem’s system. Your name, date of birth and ZIP code must match exactly what is on fi le 
with Anthem. You cannot register before your plan effective date.

2. Go to anthem.com/ca, in the top-right corner log in to the secure Member site. If you have 
not visited this site before, you will need to establish an account by clicking on “Register.” 
When you are asked for a member ID number during online registration, enter it as it 
appears on your member ID card. If you do not have your member ID number, call Anthem 
Customer Service or get it from Human Resources.

3. Click the “Customer Support” tab in the top right corner. Select the “Print Temporary ID 
Card” option and follow the instructions on how to create and print the temporary ID card.

4. You can print the ID card using your own printer and use the card at your next 
doctor’s appointment.

Take a look at a sample below.

Note: The temporary ID card may not include all of your benefi t information.

If you have any questions, a Customer Service number is on the temporary ID card. We hope 
this option gives you the peace of mind you and your family deserve.

SC12682  Rev. 10/12

Temporary 
Card

This is your temporary health plan identifi cation 
Card. Present it to the provider of healthcare 
when you or your eligible dependents receive 
services. See your certifi cate(s) or booklet(s) for 
a description of the benefi ts, terms, conditions, 
limitations and exclusions of coverage. When 
submitting inquiries always include your member 
number from the face of this card. Possession or 
use of this card does not guarantee payment.

Providers inside California: Please call the 
Customer service phone number on the face of 
this card for eligibility and benefi t information. 
Providers outside California: Please submit 
claims to your local Blue Cross and/or Blue Shield 
Plan. To ensure prompt claims processing, please 
include the 3-digit alpha prefi x that precedes 
the patient’s identifi cation number listed on the 
front of this card.

www.anthem.com/ca

Customer Service: xxx-xxx-xxxx
Claims & Inquiries:
P.O. BOX 60007
LOS ANGELES, CA 90060-0007

Anthem Blue Cross is the trade name of Blue 
Cross of California. Anthem Blue Cross and 
Anthem Blue Cross Life and Health Insurance 
Company are independent licensees of the Blue 
Cross Association.

Temporary 
This is your temporary health plan identifi cation 
Card. Present it to the provider of healthcare 
when you or your eligible dependents receive Temporary when you or your eligible dependents receive Temporary services. See your certifi cate(s) or booklet(s) for Temporary services. See your certifi cate(s) or booklet(s) for Temporary a description of the benefi ts, terms, conditions, Temporary a description of the benefi ts, terms, conditions, Temporary limitations and exclusions of coverage. When Temporary limitations and exclusions of coverage. When Temporary 
submitting inquiries always include your member 

Temporary 
submitting inquiries always include your member 

Temporary 
number from the face of this card. Possession or 
use of this card does not guarantee payment.

Providers inside California: Please call the 
Customer service phone number on the face of 
this card for eligibility and benefi t information. 
Providers outside California: Please submit 
claims to your local Blue Cross and/or Blue Shield 
Plan. To ensure prompt claims processing, please 
include the 3-digit alpha prefi x that precedes 
the patient’s identifi cation number listed on the 
front of this card.

Temporary 
Card

Member Name: JOHN THOMPSON
Member ID: XDP123A12345

Group: 123456M123
Plan: 040
BIN: 123456
PCN: 1234567
PCP: BLUE CROSS PPO - PRUDENT BUYER
Member is enrolled in: PRUDENT BUYER 
INCENTIVE 

This temporary ID card is good through:  
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Coverage While Traveling or Temporarily 
Residing Outside California (HMO/POS)

You are always covered by your Anthem Blue Cross plan. Whether you’re traveling on business, 
away for fun or temporarily out-of-state, your coverage travels with you. The BlueCard® program 
gives you access to the various Blue Cross provider networks across the U.S. You’ll have access 
to medical care most anywhere you’re staying.

Emergency Care

If you need emergency care, you should call 911 or go to the nearest hospital without 
contacting Anthem fi rst. Just give us a call within 24 hours or as soon as reasonably possible.

For urgent or follow-up care -— it’s as easy as accessing your local network

When you may need urgent care or follow-up medical care that can be performed on an 
outpatient basis (for example, removal of stitches, allergy shots or care following emergency 
services) — getting medical care away from home is as convenient as accessing the local 
network with just one added step.

1. Find a provider from the BlueCard listing. Like when at home, you can search online 
at anthem.com/ca or call the member services number on your member ID card. 
You can also call BlueCard Access at 800-810-BLUE (2583).

2. (This is the additional step.) Call Anthem Member Services to verify your coverage.

3. Show your ID card at the time of service. 

Enjoy your travels. We’re happy to go with you.

13600CAMENABC Rev. 10/12

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross is an independent licensee of the Blue Cross Association.
®ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association.
®ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Coverage While Traveling (PPO)

You are always covered by your Anthem Blue Cross plan (Anthem). Whether you’re traveling on 
business, away for fun or temporarily living in another state, your coverage travels with you. 
The BlueCard® program gives you access to the various Anthem Blue Cross provider networks 
across the U.S. You’ll have access to medical care most anywhere you’re staying.

It’s as easy as accessing your local network.

Getting medical care away from home is as convenient as accessing the local network — with 
just one added step.

1.   Find a provider from the BlueCard listing. Like when at home, you can search online at 
anthem.com/ca or call the member services number on your member ID card. You can 
also call BlueCard Access at 800-810-BLUE (2583).

2.  (This is the additional step.) Call Anthem member services to verify your coverage.

3.  Show your ID card at the time of service. 

One additional step. No additional hassles. BlueCard providers, just like Anthem network 
providers, will fi le your claims for you. Anthem will still send your explanation of benefi ts so you 
can double check how the service was covered.

As always, if you need emergency care, you should go to the nearest hospital without contacting 
Anthem fi rst. Just give us a call within 24 hours or as soon as reasonably possible.

Enjoy your travels. We’re happy to go with you.
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Across the country

You and your dependents living outside California 

may be able to enroll in HMO coverage with a partner Blue Cross and Blue Shield plan under our Guest Membership Program. 

The Guest Membership Program is for members who will be temporarily residing outside their home state for a minimum of 

90 days. The following states participate in the Anthem Blue Cross Guest Membership Program.*

Arizona

Arkansas

Colorado

Connecticut

Delaware

Florida

Georgia

Hawaii

Illinois

Indiana

Kentucky

Louisiana

Maine

Maryland

Massachusetts

Michigan

Minnesota

Missouri

Nevada

New Hampshire

New Jersey

New Mexico

New York

North Carolina

Ohio

Oklahoma

Pennsylvania

Rhode Island

South Carolina

Texas

Virginia

Wisconsin

 *These states may have regions that are not covered. Therefore, applicants can still be denied coverage if the region within the guest state does not have 

Away From Home Care (AFHC) providers.

Thank you for choosing Anthem Blue Cross as your health plan.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross 
name and symbol are registered marks of the Blue Cross Association. 
11278CAEES Rev. 6/11

Have dependents living outside California? They may be 

eligible for coverage under your HMO or Point-of-Service 

(POS) plan.

Find out how!

Call the Anthem Blue Cross Guest Membership Program 

at 800-827-6422. They have everything you need to 

get started:

  Verify provider availability in the area where your 

dependent lives.

  Request a Guest Membership application.

  Get help in submitting your Guest Membership 

application and answers to any questions you have 

along the way.

Kids leaving home? 
Let Anthem go, too.
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We’re glad you’re part of our prescription drug plan. We think it’s important for you to have 
access to a wide range of affordable medicines. And we work hard to provide you with the best 
service. If you have any questions about your plan, call us at the phone number on your member 
ID card. 

Save money on your prescriptions 

Here are some easy ways to get the most from your plan – and save on your medicine. 

Choose the drugs you need from our drug list 

Our drug list (sometimes called a formulary) is a list of prescription drugs covered by your plan. 
It’s made up of hundreds of brand-name and generic drugs. We research drugs and choose ones 
that are safe, work well and offer the best value. Sometimes we update the drug list when new 
drugs come to market, or if new research becomes available. If your plan uses a tiered drug list, 
view the drugs we cover at www.anthem.com/ca/national4tier. 

You’ll save money by taking medicines that are on the drug list. Drugs that aren’t on the list may 
have a higher copay or may not be covered, depending on your plan. 

Also, some drugs need our review and need to get an OK from us before the prescription is f lledi  
to make sure they’re covered. This is called prior authorization. This review focuses mainly on 
drugs that may have: 

 A risk of serious side effects or drug interactions 

 High potential for incorrect use or abuse 

 Better alternatives that may cost less  

 Rules for use with very specif c conditions i

Your pharmacist will tell you if your drug needs prior authorization.  

Try generic drugs  

Generics drugs cost much less than most brand-name drugs. So ask your doctor if a there’s a 
generic choice for your medicine – and if it might work for you. Generic drugs are approved by 
the Food and Drug Administration (FDA) and work as well as the brand-name choices.  

Use over-the-counter (OTC) drugs when you can 

You don’t need a prescription for OTC drugs. They often have the same active ingredients as the 
prescription versions but usually cost a lot less. OTC allergy and heartburn medicines are good 
examples. Just ask your doctor if it’s okay to swap your prescription drug for an OTC medicine. 
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Visit in-network pharmacies  

Our retail pharmacy network includes more than 64,000 pharmacies across the country, 
including major chains, grocery stores and independent pharmacies. That means you have easy 
access to your medicine wherever you are – at work, at home or even on vacation. Using 
pharmacies in the network will help save money. And when picking up your prescription at the 
pharmacy, don’t forget to show your member ID card. 

To make sure your pharmacy is in our network, visit anthem.com/ca. Click on Prescription 
Benef tsi  and sign in. On the pharmacy page, click on Find a Pharmacy. 

Sign up for our convenient Home Delivery Pharmacy  

Home delivery is a safe, easy way to get medicine you need on a regular basis. Prescriptions are 
sent to your home within two weeks from the time the pharmacy gets your order. Pharmacists 
can answer your drug questions by phone any time. Plus, you may be able to save money on 
your medicine.  

Our Home Delivery Pharmacy is managed by Express Scripts. See the next page to learn how to 
get started. 

Get support from our specialty pharmacy 

Accredo, the Express Scripts specialty pharmacy, provides medicine and support and for people 
with complex and long-term conditions. Specialty drugs come in different forms like pills or 
liquids. And some need to be injected, infused or inhaled. These drugs often need special 
storage and handling and may be given to you by a doctor or nurse. 

Accredo’s programs help people with some complex conditions. These programs teach you 
about treatment for your condition and help you understand and cope with drug side 
effects.Nurses and pharmacists will even set up time with you to f nd out how you are doing. i

Call 888-773-7376, Monday through Friday, 8 a.m. to 9 p.m., Eastern time, to learn how Accredo’s 
condition support programs can help you better manage your health condition.  

Information at your f ngertips i

Wherever you are, you can easily access your pharmacy information online. 

Check out anthem.com/ca 

Simply click on Prescription Benef ts and sign in. Once you’re signed in, you’ll have access toi  
lots of tools and drug information, all in one spot. You can check order status, order ref lls, pricei  
a drug, renew a prescription and much more. And when you’re on the go, just type 
anthem.com/ca into any mobile web browser to f nd in-network pharmacies near you. You cani  
also f nd in-network doctors, hospitals and ERs. i
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Getting started with Home Delivery Pharmacy

If you take prescribed medicine on a regular basis, you can get up to a 90-day supply mailed 
right to your door.* Here’s how to start:

Step one

Create a profi le with your contact information and billing information

There are two ways to do this:

  By phone: Call 866-297-1013, or

  Online: Log into anthem.com/ca.
 - Click on “Prescription Benefi ts,” (if you haven’t done so, register on anthem.com/ca). 
 - Click on “Switch to Home Delivery.” You’ll be sent to the Express Scripts website.
 - Click on “My Profi le & Settings” and complete the following sections:

 + Your personal information
 + Payment method

Remember, we cannot process your order without having your contact and billing 
information on fi le.

Step two

See your doctor for a prescription for a 90-day supply of your medicine

You’ll need a 90-day supply of your prescription for your fi rst Home Delivery Pharmacy order. 
But you should also ask your doctor to write you another prescription for an additional 30-day 
supply. This is so you can get the 30-day supply fi lled at your local pharmacy while your fi rst 
Home Delivery order is being processed.

Step three

Send us your prescription

There are two ways you can put your fi rst order in:

  By Fax: Ask your doctor to fax us your prescription and member ID card to 866-272-8856

  By mail: Go to anthem.com/ca and download a form and mail it to us 
 - Log in then click on “Refi ll a Prescription.” You’ll be sent to the Express Scripts website. 
 - Click on “Fill a New Prescription,” then “Print an Order Form.”
 - You can choose to print a blank form or one that has your information already on it.
 - Click on “Print Your Form.”
 - Fill out the form and mail it with your prescription to:

Home Delivery Pharmacy
PO Box 66558
St. Louis, MO
63166-6558

Important: All prescriptions and refi lls, including those submitted by your physician, are 
processed as soon as they are received. Please do not submit your prescription unless you are 
ready to have it fi lled. 
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Step four

Pay for your prescription

The Home Delivery Pharmacy accepts many payment methods. Use the option that’s best for you. 
You can pay with a check, money order, major credit card or debit card. You can also keep a major 
credit card on fi le for easy payments. With this option, you can increase or decrease the maximum 
limit charged to the card to help you manage your out-of-pocket costs more effectively. For more 
information or questions about credit card payments, please call the number on your ID card.

Important to know

Your medicine will be sent to your home within two weeks from the time the Home Delivery 
Pharmacy gets your order. If you need your medicine sooner, call 866-297-1013 to ask for your order 
to be sent overnight. You will be charged an additional fee. Your order will be sent through the post 
offi ce, UPS or FedEx. Please note, with some medicines, you may have to sign to accept delivery.

Need to order refi lls? It’s even easier!

You can order refi lls by phone, mail or at anthem.com/ca. Refi lls take about three to fi ve 
days to process and ship. Here’s how to order a refi ll:

By phone

  Have your prescription label and credit card ready.

    Call 866-297-1013 and select “Automated Refi ll Order Line” from the menu. Or press zero any 
time to speak with a representative. If you are speech or hearing impaired, call 800-899-2114. 

   Follow the prompts to place your order.

By mail

Fill out the order form that you got with a previous order. Attach your label from the medicine 
or write your refi ll number in the space provided. Mail the form and your payment to the Home 
Delivery Pharmacy address.

Online

  Log in (username/password required) and click “Pharmacy.”

  Under Pharmacy Self Service, click “Order a Refi ll.”

  You will be redirected to the Express Scripts site.

  Choose the drugs you want to refi ll, and click “Add Refi lls to Cart.”

  Review the order, shipping method, payment method, medical information and contact 
information.

  Click “Place My Order.”

Auto Refi ll

Follow the fi rst three steps above for ordering refi lls online, then: 

  Click the “Setup Auto Refi lls” tab

  Follow the easy steps to Select prescriptions, choose refi ll dates and review your order.

We’re here to help 

If you have questions about how to get started with the Home Delivery Pharmacy, just give us a 
call at 866-297-1013, 24 hours a day, 7 days a week.
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Important Confidentiality Notice: This and any documents accompanying this transmission may contain confidential health information that is legally privileged. This information is intended 
only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other party unless required to do so 
by law or regulation.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution, or action taken in reliance on the contents of these documents 
is strictly prohibited. If you have received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents.  

© 2010 Express Scripts, Inc.   WLP558 FAX FRM Rev 10/27/2010 PBM90a 

HOME DELIVERY PHARMACY ORDER FORM 
To MAIL your prescription: 
1. “Patient” box must be filled out. 
2. Have your Doctor write a prescription. 
3. Send your new prescription along with this completed 

form to: 
Express Scripts Home Delivery Service 
PO Box 66558  
St. Louis MO  63166-6558 

 To FAX your prescription: 
1. Both “Dr/Prescriber” and “Rx Form” boxes must be  

filled out. 
2. Doctor can fax to: 1-866-272-8856 
 Class II prescriptions cannot be faxed. 
 Faxes will only be accepted from a doctor’s office. 

PATIENT  DOCTOR/PRESCRIBER 

Member ID:  __________________________________  
First Name: Last Name: 
 _____________________   ______________________  
Date of Birth: Phone:  
 _____________________   ______________________  
Address:  _____________________________________  

 _____________________________________________  
 _____________________________________________  
E-mail:  ______________________________________  
Allergies:  _____________________________________  
 _____________________________________________  
Health Conditions:  _____________________________  
 _____________________________________________  
 _____________________________________________  
Over-the-Counter Medications:  ___________________  
 _____________________________________________  

 DEA:  ________________________________________  
Name: _______________________________________  
Address:  _____________________________________  
 _____________________________________________  
Phone:  _______________________________________  
Fax:  _________________________________________  

 PATIENT OPTIONS 
  I want non-child resistant caps, when available. 
 I want a copy of my bottle label in large print on a 

separate sheet of paper. 
 Check here for rush delivery.  Once your order is 

received and filled, it will be shipped overnight for $21. 
 
 
If you want to make a payment or update your 
health conditions, please visit your health plan 
provider’s website. 

 

Rx 
 

First Name 
  

Last Name Date: __ __ / __ __ / __ __ 

Drug Name/Form/Strength Qty Directions for Use Refills 

    

    

X _______________________________________  
Doctor/Prescriber Signature – Substitution Permissible 

X  
Doctor/Prescriber Signature – Dispense as Written

Stamped signatures cannot be accepted. 
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Register at anthem.com/ca today! 

Understanding your health plan just got a whole lot 
easier. 

Your health; what’s more important? So shouldn’t 
understanding your health plan be just as important? We 
think so. So we made it easier, with anthem.com/ca.  

Once you register, you’ll see how anthem.com/ca makes 
complex information easy to understand and easy to use. You’ll be able to know what’s covered 
and what’s not, what your costs will be for procedures, prescription drugs, doctor visits and so 
much more. Not only that, you can also save money and live better with our online tools that 
keep you informed, in control and at your healthy best. Take a look at all you can do: 

Get an idea of what your costs will be before you go 

Did you know that different hospitals and facilities charge different amounts for the same 
services? Now you can know your cost before you set foot in the hospital by going to 
anthem.com/ca. By getting an estimate of your costs based on the benef ts of your health plan,i  
you can choose a facility that f ts your budget.  i

To learn more visit anthem.com/ca/costvideo.  

Find a Doctor (dentist, pharmacy or hospital) 

You can search for doctors, hospitals and other health care facilities quickly online. You can also 
make your search more specif c by choosing a specialty or entering the name of a doctor ori  
facility. And, if you’re away from home, you can also search our National Directory.  

To search our online Provider Finder: 

 Log in at anthem.com/ca 

 Select “Find a Doctor” and follow the steps on the screen. 

Print a temporary ID card 

If you haven’t received your permanent ID card yet and want to access health care services now, 
you can print your temporary ID card online.* Your temporary ID card expires 30 days after its 
issue date and isn’t meant to replace your permanent ID card, which you’ll still get in the mail. 

*Not all members may be able to request a temporary ID card. 

Your Anthem plan has so much to offer, you 
won’t want to miss a thing. 

To learn about all 
the great tools on 
anthem.com/ca go to 
anthem.com/ca/guidedtour 
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Get members’ only discounts on health-related products and services through SpecialOffers 

Enjoy discounts such as 20% savings on vitamins and supplements. Save $20 with a minimum 
purchase of $100, plus free shipping and free returns at 1-800 CONTACTS and Glasses.com. Get 
more from your membership by exploring over 50 discounts available to you. 

Health and wellness information with lots of personal support 

Keeping you healthy is our main goal. Helping you do it makes us happy. So let’s get you going.  

Take the online MyHealth Assessment. It’s your f rst step toward a healthier lifestyle. i

Health Assessment is a private questionnaire that you f ll out online. This is the place where wei  
can get a good picture of your current health situation, future health goals and possible health 
risks. Once you f ll out the questionnaire you’ll get a health assessment score and a risk prof leii  
based on your answers. You’ll also get tips and action plans to help you improve your health. 

For a look at how MyHealth Assessment works go to anthem.com/ca/guidedtour/assessment. 

Keep your health history organized in one safe place with MyHealth Record 

Enter your personal medical information to keep on f le for easy access for everyday use or ifi  
there’s an emergency. You can enter dates of immunizations, tests and screenings, prescription 
and over-the-counter drugs you take, medical conditions and more. You can also print your 
information so you can easily share it with your doctors. This can help avoid potential drug 
interactions and taking the same tests and procedures more than once. 

To learn more about MyHealth Record go to anthem.com/ca/guidedtour/record. 

Achieve your health goals with the help of Healthy Lifestyles 

Whether you’d like to lose weight, stop smoking, stress less and exercise more, you’ll get the 
support you need with Healthy Lifestyles online tools and resources. Take advantage of online 
f tness tracking and customized workout plans, discounts on spa services and massagei  
therapists, healthy recipes, quit smoking programs and more. Plus, you can get added support 
from our online community forums. 

Isn’t it time your life got a little easier. If you’re not already registered at anthem.com/ca, why 
not do it now? It’s fast, secure and oh so easy! 

Your Anthem plan has so much to offer, you 
won’t want to miss a thing. (continued) 



Options. Extras. Support. Helping you improve your health and wellness.  

Your health goals and needs are as unique as you are. What’s right for one person is not always 
right for another. Maybe you’re managing a health condition. Or maybe you want to stay healthy, 
eat better or get in shape. Whatever your needs, Anthem gives you a choice of programs to help 
you meet your personal goals in a way that f ts you and helps you live your life to the fullest.i  
From tips and tools to help you learn about preventive care to nurses who can answer your 
health questions anytime, 360° Health can help you take better control over your health. And it 
can give you the power to make the decisions that are right for you. 

To learn more about 360° Health, go to anthem.com/ca. Look under Health and Wellness. 
Here are programs we offer:  

24/7 NurseLine 

Round-the-clock access to health information can really help your peace of mind and your 
physical well-being. That’s why we have registered nurses ready to speak with you about your 
general health issues any time of the day or night. Just call the 24/7 NurseLine toll-free number 
to get answers to questions like these:  

 Can the problem be treated at home?  

 Do you need to see your doctor?  

 Should you go to the emergency room or urgent care for this? Where is the nearest one?  

Making the right call can help you avoid unnecessary worry and costs. And, most importantly, it 
can help safeguard your health and the health of your family. To learn more visit 
anthem.com/ca/nurseline_video. 

To reach 24/7 NurseLine, just call the customer service number on your ID card and ask to 
speak to a 24/7 NurseLine representative. 

Future Moms 

If you are pregnant, we know your goal is to have a safe delivery and a healthy baby. Our Future 
Moms program helps you make healthy choices while you’re pregnant and when you deliver 
your baby. Register for Future Moms and you’ll get:  

 24/7 toll-free access to a registered nurse who’ll answer your questions and talk to you about 
pregnancy-related issues. Our nurses will also call to see how you’re doing.  

 A helpful book: Your Pregnancy Week by Week and a maternity care diary.  

 Tips and facts to help you handle any unexpected events.  

 A questionnaire to see if you’re at risk for preterm delivery.  

 Useful tools to help you, your doctor and your Future Moms nurse track your pregnancy and 
spot possible risks.  

Enroll in Future Moms by calling the customer service number on your ID card. Ask to speak 
to a Future Moms representative. To learn more visit anthem.com/ca/futuremoms_video.  

360° Health® programs 
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ConditionCare 

If you or a covered family member has an ongoing illness or health problem, let us help you get 
more out of life. Our ConditionCare nurses help people of all ages take care of the symptoms of 
asthma and diabetes. And they work closely with adults who have chronic obstructive 
pulmonary disease (COPD), heart failure and coronary artery disease. With ConditionCare you’ll 
get the tools you need to help you feel your very best. Our ConditionCare nurses gather 
information from you and your doctor. Then they create a personalized plan for you.  

Information and support are as close as your phone. Call the customer service number on 
your ID card and ask to speak to a ConditionCare Nurse. To learn more visit 
anthem.com/ca/conditioncare_video. 

MyHealth Advantage  

MyHealth Advantage can keep you and your bank account healthier.  

Here’s how it works: We review your health status daily and check to see what medications 
you’re taking. If we see that any of your medicines could interact with each other, we contact 
your doctor right away. We also keep track of when you need routine tests and checkups. If we 
notice anything that needs attention, we send you a reminder called a “MyHealth Note”. 
MyHealth Note has a summary of all your recent claims. And from time to time, we give you tips 
on how to save you money on your medications. To learn more visit 
anthem.com/ca/myhealthadvantage_video.  

Behavioral Health Resource 

Dealing with complex mental health and medical conditions can be confusing and frustrating. 
But you don’t have to face them alone. Our program can help guide you through your mental 
and physical health care challenges. The program’s care managers are licensed mental health 
professionals. They’ll work closely with you to make a plan that can help you meet your mental 
health goals and tackle any barriers that might get in the way. The care managers will also make 
sure that all of your doctors and anyone else giving you care all work together so that you get 
the best care. They’ll also help you get the most value from your plan benef ts.  i

To learn more, call the customer service number on your ID card and ask to speak to a 
Behavioral Health Resource representative.  

360° Health® programs (continued) 
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Get the most from your Anthem  
Blue Cross benefits
We want to help you get maximum value from 
your health care benefits — and from your 
health care dollars. Here are some tips that 
can help you do both.

Use network providers

With more than 53,500 health care 
professionals and nearly 400 hospitals in our 
California network, you have many excellent, 
affordable choices.

Your out-of-pocket costs are lower  
in network

 } Network providers accept negotiated 
reimbursement fees as payment in  full 
for covered services.

 } You are generally only responsible for 
your copay and/or coinsurance for 
covered services.

Other advantages of staying in network

 } Network providers file claims for you.

 } They obtain preauthorizations for you.

 } When needed, they refer you to other 
network doctors, hospitals or facilities, 
where your costs are also lower.

 } As your health care advocate, they help 
ensure you receive appropriate,  
cost-effective care.

Understand non-network costs  
and responsibilities

 } Your PPO benefits give you the flexibility 
to seek out-of-network health care, but 
you will share more of the costs — which 
can add up quickly. 

Why non-network care costs more

 } Many non-network provider fees exceed 
customary and reasonable rates, which 
can mean higher out-of-pocket costs  
for you.

 } In addition to your copay and/or 
coinsurance for covered services, you 
will owe any difference between our 
reimbursement and the provider’s  
total bill.  

Your non-network responsibilities  
are greater

When you go out of network, you are 
responsible for:

 } Filing claims

 } managing paperwork

 } obtaining any necessary 
preauthorizations

 } paying provider bills

 } determining whether any referrals  
are in network  or out of network

Be an informed consumer

At Anthem Blue Cross, we’re committed to 
sharing information that can help you make 
health care  decisions that work for you and 
your family. Because a little knowledge can 
help keep your health care costs down, it pays 
to be informed. When you or a family member 
need non-emergency care:

 } Log on to anthem.com/ca

 }  Select Find a Doctor.

 }  Follow the prompts for a list of network 
doctors and hospitals in your area.

With our strong California PPO network,  
you’re  likely to find quality, affordable  
health care close to home or work. If you  
don’t see a provider listed on our website, 
they are not in the network. But, if medically 
necessary, your network doctor can request 
a non-network authorization. Call Customer 
Service for details.

Remember, you enjoy more savings —  
and more convenience — with  

network providers.

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

Independent licensee of the Blue Cross Association.  ® ANTHEM is 

a registered trademark. ® The Blue Cross name and symbol are 

registered marks of the Blue Cross Association.

MCASH0055CEN  10/08
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In an emergency*

Your health always comes first. In an emergency, go to the closest 
emergency room immediately. You, a family member or your treating 
physician should call your primary care physician or medical group as 
soon as possible so that your network doctor — who knows your health 
history — can direct your care. This is especially important if you are at 
a non-network hospital. Involving your network doctor right away may 
mean quicker transfer to a network hospital, where your out-of-pocket 
costs will be much lower. As soon as possible, you or a representative 
should call us at the toll-free Customer Service number on your 
member ID card. The earlier we’re aware of your situation, the better 
we can help you get the most from your benefits.

Always keep this information handy

To help ensure you get the right health care for you — in any  
situation — you should always carry:

 } Your Anthem Blue Cross ID card

 } Your primary care physician’s name and phone number

 } The names and numbers of any specialty doctors you’re seeing

 } A list of all prescription and non-prescription medications you’re  
taking, including dosage and frequency

*  Anthem Blue Cross defines an emergency as: A sudden, serious and unexpected illness, injury or health problem  

(including sudden and unexpected severe pain) that requires immediate care.

Get the most from your Anthem  
Blue Cross benefits (continued)

MCASH0055CEN  10/08

Visit anthem.com/ca today

As an Anthem Blue Cross 

member, you get 24/7 access  

to online tips and tools that:

 } Support your  

healthy lifestyle

 } Encourage essential 

preventive care

 } Connect you with 

important health 

improvement 

programs

 }  Help you be a savvy 

health care consumer

Thank you for choosing Anthem Blue Cross; we appreciate the 

opportunity to serve you. Anytime you have questions, please call 

Customer Service.
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If you or a family member needs certain types of medical care (for example: surgery, treatment 
in a doctor’s office, physical therapy, etc.), you may want to know more about these programs 
and terms. They may help you better understand your benefits and how your health plan 
manages these types of care.

Utilization management

Utilization management (UM) is a program that is part of your health plan. It lets us make sure 
you’re getting the right care at the right time. Our UM review team, made up of licensed health 
care professionals such as nurses and doctors, do medical reviews. The team goes over the 
information your doctor has sent us to see if the requested surgery, treatment or other type of 
care is medically needed. The UM review team checks to make sure the treatment meets 
certain rules set by your health plan. After reviewing the records and information, the team will 
approve (cover) or deny (not cover) the treatment. The UM review team will let you and your 
doctor know as soon as possible.

We can do medical reviews like this before, during and after a member’s treatment. Here’s an 
explanation of each type of review:

 The prospective or pre-service review (done before you get medical care)

  We may do a prospective review before a member goes to the hospital or has other types of 
service or treatment. Here are some types of medical needs that might call for a prospective 
review:

  A hospital visit

  An outpatient procedure 

  Tests to fi nd the cause of an illness, like magnetic resonance imaging (MRI) and 
computed tomography (CT) scans

  Certain types of outpatient therapy, like physical therapy or emotional health counseling

  “Durable medical equipment” (DME), like wheelchairs, walkers, crutches, hospital beds
and more

 The concurrent review (done during medical care and recovery)

  We do a concurrent review when you are in the hospital or are released and need more care 
related to the hospital stay. This could mean services or treatment in a doctor’s office, 
regular office visits, physical or emotional therapy, home health care, durable medical 
equipment, a stay in a nursing home, emotional health care visits and more. The UM review 
team looks at the member’s medical information at the time of the review to see if the 
treatment is medically needed.

Managing your care if you need to go to a 
hospital or get certain medical treatment
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Managing your care if you need to go to a 
hospital or get certain medical treatment 
(continued)

 The retrospective or post-service review (done after you get medical care)

  We do a retrospective review when you have already had surgery or another type of medical 
care. When the UM review team learns about the treatment, they look at the medical 
information the doctor or provider had about you at the time the medical care was given. 
The team then can see if the treatment was medically needed.

Case management

Case managers are licensed health care professionals who work with you and your doctor to 
help you learn about and manage your health conditions. They also help you better understand 
your health benefits.

Preauthorization 

Preauthorization is the process of getting approval from your health plan before you get services. 
This process lets you know if we will cover a service, supply, therapy or drug. We approve services 
that meet our standards for needed and appropriate treatment. The guidelines we use to approve 
treatment are based on standards of care in medical policies, clinical guidelines and the terms 
of your plan. As these may change, we review our preauthorization guidelines regularly. 
Preauthorization is also called “precertification,” “prior authorization,” or “pre-approval.”

Here’s how getting preauthorization can help you out: 

  Saving time. Preauthorizing services can save a step since you will know if you are eligible 
and what your benefits are before you get the service. The doctors in our network ask for 
preauthorization for our members.

  Saving money. Paying only for medically necessary services helps everyone save. Choosing 
a doctor who’s in our network can help you get the most for your health care dollar.

What can you do? Choose an in-network doctor. Talk to your doctor about your conditions and 
treatment options. Ask your doctor which covered services need preauthorization or call us to 
ask. The doctor’s office will ask for preauthorization for you. Plus, costs are usually lower with 
in-network doctors.  

If you choose an out-of-network provider, be sure to call us to see if you need preauthorization. 
Non-network providers may not do that for you. If you ever have a question about whether you need 
preauthorization, just call the preauthorization or precertification phone number on your ID card.

There are times when we may need to do a benefit review for a health care service you plan to 
receive or have already received. We do this to find out what your plan will cover for that 
service. During the review, we take a look at the terms, benefits, limitations and exclusions of 
your particular plan. This means we may check to see if your plan covers the service, if you’ve 
already reached a benefit limit for the service, and if you can see a provider outside of the 
network. We may also review other aspects of your plan.
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Your rights and responsibilities as a member

As a member you have certain rights and responsibilities to help make sure that you get the 
most from your plan and access to the best care possible. That includes certain things about 
your care, how your personal information is shared and how you work with us and your doctors. 
It’s kind of like a “Bill of Rights”. And helps you know what you can expect from your overall 
health care experience and become a smarter health care consumer.

You have the right to:
  Speak freely and privately with your doctors and other health professionals about all health 

care options and treatment needed for your condition, no matter what the cost or whether 
it’s covered under your plan.

  Work with your doctors in making choices about your health care.

  Be treated with respect, dignity, and the right to privacy.

  Privacy, when it comes to your personal health information, as long as it follows state and 
federal laws, and our privacy rules.

  Get information about our company and services, and our network of doctors and other 
health care providers.

  Get more information about your rights and responsibilities and give us your thoughts and 
ideas about them.

  Give us your thoughts and ideas about any of the rules of your health care plan and in the 
way your plan works.

  Make a complaint or fi le an appeal about:

− Your health care plan

− Any care you get

− Any covered service or benefi t ruling that your health care plan makes

  Say no to any care, for any condition, sickness or disease, without it affecting any care you 
may get in the future; and the right to have your doctor tell you how that may affect your 
health now and in the future

  Participate in matters that deal with the company policies and operations.

  Get all of the most up-to-date information about the cause of your illness, your treatment 
and what may result from that illness or treatment from a doctor or other health care 
professional. When it seems that you will not be able to understand certain information, 
that information will be given to someone else that you choose.

  Get help at any time, by contacting your local insurance department.

20008ANMENABS Rev. 8/12
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Your rights and responsibilities as a member 
(continued)

20008ANMENABS Rev. 8/12

You have the responsibility to:
  Choose any primary care physician (doctor), also called a PCP, who is in our network if your 

health care plan says that you to have a PCP.

  Treat all doctors, health care professionals and staff with courtesy and respect.

  Keep all scheduled appointments with your health care providers and call their offi ce if you 
have a delay or need to cancel.

  Read and understand, to the best of your ability, all information about your health benefi ts 
or ask for help if you need it.

  To the extent possible, understand your health problems and work with your doctors or 
other health care professionals to make a treatment plan that you all agree on.

  Follow the care plan that you have agreed on with your doctors or health care professionals.

  Tell your doctors or other health care professionals if you don’t understand any care you’re 
getting or what they want you to do as part of your care plan.

  Follow all health care plan rules and policies.

  Let our Customer Service department know if you have any changes to your name, address 
or family members covered under your plan.

  Give us, your doctors and other health care professionals the information needed to help 
you get the best possible care and all the benefi ts you are entitled to. This may include 
information about other health care plans and insurance benefi ts you have in addition to 
your coverage with us.

For details about your coverage and benefi ts, please read your “Subscriber Agreement”.
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Important legal information you should 
take time to read

13967CAMENABC 5/10

Women’s Health and Cancer Rights Act of 1998

The Women’s Health and Cancer Rights Act explains your rights for treatment under the health 

plans if you need a mastectomy. Plain and simple… we’re here for you.

If you ever need a benefit-covered mastectomy, we hope it will give you some peace of mind  

to know that your Anthem Blue Cross or Anthem Blue Cross Life and Health Insurance Company 

benefits 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.

}} All applicable benefit provisions will apply, including existing deductibles, copayments 

and/or co-insurance.

HIPAA NOTICE OF PRIVACY PRACTICES

The HIPAA Notice of Privacy Practices explains the rules around how we handle your private 

information under HIPAA laws. Plain and simple… we don’t share your information unless it’s 

needed to manage your benefits or you give us the OK to do it.

We keep the health and financial information of our current and former members private as 

required by law, accreditation standards, and our rules. This notice explains your rights. It also 

explains our legal duties and privacy practices. We are required by federal law to give you 

this notice.

Your Protected Health Information

We may collect, use, and share your Protected Health Information (PHI) for the following 

reasons and others as allowed or required by law, including the HIPAA Privacy rule:

For Payment: We use and share PHI to manage your account or benefits; or to pay claims for 

health care you get through your plan. For example, we keep information about your premium 

and deductible payments. We may give information to a doctor’s office to confirm your benefits.

For Health Care Operations: We use and share PHI for our health care operations. For example, 

we may use PHI to review the quality of care and services you get. We may also use PHI to 

provide you with case management or care coordination services for conditions like asthma, 

diabetes, or traumatic injury.

For Treatment Activities: We do not provide treatment. This is the role of a health care provider 

such as your doctor or a hospital. But, we may share PHI with your health care provider so that 

the provider may treat you.
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To You: We must give you access to your own PHI. We may also contact you to let you know 

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 products or programs for which 

you may be eligible. This may include individual coverage. We may also send you reminders 

about routine medical checkups and tests.

To Others: You may tell us in writing that it is OK for us to give your PHI to someone else for any 

reason. Also, if you are present, and tell us it is OK, we may give your PHI to a family member, 

friend or other person. We would do this if it has to do with your current treatment or payment 

for your treatment. If you are not present, if it is an emergency, or you are not able to tell us it 

is OK, we may give your PHI to a family member, friend or other person if sharing your PHI is in 

your best interest.

As Allowed or Required by Law: We may also share your PHI, as allowed by federal law, for 

many types of activities. PHI can be shared for health oversight activities. It can also be shared 

for judicial or administrative proceedings, with public health authorities, for law enforcement 

reasons, and to coroners, funeral directors or medical examiners (about decedents). PHI can 

also be shared for certain reasons with organ donation groups, for research, and to avoid 

a serious threat to health or safety. It can be shared for special government functions, for 

workers’ compensation, to respond to requests from the U.S. Department of Health and Human 

Services and to alert proper authorities if we reasonably believe that you may be a victim of 

abuse, neglect, domestic violence or other crimes. PHI can also be shared as required by law.

If you are enrolled with us through an employer sponsored group health plan, we may share PHI 

with your group health plan. We and/or your group health plan may share PHI with the sponsor 

of the plan. Plan sponsors that receive PHI are required by law to have controls in place to keep 

it from being used for reasons that are not proper.

Authorization: We will get an OK from you in writing before we use or share your PHI for any 

other purpose not stated in this notice. You may take away this OK at any time, in writing. We 

will then stop using your PHI for that purpose. But, if we have already used or shared your PHI 

based on your OK, we cannot undo any actions we took before you told us to stop.

Genetic Information: If we use or disclose PHI for underwriting purposes, we are prohibited 

from using or disclosing PHI that is genetic information of an individual for such purposes.

Your Rights

Under federal law, you have the right to:

}} Send us a written request to see or get a copy of certain PHI or ask that we correct your PHI 

that you believe is missing or incorrect. If someone else (such as your doctor) gave us the 

PHI, we will let you know so you can ask them to correct it.

}} Send us a written request to ask us not to use your PHI for treatment, payment or health 

care operations activities. We are not required to agree to these requests.

Important legal information you should 
take time to read (continued)
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Important legal information you should 
take time to read (continued)

}} Give us a verbal or written request to ask us to send your PHI using other means that are 

reasonable. Also let us know if you want us to send your PHI to an address other than your 

home if sending it to your home could place you in danger.

}} Send us a written request to ask us for a list of certain disclosures of your PHI.

Call Customer Service at the phone number printed on your identification (ID) card to use any 

of these rights. They 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 are dedicated to protecting your PHI. We set up a number of policies and practices to help 

make sure your PHI is kept secure.

We keep your oral, written, and electronic PHI safe using physical, electronic, and procedural 

means. These safeguards follow federal and state laws. Some of the ways we keep your PHI  

safe include offices that are kept secure, computers that need passwords, and locked storage 

areas and filing cabinets. We require our employees to protect PHI through written policies  

and procedures. The policies limit access to PHI to only those employees who need the data to 

do their job. Employees are also required to wear ID badges to help keep people, who do not 

belong, out of areas where sensitive data is kept. Also, where required by law, our affiliates and 

non-affiliates must protect the privacy of data we share in the normal course of business. They 

are not allowed to give PHI to others without your written OK, except as allowed by law.

Potential Impact of Other Applicable Laws

HIPAA (the federal privacy law) generally does not preempt, or override other laws that give people 

greater privacy protections. As a result, if any state or federal privacy law requires us to provide 

you with more privacy protections, then we must also follow that law in addition to HIPAA.

Complaints

If you think we have not protected your privacy, you can file a complaint with us. You may also 

file a complaint with the Office for Civil Rights in the U.S. Department of Health and Human 

Services. We will not take action against you for filing a complaint.

Contact Information

Please call Customer Service at the phone number printed on your ID card. They can help you 

apply your rights, file a complaint, or talk with you about privacy issues.
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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 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 are required by law to follow the privacy notice that is in effect 

at this time. We may tell you about any changes to our notice in a number of ways. We may tell 

you about the changes in a member newsletter or post them on our website. We may also mail 

you a letter that tells you about any changes.

Si necesita ayuda en espanol para entender este documento, puede solicitarla sin costo 

adicional, llamando al numero de servicio al cliente que aparece al dorso de su tarjeta de 

identificacion o en el folleto de inscripcion.

This Notice is provided by the following companies: Anthem Blue Cross and  

Anthem Blue Cross Life and Health Insurance Company

STATE NOTICE OF PRIVACY PRACTICES

As we told you in our HIPAA notice, we must follow state laws that are more strict than the 

federal HIPAA privacy law. This notice explains your rights and our legal duties under state law.

Your Personal Information

We may collect, use and share your nonpublic personal information (PI) as described in this notice. 

We may collect PI about you from other persons or entities such as doctors, hospitals, or  

other carriers.

We may share PI with persons or entities outside of our company without your OK in some cases.

If we take part in an activity that would require us to give you a chance to opt-out, we will 

contact you. We will tell you how you can let us know that you do not want us to use or share 

your PI for a given activity.

You have the right to access and correct your PI.

Because PI is defined as any information that can be used to make judgements about your 

health, finances, character, habits, hobbies, reputation, career and credit, we take reasonable 

safety measures to protect the PI we have about you.

A more detailed state notice is available upon request. Please call the phone number printed 

on your ID card.

Si necesita ayuda en espanol para entender este documento, puede solicitarla sin costo 

adicional, llamando al numero de servicio al cliente que aparece al dorso de su tarjeta de 

identificacion o en el folleto de inscripcion.
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Description of Special Enrollment Rights

If you are declining enrollment for yourself or your dependents (including your spouse) because 

of other health insurance or group health plan coverage, you may be able to enroll yourself and 

your dependents in this plan if you or your dependents lose eligibility for the other health 

insurance or group health plan coverage (or if the employer stops contributing toward your or 

your dependents’ other coverage); if a court has ordered coverage be provided for your 

dependents; if you meet or exceed a lifetime limit on all benefits under another health plan; or 

if you become eligible for assistance under a state Medicaid or SCHIP health plan with respect 

to cost of care under the employer’s plan. However, you must request enrollment within 31 days 

after your or your dependents’ other coverage is exceeded or ends (or after the employer stops 

contributing toward the other coverage).

In addition, if you have a new dependent as a result of marriage or domestic partnership, birth, 

adoption or placement for adoption or court order, you may be able to enroll yourself and your 

dependents. However, you must request enrollment within 31 days after the marriage, birth, 

adoption or placement for adoption.

To request special enrollment or obtain more information, please contact your employer’s 

group health insurance representative.

If your health plan is subject to California state law, any special enrollment rights that apply to 

an eligible spouse also apply to an eligible domestic partner, as defined by your health plan. 

MCASH0449C Rev. 6/10
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If you have a medical condition before joining 
our plan, you may have to wait for coverage.

This plan has a pre-existing condition exclusion. This means that if you have a medical condition 

before coming to our plan, you might have to wait a certain period of time before the plan will 

pay for health care services related to that condition. This exclusion applies only to conditions 

for which medical advice, diagnosis, care or treatment was recommended or received within a 

six-month period. Generally, this six-month period ends the day before your coverage becomes 

effective. However, if you were in a waiting period for coverage, the six-month period ends on 

the day before the waiting period begins.

This exclusion may last up to six months from your first day of coverage or, if you were in a waiting 

period, from the first day of your waiting period.* However, you can cut down the length of this 

exclusion period by the number of days you had coverage. Most prior health coverage is considered 

creditable coverage and can be used to cut down the pre-existing condition exclusion if you have not 

had a break in coverage. The maximum allowable break in coverage is 180 days if your prior coverage 

was provided through an employer and ended because either:

}} Your employment (or the person’s employment through which you had this coverage) ended;

}} The availability of coverage through employment or sponsored by an employer has 

terminated; or

}} An employer’s contribution toward health coverage has terminated.

For prior coverage that was not provided through an employer, such as individual coverage or 

coverage through a government program like Medicaid, the maximum allowable break in 

coverage is 63 days.

To reduce the six-month exclusion period by your creditable coverage, Anthem Blue Cross 

would need a copy of your “certificate of creditable coverage” from your prior Health Insurance 

Carrier. If you do not have a “certificate of creditable coverage,” but you do have prior health 

coverage, please follow the steps below to get this information.

Other exceptions to the exclusion period include:

}} Being pregnant (You will not have to wait if you are pregnant.)

}} If you are under age 19

}} Children who are signed up for coverage within 31 days after birth, adoption or placement 

for adoption

If you had recent health coverage, follow these steps to show proof of that coverage:

1. Check your last ID card from the company you had health coverage with to get the phone 

number or address.

2. If your coverage was through your last job and you don’t know how to reach the insurance 

company that covered you before, call the Human Resources phone number where you 

used to work.

3. Check if you have a health plan booklet or other information about your coverage from  

that company. You may be able to find a phone number there. You can always call Anthem 

Blue Cross for help on how to do this.

14723CAMENABC Rev. 8/11
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(continued)
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4. Once you have the contact information for the company that you had health coverage with, 

contact that company.

 − Ask how to get a “certificate of creditable coverage” or other proof that you had health 

coverage there.

 − Once you get your “certificate of creditable coverage” from the company, send it to the 

address listed on the back of your new ID card.

Need help?

We’re here for you. Call us at the phone number on the back of your ID card if you have 

questions about coverage for pre-existing conditions. If you don’t have your ID card yet, contact 

your Human Resources department for the phone number.

*If your health plan is not subject to California state law, the length of the pre-existing condition exclusion may be up to 12 

months (or up to 18 months if you are a late enrollee). Also, the maximum allowable break in coverage may be no more 

than 63 days in all situations.

552734 310730 14723CAMENABC OE Pre-ex Conditions SH 08 11.indd   2 6/5/12   2:04 AM
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Life products underwritten by Anthem Blue Cross Life and Health Insurance Company. Disability products underwritten by Anthem Life Insurance Company. 

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross, Anthem Life Insurance Company and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross 

Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.  

 

Express Scripts, Inc. is a separate company that provides pharmacy services and pharmacy benef t management services on behalf of health plan members. i

 

The Healthy Lifestyles programs are administered by Healthways, Inc., an independent company. 

Once you’re a member, it’s easy to get answers to 
any questions about your plan. 

Just call the number on the back of your member 
identif cation (ID) card after you get it. i
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