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SECOND AMENDED COMPLAINT AND DEMAND FOR JURY TRIAL 

Scott C. Glovsky, Bar No. 170477 
Email: sglovsky@scottglovskylaw.com 
LAW OFFICES OF SCOTT GLOVSKY, APC 
343 Harvard Avenue 
Claremont, CA 91711 
Website: www.scottglovsky.com 
Telephone: (626) 243-5598 
Facsimile: (866) 243-2243 

Attorney for Plaintiff 

SUPERIOR COURT FOR THE STATE OF CALIFORNIA 

FOR THE COUNTY OF LOS ANGELES 

JUNE VANTRIMPONT, an individual, 

Plaintiff, 

vs. 

BLUE CROSS OF CALIFORINA dba 
ANTHEM BLUE CROSS; and DOES 1 
through 100, inclusive, 

Defendants 

Case No.:  22TRCV01329 

SECOND AMENDED COMPLAINT 
AND DEMAND FOR JURY TRIAL 

1. Breach of the Implied Covenant of
Good Faith and Fair Dealing;

2. Breach of Contract; and

3. Violations of Business & Professions
Code Section 17200.

Compl. Filed: November 23, 2022 
Honorable Ronald F. Frank, Dept. 8 

Plaintiff June Vantrimpont alleges against Defendant Blue Cross of California dba 

Anthem Blue Cross, with respect to her own acts, and on information and belief with respect to 

all other matters, as follows: 
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GENERAL ALLEGATIONS 

1. 

INTRODUCTION 

1. This is an action by Plaintiff June Vantrimpont (“June”) against her health insurer, 

Anthem Blue Cross (“Anthem”), arising out of its repeated wrongful and bad faith denials and 

delays of June’s medically necessary transcatheter pulmonary valve replacement.  

2. June was born with a congenital heart disease and Loeys-Dietz syndrome, a 

connective tissue disorder that primarily affects the heart. She has undergone numerous heart 

surgeries, including mitral valve repair, aortic dissection repair, aortic valve replacement, 

pulmonary valve replacement, and several cardiac ablations. She has required extensive expert 

care and has been on death’s door multiple times. Thankfully, June has a team of congenital heart 

disease specialists at UCLA who have provided her with lifesaving care and have spent hours in 

surgery repairing her heart. 

3. After June’s pulmonary valve was replaced in 2016, she began to suffer from 

pulmonary regurgitation. In February 2022, June’s UCLA cardiac team determined that the faulty 

pulmonary valve needed to be replaced. June’s UCLA cardiac team determined that, given June’s 

precarious cardiac history and condition, June required a transcatheter pulmonary valve 

replacement (“TPVR”). So, they submitted a request to Anthem for TPVR. TPVR is FDA 

approved, commonly used, and has provided extremely successful outcomes for patents for years. 

Unfortunately, Anthem denied June’s TPVR and claimed that it was not medically necessary. 

This denial was wrongful and in bad faith.  

4. June appealed, but Anthem again breached the contract and acted in bad faith by 

denying the appeal and wrongfully claiming that it was not medically necessary. UCLA Health 

then filed a grievance on her behalf, and one of her UCLA cardiologists scheduled a peer-to-peer 

review with Anthem’s medical reviewer. During the peer-to-peer, June’s UCLA doctor explained 

why TPVR was the best treatment for June, that it had great outcomes for patients, and why it 

was superior to any other treatment option. Anthem knew that its criteria was outdated and that 

TPVR was the best course of treatment for June. But Anthem’s medical reviewer denied TPVR 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 

 

 3  
SECOND AMENDED COMPLAINT AND DEMAND FOR JURY TRIAL 

 

for a third time. 

5. Ultimately, June applied to the California Department of Managed Healthcare 

(“DMHC”) for an Independent Medical Review (“IMR”). The independent medical reviewer 

determined that TPVR was medically necessary for June, and overturned Anthem’s coverage 

denial. As a result, Anthem was ordered by the DMHC (and required by California law) to 

provide coverage for this medically necessary procedure.  

6. Anthem’s bad faith conduct reflects its creation and implementation of a utilization 

review system in which it systemically fails to conduct full, fair, and thorough investigations 

before denying coverage. Anthem created a system to review requests for medical care designed 

to deny coverage of medically necessary care to its subscribers like June Vantrimpont. It created a 

system that places barriers in the way of its members receiving coverage for medically necessary 

care and is designed to save money for Anthem. Under Anthem’s system, Anthem fails to 

perform full, fair, prompt, or thorough investigations before it denies treatment. Anthem uses 

unqualified medical reviewers who lack the appropriate training, education, and experience 

necessary to understand the medical conditions of its members and allows them to deny care for 

the members. Further, Anthem does not require the medical reviewers to consult with the 

members’ treating physicians or any medical specialists. In addition, Anthem utilizes software 

interfaces for its medical reviewers that are designed to not perform full, fair, or thorough 

investigations. Moreover, Anthem provides its medical reviewers with financial incentives to 

deny care and fails to train them to perform full, fair, and thorough investigations. Further, 

Anthem incentivizes its reviewers to conduct inadequate and rushed investigations before denying 

coverage, which led to June’s denial. As a result, Anthem has a pattern and practice of 

institutional bad faith because its system for providing benefits does not give equal consideration 

to the interests of its insureds, is designed to deny them a prompt, fair, and thorough investigation 

before denying coverage, and fails to diligently search for evidence to support payment of 

benefits. Its system is designed to do the exact opposite of what California law requires, and is 

therefore unfair, unlawful, and fraudulent.  
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2. 

THE PARTIES 

7. Plaintiff June Vantrimpont is, and at all relevant times was, a member of an 

Anthem Blue Cross health plan under which Anthem is contractually obligated to provide her 

with medically necessary health care benefits. At all relevant times, she was and is a resident of 

Los Angeles County, California.  

8. Defendant Blue Cross of California dba Anthem Blue Cross is, and at all relevant 

times was, a corporation duly organized and existing under and by virtue of the laws of the State 

of California and authorized to transact and transacting business in the State of California. 

9. The true names and capacities, whether individual, corporate, associate or 

otherwise, of defendants named herein as Does 1 through 100, inclusive, are unknown to 

Plaintiff, who therefore sues said defendants by such fictitious names. Each of the defendants 

named herein as a Doe is responsible in some manner for the events and happenings hereinafter 

referred to, and some of Plaintiff’s damages as herein alleged were proximately caused by such 

defendants. Plaintiff will seek leave to amend this complaint to show said defendants’ true names 

and capacities when the same have been ascertained. 

10. At all times mentioned herein, each of the defendants was the agent or employee 

of each of the other defendants, or an independent contractor, or joint venturer, and in doing the 

things herein alleged, each such defendant was acting within the purpose and scope of said 

agency and/or employment and with the permission and consent of each other defendant. 

3.  

FACTUAL BACKGROUND 

A. Plaintiff’s Medical History 

11. Plaintiff June Vantrimpont was born with a congenital heart disease and Loeys-

Dietz Syndrome, which affects the connective tissue in the body, primarily causing issues with 

the heart. She had always been highly active, and she worked for many years as a professional 

dancer. Unfortunately, in 1994, she experienced a mitral valve prolapse. June underwent her first 

open heart surgery to repair her mitral valve. After much recovery, June was able to return to her 
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level of activity. June continued dancing, started her own business, and then went on to complete 

multiple triathlons.  

12. Starting in 2010, June began to experience heart palpitations, shortness of breath, 

chest tightness, and decreased lung capacity. She visited her doctors several times, who ran 

multiple tests to monitor her heart. Her scans showed abnormalities, but nothing that required 

intervention at that point. She was required to significantly reduce her exercise activity. In 

October of 2013, after experiencing severe chest pain that radiated through her jaw, June went to 

the emergency room. Doctors discovered she was having an aortic dissection, which in many 

cases is fatal. She was rushed into emergency surgery to repair and replace part of her aorta. Post-

operative complications led to June going into cardiac arrest and flatlining for seven minutes, 

requiring her doctors to reopen her chest and massage her heart. She then experienced respiratory 

failure and had to be placed on an invasive ventilator for several days. This event was extremely 

physically traumatic, and completely changed June’s day-to-day life.  

13. After visiting her doctors in early 2014 due to shortness of breath, heart 

palpitations, fatigue, and chest tightness, her doctors determined that she would need an aortic 

valve replacement. In May of 2014, June underwent surgery to replace her aortic valve and repair 

her descending aorta which had an aneurysm and a dissection. This was an extremely complicated 

surgery that required two expert surgeons and lasted approximately 15 hours. In 2015, June 

underwent a transcatheter cardiac ablation. 

14. In 2016, June underwent yet another heart surgery, this time to replace her 

pulmonary valve.  

15. Later, June’s pulmonary valve started leaking and needed to be replaced. 

B. Requests to Anthem for Transcatheter Pulmonary Valve Replacement 

16. While a pulmonary valve replacement can be done through open-heart surgery, it 

poses significant risks for patients, especially patients with precarious cardiac conditions.  The 

transcatheter approach allows surgeons to replace a pulmonary valve without subjecting the 

patient to the physical trauma and operative risks associated with open heart surgery. Doctors 

have used TPVR effectively for the past thirteen years since its introduction in 2010. June’s 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 

 

 6  
SECOND AMENDED COMPLAINT AND DEMAND FOR JURY TRIAL 

 

UCLA cardiac team decided that TPVR would be the best course of action to treat her condition 

given her complicated and precarious cardiac history.  

17. June’s UCLA cardiologist submitted a request for authorization of a TPVR to 

Anthem.  June’s cardiac team believed that it was unquestionably medically necessary and the 

best treatment for June given her complicated and precarious cardiac condition. 

18. On February 7, 2022, Anthem denied the request for a TPVR as not medically 

necessary. Anthem’s denial letter indicated that Anthem’s Medical Director, Dr. Joseph 

Kamelgard, reviewed the request. The letter also provided that Anthem reviewed the request 

using Anthem’s medical policy entitled Transcatheter Heart Valve Procedures (SURG.00121) 

(the “Medical Policy”).  Dr. Joseph is a general surgeon and not a cardiologist. June’s conditions, 

adult congenital heart disease and Loeys-Dietz Syndrome, require care from cardiologists. The 

denial was wrong and constitutes a breach of contract and bad faith.  

19. June appealed the denial.  

20. Believing it was a lack of understanding on the medical reviewer’s part, one of 

June’s cardiologists, Dr. Jamil Aboulhosn, scheduled a peer-to-peer review with Anthem’s Dr. 

Kamelgard. On February 23, 2023, during this peer-to-peer review, Dr. Aboulhosn explained to 

Dr. Kamelgard why TPVR was medically necessary and the best option for June. Dr. Aboulhosn 

explained that TPVR was FDA approved for patients such as June. Anthem claimed that there 

was insufficient research for TPVR for patients such as June to be medically necessary under 

Anthem’s Medical Policy.  

21. On February 23, 2022, Anthem denied the appeal and again wrongly claimed that 

it was not medically necessary. Anthem’s denial letter indicated that Anthem’s Medical Director, 

Dr. Kamelgard, reviewed the request and provided that Anthem reviewed the request using the 

Medical Policy.  Despite Dr. Aboulhosn’s explaining why TPVR was medically necessary for 

June, and why Anthem’s denial was wrong, Anthem upheld its denial and would not change its 

position. The denial was wrong and constitutes a breach of contract and bad faith.  

22. Dr. Aboulhosn sent Anthem documents relating to FDA approval, medical 

literature about TPVR for patients such as June, and offered to consult with Anthem.  
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23. Anthem knew that TPVR was medically necessary for June. And it knew that the 

Medical Policy was out of date. But Anthem denied the appeal and upheld the original denial.  

24. On February 23, 2022, June sent Anthem an email explaining her significant 

cardiac history and indicating that Anthem should conduct a full discussion of her condition with 

her cardiologist. She wrote that TPVR was FDA approved, and that Anthem had denied her 

treatment without fully investigating her medical history. She suggested that Anthem denied her 

treatment based on irrelevant information or administrative issues.  

25. On the same day, UCLA doctors appealed the Anthem denial. 

26. On March 21, 2022, Anthem again denied June’s TPVR (for a third time). 

Anthem’s denial letter indicated that Anthem’s Medical Director, Dr. Anita Rajan, who is not a 

cardiologist, reviewed the request. It also provided that Anthem reviewed the request using 

Anthem’s Medical Policy. The denial was wrong and constitutes a breach of contract and bad 

faith.  

B. DMHC Overturns Anthem’s Decision 

27. After receiving the final denial letter from Anthem, June exercised her right under 

California law and applied for an Independent Medical Review (“IMR”) with the California 

Department of Managed Healthcare. Her application was approved for an expedited IMR on 

April 20, 2022. On April 25, 2022, June received a letter from Maximus Federal Services, the 

independent medical reviewing organization. The letter informed her that the IMR determined 

that the surgery is indeed medically necessary, Anthem’s decision has been overturned, and 

Anthem will be required to provide coverage for the surgery. June received confirmation of the 

DMHC’s determination from Anthem on April 27, 2022. 

4. 

FIRST CAUSE OF ACTION 

(Breach of Implied Covenant of Good Faith and Fair Dealing) 

PLAINTIFF FOR A FIRST CAUSE OF ACTION AGAINST DEFENDANT AND 

DOES 1 THROUGH 100, INCLUSIVE, AND EACH OF THEM, FOR BREACH OF IMPLIED 

COVENANT OF GOOD FAITH AND FAIR DEALING, ALLEGES: 
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28. Plaintiff incorporates by reference each and every paragraph above as though set 

forth in full in this cause of action.   

29. To act in bad faith, “an insurance company must unreasonably act or fail to act in a 

manner that deprives the insured of the benefits of the policy.”  (CACI 2330.)  “However, it is not 

necessary for the insurer to intend to deprive the insured of the benefits of the policy.”  (Id.)  The 

reasonableness of the insurer is solely at issue and not subjective beliefs in its position. (See 

Morris v. Paul Revere Life Ins. Co. (2003) 109 Cal.App.4th 966, 973.)  “[A]n insurer must give at 

least as much consideration to the interests of the insured as it gives to its own interests.” (Jordan 

v. Allstate Ins. Co. (2007) 148 Cal.App.4th 1062, 1071-72.)  This includes an obligation to 

conduct a “full, fair and thorough investigation” and to “fully inquire into possible bases 

that might support the insured’s claim.”  (CACI 2332, Id. at 1066, 1072 (emphasis in original).)  

It cannot “just focus on those facts which justify denial of the claim.”  (Mariscal v. Old Rep. Life 

Ins. Co. (1996) 42 Cal.App.4th 1617, 1623.)  The duty requires the insurer to seek out facts rather 

than sitting back and finding fault with what was provided. (CACI 2332, see Egan v. Mut. of 

Omaha Ins. Co. (1979) 24 Cal.3d 809, 819; McCormick v. Sentinel Life Ins. Co. (1984) 153 

Cal.App.3d 1030, 1046-1048 (“Although presumably one phone call to the doctor could have 

supplied the omitted information [Ins. Co.] offers no explanation for why it did not. . .”). 

30. At all relevant times, Plaintiff June Vantrimpont has been covered under a health 

plan issued by Anthem. In exchange for the payment of premiums, Anthem issued a health care 

policy, the material terms of which include, without limitation, that members were to have timely 

access to coverage for medically necessary diagnosis, assessment, evaluation, care, and treatment. 

The insurance includes Anthem’s agreement to provide coverage for medically necessary 

treatment. June first became an Anthem member in approximately 2008. A copy of what 

Anthem’s lawyers have represented in this case to be the insurance contract, called an Evidence 

of Coverage (“EOC”), that was in effect in 2022 is attached as Exhibit A. Plaintiff believes, based 

on Anthem’s representation, that this is the contract at issue. Plaintiff will confirm this in 

discovery. 

31. Anthem’s contract requires it to timely cover medically necessary covered 
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treatment. For example, the EOC specifies that Anthem will provide timely access to covered 

services (see pages 5-6), medically necessary services (see pages 167 and 181-82), hospital 

services (see pages 45 and 73), and professional services (see page 83). While Anthem breached 

these terms of the contract as outlined above, and other terms, it also breached the contract by 

violating the implied covenant of good faith and fair dealing implied by law into the contract by 

its unreasonable denials. Anthem breached the contract in many ways including all three of its 

denials listed above. 

32. Notwithstanding Anthem’s legal and contractual obligations, it refused to provide 

timely coverage for June’s medically necessary TPVR, as outlined in the foregoing paragraphs. 

33. Therefore, by refusing to provide June with timely benefits three times, Anthem 

not only breached the contract, but also acted unreasonably and subjected itself to bad faith 

liability. Because of Anthem’s unreasonable and wrongful refusal to provide and pay for June’s 

medical care and to do so in a timely fashion, she has suffered severe emotional distress as well as 

suffered physically. Anthem refused to abide by its contractual and legal obligations to provide 

June with benefits for treatment, despite full payment of premiums on the policy and her 

fulfillment of all contractual obligations. 

34. Anthem breached its duty of good faith and fair dealing owed to June by failing to 

provide her with timely coverage of medically necessary care and treatment. In addition, 

defendants, and each of them, breached their duty of good faith and fair dealing under the health 

plan as follows:  

(a) Unreasonably denying benefits under the plan including, but not limited to, 

denials on February 7, 2023, February 23, 2023, and March 21, 2023; 

(b) Unreasonably delaying benefits due under the plan including, but not 

limited to, the denials on February 7, 2023, February 23, 2023, and March 

21, 2023;    

(c) Unreasonably refusing to cover critically necessary services as outlined 

above; 

(d) Unreasonably failing to adequately investigate the requests for benefits as 
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outlined above; 

(e) Unreasonably making treatment decisions based on financial concerns; 

(f) Unreasonably using utilization guidelines that are unreasonably stringent 

and stop members from receiving coverage for medically necessary care; 

(g) Unreasonably failing and refusing to give at least as much consideration to 

plaintiff’s interests as they gave to their own interests;  

(h) Unreasonably engaging in the practice of preventing plan members from 

using covered services in order to save money; 

(i) Unreasonably creating and implementing a utilization review system in 

which Anthem systemically fails to conduct full, fair, and thorough 

investigations before denying coverage; 

(j) Unreasonably creating and implementing a utilization review system in 

which Anthem assigns reviewing physicians to review requests for care 

while only allowing them to review limited information; 

(k) Unreasonably using software interfaces for utilization review nurses and 

utilization review physicians that ensure that its reviewers will not conduct 

full, fair, and thorough investigations; 

(l) Unreasonably utilizing financial incentives that encourage unreasonable 

denials of care; and  

(m) Unreasonably failing to have policies, procedures, or guidelines to ensure 

that claims and requests for treatment are handled in good faith including 

the performance of full, fair, objective, and thorough investigations. 

(Insurance Code 790.03 (h) (3)). 

(n) Unreasonably engaging in a pattern and practice of denying TPMV to 

patients based on an outdated medical policy. 

35. June is informed and believes and thereon alleges that Defendant and Does 1-100, 

inclusive, have breached their duties of good faith and fair dealing owed to her by other acts or 

omissions of which she is presently unaware, and which will be shown according to proof at the 
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time of trial. 

36. As a proximate result of the aforementioned unreasonable and bad faith conduct of 

Anthem, Plaintiff has suffered, and will continue to suffer in the future, damages under the plan 

contract, plus interest, and other economic and consequential damages, for a total amount to be 

shown at the time of trial. 

37. As a further proximate result of the aforementioned wrongful conduct of Anthem, 

as alleged in this cause of action, Plaintiff has suffered physically and emotionally including 

anxiety, worry, and mental and emotional distress, all to her general damage in a sum to be 

determined at the time of trial.   

38. As a further proximate result of the unreasonable and bad faith conduct of 

Anthem, as alleged in this cause of action, Plaintiff June Vantrimpont was compelled to retain 

legal counsel and expend costs in an effort to obtain the benefits due under the plan contract. 

Therefore, Anthem as alleged in this cause of action, is liable to June Vantrimpont for those 

attorneys’ fees and litigation costs reasonably necessary and incurred by her in order to obtain the 

plan benefits in a sum to be determined at trial.   

39. Anthem’s conduct described herein was intended by Anthem to cause injury to the 

Plaintiff or was despicable conduct carried on by Anthem with a willful and conscious disregard 

of the rights of Plaintiff, or subjected Plaintiff to cruel and unjust hardship in conscious disregard 

of her rights, or was an intentional misrepresentation, deceit, or concealment of a material fact 

known to the defendants with the intention to deprive Plaintiff of property, legal rights or to 

otherwise cause injury, such as to constitute malice, oppression or fraud under California Civil 

Code section 3294, thereby entitling June to punitive damages in an amount appropriate to punish 

or set an example of defendants. 

40. Defendants’ conduct described herein was undertaken by the corporate defendants’ 

officers or managing agents, identified herein as DOES 1 through 100, inclusive, who were 

responsible for claims supervision and operations, underwriting, communications and/or 

decisions. The aforementioned conduct of said managing agents and individuals was therefore 

undertaken on behalf of the corporate defendants. Said corporate defendants further had advance 
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knowledge of the actions and conduct of said individuals whose action and conduct were ratified, 

authorized, and approved by managing agents whose precise identities are unknown to Plaintiff at 

this time and are therefore identified and designated herein as DOES 1 through 100. 

5. 

SECOND CAUSE OF ACTION 

(Breach of Contract) 

PLAINTIFF FOR A SECOND CAUSE OF ACTION AGAINST DEFENDANT AND 

DOES 1 THROUGH 100, INCLUSIVE, AND EACH OF THEM, FOR BREACH CONTRACT, 

ALLEGES:   

41. Plaintiff incorporates by reference each and every paragraph above as though set 

forth in full in this cause of action.  

42. In exchange for full payment of premiums by June, Anthem issued a health care 

policy, the material terms of which include, without limitation, that June was to have timely 

access to medically necessary diagnosis, assessment, evaluation, care, and treatment and coverage 

for medically necessary treatment. All the bad faith conduct listed above also constitutes breaches 

of contract, including the allegations (a) through (n) above, and the denials on February 7, 2023, 

February 23, 2023, and March 21, 2023. 

43. Anthem breached its contractual duties owed to June by failing to timely provide 

her with coverage for medically necessary care and treatment as described above, including the 

allegation(s) (a) through (n) above and the denials on February 7, 2023, February 23, 2023, and 

March 21, 2023. 

44. June complied with all her obligations under the contract. 

45. As a result of Anthem’s breach of contract, Plaintiff has suffered unnecessary 

financial injury, such as the cost of medication, as well as physical and emotional distress.  

46. Plaintiff is informed and believes and thereon alleges that Anthem and Does 1-

100, inclusive, have breached their contractual duties owed to Plaintiff by other acts or omissions 

of which she is presently unaware, and which will be shown according to proof at the time of 

trial. 
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47. As a direct and proximate result of Defendants’ conduct and breach of their 

contractual obligations, June Vantrimpont has suffered damages under the policy in an amount to 

be determined according to proof at the time of trial. 

6. 

THIRD CAUSE OF ACTION 

(Violation of Business & Professions Code section 17200) 

PLAINTIFF FOR A THIRD CAUSE OF ACTION AGAINST DEFENDANT AND 

DOES 1 THROUGH 100, INCLUSIVE, AND EACH OF THEM, FOR VIOLATIONS OF 

BUSINESS & PROFESSIONS CODE SECTION 17200, ALLEGES: 

48. Plaintiff incorporates by reference each and every of the foregoing paragraphs as 

though set forth in full in this cause of action. 

49. Anthem’s conduct as alleged above constitutes acts of unfair, unlawful, 

misleading, and fraudulent business practices as set forth in Business & Professions Code section 

17200 et seq. More specifically, Anthem’s conduct as alleged above in 1) systemically denying 

coverage for medically necessary services such as TPVR for June on February 7, 2023, February 

23, 2023, and March 21, 2023 based on an outdated Medical Policy; 2) systemically denying 

medically necessary treatment without conducting a thorough investigation, and 3) using software 

interfaces for utilization review nurses and utilization review physicians that ensure that its 

reviewers will not conduct full, fair, and thorough investigations, constitute acts of unfair, 

unlawful, misleading, and fraudulent business practices as set forth in Business & Professions 

Code section 17200 et seq.  Among other things, these business practices are unfair, unlawful, 

misleading and fraudulent as they violate California law because an insurance company must 

perform a “full, fair, prompt and thorough investigation” of all of the bases of a claim, and has a 

“duty to diligently search for and consider evidence that supported coverage.”  Egan v. Mutual of 

Omaha Ins. Co. (1979) 24 Cal. 3d 809, 819, see CACI 2332. 

50. Upon information and belief, Anthem Blue Cross employs these policies and 

practices to further its own financial interests at the expense of its members’ health and 

wellbeing.   
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51. Plaintiff has suffered injury in fact and has lost money or property as the result of 

Anthem’s conduct, including paying for premiums while Anthem wrongfully denied coverage for 

TPVR and the cost of medication. June respectfully requests that the Court order restitution and 

any equitable relief deemed necessary by the Court including injunctive relief to stop Anthem’s 

wrongful practices. 

 

WHEREFORE, Plaintiffs pray for judgment against Defendants as follows: 

AS TO THE FIRST CAUSE OF ACTION: 

1.   For special and general damages according to proof at the time of trial; 

2.   For punitive damages; 

3.   For attorneys’ fees and litigation costs; 

4.   For costs of suit incurred herein; and 

5.   For such other and further relief as the Court deems just and proper. 

AS TO THE SECOND CAUSE OF ACTION: 

6.  For special and general damages according to proof at the time of trial; 

7.   For costs of suit incurred herein; and 

8.   For such other and further relief as the Court deems just and proper. 

AS TO THE THIRD CAUSE OF ACTION: 

9.   For restitution according to proof at the time of trial; 

10. For any equitable relief deemed necessary by the Court including injunctive relief; 

11.   For costs of suit incurred herein; and  

12.   For such other and further relief as the Court deems just and proper. 

 

Dated this 13th day of July 2023, at Claremont, California. 

LAW OFFICES OF SCOTT GLOVSKY, APC 

 

By:  /s/ Scott Glovsky     
SCOTT C. GLOVSKY 
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DEMAND FOR JURY TRIAL 

Plaintiffs hereby demand a trial by jury. 

 

DATED:  July 13, 2023  LAW OFFICES OF SCOTT GLOVSKY, APC 

 

By:   /s/ Scott Glovsky     
SCOTT C. GLOVSKY 
Attorneys for Plaintiffs 
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Cross Association. ® ANI1-IEM is a registered trademark o/ Anthem Insurance Companies, 

Inc. ® The Blue Cross name and !Jmbol are registered marks o/ the Blue Cross Association. 
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FOREWORD 

On the following pages, you will find a description of both the Prudent 
Buyer and BC PPO (non-California resident) Plans. It consists of two 
parts: 

Section I The Prudent Buyer (California resident) plan benefits and 
coverage are provided by Anthem Blue Cross. 

Section 11 The BC PPO {non-California resident) plan benefits and 
coverage are provided by Anthem Blue Cross Life and 
Health Insurance Company. 

You will only have coverage under either the Prudent Buyer plan for 
California residents or the BC PPO {non-California resident) plan for 
non-California residents. 

Please read this booklet carefully. If you have any questions, we will be 
happy to answer them. You may call us at the customer service number 
listed on your ID card. 
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Section I - Prudent Buyer {California resident) Plan 

provided by 

Anthem Blue Cross 
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COMBINED EVIDENCE OF COVERAGE 
AND DISCLOSURE FORM 

Anthem Blue Cross 
21215 Burbank Blvd 

Woodland Hills, California 91367 

This Combined Evidence of Coverage and Disclosure (Evidence of 
Coverage) Form is a summary of the important terms of your health 
plan. The health plan contract must be consulted to determine the 
exact terms and conditions of coverage. If you have special health 
care needs, you should read those sections of the Evidence of 
Coverage that apply to those needs. The Los Angeles Police Relief 
Association, Inc. (herein referred to as "LAPRA"} will provide you 
with a copy of the health plan contract upon request. 
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TYPES OF PROVIDERS 

PLEASE READ THE FOLLOWING INFORMATION SO YOU Will 
KNOW FROM WHOM OR WHAT GROUP OF PROVIDERS HEALTH 
CARE MAY BE OBTAINED. THE MEANINGS OF WORDS AND 
PHRASES IN ITALICS ARE DESCRIBED IN THE SECTION OF THIS 
BOOKLET ENTITLED DEFINITIONS. 

Participating Providers in California. We have established a network 
of various types of "Participating Providers". These providers are called 
"participating" because they have agreed to participate in our preferred 
provider organization program (PPO), which we call the Prudent Buyer 
Plan. Participating providers have agreed to a rate they will accept as 
reimbursement for covered services. The amount of benefits payable 
under this plan will be different for non-participating providers than for 
participating providers. See the definition of "Participating Providers" in 
the DEFINITIONS section for a complete list of the types of providers which 
may be participating providers. 

We publish a directory of Participating Providers. You can get a 
directory from your plan administrator {usually your employer) or 
from us. The directory lists all participating providers in your area, 
including health care facilities such as hospitals and skilled nursing 
facilities, physicians, laboratories, and diagnostic x-ray and imaging 
providers. You may call us at the Member Services number listed on your 
ID card or you may write to us and ask us to send you a directory. You 
may also search for a participating provider using the "Provider Finder" 
function on our website at www.anthem.com/ca. The listings include the 
credentials of our participating providers such as specialty designations 
and board certification. 

If you need details about a provider's license or training, or help choosing 
a physician who is right for you, call the Member Services number on the 
back of your ID card. 

How to Access Primary and Specialty Care Services 

Your health plan covers care provided by primary care physicians and 
specialty care providers. To see a primary care physician, simply visit any 
participating provider physician who is a general or family practitioner, 
internist or pediatrician. Your health plan also covers care provided by any 
participating provider specialty care provider you choose (certain 
providers' services are covered only upon referral of an M.D. (medical 
doctor} or D.O. (doctor of osteopathy), see "Physician," below). Referrals 
are never needed to visit any participating provider specialty care provider 
including a behavioral health care provider. 
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To make an appointment call your physician's office: 

• Tell them you are a Prudent Buyer Plan member. 

• Have your Member ID card handy. They may ask you for your group 
number, member I.D. number, or office visit copay. 

• Tell them the reason for your visit. 

When you go for your appointment, bring your Member ID card. 

After hours care is provided by your physician who may have a variety of 
ways of addressing your needs. Call your physician for instructions on how 
to receive medical care after their normal business hours, on weekends 
and holidays. This includes information about how to receive non­
emergency Care and non-urgent care within the service area for a 
condition that is not life threatening, but that requires prompt medical 
attention. If you have an emergency, call 911 or go to the nearest 
emergency room. 

Participating Providers Outside of California 

If you are outside of our California service areas, please call the toll­
free BlueCard Provider Access number on your ID card to find a 
participating provider in the area you are in. A directory of PPO 
Providers for outside of California is available. You can get a 
directory from your plan administrator (usually your employer). 

Non-Participating Providers. Non-participating providers are providers 
which have not agreed to participate in our Prudent Buyer Plan network. 
They have not agreed to the reimbursement rates and other provisions of 
a Prudent Buyer Plan contract 

Anthem Blue Cross has processes to review claims before and after 
payment to detect fraud, waste, abuse and other inappropriate activity. 
Members seeking services from non-participating providers could be 
balance billed by the non-participating provider for those services that are 
determined to be not payable as a result of these review processes and 
meets the criteria set forth in any applicable state regulations adopted 
pursuant to state law. A claim may also be determined to be not payable 
due to a provider's failure to submit medical records with the claims that 
are under review in these processes. 

Contracting and Non-Contracting Hospitals. Another type of provider 
is the "contracting hospital." This is different from a hospital which is a 
participating provider. As a health care service plan, we have traditionally 
contracted with most hospitals to obtain certain advantages for patients 
covered by us. While only some hospitals are participating providers, all 
eligible California hospitals are invited to be contracting hospitals and 
most--over 90%--accept. For those which do not (called non-
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contracting hospitals), there is a significant benefit penalty in your 
plan. 

Physicians. "Physician" means more than an M.D. Certain other 
practitioners are included in this term as it is used throughout the plan. 
This doesn't mean they can provide every service that a medical doctor 
could; it just means that we'll cover expense you incur from them when 
they're practicing within their specialty the same as we would if the care 
were provided by a medical doctor. As with the other terms, be sure to 
read the definition of "Physician" to determine which providers' services 
are covered. Only providers listed in the definition are covered as 
physicians. Please note also that certain providers' services are covered 
only upon referral of an M.D. (medical doctor) or D.O. (doctor of 
osteopathy). Providers for whom referral is required are indicated in the 
definition of "physician" by an asterisk(*). 

Other Health Care Providers. "Other Health Care Providers" are neither 
physicians nor hospitals. They are mostly free-standing facilities or 
service organizations, such as ambulance companies. See the definition 
of "Other Health Care Providers" in the DEFINITIONS section for a complete 
list of those providers. Other health care providers are not part of our 
Prudent Buyer Plan provider network. 

Reproductive Health Care Services. Some hospitals and other 
providers do not provide one or more of the following services that may be 
covered under your plan contract and that you or your family member 
might need: family planning; contraceptive services, including emergency 
contraception; sterilization, including tubal ligation at the time of labor and 
delivery; infertility treatments; or abortion. You should obtain more 
information before you enroll. Call your prospective physician or clinic, or 
call us at the Member Services telephone number listed on your ID card 
to ensure that you can obtain the health care services that you need. 

Participating and Non-Participating Pharmacies. "Participating 
Pharmacies" agree to charge only the prescription drug maximum allowed 
amount to fill the prescription. You pay only your co-payment amount. 

"Non-Participating Pharmacies" have not agreed to the prescription drug 
maximum allowed amount. The amount that will be covered as 
prescription drug covered expense is significantly lower than what these 
providers customarily charge. 

If you are enrolled in Medicare Part D, please refer to your Anthem Blue 
MedicareRx evidence of coverage for your pharmacy benefits. 

Centers of Medical Excellence. We are providing access to the Centers 
of Medical Excellence (CME) network. The facilities included in this CME 
network are selected to provide the following specified medical services: 

3 

ANTHEM0000016 
Ex A - 016



• Transplant Facilities. Transplant facilities have been organized to 
provide services for the following specified transplants: heart, liver, 
lung, combination heart-lung, kidney, pancreas, simultaneous 
pancreas-kidney, or bone marrow/stem cell and similar procedures. 
Subject to any applicable co-payments or deductibles, CME have 
agreed to a rate they will accept as payment in full for covered 
services. These procedures are covered only when performed at 
a CME. 

A participating provider in the Prudent Buyer Plan network is not 
necessarily a CME facility. 

Care Outside the United States-Blue Cross Blue Shield Global 

Core® 

Prior to travel outside the United States, call the Member Services 
telephone number listed on your ID card to find out if your plan has Blue 

Cross Blue Shield Global Core® benefits. Your coverage outside the 
United States is limited and we recommend: 

• Before you leave home, call the Member Services number on your ID 
card for coverage details. You have coverage for services and 
supplies furnished in connection only with urgent care or an 
emergency when travelling outside the United States. 

• Always carry your current ID card. 

• In an emergency, seek medical treatment immediately. 

• The Blue Cross Blue Shield Global Core® Service Center is 
available 24 hours a day, seven days a week toll-free at (800) 810-
BLUE (2583) or by calling collect at (804) 673-1177. An assistance 
coordinator, along with a medical professional, will arrange a 
physician appointment or hospitalization, if needed. 

Payment Information 

• 

• 

Participating Blue Cross Blue Shield Global Core® hospitals. In 
most cases, you should not have to pay upfront for inpatient care at 

participating Blue Cross Blue Shield Global Core® hospitals except 
for the out-of-pocket costs you normally pay (non-covered services, 
deductible, copays, and coinsurance). The hospital should submit 
your claim on your behalf. 

Doctors and/or non-participating hospitals. You will have to pay 
upfront for outpatient services, care received from a physician, and 
inpatient care from a hospital that is not a participating Blue Cross 

4 

ANTHEM0000017 
Ex A - 017



Blue Shield Global Core® hospital. Then you can complete a Blue 

Cross Blue Shield Global Core® claim form and send it with the 

original bill(s) to the Blue Cross Blue Shield Global Core® Service 
Center (the address is on the form). 

Claim Filing 

• Participating Blue Cross Blue Shield Global Core® hospitals will 
file your claim on your behalf. You will have to pay the hospital for 
the out-of-pocket costs you normally pay. 

• You must file the claim for outpatient and physician care, or inpatient 
hospital care not provided by a participating Blue Cross Blue Shield 

Global Core® hospital. You will need to pay the health care provider 
and subsequently send an international claim form with the original 
bills to us. 

Additional Information about Blue Cross Blue Shield Global Core® Claims. 

• You are responsible, at your expense, for obtaining an English­
language translation of foreign country provider claims and medical 
records. 

• Exchange rates are determined as follows: 

- For inpatient hospital care, the rate is based on the date of 
admission. 

- For outpatient and professional services, the rate is based on the 
date the service is provided. 

Claim Forms 

• International claim forms are available from us, from the Blue Cross 

Blue Shield Global Core® Service Center, or on line at: 

www.bcbsglobalcore.com. 

The address for submitting claims is on the form. 

TIMELY ACCESS TO CARE 

Anthem has contracted with health care service providers to provide 
covered services in a manner appropriate for your condition, 
consistent with good professional practice. Anthem ensures that its 
contracted provider networks have the capacity and availability to offer 
appointments within the following timeframes: 
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• Urgent Care appointments for services that do not require 
prior authorization: within forty-eight (48) hours of the request 
for an appointment; 

• Urgent Care appointments for services that require prior 
authorization: within ninety-six (96) hours of the request for an 
appointment; 

• Non-Urgent appointments for primary care: within ten (10) 
business days of the request for an appointment; 

• Non-Urgent appointments with specialists: within fifteen (15) 
business days of the request for an appointment; 

• Appointments for ancillary services (diagnosis or treatment 
of an injury, illness or other health condition) that are not 
urgent care: within fifteen (15) business days of the request for 
an appointment. 

For Mental Health Conditions and Substance Abuse care: 

• Urgent Care appointments for services that do not require 
prior authorization: within forty-eight (48) hours of the request 
for an appointment; 

• Urgent Care appointments for services that require prior 
authorization: within ninety-six (96) hours of the request for an 
appointment; 

• Non-Urgent appointments with mental health and substance 
abuse providers who are not psychiatrists: within ten (10) 
business days of the request for an appointment; 

• Non-Urgent appointments with mental health and substance 
abuse providers who are psychiatrists: within fifteen (15) 
business days of the request for an appointment. Due to 
accreditation standards, the date will be ten (10) business days 
for the initial appointment only. 

If a provider determines that the waiting time for an appointment 
can be extended without a detrimental impact on your health, the 
provider may schedule an appointment for a later time than noted 
above. 

Anthem arranges for telephone triage or screening services for you 
twenty-four (24) hours per day, seven (7) days per week with a waiting 
time of no more than thirty (30) minutes. If Anthem contracts with a 
provider for telephone triage or screening services, the provider will 
utilize a telephone answering machine and/or an answering service 
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and/or office staff, during and after business hours, to inform you of 
the wait time for a return call from the provider or how the member 
may obtain urgent care or emergency services or how to contact 
another provider who is on-call for telephone triage or screening 
services. 

If you need the services of an interpreter, the services will be 
coordinated with scheduled appointments and will not result in a delay 
of an appointment with a participating provider. 
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SUMMARY OF BENEFITS 

YOUR EMPLOYER HAS AGREED TO BE SUBJECT TO THE TERMS 
AND CONDITIONS OF ANTHEM'S PROVIDER AGREEMENTS WHICH 
MAY INCLUDE PRECERTIFICATION AND UTILIZATION 
MANAGEMENT REQUIREMENTS, TIMELY FILING LIMITS, AND 
OTHER REQUIREMENTS TO ADMINISTER THE BENEFITS UNDER 
THIS PLAN. 

THE BENEFITS OF THIS PLAN ARE PROVIDED ONLY FOR THOSE 
SERVICES THAT WE DETERMINE TO BE MEDICALLY NECESSARY. 
THE FACT THAT A PHYSICIAN PRESCRIBES OR ORDERS A 
SERVICE DOES NOT, IN ITSELF, MEAN THAT THE SERVICE IS 
MEDICALLY NECESSARY OR THAT THE SERVICE COVERED 
UNDER THIS PLAN. CONSULT THIS BOOKLET OR TELEPHONE US 
AT THE NUMBER SHOWN ON YOUR IDENTIFICATION CARD IF YOU 
HAVE ANY QUESTIONS REGARDING WHETHER SERVICES ARE 
COVERED. 

THIS PLAN CONTAINS MANY IMPORTANT TERMS {SUCH AS 
"MEDICALLY NECESSARY" AND "MAXIMUM ALLOWED AMOUNT") 
THAT ARE DEFINED IN THE DEFINITIONS SECTION. WHEN 
READING THROUGH THIS BOOKLET, CONSULT THE DEFINITIONS 
SECTION TO BE SURE THAT YOU UNDERSTAND THE MEANINGS 
OF THESE ITALICIZED WORDS. 

For your convenience, this summary provides a brief outline of your 
benefits. You need to refer to the entire Combined Evidence of Coverage 
and Disclosure (Evidence of Coverage) Form for more complete 
information, and you must consult LAPRA's health plan contract with us to 
determine the exact terms and conditions of your coverage. 

Mental Health Parity and Addiction Equity Act. The Mental Health 
Parity and Addiction Equity Act provides for parity in the application of 
aggregate treatment limitations (day or visit limits) on mental health and 
substance abuse benefits with day or visit limits on medical and surgical 
benefits. In general, group health plans offering mental health and 
substance abuse benefits cannot set day/visit limits on mental health or 
substance abuse benefits that are lower than any such day or visit limits 
for medical and surgical benefits. A plan that does not impose day or visit 
limits on medical and surgical benefits may not impose such day or visit 
limits on mental health and substance abuse benefits offered under the 
Plan. 

The Mental Health Parity and Addiction Equity Act also provides for parity 
in the application of nonquantitative treatment limitations (NQTL). An 
example of a nonquantitative treatment limitation is a precertification 
requirement. 
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Also, the Plan may not impose Deductibles, Copayment, Coinsurance, 
and out of pocket expenses on mental health and substance abuse 
benefits that are more restrictive than Deductibles, Copayment, 
Coinsurance and out of pocket expenses applicable to other medical and 
surgical benefits. 

Medical Necessity criteria and other plan documents showing comparative 
criteria, as well as the processes, strategies, evidentiary standards, and 
other factors used to apply an NQTL are available upon request. 

Second Opinions. If you have a question about your condition or about 
a plan of treatment which your physician has recommended, you may 
receive a second medical opinion from another physician. This second 
opinion visit will be provided according to the benefits, limitations, and 
exclusions of this plan. If you wish to receive a second medical opinion, 
remember that greater benefits are provided when you choose a 
participating provider. You may also ask your physician to refer you to a 
participating provider to receive a second opinion. 

Triage or Screening Services. If you have questions about a particular 
health condition or if you need someone to help you determine whether or 
not care is needed, triage or screening services are available to you from 
us by telephone. Triage or screening services are the evaluation of your 
health by a physician or a nurse who is trained to screen for the purpose 
of determining the urgency of your need for care. Please contact the 24/7 
Nurseline at the telephone number listed on your identification card 24 
hours a day, 7 days a week. 

After Hours Care. After hours care is provided by your physician who may 
have a variety of ways of addressing your needs. You should call your 
physician for instructions on how to receive medical care after their normal 
business hours, on weekends and holidays, or to receive non-emergency 
care and non-urgent care within the service area for a condition that is not 
life threatening but that requires prompt medical attention. If you have an 
emergency, call 911 or go to the nearest emergency room. 

Telehealth. This plan provides benefits for covered services that are 
appropriately provided through telehealth, subject to the terms and 
conditions of the plan. In-person contact between a health care provider 
and the patient is not required for these services, and the type of setting 
where these services are provided is not limited. "Telehealth" is the means 
of providing health care services using information and communication 
technologies in the consultation, diagnosis, treatment, education, care 
management and self-management of a patient's physical and mental 
health care when the patient is located at a distance from the health care 
provider. Benefits for telehealth are provided on the same basis and to 
the same extent as the same covered services provided through in-person 
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contact. Telehealth does not include consultations between the patient 
and the health care provider, or between health care providers, by 
telephone, facsimile machine or electronic mail. 

All benefits are subject to coordination with benefits under certain 
other plans. 

The benefits of this plan are subject to the REIMBURSEMENT FOR ACTS OF 

THIRD PARTIES section. 

MEDICAL BENEFITS 

DEDUCTIBLES AND PENAL TY 

Calendar Year Deductibles 

• Member Deductible: 

- Participating providers and 
other health care providers ...................................................... $350 

- Non-participating providers ...................................................... $750 

• Family Deductible: 

- Participating providers and 
other health care providers .................................................... $700* 

- Non-participating providers ................................................. $1,500* 

But not more than the Member Deductible amount per member 
indicated above for any one enrolled family member. For any 
given family member, the deductible is met either after he/she 
meets the Member Deductible, or after the entire Family 
Deductible is met. The Family Deductible can be met by any 
combination of amounts from any family member. 

NOTE: If you are a retiree, and you or a covered family member are 
enrolled in Medicare A or B, the deductible will be waived. 

Additional Deductible and Penalty 

• Emergency Room Deductible ....................................................... $150 

• Non-Certification Penalty .............................................................. $350 
(waived for emergency admissions) 
SEE UTILIZATION REVIEW PROGRAM. 

Exceptions: In certain circumstances, one or more of these Deductibles 
may not apply, as described below: 
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- The Calendar Year Deductible will not apply to benefits for Preventive 
Care Services provided by a participating provider. 

- The Calendar Year Deductible will not apply to covered charges 
incurred for hearing aids. 

- The Calendar Year Deductible will not apply to services under the 
Body Scan benefit. 

- The Calendar Year Deductible will not apply to transplant travel 
expenses authorized by us in connection with a specified transplant 
procedure provided at a designated CME. 

- The Calendar Year Deductible will not apply to transgender travel 
expense in connection with an approved transgender surgery. 

- The Emergency Room Deductible will not apply if you are admitted as 
a hospital inpatient immediately following emergency room treatment. 

- The Non-Certification Penalty will not apply to emergency 
admissions or services, services provided by a participating provider 
or to medically necessary inpatient facility services available to you 
through the BlueCard Program. See UTILIZATION REVIEW PROGRAM. 

- The Additional Deductible and Penalty will not apply for the remainder 
of the year once your Out-of-Pocket Amount is reached. 

CO-PAYMENTS 

Medical Co-Payments*. You are responsible for the following 
percentages of the maximum allowed amount you incur for non­
emergency services or the reasonable and customary value for 
emergency services provided by a non-participating provider:. 

• Participating Providers ................................................................... 10% 

• Home Health Care ......................................................................... 20% 
(For either Participating or Non-Participating Providers) 

• Other Health Care Providers ........................................................ . 20% 

• Non-Participating Providers ........................................................... 30% 

• Infertility Treatment ........................................................................ 50% 

Note: In addition to the Co-Payment shown above, you will be required 
to pay any amount in excess of the maximum allowed amount or the 
reasonable and customary value for the services of an other health care 
provider or a non-participating provider. 
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"'Exceptions: 

- There will be no Co-Payment for any covered services provided 
by a participating provider under the Preventive Care benefit. 

- No Co-Payment will be required for covered services provided 
under the Body Scan benefit. 

- Your Co-Payment for speech therapy will be 10% of the 
maximum allowed amount. 

- Your Co-Payment for hospice care services will be 20% of the 
maximum allowed amount. 

- Your Co-Payment for hearing aids will be 20% of the maximum 
allowed amount. 

- Your Co-Payment for non-participating providers will be the 
same as for participating providers for the following services. You 
may be responsible for charges which exceed the maximum 
allowed amount. 

a. All emergency services; 

b. An authorized refe"al from a physician who is a participating 
provider to a non-participating provider, 

c. Charges by a type of physician not represented in the Prudent 
Buyer Plan network; 

d. Clinical Trials; or 

e. Non-emergency services received at a participating hospital 
or facility at which, or as a result of which, you receive services 
from a non-participating provider, in specified circumstances. 
Please see "Member Cost Share" in the YOUR MEDICAL 
BENEFITS section for more information. 

- Your Co-Payment for specified transplants (heart, liver, lung, 
combination heart-lung, kidney, pancreas, simultaneous 
pancreas-kidney, or bone marrow/stem cell and similar 
procedures) determined to be medically necessary and performed 
at a designated CME will be the same as for participating 
providers. Services for specified transplants are not covered 
when performed at other than a designated CME. See 
UTILIZATION REVIEW PROGRAM. 

NOTE: No Co-Payment will be required for the transplant travel 
expenses authorized by us in connection with a specified 
transplant performed at a designated CME. Transplant travel 
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expense coverage is available when the closest CME is 75 miles 
or more from the recipient's or donor's residence. 

- Co-Payments do not apply to transgender travel expenses 
authorized by us. Transgender travel expense coverage is 
available when the facility at which the surgery or series of 
surgeries will be performed is 75 miles or more from the member's 
residence. 

Out-of-Pocket Amount*. After you have made the following total out-of­
pocket payments for covered charges incurred during a calendar year, you 
will no longer be required to pay a Co-Payment for the remainder of that 
year, but you remain responsible for costs in excess of the maximum 
allowed amount. 

Per member: 

• Participating providers and 
other health care providers ....................................................... . $2,000 

• Non-participating providers ........................................................ $4,000 

Per family: 

• Participating providers and 
other health care providers ..................................................... $6,ooo-

• Non-participating providers ................................................... $12,ooo-

- But not more than the Out-of-Pocket Amount per member 
indicated above for any one enrolled family member. For any 
given family member, the Out-of-Pocket Amount is met either after 
he/she meets the amount for Per member, or after the entire 
family Out-of-Pocket Amount is met. The family Out-of-Pocket 
Amount can be met by any combination of amounts from any 
family member. 

"'Exceptions: 

• You will be required to continue to pay your Co-Payment for the 
treatment of infertility even after you have reached your Out-Of-Pocket 
Amount. In addition, any Co-Payments you make for such treatment 
will not be applied toward reaching that amount. 

• Expense which is incurred for non-covered services or supplies, which 
is in excess of the maximum allowed amount, will not be applied 
toward your Out-of-Pocket Amount. 
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Non-Contracting Hospital Penalty. The maximum allowed amount is 
reduced by 25% for services and supplies provided by a non-contracting 
hospital. This penalty will be deducted from the maximum allowed amount 
prior to calculating your Co-Payment amount, and any benefit payment by 
us will be based on such reduced maximum allowed amount. You are 
responsible for paying this extra expense. This reduction will be waived 
only for emergency services. To avoid this penalty, be sure to choose a 
contracting hospital. 

MEDICAL BENEFIT MAXIMUMS 

We will pay, for the following services and supplies, up to the maximum 
amounts, or for the maximum number of days or visits shown below: 

Acupuncture 

• For all covered services .......................................................... 24 visits 
per calendar year 

Ambulatory Surgical Center 

• For all covered services and supplies ........................................ $350* 

*Non-participating providers only 

Body Scan 

• For all covered services ................................................................ $500 
per every 2 calendar years 

Hearing Aid Services 

• For covered charges for hearing aids ......................... One hearing aid 
per ear every three years 

Home Health Care 

• For covered home health services ....................................... 365 visits 
per calendar year 

Infertility Treatment 

• For all covered services ............................................................. $4,000 
per calendar year 

Infusion Therapy 

• For all covered services and supplies 
received during any one day ...................................................... $600* 

*Non-participating providers only 
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Lifetime Maximum 

• For all medical benefits ........................................................ Unlimited 

Physical Therapy, Physical Medicine, Occupational Therapy and 
Chiropractic Care 

• For covered outpatient services ............................................. 24 visits 
per calendar year, 

additional visits as authorized 
by us if medically necessary* 

*There is no limit on the number of covered visits for medically 
necessary physical therapy, physical medicine, occupational therapy 
and chiropractic care. But additional visits in excess of the number of 
visits stated above must be authorized in advance. 

TransgenderTravelExpense 

• For all travel expenses authorized by us 
in connection with authorized transgender 
surgery or surgeries ........................................................ up to $10,000 

Transplant Travel Expense 

per surgery or 
series of surgeries 

• For the Recipient and One Companion per Transplant Episode 
(limited to 6 trips per episode) 

- For transportation to the CME. ............................................... $250 
per trip for each person 

for round trip coach airfare 

- For hotel accommodations ..................................................... $100 
per day, for up to 21 days per trip, 

limited to one room, 
double occupancy 

- For other reasonable expenses 
(excluding, tobacco, alcohol, drug 
and meal expenses) ................................................................. $25 

per day for each person, 
for up to 21 days per trip 

• For the Donor per Transplant Episode (limited to one trip per episode) 

- For transportation to the CME. ............................................... $250 
for round trip coach airfare 
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- For hotel accommodations ..................................................... $100 

- For other reasonable expenses 
(excluding, tobacco, alcohol, drug 

per day, for up to 7 days 

and meal expenses) ................................................................. $25 
per day, for up to 7 days 
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PRESCRIPTION DRUG BENEFITS 

IF YOU ARE ENROLLED IN MEDICARE PART D, PLEASE REFER TO 
YOUR ANTHEM BLUE MEDICARERX EVIDENCE OF COVERAGE 
FOR YOUR PHARMACY BENEFITS. 

PRESCRIPTION DRUG CO-PAYMENTS. The following co-payments 
apply for each prescription: 

Note: For FDA-approved, self-administered hormonal contraceptives, up 
to a 12-month supply is covered when dispensed or furnished at one time 
by a provider or pharmacist, or at a location licensed or otherwise 
authorized to dispense drugs or supplies. 

Retail Pharmacies: The following co-payments apply for a 30-day supply 
of medication if the drug is not a maintenance drug. If the drug is a 
maintenance drug, the prescription must not exceed a 90-day supply of 
medication. If a 90-day supply of a maintenance drug is obtained from a 
retail pharmacy, the member has to pay double the amount of co-payment 
for retail pharmacies. 

Participating Pharmacies 

• Generic Drugs ................................................................................. $15 

• Brand Name Drugs: 

- Formulary drugs ....................................................................... $25 

- Non-formulary drugs ................................................................ $40 

• Specialty drugs and self-administered 
injectable drugs, except insulin ...................................................... 20% 

of prescription drug covered expense 
to a maximum copayment of $150 

for each prescription 

Please note that presentation of a prescription to a pharmacy or 
pharmacist does not constitute a claim for benefit coverage. If you 
present a prescription to a part.icipating pharmacy, and the part.icipating 
pharmacy indicates your prescription cannot be filled, your deductible, if 
any, needs to be satisfied, or requires an additional Co-Payment, this is 
not considered an adverse claim decision. If you want the prescription 
filled, you will have to pay either the full cost, or the additional Co-Payment, 
for the prescription drug. If you believe you are entitled to some plan 
benefits in connection with the prescription drug, submit a claim for 
reimbursement to the pharmacy benefits manager. 
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Non-Participating Pharmacies* ......................................................... 50% 
of the prescription drug 

maximum allowed amount 

Home Delivery Prescriptions: The following co-payments apply for a 
90-day supply of medication. 

• Generic Drugs ................................................................................. $30 

• Brand Name Drugs: 

- Formulary drugs ....................................................................... $50 

- Non-formulary drugs ................................................................ $80 

• Specialty drugs and self-administered 
injectable drugs, except insulin ...................................................... 20% 

of prescription drug covered expense 
to a maximum copayment of $300 

for each prescription 

Exceptions to Prescription Drug Co-payments 

• "Preventive Prescription Drugs and Other 
Items" covered under YOUR PRESCRIPTION 

DRUG BENEFITS ................................................................... No charge 

• Diabetic test strips and lancets covered 
under YOUR PRESCRIPTION DRUG BENEFITS ....................... No charge 

Your copayment for all drugs covered under this plan will not exceed the 
lesser of any applicable copayment listed above or: 

• For a 30-day supply from a retail pharmacy ................................. $250 

• For a 90-day supply through home delivery ................................. $750 

Your cost share will be prorated for partial fills of prescribed oral, solid 
dosage forms of Schedule II controlled substances. A partial fill means a 
part of a prescription filled that is of a quantity less than the entire 
prescription. 

Prescription Drug Out-of-Pocket Amount** 

After you pay $4,850 in co-payments per member or $7,700 in co­
payments per family in one year for your drugs, you will have reached the 
Prescription Drug Out-of-Pocket Amount and you will not need to pay any 
more co-payments for drugs the rest of the year. 
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-Exception: Expense which is in excess of the prescription drug 
maximum allowed amount will not be applied to the Prescription Drug Out­
of-Pocket Amount. 

*Important Note About Prescription Drug Covered Expense and Your 
Co-Payment: Prescription drug covered expense for non-participating 
pharmacies is significantly lower than what providers customarily charge, 
so you will almost always have a higher out-of-pocket expense when you 
use a non-participating pharmacy. 

YOU Will BE REQUIRED TO PAY YOUR CO-PAYMENT AMOUNT TO 
THE PARTICIPATING PHARMACY AT THE TIME YOUR 
PRESCRIPTION IS FILLED. 

Note: If your pharmacy's retail price for a drug is less than the co­
payment shown above, you will not be required to pay more than that retail 
price. The retail price paid will constitute the applicable cost sharing and 
will apply toward the Prescription Drug Out-of-Pocket Amount in the same 
manner as a co-payment. 

Preferred Generic Program 

Prescription drugs will always be dispensed by a pharmacist as prescribed 
by your physician. Your physician may order a brand name drug or a 
generic drug for you. You may request your physician to prescribe a brand 
name drug for you or you may request the pharmacist to give you a brand 
name drug instead of a generic drug. Under this plan, if a generic drug is 
available, and it is not determined that the brand name drug is medically 
necessary for you to have, you will have to pay the co-payment for the 
generic drug plus the difference in cost between the prescription drug 
maximum allowed amount for the generic drug and the brand name drug, 
but, not more than 50% of our average cost for the tier that the brand name 
drug is in. If your physician specifies "dispense as written," in lieu of paying 
the co-payment for the generic drug plus the difference, as previously 
stated, you will pay just the applicable co-payment shown for the brand 
name drug you get. For certain higher cost generic drugs, we may make 
an exception and not require you to pay the difference in cost between the 
generic drug and brand name drug. 

Split Fill Dispensing Program 

The split fill program is designed to prevent and/or minimize wasted 
prescription drugs if your prescription or dose changes between fills, by 
allowing only a portion of your prescription to be filled. This program also 
saves you out-of-pocket expenses. 

The drugs that are included under this program have been identified as 
requiring more frequent follow up to monitor response to treatment and 
potential reactions or side-effects. This program allows you to get your 
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prescription drug in a smaller quantity and at a prorated copay so that if 
your dose changes or you have to stop taking the prescription drug, you 
can save money by avoiding costs for prescription drugs you may not use. 
You can access the list of these prescription drugs by calling the toll-free 
number on your member ID card or log on to the website at 
www.anthem.com. 

Therapeutic Substitution 

Therapeutic substitution is an optional program that tells you and your 
physicians about alternatives to certain prescription drugs. We may 
contact you and your physician to make you aware of these choices. Only 
you and your physician can determine if the therapeutic substitute is right 
for you. For questions or issues about therapeutic drug substitutes, 
please call the toll-free number on your member ID card. 

Day Supply and Refill limits 

Certain day supply limits apply to prescription drugs as listed in the 
"PRESCRIPTION DRUG COPAYMENTS" and "PRESCRIPTION DRUG CONDITIONS OF 

SERVICE" sections of this plan. In most cases, you must use a certain 
amount of your prescription before it can be refilled. In some cases we 
may let you get an early refill. For example, we may let you refill your 
prescription early if it is decided that you need a larger dose. We will work 
with the pharmacy to decide when this should happen. 

If you are going on vacation and you need more than the day supply 
allowed, you should ask your pharmacist to call the pharmacy benefits 
manager and ask for an override for one early refill. If you need more than 
one early refill, please call Pharmacy Member Services at the number on 
the back of your Identification Card. 

You may be able to also get partial fills of prescribed Schedule 11 controlled 
substances, if requested by you or your physician. A partial fill means a 
part of a prescription filled that is of a quantity less than the entire 
prescription. For oral, solid dosage forms of prescribed Schedule II 
controlled substances that are partially filled, your cost share will be 
prorated accordingly. 

Rebate Impact on Prescription Drugs You get at Retail Pharmacies 
or Home Delivery 

Anthem and/or its pharmacy benefits manager may also, from time to time, 
enter into agreements that result in Anthem receiving rebates or other 
funds ("rebates") directly or indirectly from prescription drug 
manufacturers, prescription drug distributors or others. 

You will be able to take advantage of a portion of the cost savings 
anticipated by Anthem from rebates on prescription drugs purchased by 
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you from a retail pharmacy, home delivery or specialty pharmacy under 
this section. If the prescription drug purchased by you is eligible for a 
rebate, most of the estimated value of that rebate will be used to reduce 
the maximum allowable amount for the prescription drug. Any deductible 
or coinsurance would be calculated using that reduced amount. The 
remaining value of that rebate will be used to reduce the cost of coverage 
for all members enrolled in coverage of this type. 

It is important to note that not all prescription drugs are eligible for a rebate, 
and rebates can be discontinued or applied at any time based on the terms 
of the rebate agreements. Because the exact value of the ultimate rebate 
will not be known at the time you purchase the prescription drug, the 
amount of the rebate applied to your claim will be based on an estimate. 
Payment on your claim will not be adjusted if the later determined rebate 
value is higher or lower than our original estimate. 

Drug Cost Share Assistance Programs 

If you qualify for and participate in certain drug cost share assistance 
programs offered by drug manufacturers or other third parties to reduce 
the deductible, copayment, or coinsurance you pay for certain specialty 
drugs, the reduced amount you pay will be the amount we apply to your 
deductible and/or out-of-pocket limit. 

YOUR MEDICAL BENEFITS 

MAXIMUM ALLOWED AMOUNT 

General 

This section describes the term "maximum allowed amount" as used in 
this Combined Evidence of Coverage and Disclosure Form, and what the 
term means to you when obtaining covered services under this plan. The 
maximum allowed amount is the total reimbursement payable under your 
plan for covered services you receive from participating and non­
participating providers. It is our payment towards the services billed by 
your provider combined with any Deductible or Co-Payment owed by you. 
In some cases, you may be required to pay the entire maximum allowed 
amount. For instance, if you have not met your Deductible under this plan, 
then you could be responsible for paying the entire maximum allowed 
amount for covered services. In addition, if these services are received 
from a non-participating provider, you may be billed by the provider for the 
difference between their charges and our maximum allowed amount. In 
many situations, this difference could be significant. If you receive 
services from a participating hospital or facility at which, or as a result of 
which, you receive non-emergency covered services provided by a non­
participating provider, you will pay the non-participating provider no more 
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than the same cost sharing that you would pay for the same covered 
services received from a participating provider. 

We have provided two examples below, which illustrate how the maximum 
allowed amount works. These examples are for illustration purposes only. 

Example: The plan has a member Co-Payment of 30% for participating 
provider services after the Deductible has been met. 

• The member receives services from a participating surgeon. The 
charge is $2,000. The maximum allowed amount under the plan for 
the surgery is $1,000. The member's Co-Payment responsibility when 
a participating surgeon is used is 30% of $1,000, or $300. This is what 
the member pays. We pay 70% of $1,000, or $700. The participating 
surgeon accepts the total of $1,000 as reimbursement for the surgery 
regardless of the charges. 

Example: The plan has a member Co-Payment of 50% for non­
participating provider services after the Deductible has been met. 

• The member receives services from a non-participating surgeon. The 
charge is $2,000. The maximum allowed amount under the plan for 
the surgery is $1,000. The member's Co-Payment responsibility when 
a non-participating surgeon is used is 50% of $1,000, or $500. We 
pay the remaining 50% of $1,000, or $500. In addition, the non­
participating surgeon could bill the member the difference between 
$2,000 and $1,000. So the member's total out-of-pocket charge would 
be $500 plus an additional $1,000, for a total of $1,500. 

When you receive covered services, we will, to the extent applicable, apply 
claim processing rules to the claim submitted. We use these rules to 
evaluate the claim information and determine the accuracy and 
appropriateness of the procedure and diagnosis codes included in the 
submitted claim. Applying these rules may affect the maximum allowed 
amount if we determine that the procedure and/or diagnosis codes used 
were inconsistent with procedure coding rules and/or reimbursement 
policies. For example, if your provider submits a claim using several 
procedure codes when there is a single procedure code that includes all 
of the procedures that were performed, the maximum allowed amount will 
be based on the single procedure code. 

Provider Network Status 

The maximum allowed amount may vary depending upon whether the 
provider is a participating provider, a non-participating provider or other 
health care provider. 

Participating Providers and CME. For covered services performed by a 
participating provider or CME the maximum allowed amount for this plan 
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will be the rate the participating provider or CME has agreed with us to 
accept as reimbursement for the covered services. Because participating 
providers have agreed to accept the maximum allowed amount as 
payment in full for those covered services, they should not send you a bill 
or collect for amounts above the maximum allowed amount. However, you 
may receive a bill or be asked to pay all or a portion of the maximum 
allowed amount to the extent you have not met your Deductible or have a 
Co-Payment. Please call the Member Services telephone number on your 
ID card for help in finding a participating provider or visit 
www.anthem.com/ca. 

If you go to a hospital which is a participating provider, you should not 
assume all providers in that hospital are also participating providers. To 
receive the greater benefits afforded when covered services are provided 
by a participating provider, you should request that all your provider 
services (such as services by an anesthesiologist) be performed by 
participating providers whenever you enter a hospital. 

If you are planning to have outpatient surgery, you should first find out if 
the facility where the surgery is to be performed is an ambulatory surgical 
center. An ambulatory surgical center is licensed as a separate facility 
even though it may be located on the same grounds as a hospital 
(although this is not always the case). If the center is licensed separately, 
you should find out if the facility is a participating provider before 
undergoing the surgery. 

Non-Participating Providers and Other Health Care Providers.* 
Providers who are not in our Prudent Buyer network are non-participating 
providers or other health care providers, subject to Blue Cross Blue Shield 
Association rules governing claims filed by certain ancillary providers. For 
covered services you receive from a non-participating provider or other 
health care provider the maximum allowed amount will be based on the 
applicable Anthem Blue Cross non-participating provider rate or fee 
schedule for this plan, an amount negotiated by us or a third party vendor 
which has been agreed to by the non-participating provider, an amount 
derived from the total charges billed by the non-participating provider, an 
amount based on information provided by a third party vendor, or an 
amount based on reimbursement or cost information from the Centers for 
Medicare and Medicaid Services ("CMS"). When basing the maximum 
allowed amount upon the level or method of reimbursement used by CMS, 
Anthem Blue Cross will update such information, which is unadjusted for 
geographic locality, no less than annually. 

Providers who are not contracted for this product, but are contracted for 
other products, are also considered non-participating providers. For this 
plan, the maximum allowed amount for services from these providers will 
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be one of the methods shown above unless the provider's contract 
specifies a different amount. 

Member Services is also available to assist you in determining your plan's 
maximum allowed amount for a particular service from a non-participating 
provider or other health care provider. In order for Anthem to assist you, 
you will need to obtain from your physician the specific procedure code(s) 
and diagnosis code(s) for the services the physician will render. You will 
also need to know the physician's charges to calculate your out-of-pocket 
responsibility. Although Member Services can assist you with this pre­
service information, the final maximum allowed amount for your claim will 
be based on the actual claim submitted by the physician. You may call 
Member Services toll free at the telephone number on the back of your 
Identification Card for their assistance. 

For covered services rendered outside the Anthem Blue Cross service 
area by non-participating providers, claims may be priced using the local 
Blue Cross Blue Shield plan's non-participating provider fee schedule / 
rate or the pricing arrangements required by applicable state or federal 
law. In certain situations, the maximum allowed amount for out of area claims 
may be based on billed charges, the pricing we would use if the healthcare 
services had been obtained within the Anthem Blue Cross service area, or 
a special negotiated price. 

Unlike participating providers, non-participating providers and other health 
care providers may send you a bill and collect for the amount of the non­
participating provider's or other health care provider's charge that exceeds 
our maximum allowed amount under this plan. You may be responsible 
for paying the difference between the maximum allowed amount and the 
amount the non-participating provider or other health care provider 
charges. This amount can be significant. Choosing a participating 
provider will likely result in lower out of pocket costs to you. Please call 
the Member Services number on your ID card for help in finding a 
participating provider or visit our website at www.anthem.com/ca. 

Please see the "Out of Area Services" section in the Part entitled "GENERAL 

PROVISIONS" for additional information. 

*Exceptions: 

- Emergency Services Provided by Non-Participating Providers. 
For emergency services provided by non-participating providers or at 
non-contracting hospitals, reimbursement is based on the reasonable 
and customary value. You will not be responsible for any amounts in 
excess of the reasonable and customary value for emergency 
services rendered within California. 
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- Emergency Ambulance Services Provided by Non-Participating 
Providers. For emergency ambulance services received from non­
participating providers outside of California, the plan's payment is 
based on the maximum allowed amount. Non-participating providers 
(both inside and outside of California) may also bill you for any charges 
over the plan's reasonable and customary value or maximum allowed 
amount, respectively. 

- Clinical Trials. The maximum allowed amount for services and 
supplies provided in connection with Clinical Trials will be the lesser 
of the billed charge or the amount that ordinarily applies when services 
are provided by a participating provider. 

- If Medicare is the primary payor, the maximum allowed amount 
does not include any charge: 

1. By a hospital, in excess of the approved amount as determined by 
Medicare; or 

2. By a physician who is a participating provider who accepts 
Medicare assignment, in excess of the approved amount as 
determined by Medicare; or 

3. By a physician who is a non-participating provider or other health 
care provider who accepts Medicare assignment, in excess of the 
lesser of maximum allowed amount stated above, or the approved 
amount as determined by Medicare; or 

4. By a physician or other health care provider who does not accept 
Medicare assignment, in excess of the lesser of the maximum 
allowed amount stated above, or the limiting charge as 
determined by Medicare. 

WARNING! Reduction of the Maximum Allowed Amount for Non­
Contracting Hospitals. A small percentage of hospitals which are non­
participating providers are also non-contracting hospitals. Except for 
emergency care, the maximum allowed amount is reduced by 25% for all 
services and supplies provided by a non-contracting hospital. You will be 
responsible for paying this amount. You are strongly encouraged to avoid 
this additional expense by seeking care from a contracting hospital. You 
can call the customer service number on your identification card to 
locate a contracting hospital. 

Member Cost Share 

For certain covered services, and depending on your plan design, you may 
be required to pay all or a part of the maximum allowed amount as your 
cost share amount (Deductibles or Co-Payments). Your cost share 
amount and the Out-Of-Pocket Amounts may be different depending on 

25 

ANTHEM0000038 
Ex A - 038



whether you received covered services from a participating provider or 
non-participating provider. Specifically, you may be required to pay higher 
cost-sharing amounts or may have limits on your benefits when using non­
participating providers. Please see the SUMMARY OF BENEFITS section for 
your cost share responsibilities and limitations, or call the Member 
Services telephone number on your ID card to learn how this plan's 
benefits or cost share amount may vary by the type of provider you use. 

Anthem Blue Cross will not provide any reimbursement for non-covered 
services. You may be responsible for the total amount billed by your 
provider for non-covered services, regardless of whether such services 
are performed by a participating provider or non-participating provider. 
Non-covered services include services specifically excluded from 
coverage by the terms of your plan and services received after benefits 
have been exhausted. Benefits may be exhausted by exceeding, for 
example, Medical Benefit Maximums or day/visit limits. 

In some instances you may only be asked to pay the lower participating 
provider cost share percentage when you use a non-participating provider. 
For example, if you receive covered non-emergency services at a 
participating hospital or facility in California at which, or as a result of 
which, you receive covered services provided by a non-participating 
provider such as a radiologist, anesthesiologist or pathologist, you will pay 
the participating provider cost share percentage of the maximum allowed 
amount for those covered services, and you will not be liable for the 
difference between the maximum allowed amount and the non­
participating provider's charge. Such participating provider cost share 
percentage will apply to the participating provider deductible (if any) and 
the participating provider out-of-pocket amount. This paragraph does not 
apply, however, if the non-participating provider has your written consent, 
satisfying the following criteria: 

(1) At least 24 hours in advance of care, you consent in writing to receive 
services from the identified non-participating provider. 

(2) The consent shall be obtained by the non-participating provider in a 
document that is separate from the document used to obtain the consent 
for any other part of the care or procedure. The consent shall not be 
obtained by the facility or any representative of the facility. The consent 
shall not be obtained at the time of admission or at any time when the 
member is being prepared for surgery or any other procedure. 

(3) At the time consent is provided the non-participating provider shall give 
you a written estimate of your total out-of-pocket cost of care. The written 
estimate shall be based on the professional's billed charges for the service 
to be provided. The non-participating provider shall not attempt to collect 
more than the estimated amount without receiving separate written 
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consent from you or your authorized representative, unless circumstances 
arise during delivery of services that were unforeseeable at the time the 
estimate was given that would require the provider to change the estimate. 

(4) The consent shall advise you that you may elect to seek care from a 
participating provider or may contact Anthem in order to arrange to receive 
the health service from a participating provider for lower out-of-pocket 
costs. 

(5) The consent and estimate shall be provided to you in the language 
spoken by you, if the language is a Medi-Cal threshold language, as 
defined in state law (subdivision (d) of Section 128552 of the Health and 
Safety Code). 

(6) The consent shall also advise you that any costs incurred as a result 
of your use of the non-participating provider benefit shall be in addition to 
participating provider cost-sharing amounts and may not count toward the 
annual out-of-pocket maximum for participating provider benefits or a 
deductible, if any, for participating provider benefits. 

Authorized Referrals 

In some circumstances we may authorize participating provider cost share 
amounts (Deductibles or Co-Payments) to apply to a claim for a covered 
service you receive from a non-participating provider. In such 
circumstance, you or your physician must contact us in advance of 
obtaining the covered service. It is your responsibility to ensure that we 
have been contacted. If we authorize a participating provider cost share 
amount to apply to a covered service received from a non-participating 
provider, you also may still be liable for the difference between the 
maximum allowed amount and the non-participating provider's charge. In 
certain situations, however, if you receive non-emergency covered 
services at a participating hospital or facility at which, or as a result of 
which, you receive services from a non-participating provider, you will pay 
no more than the cost sharing that you would pay for the same covered 
services received from a participating provider. Please see "Member Cost 
Share" in the YOUR MEDICAL BENEFITS section for more information. If you 
receive prior authorization for a non-participating provider due to network 
adequacy issues, you will not be responsible for the difference between the 
non-participating provider's charge and the maximum allowed amount. 
Please call the Member Services telephone number on your ID card for 
authorized referral information or to request authorization. 
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Federal/State Taxes/Surcharges/Fees 

Federal or state laws or regulations may require a surcharge, tax or other 
fee. If applicable, we will include any such surcharge, tax or other fee as 
part of the claim charge passed on to you. 

DEDUCTIBLES, PENALTY, CO-PAYMENTS, OUT-OF-POCKET 
AMOUNTS AND MEDICAL BENEFIT MAXIMUMS 

After we subtract any applicable deductible, penalty and your Co­
Payment, we will pay benefits up to the maximum allowed amount, (or the 
reasonable and customary value for emergency services provided by a 
non-participating provider), not to exceed any applicable Medical Benefit 
Maximum. The Deductible amounts, Penalty, Co-Payments, Out-Of­
Pocket Amounts and Medical Benefit Maximums are set forth in the 
SUMMARY OF BENEFITS. 

DEDUCTIBLES AND PENAL TY 

Each deductible under this plan is separate and distinct from the other. 
Only the covered charges that make up the maximum allowed amount (or 
the reasonable and customary value for emergency services provided by 
a non-participating provider) will apply toward the satisfaction of any 
deductible except as specifically indicated in this booklet. 

Calendar Year Deductibles. Each year, you will be responsible for 
satisfying the member's Calendar Year Deductible before we begin to pay 
benefits. If members of an enrolled family pay deductible expense in a 
year equal to the Family Deductible, the Calendar Year Deductible for all 
family members will be considered to have been met. 

Covered charges incurred from October through December and applied 
toward the Calendar Year Deductible for that year also counts toward the 
Calendar Year Deductible for the next year. 

Participating Providers and Other Health Care Providers. Covered 
charges up to the maximum allowed amount for the services of 
participating providers and other health care providers will be applied to 
the participating provider and other health care provider Calendar Year 
and Family Deductibles. When these deductibles are met, however, we 
will pay benefits only for the services of participating providers and other 
health care providers. We will not pay any benefits for non-participating 
providers unless the separate non-participating provider Calendar Year or 
Family Deductible (as applicable) is met. 
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Non-Participating Providers. Covered charges up to the maximum 
allowed amount for the services of non-participating providers will be 
applied to the non-participating provider Calendar Year and Family 
Deductibles. We will pay benefits for the services of non-participating 
providers only when the applicable non-participating provider deductible is 
met. 

Prior Plan Calendar Year Deductibles. If you were covered under the 
Los Angeles Police Relief Association, lnc.'s Anthem Blue Cross HMO 
PLUS Plan any amount paid during the same calendar year toward your 
Calendar Year Deductible under the Los Angeles Police Relief 
Association, lnc.'s Anthem Blue Cross HMO PLUS Plan, will be applied 
toward your Calendar Year Deductible under this plan; provided that, such 
payments were for charges that would be covered under this plan. 

Additional Deductible and Penalty 

1. Each time you visit an emergency room for treatment you will be 
responsible for paying the Emergency Room Deductible. But this 
deductible will not apply if you are admitted as a hospital inpatient from 
the emergency room immediately following emergency room 
treatment. 

2. Each time you are admitted to a hospital or residential treatment 
center without properly obtaining certification, you are responsible for 
paying the Non-Certification Penalty. This penalty will not apply to an 
emergency admission or procedure, services provided at a 
participating provider or to medically necessary inpatient facility 
services available to you through the BlueCard Program. Certification 
is explained in UTILIZATION REVIEW PROGRAM. 

Note: You will no longer be responsible for paying any Additional 
Deductible and Penalty for the remainder of the year once your Out-of­
Pocket Amount is reached (see the SUMMARY OF BENEFITS section for 
details). 

CO-PAYMENTS 

After you have satisfied any applicable deductible, we will subtract your 
Co-Payment from the maximum allowed amount remaining (or from the 
amount of reasonable and customary value remaining for emergency 
services provided by a non-participating provider). 

If your Co-Payment is a percentage, we will apply the applicable 
percentage to the maximum allowed amount remaining after any 
deductible has been met. This will determine the dollar amount of your 
Co-Payment. 

OUT-OF-POCKET AMOUNTS 
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Satisfaction of the Out-Of-Pocket Amount. If, after the amounts applied 
to Deductibles and the amounts you pay for Co-Payments are equal to 
your Out-of-Pocket Amount per member during a calendar year, you will 
no longer be required to make Co-Payments for any additional covered 
services or supplies during the remainder of that year, except as 
specifically stated below under Charges Which Do Not Apply Toward the 
Out-of-Pocket Amount. 

If enrolled members of a family pay amounts applied to Deductibles and 
Co-Payments in a year equal to the Out-of-Pocket Amount per family, the 
Out-of-Pocket Amount for all members of that family will be considered to 
have been met. Once the family Out-of-Pocket Amount is satisfied, no 
member of that family will be required to make Co-Payments for any 
additional covered services or supplies during the remainder of that year, 
except as specifically stated under Charges Which Do Not Apply Toward 
the Out-of-Pocket Amount below. However, we will not credit any expense 
previously applied to the Out-of-Pocket Amount per member in the same 
year for any other member of that family. 

Participating Providers, CMEs, and Other Health Care Providers. 
Amounts applied to a Deductible and covered charges up to the maximum 
allowed amount for the services of participating providers, CMEs, and 
other health care providers will be applied to the Participating Providers, 
CMEs, and Other Health Care Providers Out-of-Pocket Amount. 

After this Out-of-Pocket Amount per member or family has been satisfied 
during a calendar year, you will no longer be required to make any Co­
Payment for the covered services provided by a participating provider, 
CME, or other health care provider for the remainder of that year. You wil I 
continue to be required to make Co-Payments for the covered services of 
a non-participating provider until the Non-Participating Providers Out-of­
Pocket Amount has been met. 

Non-Participating Providers. Amounts applied to a Deductible and 
covered charges up to the maximum allowed amount or the services of 
non-participating providers will be applied to the Non-Participating 
Providers Out-of-Pocket Amount. 

After this Out-of-Pocket Amount has been satisfied during a calendar year, 
you will no longer be required to make any Co-Payment for the covered 
services provided by a non-participating provider for the remainder of that 
year. 

Charges Which Do Not Apply Toward the Out-Of-Pocket Amount. 
The following charges will not be applied toward satisfaction of an Out-Of­
Pocket Amount: 

• Charges for services for the treatment of infertility, 
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• Charges for services or supplies not covered under this plan; and 

• Charges which exceed the maximum allowed amount. 

MEDICAL BENEFIT MAXIMUMS 

We do not make benefit payments for any member in excess of any of the 
Medical Benefit Maximums. 

Prior Plan Maximum Benefits. If you were covered under the prior plan, 
any benefits paid to you under the prior plan will reduce any maximum 
amounts you are eligible for under this plan which apply to the same 
benefit. 

CONDITIONS OF COVERAGE 

The following conditions of coverage must be met for expense incurred for 
services or supplies to be covered under this plan. 

1. You must incur this expense while you are covered under this plan. 
Expense is incurred on the date you receive the service or supply for 
which the charge is made. 

2. The expense must be for a medical service or supply furnished to you 
as a result of illness or injury or pregnancy, unless a specific exception 
is made. 

3. The expense must be for a medical service or supply included in 
MEDICAL CARE THAT IS COVERED. Additional limits on covered charges 
are included under specific benefits and in the SUMMARY OF BENEFITS. 

4. The expense must not be for a medical service or supply listed in 
MEDICAL CARE THAT IS NOT COVERED. If the service or supply is 
partially excluded, then only that portion which is not excluded will be 
covered under this plan. 

5. The expense must not exceed any of the maximum benefits or 
limitations of this plan. 

6. Any services received must be those which are regularly provided and 
billed by the provider. In addition, those services must be consistent 
with the illness, injury, degree of disability and your medical needs. 
Benefits are provided only for the number of days required to treat 
your illness or injury. 

7. All services and supplies must be ordered by a physician. 
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Applicable to Active and Retired California Residents: 
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MEDICAL CARE THAT IS COVERED 

Subject to the Medical Benefit Maximums in the SUMMARY OF BENEFITS, the 
requirements set forth under CONDITIONS OF COVERAGE and the exclusions 
or limitations listed under MEDICAL CARE THAT IS NOT COVERED, we will 
provide benefits for the following services and supplies: 

Acupuncture. The services of a physician for acupuncture treatment to 
treat a disease, illness or injury, including a patient history visit, physical 
examination, treatment planning and treatment evaluation, 
electroacupuncture, cupping and moxibustion. We will pay for up to 24 
visits during a calendar year. 

Ambulance. Ambulance services are covered when you are transported 
by a state licensed vehicle that is designed, equipped, and used to 
transport the sick and injured and is staffed by Emergency Medical 
Technicians (EMTs), paramedics, or other licensed or certified medical 
professionals. Ambulance services are covered when one or more of the 
following criteria are met: 

• For ground ambulance, you are transported: 

From your home, or from the scene of an accident or medical 
emergency, to a hospital, 

Between hospitals, including when you are required to move from 
a hospital that does not contract with us to one that does, or 

Between a hospital and a skilled nursing facility or other approved 
facility. 

• For air or water ambulance, you are transported: 

From the scene of an accident or medical emergency to a hospital, 

Between hospitals, including when you are required to move from 
a hospital that does not contract with us to one that does, or 

Between a hospital and another approved facility. 

Non-emergency ambulance services are subject to medical necessity 
reviews. Emergency ground ambulance services do not require pre­
service review. Pre-service review is required for air ambulance in a non­
medical emergency. When using an air ambulance in a non-emergency 
situation, we reserve the right to select the air ambulance provider. If you 
do not use the air ambulance we select in a non-emergency situation, no 
coverage will be provided. 

You must be taken to the nearest facility that can provide care for your 
condition. In certain cases, coverage may be approved for transportation 
to a facility that is not the nearest facility. 
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Coverage includes medically necessary treatment of an illness or injury by 
medical professionals from an ambulance service, even if you are not 
transported to a hospital. If provided through the 911 emergency response 
system*, ambulance services are covered if you reasonably believed that 
a medical emergency existed even if you are not transported to a hospital. 
Ambulance services are not covered when another type of transportation 
can be used without endangering your health. Ambulance services for 
your convenience or the convenience of your family members or physician 
are not a covered service. 

Other non-covered ambulance services include, but are not limited to, trips 
to: 

• A physician's office or clinic; 
• A morgue or funeral home. 

Important information about air ambulance coverage. Coverage is 
only provided for air ambulance services when it is not appropriate to use 
a ground or water ambulance. For example, if using a ground ambulance 
would endanger your health and your medical condition requires a more 
rapid transport to a hospital than the ground ambulance can provide, this 
plan will cover the air ambulance. Air ambulance will also be covered if 
you are in a location that a ground or water ambulance cannot reach. 

Air ambulance will not be covered if you are taken to a hospital that is not 
an acute care hospital (such a skilled nursing facility or a rehabilitation 
facility), or if you are taken to a physician's office or to your home. 

Hospital to hospital transport: If you are being transported from one 
hospital to another, air ambulance will only be covered if using a ground 
ambulance would endanger your health and if the hospital that first treats 
you cannot give you the medical services you need. Certain specialized 
services are not available at all hospitals. For example, bum care, cardiac 
care, trauma care, and critical care are only available at certain hospitals. 
For services to be covered, you must be taken to the closest hospital that 
can treat you. Coverage is not provided for air ambulance transfers 
because you, your family, or your physician prefers a specific hospital or 
physician. 

* If you have an emergency medical condition that requires an emergency 
response, please call the "911" emergency response system if you are in 
an area where the system is established and operating. 

Ambulatory Surgical Center. Services and supplies provided by an 
ambulatory surgical center in connection with outpatient surgery. 

For the services of a non-participating provider facility only, our maximum 
payment is limited to $350 each time you have outpatient surgery at an 
ambulatory surgical center. 
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Ambulatory surgical center services are subject to pre-service review to 
determine medical necessity. Please refer to UTILIZATION REVIEW 
PROGRAM for information on how to obtain the proper reviews. 

Blood. Blood transfusions, including blood processing and the cost of 
unreplaced blood and blood products. Charges for the collection, 
processing and storage of self-donated blood are covered, but only when 
specifically collected for a planned and covered surgical procedure. 

Body Scan. We will pay for services and supplies in connection with a 
body scan for screening purposes up to $500 per every 2 calendar years. 
The Calendar Year Deductible will not apply to these services. 

Breast Cancer. Services and supplies provided in connection with the 
screening for, diagnosis of, and treatment for breast cancer whether due 
to illness or injury, including: 

1. Diagnostic mammogram examinations in connection with the 
treatment of a diagnosed illness or injury. Routine mammograms will 
be covered initially under the Preventive Care Services benefit. 

2. Breast cancer (BRCA) testing, if appropriate, in conjunction with 
genetic counseling and evaluation. When done as a preventive care 
service, BRCA testing will be covered under the Preventive Care 
Services benefit. 

3. Mastectomy and lymph node dissection; complications from a 
mastectomy including lymphedema. 

4. Reconstructive surgery of both breasts performed to restore and 
achieve symmetry following a medically necessary mastectomy. 

5. Breast prostheses following a mastectomy (see "Prosthetic Devices"). 

This coverage is provided according to the terms and conditions of this 
plan that apply to all other medical conditions. 

Chemotherapy. This includes the treatment of disease using chemical or 
antineoplastic agents and the cost of such agents in a professional or 
facility setting. 
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Christian Science. The following provisions relate only to charges for 
Christian Science treatment: 

1. A Christian Science Sanatorium will be considered a hospital for 
purposes of this booklet. The sanatorium must be accredited by the 
Department of Care of the First Church of Christ, Scientist; Boston, 
Massachusetts. 

2. The term physician includes a Christian Science Practitioner approved 
and accredited by the Mother Church, The First Church of Christ, 
Scientist. 

3. The term registered nurse includes a Christian Science Nurse 
approved and accredited by the Mother Church, The First Church of 
Christ, Scientist. 

Benefits for the following services will be provided when a member 
manifests symptoms of a covered illness or injury and receives Christian 
Science treatment for such symptoms. 

1. Christian Science Sanatorium. Services provided by a Christian 
Science sanatorium if the member is admitted for active care of an 
illness or injury. 

2. Christian Science Practitioner. Office visits for services of a 
Christian Science practitioner providing treatment for a diagnosed 
illness or injury according to the healing practices of Christian Science. 

3. Christian Science Nurse. Services of a Christian Science Nurse 
providing treatment for a diagnosed illness or injury according to the 
healing practices of Christian Science. 

NO BENEFITS ARE AVAILABLE FOR SPIRITUAL REFRESHMENT. All 
other provisions of the EXCLUSIONS AND LIMITATIONS in this booklet 
apply equally to Christian Science benefits as to all other benefits and 
providers of care. 

Clinical Trials. Coverage is provided for routine patient costs you receive 
as a participant in an approved clinical trial. The services must be those 
that are listed as covered by this plan for members who are not enrolled 
in a clinical trial. 

Routine patient care costs include items, services, and drugs provided to 
you in connection with an approved clinical trial that would otherwise be 
covered by the plan. 

An "approved clinical trial" is a phase I, phase II, phase Ill, or phase IV 
clinical trial that studies the prevention, detection, or treatment of cancer 
or another life-threatening disease or condition, from which death is likely 
unless the disease or condition is treated. Coverage is limited to the 
following clinical trials: 
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1. Federally funded trials approved or funded by one or more of the 
following: 

a. The National Institutes of Health, 

b. The Centers for Disease Control and Prevention, 

c. The Agency for Health Care Research and Quality, 

d. The Centers for Medicare and Medicaid Services, 

e. A cooperative group or center of any of the four entities listed 
above or the Department of Defense or the Department of 
Veterans Affairs, 

f. A qualified non-governmental research entity identified in the 
guidelines issued by the National Institutes of Health for center 
support grants, or 

g. Any of the following departments if the study or investigation has 
been reviewed and approved through a system of peer review that 
the Secretary of Health and Human Services determines (1) to be 
comparable to the system of peer review of investigations and 
studies used by the National Institutes of Health, and (2} assures 
unbiased review of the highest scientific standards by qualified 
individuals who have no interest in the outcome of the review: 

i. The Department of Veterans Affairs, 

ii. The Department of Defense, or 

iii. The Department of Energy. 

2. Studies or investigations done as part of an investigational new drug 
application reviewed by the Food and Drug Administration. 

3. Studies or investigations done for drug trials that are exempt from the 
investigational new drug application. 

Participation in the clinical trial must be recommended by your physician 
after determining participation has a meaningful potential to benefit you. 
All requests for clinical trials services, including requests that are not part 
of approved clinical trials, will be reviewed according to our Clinical 
Coverage Guidelines, related policies and procedures. 

Routine patient costs do not include the costs associated with any of the 
following: 

1. The investigational item, device, or service. 
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2. Any item or service provided solely to satisfy data collection and 
analysis needs and that is not used in the clinical management of the 
patient. 

3. Any service that is clearly inconsistent with widely accepted and 
established standards of care for a particular diagnosis. 

4. Any item, device, or service that is paid for by the sponsor of the trial 
or is customarily provided by the sponsor free of change for any 
enrollee in the trial. 

Note: You will be financially responsible for the costs associated with non­
covered services. 

Disagreements regarding the coverage or medical necessity of possible 
clinical trial services may be subject to Independent Medical Review as 
described in GRIEVANCE PROCEDURES. 

Contraceptives. Services and supplies provided in connection with the 
following methods of contraception: 

• Injectable drugs and implants for birth control, administered in a 
physician's office, if medically necessary. 

• Intrauterine contraceptive devices (IUDs) and diaphragms, dispensed 
by a physician if medically necessary. 

• Professional services of a physician in connection with the prescribing, 
fitting, and insertion of intrauterine contraceptive devices or 
diaphragms. 

Contraceptive supplies prescribed by a physician for reasons other than 
contraceptive purposes for medically necessary treatment such as 
decreasing the risk of ovarian cancer, eliminating symptoms of 
menopause or for contraception that is necessary to preserve life or health 
may also be covered. 

If your physician determines that none of these contraceptive methods are 
appropriate for you based on your medical or personal history, coverage 
will be provided for another prescription contraceptive method that is 
approved by the Food and Drug Administration (FDA) and prescribed by 
your physician. 

Certain contraceptives are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Note: For FDA-approved, self-administered hormonal contraceptives, up 
to a 12-month supply is covered when dispensed or furnished at one time 
by a provider or pharmacist, or at a location licensed or otherwise 
authorized to dispense drugs or supplies. 
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Dental Care 

1. Admissions for Dental Care. Listed inpatient hospital services for 
up to three days during a hospital stay, when such stay is required for 
dental treatment and has been ordered by a physician (M.D.) and a 
dentist (D.D.S. or D.M.D.). We will make the final determination as to 
whether the dental treatment could have been safely rendered in 
another setting due to the nature of the procedure or your medical 
condition. Hospital stays for the purpose of administering general 
anesthesia are not considered necessary and are not covered except 
as specified in #2, below. 

2. General Anesthesia. General anesthesia and associated facility 
charges when your clinical status or underlying medical condition 
requires that dental procedures be rendered in a hospital or 
ambulatory surgical center. This applies only if (a} the member is less 
than seven years old, (b) the member is developmentally disabled, or 
(c} the member's health is compromised and general anesthesia is 
medically necessary. Charges for the dental procedure itself, 
including professional fees of a dentist, may not be covered. 

3. Dental Injury. Services of a physician (M.D.) or dentist (D.D.S. or 
D. M. D.) solely to treat an accidental injury to natural teeth. Coverage 
shall be limited to only such services that are medically necessary to 
repair the damage done by the accidental injury and/or restore 
function lost as a direct result of the accidental injury. Damage to 
natural teeth due to chewing or biting is not accidental injury. 

4. Cleft Palate. Medically necessary dental or orthodontic services that 
are an integral part of reconstructive surgery for cleft palate 
procedures. "Cleft palate" means a condition that may include cleft 
palate, cleft lip, or other craniofacial anomalies associated with cleft 
palate. 

5. Orthognathic surgery. Orthognathic surgery for a physical 
abnormality that prevents normal function of the upper or lower jaw 
and is medically necessary to attain functional capacity of the affected 
part. 

Important: If you decide to receive dental services that are not covered 
under this plan, a participating provider who is a dentist may charge you 
his or her usual and customary rate for those services. Prior to providing 
you with dental services that are not a covered benefit, the dentist should 
provide a treatment plan that includes each anticipated service to be 
provided and the estimated cost of each service. If you would like more 
information about the dental services that are covered under this plan, 
please call us at the Member Services telephone number listed on your ID 
card. To fully understand your coverage under this plan, please carefully 
review this Evidence of Coverage document. 
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Designated Pharmacy Provider. We may establish one or more 
designated pharmacy provider programs which provide specific pharmacy 
services (including shipment of prescription drugs) to members. A 
participating provider is not necessarily a designated pharmacy provider. 
To be a designated pharmacy provider, the participating provider must 
have signed a designated pharmacy provider agreement with us. You or 
your physician can contact Member Services to learn which pharmacy or 
pharmacies are part of a designated pharmacy provider program. 

For prescription drugs that are shipped to you or your physician and 
administered in your physician's office, you and your physician are 
required to order from a designated pharmacy provider. A patient care 
coordinator will work with you and your physician to obtain precertification 
and to assist shipment to your physician's office. 

We may also require you to use a designated pharmacy provider to obtain 
prescription drugs for treatment of certain clinical conditions. We reserve 
our right to modify the list of prescription drugs as well as the setting and/or 
level of care in which the care is provided to you. We may, from time to 
time, change with or without advance notice, the designated pharmacy 
provider for a drug, such change can help provide cost effective, value 
based and/or quality services. 

If you are required to use a designated pharmacy provider and you choose 
not to obtain your prescription drug from a designated pharmacy provider, 
coverage will be the same as for a non-participating provider. 

You can get the list of the prescription drugs covered under this section by 
calling Member Services at the phone number on the back of your 
Identification Card or check our website at www.anthem.com. 

Diabetes. Services and supplies provided for the treatment of diabetes, 
including: 

1. The following equipment and supplies: 

a. Glucose monitors, including monitors designed to assist the 
visually impaired, and blood glucose testing strips. 

b. Insulin pumps. 

c. Pen delivery systems for insulin administration (non-disposable). 

d. Visual aids (but not eyeglasses) to help the visually impaired to 
properly dose insulin. 

e. Pediatric devices, such as therapeutic shoes and shoe inserts, to 
treat diabetes-related complications. 
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Items a through d above are covered under your plan's benefits for 
durable medical equipment (see "Durable Medical Equipment"). Item 
e above is covered under your plan's benefits for prosthetic devices 
(see "Prosthetic Devices"). 

2. Diabetes education program which: 

a. Is designed to teach a member who is a patient and covered 
members of the patient's family about the disease process and the 
daily management of diabetic therapy; 

b. Includes self-management training, education, and medical 
nutrition therapy to enable the member to properly use the 
equipment, supplies, and medications necessary to manage the 
disease; and 

c. Is supervised by a physician. 

Diabetes education services are covered under plan benefits for office 
visits to physicians. 

3. The following items are covered under your prescription drug benefits: 

a. Insulin, glucagon, and other prescription drugs for the treatment 
of diabetes. 

b. Insulin syringes, disposable pen delivery systems for insulin 
administration. 

c. Testing strips, lancets, and alcohol swabs. 

These items must be obtained either from a retail pharmacy or through 
the home delivery program (see YOUR PRESCRIPTION DRUG 
BENEFITS}. 

4. Screenings for gestational diabetes are covered under your 
Preventive Care Services benefit. Please see that provision for further 
details. 

Diagnostic Services. Outpatient diagnostic imaging, laboratory services 
and genetic tests. Genetic tests are subject to pre-service review to 
determine medical necessity. Certain imaging procedures, including, but 
not limited to, Magnetic Resonance Imaging (MRI), Computerized Axial 
Tomography (CAT scans), Positron Emission Tomography (PET scan), 
Magnetic Resonance Spectroscopy (MRS scan), Magnetic Resonance 
Angiogram (MRA scan) and nuclear cardiac imaging are subject to pre­
service review to determine medical necessity. You may call the toll-free 
Member Services telephone number on your identification card to find out 
if an imaging procedure requires pre-service review. See UTILIZATION 
REVIEW PROGRAM for details. 
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Durable Medical Equipment. Rental or purchase of dialysis equipment; 
dialysis supplies. Rental or purchase of other medical equipment and 
supplies which are: 

1. Of no further use when medical needs end (but not disposable); 

2. For the exclusive use of the patient; 

3. Not primarily for comfort or hygiene; 

4. Not for environmental control or for exercise; and 

5. Manufactured specifically for medical use. 

We will determine whether the item satisfies the conditions above. 

Specific durable medical equipment is subject to pre-service review to 
determine medical necessity. Please refer to UTILIZATION REVIEW PROGRAM 

for information on how to obtain the proper reviews. 

Fertility Preservation Services. Fertility preservation services to prevent 
iatrogenic infertility when medically necessary are covered. Iatrogenic 
infertility means infertility caused directly or indirectly, as a possible side 
effect, by surgery, chemotherapy, radiation, or other covered medical 
treatment. "Caused directly or indirectly'' means medical treatment with a 
possible side effect of infertility, as established by the American Society of 
Clinical Oncology or the American Society for Reproductive Medicine. 
Note that this benefit covers fertility preservation services only, as 
described. Fertility preservation services under this section do not include 
testing or treatment of infertility. 

Gene Therapy Services. Your plan includes benefits for gene therapy 
services, when Anthem approves the benefits in advance through 
precertification. See the "Utilization Review Program" for details on the 
precertification process. To be eligible for coverage, services must be 
medically necessary and performed by an approved physician at an 
approved treatment center. Even if a physician is a participating provider 
for other services it may not be an approved provider for certain gene 
therapy services. Please call us to find out which providers are approved 
physicians. (When calling Member Services, ask for the Transplant Case 
Manager for further details.) 

Services Not Eligible for Coverage 

Your plan does not include benefits for the following: 

• Services determined to be Experimental/ lnvestigational; 

• Services provided by a non-approved provider or at a non-approved 
facility; or 
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• Services not approved in advance through precertification. 

Hearing Aid Services. The following hearing aid services are covered 
when provided by or purchased as a result of a written recommendation 
from an otolaryngologist or a state-certified audiologist. 

1. Audiological evaluations to measure the extent of hearing loss and 
determine the most appropriate make and model of hearing aid. 
These evaluations will be covered under plan benefits for office visits 
to physicians. 

2. Hearing aids (monaural or binaural) including ear mold(s), bone­
anchored hearing aids, the hearing aid instrument, batteries, cords 
and other ancillary equipment. 

3. Visits for fitting, counseling, adjustments and repairs for a one year 
period after receiving the covered hearing aid. 

Benefits will not be provided for charges for a hearing aid which exceeds 
the specifications prescribed for the correction of hearing loss, or for more 
than the benefit maximums in the "Medical Benefit Maximums" section. 

Hemodialysis Treatment. This includes services related to renal failure 
and chronic (end-stage) renal disease, including hemodialysis, home 
intermittent peritoneal dialysis home continuous cycling peritoneal dialysis 
and home continuous ambulatory peritoneal dialysis. 

The following renal dialysis services are covered: 

• Outpatient maintenance dialysis treatments in an outpatient dialysis 
facility; 

• Home dialysis; and 

• Training for self-dialysis at home including the instructions for a 
person who will assist with self-dialysis done at a home setting. 

Home Health Care. Benefits are available for covered services performed 
by a home health agency or other provider in your home. The following 
services are provided by a home health agency: 

1. Services of a registered nurse or licensed vocational nurse under the 
supervision of a registered nurse or a physician. 

2. Services of a licensed therapist for physical therapy, occupational 
therapy, speech therapy, or respiratory therapy. 

3. Services of a medical social service worker. 

4. Services of a health aide who is employed by (or who contracts with) 
a home health agency. Services must be ordered and supervised by 
a registered nurse employed by the home health agency as 

43 

ANTHEM0000056 
Ex A - 056



professional coordinator. These services are covered only if you are 
also receiving the services listed in 1 or 2 above. Other organizations 
may give services only when approved by us, and their duties must be 
assigned and supervised by a professional nurse on the staff of the 
home health agency or other provider as approved by us. 

5. Medically necessary supplies provided by the home health agency. 

When available in your area, benefits are also available for intensive in­
home behavioral health seNices. These do not require confinement to the 
home. These services are described in the "Benefits for Mental Health 
Conditions and Substance Abuse" section below. 

In no event will benefits exceed 365 visits during a calendar year. A visit 
of four hours or less by a home health aide shall be considered as one 
home health visit. 

Home health care services are subject to pre-service review to determine 
medical necessity. Please refer to UTILIZATION REVIEW PROGRAM for 
information on how to obtain the proper reviews. 

Home health care services are not covered if received while you are 
receiving benefits under the "Hospice Care" provision of this section. 

Hospice Care. You are eligible for hospice care if your physician and the 
hospice medical director certify that you are terminally ill and likely have 
less than twelve (12) months to live. You may access hospice care while 
participating in a clinical trial or continuing disease modifying therapy, as 
ordered by your treating physician. Disease modifying therapy treats the 
underlying terminal illness. 

The services and supplies listed below are covered when provided by a 
hospice for the palliative treatment of pain and other symptoms associated 
with a terminal disease. Palliative care is care that controls pain and 
relieves symptoms but is not intended to cure the illness. Covered 
services include: 

1. Interdisciplinary team care with the development and maintenance of 
an appropriate plan of care. 

2. Short-term inpatient hospital care when required in periods of crisis or 
as respite care. Coverage of inpatient respite care is provided on an 
occasional basis and is limited to a maximum of five consecutive days 
per admission. 

44 

ANTHEM0000057 
Ex A - 057



3. Skilled nursing services provided by or under the supervision of a 
registered nurse. Certified home health aide services and homemaker 
services provided under the supervision of a registered nurse. 

4. Social services and counseling services provided by a qualified social 
worker. 

5. Dietary and nutritional guidance. Nutritional support such as 
intravenous feeding or hyperalimentation. 

6. Physical therapy, occupational therapy, speech therapy, and 
respiratory therapy provided by a licensed therapist. 

7. Volunteer services provided by trained hospice volunteers under the 
direction of a hospice staff member. 

8. Pharmaceuticals, medical equipment, and supplies necessary for the 
management of your condition. Oxygen and related respiratory 
therapy supplies. 

9. Bereavement {grief) services, including a review of the needs of the 
bereaved family and the development of a care plan to meet those 
needs, both before and after the member's death. Bereavement 
services are available to the patient and those individuals who are 
closely linked to the patient, including the immediate family, the 
primary or designated care giver and individuals with significant 
personal ties, for one year after the member's death .. 

10. Palliative care {care which controls pain and relieves symptoms, but 
does not cure) which is appropriate for the illness. 

Your physician must consent to your care by the hospice and must be 
consulted in the development of your treatment plan. The hospice must 
submit a written treatment plan to us every 30 days. 

Benefits for services beyond those listed above that are given for disease 
modification or palliation, such as but not limited to chemotherapy and 
radiation therapy, are available to a member in hospice. These services 
are covered under other parts of this plan. 

Hospital 

1. Inpatient services and supplies, provided by a hospital. The maximum 
allowed amount will not include charges in excess of the hospital's 
prevailing two-bed room rate unless there is a negotiated per diem 
rate between us and the hospital, or unless your physician orders, and 
we authorize, a private room as medically necessary. 

2. Services in special care units. 
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3. Outpatient services and supplies provided by a hospital, including 
outpatient surgery. 

Hospital services are subject to pre-service review to determine medical 
necessity. Please refer to UTILIZATION REVIEW PROGRAM for information on 
how to obtain the proper reviews. 

Infertility Treatment. Diagnosis and treatment of infertility, as medically 
necessary, provided you are under the direct care and treatment of a 
physician. Artificial insemination, and in vitro fertilization are also covered. 

Our payment will not exceed $4,000 for any member during a calendar 
year, and any laboratory procedures related to in vitro fertilization are not 
covered. 

Infusion Therapy. The following services and supplies, when provided in 
your home by a home infusion therapy provider or in any other outpatient 
setting by a qualified health care provider, for the intravenous 
administration of your total daily nutritional intake or fluid requirements, 
including but not limited to Parenteral Therapy and Total Parenteral 
Nutrition (TPN), medication related to illness or injury, chemotherapy, 
antibiotic therapy, aerosol therapy, tocolytic therapy, special therapy, 
intravenous hydration, or pain management: 

1. Medication, ancillary medical supplies and supply delivery, (not to 
exceed a 14-day supply); but medication which is delivered but not 
administered is not covered; 

2. Pharmacy compounding and dispensing services (including pharmacy 
support) for intravenous solutions and medications; 

3. Hospital and home clinical visits related to the administration of 
infusion therapy, including skilled nursing services including those 
provided for: (a) patient or alternative caregiver training; and (b) visits 
to monitor the therapy; 

4. Rental and purchase charges for durable medical equipment; 
maintenance and repair charges for such equipment; 

5. Laboratory services to monitor the patient's response to therapy 
regimen. 

6. Total Parenteral Nutrition (TPN), Enteral Nutrition Therapy, antibiotic 
therapy, pain management, chemotherapy, and may also include 
injections (intra-muscular, subcutaneous, or continuous 
subcutaneous). 

Our maximum payment will not exceed $600 per day for services or 
supplies provided by a non-participating provider. 
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Infusion therapy provider services are subject to pre-service review to 
determine medical necessity. (See UTILIZATION REVIEW PROGRAM.) 

Jaw Joint Disorders. We will pay for splint therapy or surgical treatment 
for disorders or conditions directly affecting the upper or lower jawbone or 
the joints linking the jawbones and the skull (the temporomandibular 
joints), including the complex of muscles, nerves and other tissues related 
to those joints. 

Online Visits. When available in your area, covered services will include 
consultations using the internet via webcam, or voice. Online visits are 
covered under plan benefits for office visits to physicians. 

Non-covered services include, but are not limited to, the following: 

• Reporting normal lab or other test results. 

• Office visit appointment requests or changes. 

• Billing, insurance coverage, or payment questions. 

• Requests for referrals to other physicians or healthcare practitioners. 

• Benefit precertification. 

• Consultations between physicians. 

• Consultations provided by telephone, electronic mail, or facsimile 
machines. 

Note: You will be financially responsible for the costs associated with non­
covered services. 

Osteoporosis. Coverage for services related to diagnosis, treatment, and 
appropriate management of osteoporosis including, but not limited to, all 
Food and Drug Administration approved technologies, including bone 
mass measurement technologies as deemed medically necessary. 

Pediatric Asthma Equipment and Supplies. The following items and 
services when required for the medically necessary treatment of asthma 
in a dependent child: 

1. Nebulizers, including face masks and tubing. These items are 
covered under the plan's medical benefits and are not subject to any 
limitations or maximums that apply to coverage for durable medical 
equipment (see "Durable Medical Equipment"). 

2. Inhaler spacers and peak flow meters. These items are covered under 
your prescription drug benefits and are subject to the copayment for 
brand name drugs (see YOUR PRESCRIPTION DRUG BENEFITS). 
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3. Education for pediatric asthma, including education to enable the child 
to properly use the items listed above. This education will be covered 
under the plan's benefits for office visits to a physician. 

Phenylketonuria (PKU). Benefits for the testing and treatment of 
phenylketonuria (PKU) are paid on the same basis as any other medical 
condition. Coverage for treatment of PKU shall include those formulas and 
special food products that are part of a diet prescribed by a licensed 
physician and managed by a health care professional in consultation with 
a physician who specializes in the treatment of metabolic disease and who 
participates in or is authorized by us. The diet must be deemed medically 
necessary to avert the development of serious physical or mental 
disabilities or to promote normal development or function as a 
consequence of PKU. 

The cost of the necessary formulas and special food products is covered 
only as it exceeds the cost of a normal diet. "Formula" means an enteral 
product or products for use at home. The formula must be prescribed by a 
physician or nurse practitioner, or ordered by a registered dietician upon 
referral by a health care provider authorized to prescribe dietary 
treatments, and is medically necessary for the treatment of PKU. Formulas 
and special food products used in the treatment of PKU that are obtained 
from a pharmacy are covered as prescription drugs (see "Prescription 
Drugs and Medications"). Formulas and special food products that are not 
obtained from a pharmacy are covered under this benefit. 

"Special food product" means a food product that is all of the following: 

• Prescribed by a physician or nurse practitioner for the treatment of 
PKU, and 

• Consistent with the recommendations and best practices of qualified 
physicians with expertise in the treatment and care of PKU, and 

• Used in place of normal food products, such as grocery store foods, 
used by the general population. 

Note: It does not include a food that is naturally low in protein, but may 
include a food product that is specially formulated to have less than one 
gram of protein per serving. 

Physical Therapy, Physical Medicine, Occupational Therapy and 
Chiropractic Care. The following services provided by a physician under 
a treatment plan: 

1. Physical therapy and physical medicine provided on an outpatient 
basis for the treatment of illness or injury including the therapeutic use 
of heat, cold, exercise, electricity, ultra violet radiation, manipulation 
of the spine, or massage for the purpose of improving circulation, 
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strengthening muscles, or encouraging the return of motion. (This 
includes many types of care which are customarily provided by 
chiropractors, physical therapists and osteopaths. It does not include 
massage therapy services at spas or health clubs.) 

2. Occupational therapy provided on an outpatient basis when the ability 
to perform daily life tasks has been lost or reduced by, or has not been 
developed due to, illness or injury including programs which are 
designed to rehabilitate mentally, physically or emotionally 
handicapped persons. Occupational therapy programs are designed 
to maximize or improve a patient's upper extremity function, 
perceptual motor skills and ability to function in daily living activities. 

Benefits are not payable for care provided to relieve general soreness or 
for conditions that may be expected to improve without treatment. For the 
purposes of this benefit, the term "visit" shall include any visit by a 
physician in that physician's office, or in any other outpatient setting, 
during which one or more of the services covered under this limited benefit 
are rendered, even if other services are provided during the same visit. 

Up to 24 visits in a year for all covered services are payable. If additional 
visits are needed after receiving 24 visits in a year, pre-service review 
must be obtained prior to receiving the services. 

If it is determined that an additional period of physical therapy, physical 
medicine, occupational therapy or chiropractic care is medically 
necessary, we will specify a specific number of additional visits. Such 
additional visits are not payable if pre-service review is not obtained. (See 
UTILIZATION REVIEW PROGRAM.) 

There is no limit on the number of covered visits for medically necessary 
physical therapy, physical medicine, occupational therapy or chiropractic 
care. But additional visits in excess of the number of visits stated above 
must be authorized in advance. 

Pregnancy and Maternity Care 

1. All medical benefits for an enrolled member when provided for 
pregnancy or maternity care, including the following services: 

• Prenatal, postnatal and postpartum care; 

• Prenatal testing administered by the California Prenatal Screening 
Program, which is a statewide prenatal testing program 
administered by the State Department of Public Health. The 
calendar year deductible will not apply and no copayment will be 
required for services you receive as part of this program; 
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• Ambulatory care services (including ultrasounds, fetal non-stress 
tests, physician office visits, and other medically necessary 
maternity services performed outside of a hospital); 

• Involuntary complications of pregnancy; 

• Diagnosis of genetic disorders in cases of high-risk pregnancy; 
and 

• Inpatient hospital care including labor and delivery. 

Inpatient hospital benefits in connection with childbirth will be provided 
for at least 48 hours following a normal delivery or 96 hours following 
a cesarean section, unless the mother and her physician decide on an 
earlier discharge. Please see the section entitled FOR YOUR 
INFORMATION for a statement of your rights under federal law 
regarding these services. 

2. Medical hospital benefits for routine nursery care of a newborn child, 
if the child's natural mother is an enrolled member. Routine nursery 
care of a newborn child includes screening of a newborn for genetic 
diseases, congenital conditions, and other health conditions provided 
through a program established by law or regulation. 

3. Certain services are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Prescription Drug for Abortion. Mifepristone is covered when provided 
under the Food and Drug Administration (FDA) approved treatment 
regimen. 

Prescription Drugs Obtained from or Administered by a Medical 
Provider. Your plan includes benefits for prescription drugs, including 
specialty drugs that must be administered to you as part of a physician 
visit, services from a home health agency or at an outpatient hospital when 
they are covered services. This may include drugs for infusion therapy, 
chemotherapy, blood products, certain injectables and any drug that must 
be administered by a physician. This section describes your benefits when 
your physician orders the medication and administers it to you. 

Benefits for drugs that you inject or get at a retail pharmacy (i.e., self­
administered drugs) are not covered under this section. Benefits for those 
and other covered drugs are described under YOUR PRESCRIPTION DRUG 

BENEFITS, if included. 

Non-duplication of benefits applies to pharmacy drugs under this plan. 
When benefits are provided for pharmacy drugs under the plan's medical 
benefits, they will not be provided under your prescription drug benefits, if 
included. Conversely, if benefits are provided for pharmacy drugs under 

50 

ANTHEM0000063 
Ex A - 063



your prescription drug benefits, if included, they will not be provided under 
the plan's medical benefits. 

Prior Authorization. Your plan includes certain features to determine 
when prescription drugs should be covered, which are described below. 
As part of these features, your prescribing physician may be asked to give 
more details before we can decide if the drug is eligible for coverage. In 
order to determine if the prescription drug is eligible for coverage, we have 
established criteria. 

The criteria, which are called drug edits, may include requirements based 
on one or more of the following: 

• Specific clinical criteria and/or recommendations made by state or 
federal agencies (including, but not limited to, requirements regarding 
age, test result requirements, presence of a specific condition or 
disease, quantity, dose and/or frequency of administration); 

• Specific provider qualifications including, but not limited to, REMS 
certification (Risk, Evaluation and Mitigation Strategies) as 
recommended by the FDA; 

• Step therapy requiring one drug, drug regimen, or treatment be used 
prior to use of another drug, drug regimen, or treatment for safety 
and/or cost-effectiveness when clinically similar results may be 
anticipated; 

• Use of a prescription drug formulary which is a list of FDA-approved 
drugs that have been reviewed and recommended for use based on 
their quality and cost effectiveness. 

Covered Prescription Drugs. To be a covered service, prescription 
drugs must be approved by the Food and Drug Administration (FDA) and, 
under federal law, require a prescription. Prescription drugs must be 
prescribed by a licensed physician and controlled substances must be 
prescribed by a licensed physician with an active DEA license. 

Compound drugs are a covered service when a commercially available 
dosage form of a medically necessary medication is not available, all the 
ingredients of the compound drug are FDA approved in the form in which 
they are used in the compound drug and as designated in the FDA's 
Orange Book: Approved Drug Products with Therapeutic Equivalence 
Evaluations, require a prescription to dispense, and are not essentially the 
same as an FDA approved product from a drug manufacturer. Non-FDA 
approved, non-proprietary, multisource ingredients that are vehicles 
essential for compound administration may be covered. 

Your plan also covers certain over-the-counter drugs that we must cover 
under federal law, when prescribed by a physician, subject to all terms of 
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this plan that apply to those benefits. Please see the "Preventive Care 
Services" provision of MEDICAL CARE THAT IS COVERED or the "Preventive 
Prescription Drugs and Other Items" provision under YOUR PRESCRIPTION 

DRUG BENEFITS for additional details. 

Precertification. You or your physician can get the list of the prescription 
drug that require prior authorization by calling the phone number on the 
back of your identification card or check our website at www.anthem.com. 
The list will be reviewed and updated from time to time. Including a 
prescription drug or related item on the list does not guarantee coverage 
under your plan. Your physician may check with us to verify prescription 
drug coverage, to find out which prescription drug are covered under this 
section and if any drug edits apply. However, ifwe determine through prior 
authorization that the drug originally prescribed is medically necessary and 
is cost effective, you will be provided the drug originally requested. If, 
when you first become a member, you are already being treated for a 
medical condition by a drug that has been appropriately prescribed and is 
considered safe and effective for your medical condition, we will not 
require you to try a drug other than the one you are currently taking. 

In order for you to get a specialty pharmacy drug that requires prior 
authorization, your physician must make a request to us using the required 
uniform prior authorization request form. If you're requesting an exception 
to the step therapy process, your physician must use the same form. The 
request, for either prior authorization or step therapy exceptions, may be 
made by mail, telephone, facsimile, or it may be made electronically. At 
the time the request is initiated, specific clinical information will be 
requested from your physician based on medical policy and/or clinical 
guidelines, based specifically on your diagnosis and/or the physician's 
statement in the request or clinical rationale for the specialty pharmacy 
drug. 

After we get the request from your physician, we will review the request 
and respond within the following time periods: 

• 72 hours for non-urgent requests, and 

• 24 hours if exigent circumstances exist. Exigent circumstances exist 
if you are suffering from a health condition that may seriously 
jeopardize your life, health, or ability to regain maximum function, or if 
you are undergoing a current course of treatment using a drug not 
covered by the plan. 

If you have any questions regarding whether a specialty pharmacy drug 
requires prior authorization, please call us at the number on the back of 
your ID Card. 

If we deny a request for prior authorization of a specialty pharmacy drug, 
you or your prescribing physician may appeal our decision by calling us at 
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the number on the back of your ID Card. If you are not satisfied with the 
resolution based on your inquiry, you may file a grievance with us by 
following the procedures described in the section entitled GRIEVANCE 

PROCEDURES. 

Preventive Care Services. Preventive care includes screenings and 
other services for adults and children. All recommended preventive 
services will be covered as required by the Affordable Care Act (ACA) and 
applicable state law. This means for preventive care services, the 
calendar year deductible will not apply to these services or supplies when 
they are provided by a participating provider. No co-payment will apply to 
these services or supplies when they are provided by a participating 
provider. 

1. A physician's services for routine physical examinations. 

2. Immunizations prescribed by the examining physician. 

3. Radiology and laboratory services and tests ordered by the examining 
physician in connection with a routine physical examination, excluding 
any such tests related to an illness or injury. Those radiology and 
laboratory services and tests related to an illness or injury will be 
covered as any other medical service available under the terms and 
conditions of the provision "Diagnostic Services". 

4. Health screenings as ordered by the examining physician for the 
following: breast cancer, including BRCA testing if appropriate (in 
conjunction with genetic counseling and evaluation), cervical cancer, 
including human papillomavirus (HPV), prostate cancer, colorectal 
cancer, and other medically accepted cancer screening tests, blood 
lead levels, high blood pressure, type 2 diabetes mellitus, cholesterol, 
obesity, and screening for iron deficiency anemia in pregnant women. 

5. Human immunodeficiency virus (HIV) testing, regardless of whether 
the testing is related to a primary diagnosis. 

6. Counseling and risk factor reduction intervention services for sexually 
transmitted infections, human immunodeficiency virus (HIV), 
contraception, tobacco use, smoking cessation and tobacco use­
related diseases. 

7. Additional preventive care and screening for women provided for in 
the guidelines supported by the Health Resources and Services 
Administration, including the following: 

a. All FDA-approved contraceptive drugs, devices, and other 
products for women, including over-the-counter items, if 
prescribed by a physician. This includes contraceptive drugs, 
injectable contraceptives, patches and devices such as 
diaphragms, intra uterine devices (IUDs) and implants, as well as 
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voluntary sterilization procedures, contraceptive education and 
counseling. It also includes follow-up services related to the 
drugs, devices, products and procedures, including but not limited 
to management of side effects, counseling for continued 
adherence, and device insertion and removal. 

At least one form of contraception in each of the methods 
identified in the FDA's Birth Control Guide will be covered as 
preventive care under this section. If there is only one form of 
contraception in a given method, or if a form of contraception is 
deemed not medically advisable by a physician, the prescribed 
FDA-approved form of contraception will be covered as preventive 
care under this section. 

In order to be covered as preventive care, contraceptive 
prescription drugs must be either generic oral contraceptives or 
brand name drugs. Brand name drugs will be covered as 
preventive care services when medically necessary according to 
your attending doctor, otherwise they will be covered under your 
plan's prescription drug benefits (see your prescription drug 
benefits). 

Note: For FDA-approved, self-administered hormonal 
contraceptives, up to a 12-month supply is covered when 
dispensed or furnished at one time by a provider or pharmacist, or 
at a location licensed or otherwise authorized to dispense drugs 
or supplies. 

b. Breast feeding support, supplies, and counseling. 

c. Gestational diabetes screening. 

d. Preventive prenatal care. 

8. Preventive services for certain high-risk populations as determined by 
your physician, based on clinical expertise. 

This list of preventive care services is not exhaustive. Preventive tests 
and screenings with a rating of A or B in the current recommendations of 
the United States Preventive Services Task Force (USPSTF), or those 
supported by the Health Resources and Services Administration (HRSA) 
will be covered with no copayment and will not apply to the calendar year 
deductible. 

See the definition of "Preventive Care Services" in the DEFINITIONS section 
for more information about services that are covered by this plan as 
preventive care services. 
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Professional Services 

1. Services of a physician. 

2. Services of an anesthetist (M.D. or C.R.N.A.). 

Prosthetic Devices 

1. Breast prostheses and surgical bras following a mastectomy. 

2. Prosthetic devices to restore a method of speaking when required as 
a result of a covered medically necessary laryngectomy. 

3. We will pay for other medically necessary prosthetic devices, 
including: 

a. Surgical implants, including but not limited to cochlear implants; 

b. Artificial limbs or eyes; 

c. The first pair of contact lenses or eye glasses when required as a 
result of a covered medically necessary eye surgery; 

d. Therapeutic shoes and inserts for the prevention and treatment of 
diabetes-related foot complications; and 

e. Benefits are available for certain types of orthotics {braces, boots, 
splints). Covered services include the initial purchase, fitting, and 
repair of a custom made rigid or semi-rigid supportive device used 
to support, align, prevent, or correct deformities or to improve the 
function of movable parts of the body, or which limits or stops 
motion of a weak or diseased body part. 

Radiation Therapy. This includes treatment of disease using x-ray, 
radium or radioactive isotopes, other treatment methods {such as 
teletherapy, brachytherapy, intra operative radiation, photon or high 
energy particle sources), material and supplies used in the therapy 
process and treatment planning. These services can be provided in a 
facility or professional setting. 

Reconstructive Surgery. Reconstructive surgery performed to correct or 
repair abnormal structures of the body caused by congenital defects, 
developmental abnormalities, trauma, infection, tumors, or disease to do 
either of the following: (a) improve function; or (b) create a normal 
appearance, to the extent possible. This includes surgery performed to 
restore and achieve symmetry following a medically necessary 
mastectomy. This also includes medically necessary dental or orthodontic 
services that are an integral part of reconstructive surgery for cleft palate 
procedures. "Cleft palate" means a condition that may include cleft palate, 
cleft lip, or other craniofacial anomalies associated with cleft palate. 
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This does not apply to orthognathic surgery. Please see the "Dental Care" 
provision below for a description of this service. 

Retail Health Clinic. Services and supplies provided by medical 
professionals who provide basic medical services in a retail health clinic 
including, but not limited to: 

1. Exams for minor illnesses and injuries. 

2. Preventive services and vaccinations. 

3. Health condition monitoring and testing. 

Skilled Nursing Facility. Inpatient services and supplies provided by a 
skilled nursing facility. The amount by which your room charge exceeds 
the prevailing two-bed room rate of the skilled nursing facility is not 
considered covered under this plan. 

Skilled nursing facility services and supplies are subject to pre-service 
review to determine medical necessity. Please refer to UTILIZATION 

REVIEW PROGRAM for information on how to obtain the proper reviews. 

Specified Transplants 

You must obtain our prior authorization for all services including, but not 
limited to, preoperative tests and postoperative care related to the 
following specified transplants: heart, liver, lung, combination heart-lung, 
kidney, pancreas, simultaneous pancreas-kidney, or bone marrow/stem 
cell and similar procedures. Specified transplants must be performed at 
Centers of Medical Excellence (CME). Charges for services provided 
for or in connection with a specified transplant performed at a facility 
other than a CME will not be covered. Call the toll-free telephone 
number for pre-service review on your identification card if your physician 
recommends a specified transplant for your medical care. A case 
manager transplant coordinator will assist in facilitating your access to a 
CME. See UTILIZATION REVIEW PROGRAM for details. 

Speech Therapy and speech-language pathology {SLP) services. 
Services to identify, assess, and treat speech, language, and swallowing 
disorders in children and adults. Therapy that will develop or treat 
communication or swallowing skills to correct a speech impairment. 

After your initial visit to a physician for speech therapy, pre-service review 
must be obtained prior to receiving additional services. There is no limit 
on the number of covered visits for medically necessary services. 
However, visits must be authorized in advance. Please refer to utilization 
review program for information on how to obtain the proper reviews. 
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Sterilization Services. Benefits include sterilization services and 
services to reverse a non-elective sterilization that resulted from an illness 
or injury. Reversals of elective sterilizations are not covered. 

Sterilizations for women are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Transgender Services. Services and supplies provided in connection 
with gender transition when you have been diagnosed with gender identity 
disorder or gender dysphoria by a physician. This coverage is provided 
according to the terms and conditions of the plan that apply to all other 
covered medical conditions, including medical necessity requirements, 
utilization management, and exclusions for cosmetic services. Coverage 
includes, but is not limited to, medically necessary services related to 
gender transition such as transgender surgery, hormone therapy, 
psychotherapy, and vocal training. 

Coverage is provided for specific services according to plan benefits that 
apply to that type of service generally, if the plan includes coverage for the 
service in question. If a specific coverage is not included, the service will 
not be covered. For example, transgender surgery would be covered on 
the same basis as any other covered, medically necessary surgery; 
hormone therapy would be covered under the plan's prescription drug 
benefits (if such benefits are included). 

Transgender services are subject to prior authorization in order for 
coverage to be provided. Please refer to UTILIZATION REVIEW PROGRAM 
for information on how to obtain the proper reviews. 

Transgender Travel Expense. Certain travel expenses incurred in 
connection with an approved transgender surgery, when the hospital at 
which the surgery is performed is 75 miles or more from your place of 
residence, provided the expenses are authorized in advance by us. Our 
maximum payment will not exceed $10,000 per transgender surgery, or 
series of surgeries (if multiple surgical procedures are performed), for the 
following travel expenses incurred by you and one companion: 

• Ground transportation to and from the hospital when it is 75 miles or 
more from your place of residence. 

• Coach airfare to and from the hospital when it is 300 miles or more 
from your residence. 

• Lodging, limited to one room, double occupancy. 

• Other reasonable expenses. Tobacco, alcohol, drug, and meal 
expenses are excluded. 
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The Calendar Year Deductible will not apply and no co-payments will be 
required for transgender travel expenses authorized in advance by us. We 
will provide benefits for lodging, transportation, and other reasonable 
expenses up to the current limits set forth in the Internal Revenue Code, 
not to exceed the maximum amount specified above. This travel expense 
benefit is not available for non-surgical transgender services. 

Details regarding reimbursement can be obtained by calling the Member 
Services number on your identification card. A travel reimbursement form 
will be provided for submission of legible copies of all applicable receipts 
in order to obtain reimbursement. 

Transplant Services. Services and supplies provided in connection with 
a non-investigative organ or tissue transplant, if you are: 

1. The recipient; or 

2. The donor. 

Benefits for an organ donor are as follows: 

• When both the person donating the organ and the person getting the 
organ are members, each will get benefits under their plans. 

• When the person getting the organ is a member, but the person 
donating the organ is not, benefits under this plan are limited to 
benefits not available to the donor from any other source. This 
includes, but is not limited to, other insurance, grants, foundations, 
and government programs. 

• If our covered member is donating the organ to someone who is not 
a member, benefits are not available under this plan. 

Covered services are subject to any applicable deductibles, co-payments 
and medical benefit maximums set forth in the SUMMARY OF BENEFITS. The 
maximum allowed amount does not include charges for services received 
without first obtaining our prior authorization or which are provided at a 
facility other than a transplant center approved by us. See UTILIZATION 

REVIEW PROGRAM for details. 

To maximize your benefits, you should call our Transplant Department as 
soon as you think you may need a transplant to talk about your benefit 
options. You must do this before you have an evaluation or work-up for a 
transplant. We will help you maximize your benefits by giving you 
coverage information, including details on what is covered and if any 
clinical coverage guidelines, medical policies, Centers of Medical 
Excellence (CME) rules, or exclusions apply. Call the customer service 
phone number on the back of your ID card and ask for the transplant 
coordinator. 
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You or your physician must call our Transplant Department for pre-service 
review prior to the transplant, whether it is performed in an inpatient or 
outpatient setting. Prior authorization is required before we will provide 
benefits for a transplant. Your physician must certify, and we must agree, 
that the transplant is medically necessary. Your physician should send a 
written request for prior authorization to us as soon as possible to start this 
process. Not getting prior authorization will result in a denial of benefits. 

Please note that your physician may ask for approval for HLA (human 
leukocyte antigen) testing, donor searches, or collection and storage of 
stem cells prior to the final decision as to what transplant procedure will 
be needed. In these cases, the HLA testing and donor search charges will 
be covered as routine diagnostic tests. The collection and storage request 
will be reviewed for medical necessity and may be approved. However, 
such an approval for HLA testing, donor search, or collection and storage 
is NOT an approval for the later transplant. A separate medical necessity 
decision will be needed for the transplant itself. 

Transplant Travel Expense. The following travel expenses incurred in 
connection with an approved, specified transplant (heart, liver, lung, 
combination heart-lung, kidney, pancreas, simultaneous pancreas-kidney, 
or bone marrow/stem cell and similar procedures) performed at a 
designated CME that is 75 miles or more from the recipient's or donor's 
place of residence are covered, provided the expenses are authorized by 
us in advance: 

1. For the recipient and a companion, per transplant episode, up to six 
trips per episode: 

a. Round trip coach airfare to the CME, not to exceed $250 per 
person per trip. 

b. Hotel accommodations, not to exceed $100 per day for up to 21 
days per trip, limited to one room, double occupancy. 

c. Other reasonable expenses, not to exceed $25 per day for each 
person, for up to 21 days per trip. Tobacco, alcohol, drug 
expenses, and meals are excluded. 

2. For the donor, per transplant episode, limited to one trip: 

a. Round trip coach airfare to the CME, not to exceed $250. 

b. Hotel accommodations, not to exceed $100 per day for up to 7 
days. 

c. Other reasonable expenses, not to exceed $25 per day, for up to 
7 days. Tobacco, alcohol, drug expenses, and meals are 
excluded. 
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Urgent Care. Services and supplies received to prevent serious 
deterioration of your health or, in the case of pregnancy, the health of the 
unborn child, resulting from an unforeseen illness, medical condition, or 
complication of an existing condition, including pregnancy, for which 
treatment cannot be delayed. Urgent care services are not emergency 
services. Services for urgent care are typically provided by an urgent care 
center or other facility such as a physician's office. Urgent care can be 
obtained from participating providers or non-participating providers. 
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Applicable to Retired California Residents with Medicare Part D: 

61 

ANTHEM000007 4 
Ex A - 074



MEDICAL CARE THAT IS COVERED 

Subject to the Medical Benefit Maximums in the SUMMARY OF BENEFITS, the 
requirements set forth under CONDITIONS OF COVERAGE and the exclusions 
or limitations listed under MEDICAL CARE THAT IS NOT COVERED, we will 
provide benefits for the following services and supplies: 

Acupuncture. The services of a physician for acupuncture treatment to 
treat a disease, illness or injury, including a patient history visit, physical 
examination, treatment planning and treatment evaluation, 
electroacupuncture, cupping and moxibustion. We will pay for up to 24 
visits during a calendar year. 

Ambulance. Ambulance services are covered when you are transported 
by a state licensed vehicle that is designed, equipped, and used to 
transport the sick and injured and is staffed by Emergency Medical 
Technicians (EMTs), paramedics, or other licensed or certified medical 
professionals. Ambulance services are covered when one or more of the 
following criteria are met: 

• For ground ambulance, you are transported: 

From your home, or from the scene of an accident or medical 
emergency, to a hospital, 

Between hospitals, including when you are required to move from 
a hospital that does not contract with us to one that does, or 

Between a hospital and a skilled nursing facility or other approved 
facility. 

• For air or water ambulance, you are transported: 

From the scene of an accident or medical emergency to a hospital, 

Between hospitals, including when you are required to move from 
a hospital that does not contract with us to one that does, or 

Between a hospital and another approved facility. 

Non-emergency ambulance services are subject to medical necessity 
reviews. Emergency ground ambulance services do not require pre­
service review. Pre-service review is required for air ambulance in a non­
medical emergency. When using an air ambulance in a non-emergency 
situation, we reserve the right to select the air ambulance provider. If you 
do not use the air ambulance we select in a non-emergency situation, no 
coverage will be provided. 

You must be taken to the nearest facility that can provide care for your 
condition. In certain cases, coverage may be approved for transportation 
to a facility that is not the nearest facility. 
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Coverage includes medically necessary treatment of an illness or injury by 
medical professionals from an ambulance service, even if you are not 
transported to a hospital. If provided through the 911 emergency response 
system*, ambulance services are covered if you reasonably believed that 
a medical emergency existed even if you are not transported to a hospital. 
Ambulance services are not covered when another type of transportation 
can be used without endangering your health. Ambulance services for 
your convenience or the convenience of your family members or physician 
are not a covered service. 

Other non-covered ambulance services include, but are not limited to, trips 
to: 

• A physician's office or clinic; 
• A morgue or funeral home. 

Important information about air ambulance coverage. Coverage is 
only provided for air ambulance services when it is not appropriate to use 
a ground or water ambulance. For example, if using a ground ambulance 
would endanger your health and your medical condition requires a more 
rapid transport to a hospital than the ground ambulance can provide, this 
plan will cover the air ambulance. Air ambulance will also be covered if 
you are in a location that a ground or water ambulance cannot reach. 

Air ambulance will not be covered if you are taken to a hospital that is not 
an acute care hospital (such a skilled nursing facility or a rehabilitation 
facility), or if you are taken to a physician's office or to your home. 

Hospital to hospital transport: If you are being transported from one 
hospital to another, air ambulance will only be covered if using a ground 
ambulance would endanger your health and if the hospital that first treats 
you cannot give you the medical services you need. Certain specialized 
services are not available at all hospitals. For example, bum care, cardiac 
care, trauma care, and critical care are only available at certain hospitals. 
For services to be covered, you must be taken to the closest hospital that 
can treat you. Coverage is not provided for air ambulance transfers 
because you, your family, or your physician prefers a specific hospital or 
physician. 

* If you have an emergency medical condition that requires an emergency 
response, please call the "911" emergency response system if you are in 
an area where the system is established and operating. 

Ambulatory Surgical Center. Services and supplies provided by an 
ambulatory surgical center in connection with outpatient surgery. 

For the services of a non-participating provider facility only, our maximum 
payment is limited to $350 each time you have outpatient surgery at an 
ambulatory surgical center. 
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Ambulatory surgical center services are subject to pre-service review to 
determine medical necessity. Please refer to UTILIZATION REVIEW 
PROGRAM for information on how to obtain the proper reviews. 

Blood. Blood transfusions, including blood processing and the cost of 
unreplaced blood and blood products. Charges for the collection, 
processing and storage of self-donated blood are covered, but only when 
specifically collected for a planned and covered surgical procedure. 

Body Scan. We will pay for services and supplies in connection with a 
body scan for screening purposes up to $500 per every 2 calendar years. 
The Calendar Year Deductible will not apply to these services. 

Breast Cancer. Services and supplies provided in connection with the 
screening for, diagnosis of, and treatment for breast cancer whether due 
to illness or injury, including: 

1. Diagnostic mammogram examinations in connection with the 
treatment of a diagnosed illness or injury. Routine mammograms will 
be covered initially under the Preventive Care Services. 

2. Breast cancer (BRCA) testing, if appropriate, in conjunction with 
genetic counseling and evaluation. When done as a preventive care 
service, BRCA testing will be covered under the Preventive Care 
Services benefit. 

3. Mastectomy and lymph node dissection; complications from a 
mastectomy including lymphedema. 

4. Reconstructive surgery of both breasts performed to restore and 
achieve symmetry following a medically necessary mastectomy. 

5. Breast prostheses following a mastectomy (see "Prosthetic Devices"). 

This coverage is provided according to the terms and conditions of this 
plan that apply to all other medical conditions. 

Chemotherapy. This includes the treatment of disease using chemical or 
antineoplastic agents and the cost of such agents in a professional or 
facility setting. 

Christian Science. The following provisions relate only to charges for 
Christian Science treatment: 

1. A Christian Science Sanatorium will be considered a hospital for 
purposes of this booklet. The sanatorium must be accredited by the 
Department of Care of the First Church of Christ, Scientist; Boston, 
Massachusetts. 
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2. The term physician includes a Christian Science Practitioner approved 
and accredited by the Mother Church, The First Church of Christ, 
Scientist. 

3. The term registered nurse includes a Christian Science Nurse 
approved and accredited by the Mother Church, The First Church of 
Christ, Scientist. 

Benefits for the following services will be provided when a member 
manifests symptoms of a covered illness or injury and receives Christian 
Science treatment for such symptoms. 

1. Christian Science Sanatorium. Services provided by a Christian 
Science sanatorium if the member is admitted for active care of an 
illness or injury. 

2. Christian Science Practitioner. Office visits for services of a 
Christian Science practitioner providing treatment for a diagnosed 
illness or injury according to the healing practices of Christian Science. 

3. Christian Science Nurse. Services of a Christian Science Nurse 
providing treatment for a diagnosed illness or injury according to the 
healing practices of Christian Science. 

NO BENEFITS ARE AVAILABLE FOR SPIRITUAL REFRESHMENT. All 
other provisions of the EXCLUSIONS AND LIMITATIONS in this booklet 
apply equally to Christian Science benefits as to all other benefits and 
providers of care. 

Clinical Trials. Coverage is provided for routine patient costs you receive 
as a participant in an approved clinical trial. The services must be those 
that are listed as covered by this plan for members who are not enrolled 
in a clinical trial. 

Routine patient care costs include items, services, and drugs provided to 
you in connection with an approved clinical trial that would otherwise be 
covered by the plan. 

An "approved clinical trial" is a phase I, phase II, phase Ill, or phase IV 
clinical trial that studies the prevention, detection, or treatment of cancer 
or another life-threatening disease or condition, from which death is likely 
unless the disease or condition is treated. Coverage is limited to the 
following clinical trials: 

1. Federally funded trials approved or funded by one or more of the 
following: 

a. The National Institutes of Health, 

b. The Centers for Disease Control and Prevention, 

c. The Agency for Health Care Research and Quality, 
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d. The Centers for Medicare and Medicaid Services, 

e. A cooperative group or center of any of the four entities listed 
above or the Department of Defense or the Department of 
Veterans Affairs, 

f. A qualified non-governmental research entity identified in the 
guidelines issued by the National Institutes of Health for center 
support grants, or 

g. Any of the following departments if the study or investigation has 
been reviewed and approved through a system of peer review that 
the Secretary of Health and Human Services determines (1) to be 
comparable to the system of peer review of investigations and 
studies used by the National Institutes of Health, and (2} assures 
unbiased review of the highest scientific standards by qualified 
individuals who have no interest in the outcome of the review: 

i. The Department of Veterans Affairs, 

ii. The Department of Defense, or 

iii. The Department of Energy. 

2. Studies or investigations done as part of an investigational new drug 
application reviewed by the Food and Drug Administration. 

3. Studies or investigations done for drug trials that are exempt from the 
investigational new drug application. 

Participation in the clinical trial must be recommended by your physician 
after determining participation has a meaningful potential to benefit you. 
All requests for clinical trials services, including requests that are not part 
of approved clinical trials, will be reviewed according to our Clinical 
Coverage Guidelines, related policies and procedures. 

Routine patient costs do not include the costs associated with any of the 
following: 

1. The investigational item, device, or service. 

2. Any item or service provided solely to satisfy data collection and 
analysis needs and that is not used in the clinical management of the 
patient. 

3. Any service that is clearly inconsistent with widely accepted and 
established standards of care for a particular diagnosis. 

4. Any item, device, or service that is paid for by the sponsor of the trial 
or is customarily provided by the sponsor free of change for any 
enrollee in the trial. 
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Note: You will be financially responsible for the costs associated with non­
covered services. 

Disagreements regarding the coverage or medical necessity of possible 
clinical trial services may be subject to Independent Medical Review as 
described in GRIEVANCE PROCEDURES. 

Dental Care 

1. Admissions for Dental Care. listed inpatient hospital services for 
up to three days during a hospital stay, when such stay is required for 
dental treatment and has been ordered by a physician (M.D.) and a 
dentist (D.D.S. or D.M.D.). We will make the final determination as to 
whether the dental treatment could have been safely rendered in 
another setting due to the nature of the procedure or your medical 
condition. Hospital stays for the purpose of administering general 
anesthesia are not considered necessary and are not covered except 
as specified in #2, below. 

2. General Anesthesia. General anesthesia and associated facility 
charges when your clinical status or underlying medical condition 
requires that dental procedures be rendered in a hospital or 
ambulatory surgical center. This applies only if (a) the member is less 
than seven years old, (b) the member is developmentally disabled, or 
(c) the member's health is compromised and general anesthesia is 
medically necessary. Charges for the dental procedure itself, 
including professional fees of a dentist, may not be covered. 

3. Dental Injury. Services of a physician (M.D.) or dentist (D.D.S. or 
D. M. D.) solely to treat an accidental injury to natural teeth. Coverage 
shall be limited to only such services that are medically necessary to 
repair the damage done by the accidental injury and/or restore 
function lost as a direct result of the accidental injury. Damage to 
natural teeth due to chewing or biting is not accidental injury. 

4. Cleft Palate. Medically necessary dental or orthodontic services that 
are an integral part of reconstructive surgery for cleft palate 
procedures. "Cleft palate" means a condition that may include cleft 
palate, cleft lip, or other craniofacial anomalies associated with cleft 
palate. 

5. Orthognathic surgery. Orthognathic surgery for a physical 
abnormality that prevents normal function of the upper or lower jaw 
and is medically necessary to attain functional capacity of the affected 
part. 

Important: If you decide to receive dental services that are not covered 
under this plan, a participating provider who is a dentist may charge you 
his or her usual and customary rate for those services. Prior to providing 
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you with dental services that are not a covered benefit, the dentist should 
provide a treatment plan that includes each anticipated service to be 
provided and the estimated cost of each service. If you would like more 
information about the dental services that are covered under this plan, 
please call us at the Member Services telephone number listed on your ID 
card. To fully understand your coverage under this plan, please carefully 
review this Evidence of Coverage document. 

Designated Pharmacy Provider. We may establish one or more 
designated pharmacy provider programs which provide specific pharmacy 
services (including shipment of prescription drugs) to members. A 
participating provider is not necessarily a designated pharmacy provider. 
To be a designated pharmacy provider, the participating provider must 
have signed a designated pharmacy provider agreement with us. You or 
your physician can contact Member Services to learn which pharmacy or 
pharmacies are part of a designated pharmacy provider program. 

For prescription drugs that are shipped to you or your physician and 
administered in your physician's office, you and your physician are 
required to order from a designated pharmacy provider. A patient care 
coordinator will work with you and your physician to obtain precertification 
and to assist shipment to your physician's office. 

We may also require you to use a designated pharmacy provider to obtain 
prescription drugs for treatment of certain clinical conditions. We reserve 
our right to modify the list of prescription drugs as well as the setting and/or 
level of care in which the care is provided to you. We may, from time to 
time, change with or without advance notice, the designated pharmacy 
provider for a drug, such change can help provide cost effective, value 
based and/or quality services. 

If you are required to use a designated pharmacy provider and you choose 
not to obtain your prescription drug from a designated pharmacy provider, 
coverage will be the same as for a non-participating provider. 

You can get the list of the prescription drugs covered under this section by 
calling Member Services at the phone number on the back of your 
Identification Card or check our website at www.anthem.com. 

Diabetes. Services and supplies provided for the treatment of diabetes, 
including: 

1. The following equipment and supplies: 

a. Glucose monitors, including monitors designed to assist the 
visually impaired, and blood glucose testing strips. 

b. Insulin pumps. 

c. Pen delivery systems for insulin administration (non-disposable). 
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d. Visual aids (but not eyeglasses) to help the visually impaired to 
properly dose insulin. 

e. Pediatric devices, such as therapeutic shoes and shoe inserts, to 
treat diabetes-related complications. 

Items a through d above are covered under your plan's benefits for 
durable medical equipment (see "Durable Medical Equipment"). Item 
e above is covered under your plan's benefits for prosthetic devices 
(see "Prosthetic Devices"). 

2. Diabetes education program which: 

a. Is designed to teach a member who is a patient and covered 
members of the patient's family about the disease process and the 
daily management of diabetic therapy; 

b. Includes self-management training, education, and medical 
nutrition therapy to enable the member to properly use the 
equipment, supplies, and medications necessary to manage the 
disease; and 

c. Is supervised by a physician. 

Diabetes education services are covered under plan benefits for office 
visits to physicians. 

3. The following items are covered as medical supplies: 

a. Insulin syringes, disposable pen delivery systems for insulin 
administration. Charges for insulin and other prescriptive 
medications are not covered. 

b. Testing strips, lancets, and alcohol swabs. 

4. Screenings for gestational diabetes are covered under your 
Preventive Care Services benefit. Please see that provision for further 
details. 

Diagnostic Services. Outpatient diagnostic imaging, laboratory services 
and genetic tests. Genetic tests are subject to pre-service review to 
determine medical necessity. Certain imaging procedures, including, but 
not limited to, Magnetic Resonance Imaging (MRI), Computerized Axial 
Tomography (CAT scans), Positron Emission Tomography (PET scan), 
Magnetic Resonance Spectroscopy (MRS scan), Magnetic Resonance 
Angiogram (MRA scan) and nuclear cardiac imaging are subject to pre­
service review to determine medical necessity. You may call the toll-free 
Member Services telephone number on your identification card to find out 
if an imaging procedure requires pre-service review. See UTILIZATION 

REVIEW PROGRAM for details. 
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Durable Medical Equipment. Rental or purchase of dialysis equipment; 
dialysis supplies. Rental or purchase of other medical equipment and 
supplies which are: 

1. Of no further use when medical needs end (but not disposable); 

2. For the exclusive use of the patient; 

3. Not primarily for comfort or hygiene; 

4. Not for environmental control or for exercise; and 

5. Manufactured specifically for medical use. 

We will determine whether the item satisfies the conditions above. 

Specific durable medical equipment is subject to pre-service review to 
determine medical necessity. Please refer to UTILIZATION REVIEW PROGRAM 

for information on how to obtain the proper reviews. 

Fertility Preservation Services. Fertility preservation services to prevent 
iatrogenic infertility when medically necessary are covered. Iatrogenic 
infertility means infertility caused directly or indirectly, as a possible side 
effect, by surgery, chemotherapy, radiation, or other covered medical 
treatment. "Caused directly or indirectly'' means medical treatment with a 
possible side effect of infertility, as established by the American Society of 
Clinical Oncology or the American Society for Reproductive Medicine. 
Note that this benefit covers fertility preservation services only, as 
described. Fertility preservation services under this section do not include 
testing or treatment of infertility. 

Gene Therapy Services. Your plan includes benefits for gene therapy 
services, when Anthem approves the benefits in advance through 
precertification. See the "Utilization Review Program" for details on the 
precertification process. To be eligible for coverage, services must be 
medically necessary and performed by an approved physician at an 
approved treatment center. Even if a physician is a participating provider 
for other services it may not be an approved provider for certain gene 
therapy services. Please call us to find out which providers are approved 
physicians. (When calling Member Services, ask for the Transplant Case 
Manager for further details.) 

Services Not Eligible for Coverage 

Your plan does not include benefits for the following: 

• Services determined to be Experimental/ lnvestigational; 

• Services provided by a non-approved provider or at a non-approved 
facility; or 
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• Services not approved in advance through precertification. 

Hearing Aid Services. The following hearing aid services are covered 
when provided by or purchased as a result of a written recommendation 
from an otolaryngologist or a state-certified audiologist. 

1. Audiological evaluations to measure the extent of hearing loss and 
determine the most appropriate make and model of hearing aid. 
These evaluations will be covered under plan benefits for office visits 
to physicians. 

2. Hearing aids (monaural or binaural) including ear mold(s), bone­
anchored hearing aids, the hearing aid instrument, batteries, cords 
and other ancillary equipment. 

3. Visits for fitting, counseling, adjustments and repairs for a one year 
period after receiving the covered hearing aid. 

Benefits will not be provided for charges for a hearing aid which exceeds 
the specifications prescribed for the correction of hearing loss, or for more 
than the benefit maximums in the "Medical Benefit Maximums" section. 

Hemodialysis Treatment. This includes services related to renal failure 
and chronic (end-stage) renal disease, including hemodialysis, home 
intermittent peritoneal dialysis home continuous cycling peritoneal dialysis 
and home continuous ambulatory peritoneal dialysis. 

The following renal dialysis services are covered: 

• Outpatient maintenance dialysis treatments in an outpatient dialysis 
facility; 

• Home dialysis; and 

Training for self-dialysis at home including the instructions for a person 
who will assist with self-dialysis done at a home setting. 

Home Health Care. Benefits are available for covered services performed 
by a home health agency or other provider in your home. The following 
services are provided by a home health agency: 

1. Services of a registered nurse or licensed vocational nurse under the 
supervision of a registered nurse or a physician. 

2. Services of a licensed therapist for physical therapy, occupational 
therapy, speech therapy, or respiratory therapy. 

3. Services of a medical social service worker. 

4. Services of a health aide who is employed by (or who contracts with) 
a home health agency. Services must be ordered and supervised by 
a registered nurse employed by the home health agency as 
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professional coordinator. These services are covered only if you are 
also receiving the services listed in 1 or 2 above. Other organizations 
may give services only when approved by us, and their duties must be 
assigned and supervised by a professional nurse on the staff of the 
home health agency or other provider as approved by us. 

5. Medically necessary supplies provided by the home health agency. 

When available in your area, benefits are also available for intensive in­
home behavioral health seNices. These do not require confinement to the 
home. These services are described in the "Benefits for Mental Health 
Conditions and Substance Abuse" section below. 

In no event will benefits exceed 365 visits during a calendar year. A visit 
of four hours or less by a home health aide shall be considered as one 
home health visit. 

Home health care services are subject to pre-service review to determine 
medical necessity. Please refer to UTILIZATION REVIEW PROGRAM for 
information on how to obtain the proper reviews. 

Home health care services are not covered if received while you are 
receiving benefits under the "Hospice Care" provision of this section. 

Hospice Care. You are eligible for hospice care if your physician and the 
hospice medical director certify that you are terminally ill and likely have 
less than twelve (12) months to live. You may access hospice care while 
participating in a clinical trial or continuing disease modifying therapy, as 
ordered by your treating physician. Disease modifying therapy treats the 
underlying terminal illness. 

The services and supplies listed below are covered when provided by a 
hospice for the palliative treatment of pain and other symptoms associated 
with a terminal disease. Palliative care is care that controls pain and 
relieves symptoms but is not intended to cure the illness. Covered 
services include: 

1. Interdisciplinary team care with the development and maintenance of 
an appropriate plan of care. 

2. Short-term inpatient hospital care when required in periods of crisis or 
as respite care. Coverage of inpatient respite care is provided on an 
occasional basis and is limited to a maximum of five consecutive days 
per admission. 
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3. Skilled nursing services provided by or under the supervision of a 
registered nurse. Certified home health aide services and homemaker 
services provided under the supervision of a registered nurse. 

4. Social services and counseling services provided by a qualified social 
worker. 

5. Dietary and nutritional guidance. Nutritional support such as 
intravenous feeding or hyperalimentation. 

6. Physical therapy, occupational therapy, speech therapy, and 
respiratory therapy provided by a licensed therapist. 

7. Volunteer services provided by trained hospice volunteers under the 
direction of a hospice staff member. 

8. Pharmaceuticals, medical equipment, and supplies necessary for the 
management of your condition. Oxygen and related respiratory 
therapy supplies. 

9. Bereavement {grief) services, including a review of the needs of the 
bereaved family and the development of a care plan to meet those 
needs, both before and after the member's death. Bereavement 
services are available to the patient and those individuals who are 
closely linked to the patient, including the immediate family, the 
primary or designated care giver and individuals with significant 
personal ties, for one year after the member's death .. 

10. Palliative care {care which controls pain and relieves symptoms, but 
does not cure) which is appropriate for the illness. 

Your physician must consent to your care by the hospice and must be 
consulted in the development of your treatment plan. The hospice must 
submit a written treatment plan to us every 30 days. 

Benefits for services beyond those listed above that are given for disease 
modification or palliation, such as but not limited to chemotherapy and 
radiation therapy, are available to a member in hospice. These services 
are covered under other parts of this plan. 

Hospital 

1. Inpatient services and supplies, provided by a hospital. The maximum 
allowed amount will not include charges in excess of the hospital's 
prevailing two-bed room rate unless there is a negotiated per diem 
rate between us and the hospital, or unless your physician orders, and 
we authorize, a private room as medically necessary. 

2. Services in special care units. 
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3. Outpatient services and supplies provided by a hospital, including 
outpatient surgery. 

Hospital services are subject to pre-service review to determine medical 
necessity. Please refer to UTILIZATION REVIEW PROGRAM for information on 
how to obtain the proper reviews. 

Infertility Treatment. Diagnosis and treatment of infertility, as medically 
necessary, provided you are under the direct care and treatment of a 
physician. Artificial insemination, and in vitro fertilization are also covered. 

Our payment will not exceed $4,000 for any member during a calendar 
year, and any laboratory procedures related to in vitro fertilization are not 
covered. 

Infusion Therapy. The following services and supplies, when provided in 
your home by a home infusion therapy provider or in any other outpatient 
setting by a qualified health care provider, for the intravenous 
administration of your total daily nutritional intake or fluid requirements, 
including but not limited to Parenteral Therapy and Total Parenteral 
Nutrition (TPN), medication related to illness or injury, chemotherapy, 
antibiotic therapy, aerosol therapy, tocolytic therapy, special therapy, 
intravenous hydration, or pain management: 

1. Medication, ancillary medical supplies and supply delivery, (not to 
exceed a 14-day supply); but medication which is delivered but not 
administered is not covered; 

2. Pharmacy compounding and dispensing services (including pharmacy 
support) for intravenous solutions and medications; 

3. Hospital and home clinical visits related to the administration of 
infusion therapy, including skilled nursing services including those 
provided for: (a) patient or alternative caregiver training; and (b) visits 
to monitor the therapy; 

4. Rental and purchase charges for durable medical equipment; 
maintenance and repair charges for such equipment; 

5. Laboratory services to monitor the patient's response to therapy 
regimen. 

6. Total Parenteral Nutrition (TPN), Enteral Nutrition Therapy, antibiotic 
therapy, pain management, chemotherapy, and may also include 
injections (intra-muscular, subcutaneous, or continuous 
subcutaneous). 

Our maximum payment will not exceed $600 per day for services or 
supplies provided by a non-participating provider. 
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Infusion therapy provider services are subject to pre-service review to 
determine medical necessity. (See UTILIZATION REVIEW PROGRAM.) 

Injectable Drugs and Implants for Birth Control. Injectable drugs and 
implants for birth control administered in a physician's office if medically 
necessary. 

Certain contraceptives are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Jaw Joint Disorders. We will pay for splint therapy or surgical treatment 
for disorders or conditions directly affecting the upper or lower jawbone or 
the joints linking the jawbones and the skull (the temporomandibular 
joints), including the complex of muscles, nerves and other tissues related 
to those joints. 

Online Visits. When available in your area, covered services will include 
consultations using the internet via webcam, or voice. Online visits are 
covered under plan benefits for office visits to physicians. 

Non-covered services include, but are not limited to, the following: 

• Reporting normal lab or other test results. 

• Office visit appointment requests or changes. 

• Billing, insurance coverage, or payment questions. 

• Requests for referrals to other physicians or healthcare practitioners. 

• Benefit precertification. 

• Consultations between physicians. 

• Consultations provided by telephone, electronic mail, or facsimile 
machines. 

Note: You will be financially responsible for the costs associated with non­
covered services. 

Osteoporosis. Coverage for services related to diagnosis, treatment, and 
appropriate management of osteoporosis including, but not limited to, all 
Food and Drug Administration approved technologies, including bone 
mass measurement technologies as deemed medically necessary. 

Pediatric Asthma Equipment and Supplies. The following items and 
services when required for the medically necessary treatment of asthma 
in a dependent child: 
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1. Nebulizers, including face masks and tubing, inhaler spacers, and 
peak flow meters. These items are covered under the plan's medical 
benefits and are not subject to any limitations or maximums that apply 
to coverage for durable medical equipment (see "Durable Medical 
Equipment"). 

2. Education for pediatric asthma, including education to enable the child 
to properly use the items listed above. This education will be covered 
under the plan's benefits for office visits to a physician. 

Phenylketonuria (PKU). Benefits for the testing and treatment of 
phenylketonuria (PKU) are paid on the same basis as any other medical 
condition. Coverage for treatment of PKU shall include those formulas and 
special food products that are part of a diet prescribed by a licensed 
physician and managed by a health care professional in consultation with 
a physician who specializes in the treatment of metabolic disease and who 
participates in or is authorized by us. The diet must be deemed medically 
necessary to avert the development of serious physical or mental 
disabilities or to promote normal development or function as a 
consequence of PKU. 

The cost of the necessary formulas and special food products is covered 
only as it exceeds the cost of a normal diet. "Formula" means an enteral 
product or products for use at home. The formula must be prescribed by a 
physician or nurse practitioner, or ordered by a registered dietician upon 
referral by a health care provider authorized to prescribe dietary 
treatments, and is medically necessary for the treatment of PKU. 

"Special food product" means a food product that is all of the following: 

• Prescribed by a physician or nurse practitioner for the treatment of 
PKU, and 

• Consistent with the recommendations and best practices of qualified 
physicians with expertise in the treatment and care of PKU, and 

• Used in place of normal food products, such as grocery store foods, 
used by the general population. 

Note: It does not include a food that is naturally low in protein, but may 
include a food product that is specially formulated to have less than one 
gram of protein per serving. 

Physical Therapy, Physical Medicine, Occupational Therapy and 
Chiropractic Care. The following services provided by a physician under 
a treatment plan: 

1. Physical therapy and physical medicine provided on an outpatient 
basis for the treatment of illness or injury including the therapeutic use 
of heat, cold, exercise, electricity, ultra violet radiation, manipulation 
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of the spine, or massage for the purpose of improving circulation, 
strengthening muscles, or encouraging the return of motion. (This 
includes many types of care which are customarily provided by 
chiropractors, physical therapists and osteopaths. It does not include 
massage therapy services at spas or health clubs.) 

2. Occupational therapy provided on an outpatient basis when the ability 
to perform daily life tasks has been lost or reduced by, or has not been 
developed due to, illness or injury including programs which are 
designed to rehabilitate mentally, physically or emotionally 
handicapped persons. Occupational therapy programs are designed 
to maximize or improve a patient's upper extremity function, 
perceptual motor skills and ability to function in daily living activities. 

Benefits are not payable for care provided to relieve general soreness or 
for conditions that may be expected to improve without treatment. For the 
purposes of this benefit, the term "visit" shall include any visit by a 
physician in that physician's office, or in any other outpatient setting, 
during which one or more of the services covered under this limited benefit 
are rendered, even if other services are provided during the same visit. 

Up to 24 visits in a year for all covered services are payable. If additional 
visits are needed after receiving 24 visits in a year, pre-service review 
must be obtained prior to receiving the services. 

If it is determined that an additional period of physical therapy, physical 
medicine, occupational therapy or chiropractic care is medically 
necessary, we will specify a specific number of additional visits. Such 
additional visits are not payable if pre-service review is not obtained. (See 
UTILIZATION REVIEW PROGRAM.) 

There is no limit on the number of covered visits for medically necessary 
physical therapy, physical medicine, occupational therapy or chiropractic 
care. But additional visits in excess of the number of visits stated above 
must be authorized in advance. 

Pregnancy and Maternity Care 

1. All medical benefits for an enrolled member when provided for 
pregnancy or maternity care, including the following services: 

• Prenatal, postnatal and postpartum care; 

• Prenatal testing administered by the California Prenatal Screening 
Program, which is a statewide prenatal testing program 
administered by the State Department of Public Health. The 
calendar year deductible will not apply and no copayment will be 
required for services you receive as part of this program; 
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• Ambulatory care services (including ultrasounds, fetal non-stress 
tests, physician office visits, and other medically necessary 
maternity services performed outside of a hospital); 

• Involuntary complications of pregnancy; 

• Diagnosis of genetic disorders in cases of high-risk pregnancy; 
and 

• Inpatient hospital care including labor and delivery. 

Inpatient hospital benefits in connection with childbirth will be provided 
for at least 48 hours following a normal delivery or 96 hours following 
a cesarean section, unless the mother and her physician decide on an 
earlier discharge. Please see the section entitled FOR YOUR 
INFORMATION for a statement of your rights under federal law 
regarding these services. 

2. Medical hospital benefits for routine nursery care of a newborn child, 
if the child's natural mother is an enrolled member. Routine nursery 
care of a newborn child includes screening of a newborn for genetic 
diseases, congenital conditions, and other health conditions provided 
through a program established by law or regulation. 

3. Certain services are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Prescription Drug for Abortion. Mifepristone is covered when provided 
under the Food and Drug Administration (FDA) approved treatment 
regimen. 

Prescription Drugs Obtained from or Administered by a Medical 
Provider. Your plan includes benefits for prescription drugs, including 
specialty drugs that must be administered to you as part of a physician 
visit, services from a home health agency or at an outpatient hospital when 
they are covered services. This may include drugs for infusion therapy, 
chemotherapy, blood products, certain injectables and any drug that must 
be administered by a physician. This section describes your benefits when 
your physician orders the medication and administers it to you. 

Benefits for drugs that you inject or get at a retail pharmacy (i.e., self­
administered drugs) are not covered under this section. Benefits for those 
and other covered drugs are described under YOUR PRESCRIPTION DRUG 

BENEFITS, if included. 

Non-duplication of benefits applies to pharmacy drugs under this plan. 
When benefits are provided for pharmacy drugs under the plan's medical 
benefits, they will not be provided under your prescription drug benefits, if 
included. Conversely, if benefits are provided for pharmacy drugs under 

78 

ANTHEM0000091 
Ex A - 091



your prescription drug benefits, if included, they will not be provided under 
the plan's medical benefits. 

Prior Authorization. Your plan includes certain features to determine 
when prescription drugs should be covered, which are described below. 
As part of these features, your prescribing physician may be asked to give 
more details before we can decide if the drug is eligible for coverage. In 
order to determine if the prescription drug is eligible for coverage, we have 
established criteria. 

The criteria, which are called drug edits, may include requirements based 
on one or more of the following: 

• Specific clinical criteria and/or recommendations made by state or 
federal agencies (including, but not limited to, requirements regarding 
age, test result requirements, presence of a specific condition or 
disease, quantity, dose and/or frequency of administration); 

• Specific provider qualifications including, but not limited to, REMS 
certification (Risk, Evaluation and Mitigation Strategies) as 
recommended by the FDA; 

• Step therapy requiring one drug, drug regimen, or treatment be used 
prior to use of another drug, drug regimen, or treatment for safety 
and/or cost-effectiveness when clinically similar results may be 
anticipated; 

• Use of a prescription drug formulary which is a list of FDA-approved 
drugs that have been reviewed and recommended for use based on 
their quality and cost effectiveness. 

Covered Prescription Drugs. To be a covered service, prescription 
drugs must be approved by the Food and Drug Administration (FDA) and, 
under federal law, require a prescription. Prescription drugs must be 
prescribed by a licensed physician and controlled substances must be 
prescribed by a licensed physician with an active DEA license. 

Compound drugs are a covered service when a commercially available 
dosage form of a medically necessary medication is not available, all the 
ingredients of the compound drug are FDA approved in the form in which 
they are used in the compound drug and as designated in the FDA's 
Orange Book: Approved Drug Products with Therapeutic Equivalence 
Evaluations, require a prescription to dispense, and are not essentially the 
same as an FDA approved product from a drug manufacturer. Non-FDA 
approved, non-proprietary, multisource ingredients that are vehicles 
essential for compound administration may be covered. 

Your plan also covers certain over-the-counter drugs that we must cover 
under federal law, when prescribed by a physician, subject to all terms of 
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this plan that apply to those benefits. Please see the "Preventive Care 
Services" provision of MEDICAL CARE THAT IS COVERED for additional details. 

Precertification. You or your physician can get the list of the prescription 
drug that require prior authorization by calling the phone number on the 
back of your identification card or check our website at www.anthem.com. 
The list will be reviewed and updated from time to time. Including a 
prescription drug or related item on the list does not guarantee coverage 
under your plan. Your physician may check with us to verify prescription 
drug coverage, to find out which prescription drug are covered under this 
section and if any drug edits apply. However, ifwe determine through prior 
authorization that the drug originally prescribed is medically necessary and 
is cost effective, you will be provided the drug originally requested. If, 
when you first become a member, you are already being treated for a 
medical condition by a drug that has been appropriately prescribed and is 
considered safe and effective for your medical condition, we will not 
require you to try a drug other than the one you are currently taking. 

In order for you to get a specialty pharmacy drug that requires prior 
authorization, your physician must make a request to us using the required 
uniform prior authorization request form. If you're requesting an exception 
to the step therapy process, your physician must use the same form. The 
request, for either prior authorization or step therapy exceptions, may be 
made by mail, telephone, facsimile, or it may be made electronically. At 
the time the request is initiated, specific clinical information will be 
requested from your physician based on medical policy and/or clinical 
guidelines, based specifically on your diagnosis and/or the physician's 
statement in the request or clinical rationale for the specialty pharmacy 
drug. 

After we get the request from your physician, we will review the request 
and respond within the following time periods: 

• 72 hours for non-urgent requests, and 

• 24 hours if exigent circumstances exist. Exigent circumstances exist 
if you are suffering from a health condition that may seriously 
jeopardize your life, health, or ability to regain maximum function, or if 
you are undergoing a current course of treatment using a drug not 
covered by the plan. 

If you have any questions regarding whether a specialty pharmacy drug 
requires prior authorization, please call us at the number on the back of 
your ID Card. 

If we deny a request for prior authorization of a specialty pharmacy drug, 
you or your prescribing physician may appeal our decision by calling us at 
the number on the back of your ID Card. If you are not satisfied with the 
resolution based on your inquiry, you may file a grievance with us by 
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following the procedures described in the section entitled GRIEVANCE 

PROCEDURES. 

Preventive Care Services. Preventive care includes screenings and 
other services for adults and children. All recommended preventive 
services will be covered as required by the Affordable Care Act (ACA) and 
applicable state law. This means for preventive care services, the 
calendar year deductible will not apply to these services or supplies when 
they are provided by a participating provider. No co-payment will apply to 
these services or supplies when they are provided by a participating 
provider. 

1. A physician's services for routine physical examinations. 

2. Immunizations prescribed by the examining physician. 

3. Radiology and laboratory services and tests ordered by the examining 
physician in connection with a routine physical examination, excluding 
any such tests related to an illness or injury. Those radiology and 
laboratory services and tests related to an illness or injury will be 
covered as any other medical service available under the terms and 
conditions of the provision "Diagnostic Services". 

4. Health screenings as ordered by the examining physician for the 
following: breast cancer, including BRCA testing if appropriate (in 
conjunction with genetic counseling and evaluation), cervical cancer, 
including human papillomavirus (HPV), prostate cancer, colorectal 
cancer, and other medically accepted cancer screening tests, blood 
lead levels, high blood pressure, type 2 diabetes mellitus, cholesterol, 
obesity, and screening for iron deficiency anemia in pregnant women. 

5. Human immunodeficiency virus (HIV) testing, regardless of whether 
the testing is related to a primary diagnosis. 

6. Counseling and risk factor reduction intervention services for sexually 
transmitted infections, human immunodeficiency virus (HIV), 
contraception, tobacco use, smoking cessation and tobacco use­
related diseases. 

7. Additional preventive care and screening for women provided for in 
the guidelines supported by the Health Resources and Services 
Administration, including the following: 

a. All FDA-approved contraceptive drugs, devices, and other 
products for women, including over-the-counter items, if 
prescribed by a physician. This includes contraceptive drugs, 
injectable contraceptives, patches and devices such as 
diaphragms, intra uterine devices (IUDs) and implants, as well as 
voluntary sterilization procedures, contraceptive education and 
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counseling. It also includes follow-up services related to the 
drugs, devices, products and procedures, including but not limited 
to management of side effects, counseling for continued 
adherence, and device insertion and removal. 

At least one form of contraception in each of the methods 
identified in the FDA's Birth Control Guide will be covered as 
preventive care under this section. If there is only one form of 
contraception in a given method, or if a form of contraception is 
deemed not medically advisable by a physician, the prescribed 
FDA-approved form of contraception will be covered as preventive 
care under this section. 

In order to be covered as preventive care, contraceptive 
prescription drugs must be either generic oral contraceptives or 
brand name drugs. Brand name drugs will be covered as 
preventive care services when medically necessary according to 
your attending doctor, otherwise they will be covered under your 
plan's prescription drug benefits (see your prescription drug 
benefits). 

Note: For FDA-approved, self-administered hormonal 
contraceptives, up to a 12-month supply is covered when 
dispensed or furnished at one time by a provider or pharmacist, or 
at a location licensed or otherwise authorized to dispense drugs 
or supplies. 

e. Breast feeding support, supplies, and counseling. 

f. Gestational diabetes screening. 

g. Preventive prenatal care. 

8. Preventive services for certain high-risk populations as determined by 
your physician, based on clinical expertise. 

This list of preventive care services is not exhaustive. Preventive tests 
and screenings with a rating of A or B in the current recommendations of 
the United States Preventive Services Task Force (USPSTF), or those 
supported by the Health Resources and Services Administration (HRSA) 
will be covered with no copayment and will not apply to the calendar year 
deductible. 

See the definition of "Preventive Care Services" in the DEFINITIONS section 
for more information about services that are covered by this plan as 
preventive care services. 
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Professional Services 

1. Services of a physician. 

2. Services of an anesthetist (M.D. or C.R.N.A.). 

Prosthetic Devices 

1. Breast prostheses and surgical bras following a mastectomy. 

2. Prosthetic devices to restore a method of speaking when required as 
a result of a covered medically necessary laryngectomy. 

3. We will pay for other medically necessary prosthetic devices, 
including: 

a. Surgical implants, including but not limited to cochlear implants; 

b. Artificial limbs or eyes; 

c. The first pair of contact lenses or eye glasses when required as a 
result of a covered medically necessary eye surgery; 

d. Therapeutic shoes and inserts for the prevention and treatment of 
diabetes-related foot complications; and 

e. Benefits are available for certain types of orthotics (braces, boots, 
splints). Covered services include the initial purchase, fitting, and 
repair of a custom made rigid or semi-rigid supportive device used 
to support, align, prevent, or correct deformities or to improve the 
function of movable parts of the body, or which limits or stops 
motion of a weak or diseased body part. 

Radiation Therapy. This includes treatment of disease using x-ray, 
radium or radioactive isotopes, other treatment methods (such as 
teletherapy, brachytherapy, intra operative radiation, photon or high 
energy particle sources), material and supplies used in the therapy 
process and treatment planning. These services can be provided in a 
facility or professional setting. 

Reconstructive Surgery. Reconstructive surgery performed to correct or 
repair abnormal structures of the body caused by congenital defects, 
developmental abnormalities, trauma, infection, tumors, or disease to do 
either of the following: (a) improve function; or (b) create a normal 
appearance, to the extent possible. This includes surgery performed to 
restore and achieve symmetry following a medically necessary 
mastectomy. This also includes medically necessary dental or orthodontic 
services that are an integral part of reconstructive surgery for cleft palate 
procedures. "Cleft palate" means a condition that may include cleft palate, 
cleft lip, or other craniofacial anomalies associated with cleft palate. 
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This does not apply to orthognathic surgery. Please see the "Dental Care" 
provision below for a description of this service. 

Retail Health Clinic. Services and supplies provided by medical 
professionals who provide basic medical services in a retail health clinic 
including, but not limited to: 

1. Exams for minor illnesses and injuries. 

2. Preventive services and vaccinations. 

3. Health condition monitoring and testing. 

Skilled Nursing Facility. Inpatient services and supplies provided by a 
skilled nursing facility. The amount by which your room charge exceeds 
the prevailing two-bed room rate of the skilled nursing facility is not 
considered covered under this plan. 

Skilled nursing facility services and supplies are subject to pre-service 
review to determine medical necessity. Please refer to UTILIZATION 

REVIEW PROGRAM for information on how to obtain the proper reviews. 

Specified Transplants 

You must obtain our prior authorization for all services including, but not 
limited to, preoperative tests and postoperative care related to the 
following specified transplants: heart, liver, lung, combination heart-lung, 
kidney, pancreas, simultaneous pancreas-kidney, or bone marrow/stem 
cell and similar procedures. Specified transplants must be performed at 
Centers of Medical Excellence (CME). Charges for services provided 
for or in connection with a specified transplant performed at a facility 
other than a CME will not be covered. Call the toll-free telephone 
number for pre-service review on your identification card if your physician 
recommends a specified transplant for your medical care. A case 
manager transplant coordinator will assist in facilitating your access to a 
CME. See UTILIZATION REVIEW PROGRAM for details. 

Speech Therapy and speech-language pathology {SLP) services. 
Services to identify, assess, and treat speech, language, and swallowing 
disorders in children and adults. Therapy that will develop or treat 
communication or swallowing skills to correct a speech impairment. 

After your initial visit to a physician for speech therapy, pre-service review 
must be obtained prior to receiving additional services. There is no limit 
on the number of covered visits for medically necessary services. 
However, visits must be authorized in advance. Please refer to utilization 
review program for information on how to obtain the proper reviews. 
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Sterilization Services. Benefits include sterilization services and 
services to reverse a non-elective sterilization that resulted from an illness 
or injury. Reversals of elective sterilizations are not covered. 

Sterilizations for women are covered under the "Preventive Care Services" 
benefit. Please see that provision for further details. 

Transgender Services. Services and supplies provided in connection 
with gender transition when you have been diagnosed with gender identity 
disorder or gender dysphoria by a physician. This coverage is provided 
according to the terms and conditions of the plan that apply to all other 
covered medical conditions, including medical necessity requirements, 
utilization management, and exclusions for cosmetic services. Coverage 
includes, but is not limited to, medically necessary services related to 
gender transition such as transgender surgery, hormone therapy, 
psychotherapy, and vocal training. 

Coverage is provided for specific services according to plan benefits that 
apply to that type of service generally, if the plan includes coverage for the 
service in question. If a specific coverage is not included, the service will 
not be covered. For example, transgender surgery would be covered on 
the same basis as any other covered, medically necessary surgery; 
hormone therapy would be covered under the plan's prescription drug 
benefits (if such benefits are included). 

Transgender services are subject to prior authorization in order for 
coverage to be provided. Please refer to UTILIZATION REVIEW PROGRAM 
for information on how to obtain the proper reviews. 

Transgender Travel Expense. Certain travel expenses incurred in 
connection with an approved transgender surgery, when the hospital at 
which the surgery is performed is 75 miles or more from your place of 
residence, provided the expenses are authorized in advance by us. Our 
maximum payment will not exceed $10,000 per transgender surgery, or 
series of surgeries (if multiple surgical procedures are performed), for the 
following travel expenses incurred by you and one companion: 

• Ground transportation to and from the hospital when it is 75 miles or 
more from your place of residence. 

• Coach airfare to and from the hospital when it is 300 miles or more 
from your residence. 

• Lodging, limited to one room, double occupancy. 

• Other reasonable expenses. Tobacco, alcohol, drug, and meal 
expenses are excluded. 
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The Calendar Year Deductible will not apply and no co-payments will be 
required for transgender travel expenses authorized in advance by us. We 
will provide benefits for lodging, transportation, and other reasonable 
expenses up to the current limits set forth in the Internal Revenue Code, 
not to exceed the maximum amount specified above. This travel expense 
benefit is not available for non-surgical transgender services. 

Details regarding reimbursement can be obtained by calling the Member 
Services number on your identification card. A travel reimbursement form 
will be provided for submission of legible copies of all applicable receipts 
in order to obtain reimbursement. 

Transplant Services. Services and supplies provided in connection with 
a non-investigative organ or tissue transplant, if you are: 

1. The recipient; or 

2. The donor. 

Benefits for an organ donor are as follows: 

• When both the person donating the organ and the person getting the 
organ are members, each will get benefits under their plans. 

• When the person getting the organ is a member, but the person 
donating the organ is not, benefits under this plan are limited to 
benefits not available to the donor from any other source. This 
includes, but is not limited to, other insurance, grants, foundations, 
and government programs. 

• If our covered member is donating the organ to someone who is not 
a member, benefits are not available under this plan. 

Covered services are subject to any applicable deductibles, co-payments 
and medical benefit maximums set forth in the SUMMARY OF BENEFITS. The 
maximum allowed amount does not include charges for services received 
without first obtaining our prior authorization or which are provided at a 
facility other than a transplant center approved by us. See UTILIZATION 

REVIEW PROGRAM for details. 

To maximize your benefits, you should call our Transplant Department as 
soon as you think you may need a transplant to talk about your benefit 
options. You must do this before you have an evaluation or work-up for a 
transplant. We will help you maximize your benefits by giving you 
coverage information, including details on what is covered and if any 
clinical coverage guidelines, medical policies, Centers of Medical 
Excellence (CME) rules, or exclusions apply. Call the customer service 
phone number on the back of your ID card and ask for the transplant 
coordinator. 
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You or your physician must call our Transplant Department for pre-service 
review prior to the transplant, whether it is performed in an inpatient or 
outpatient setting. Prior authorization is required before we will provide 
benefits for a transplant. Your physician must certify, and we must agree, 
that the transplant is medically necessary. Your physician should send a 
written request for prior authorization to us as soon as possible to start this 
process. Not getting prior authorization will result in a denial of benefits. 

Please note that your physician may ask for approval for HLA (human 
leukocyte antigen) testing, donor searches, or collection and storage of 
stem cells prior to the final decision as to what transplant procedure will 
be needed. In these cases, the HLA testing and donor search charges will 
be covered as routine diagnostic tests. The collection and storage request 
will be reviewed for medical necessity and may be approved. However, 
such an approval for HLA testing, donor search, or collection and storage 
is NOT an approval for the later transplant. A separate medical necessity 
decision will be needed for the transplant itself. 

Transplant Travel Expense. The following travel expenses incurred in 
connection with an approved, specified transplant (heart, liver, lung, 
combination heart-lung, kidney, pancreas, simultaneous pancreas-kidney, 
or bone marrow/stem cell and similar procedures) performed at a 
designated CME that is 75 miles or more from the recipient's or donor's 
place of residence are covered, provided the expenses are authorized by 
us in advance: 

1. For the recipient and a companion, per transplant episode, up to six 
trips per episode: 

a. Round trip coach airfare to the CME, not to exceed $250 per 
person per trip. 

b. Hotel accommodations, not to exceed $100 per day for up to 21 
days per trip, limited to one room, double occupancy. 

c. Other reasonable expenses, not to exceed $25 per day for each 
person, for up to 21 days per trip. Tobacco, alcohol, drug 
expenses, and meals are excluded. 

2. For the donor, per transplant episode, limited to one trip: 

a. Round trip coach airfare to the CME, not to exceed $250. 

b. Hotel accommodations, not to exceed $100 per day for up to 7 
days. 

c. Other reasonable expenses, not to exceed $25 per day, for up to 
7 days. Tobacco, alcohol, drug expenses, and meals are 
excluded. 
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Urgent Care. Services and supplies received to prevent serious 
deterioration of your health or, in the case of pregnancy, the health of the 
unborn child, resulting from an unforeseen illness, medical condition, or 
complication of an existing condition, including pregnancy, for which 
treatment cannot be delayed. Urgent care services are not emergency 
services. Services for urgent care are typically provided by an urgent care 
center or other facility such as a physician's office. Urgent care can be 
obtained from participating providers or non-participating providers. 
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Applicable to Active and Retired California Residents: 
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MEDICAL CARE THAT IS NOT COVERED 

No payment will be made under this plan for expenses incurred for or in 
connection with any of the items below. (The titles given to these 
exclusions and limitations are for ease of reference only; they are not 
meant to be an integral part of the exclusions and limitations and do not 
modify their meaning.) 

Acupuncture. Acupuncture treatment except as specifically stated in the 
"Acupuncture" provision of MEDICAL CARE THAT IS COVERED. 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. 

Aids for Non-verbal Communication. Devices and computers to assist 
in communication and speech except for speech aid devices and 
tracheoesophageal voice devices approved by Anthem. 

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

Autopsies. Autopsies and post-mortem testing. 

Body Scan. Services and supplies in connection with a body scan, except 
as specifically stated in the "Body Scan" provision under the section 
MEDICAL CARE THAT IS COVERED. 

This exclusion does not apply to medically necessary services received as 
part of the "Diagnostic Services" provision under the section MEDICAL 

CARE THAT IS COVERED. 

Clinical Trials. Services and supplies in connection with clinical trials, 
except as specifically stated in the "Clinical Trials" provision under the 
section MEDICAL CARE THAT IS COVERED. 

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 will be covered only when 
criteria are met as recommended by our Medical Policy. 
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Contraceptive Devices. Contraceptive devices prescribed for birth 
control except as specifically stated in the "Contraceptives" provision in 
MEDICAL CARE THAT IS COVERED. 

Cosmetic Surgery. Cosmetic surgery or other services performed to alter 
or reshape normal (including aged) structures or tissues of the body to 
improve appearance. 

Custodial Care or Rest Cures. Inpatient room and board charges in 
connection with a hospital stay primarily for environmental change or 
physical therapy. Custodial care, rest cures, except as specifically 
provided under the "Hospice Care" or "Infusion Therapy" provision of 
MEDICAL CARE THAT IS COVERED. 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, except as specifically stated in the 
"Skilled Nursing Facility" provision of MEDICAL CARE THAT IS COVERED. 

Dental Devices for Snoring. Oral appliances for snoring. 

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: 

• Extraction, restoration, and replacement of teeth; 
• Services to improve dental clinical outcomes. 

This exclusion does not apply to the following: 

• Services which we are required by law to cover; 
• Services specified as covered in this booklet; 
• Dental services to prepare the mouth for radiation therapy to treat 

head and/or neck cancer. 

Diabetic Supplies. Prescription and non-prescription diabetic supplies, 
except as specifically stated in "YOUR PRESCRIPTION DRUG BENEFITS" 
section of this booklet. 

Drugs Given to you by a Medical Provider. The following exclusions 
apply to drugs you receive from a medical provider: 

• Delivery Charges. Charges for the delivery of prescription drugs. 

• Clinically-Equivalent Alternatives. Certain prescription drugs may 
not be covered if you could use a clinically equivalent drug, unless 
required by law. "Clinically equivalent" means drugs that for most 
members, will give you similar results for a disease or condition. If you 
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have questions about whether a certain drug is covered and which 
drugs fall into this group, please call the number on the back of your 
Identification Card, or visit our website at www.anthem.com. 

If you or your physician believes you need to use a different 
prescription drug, please have your physician or pharmacist get in 
touch with us. We will cover the other prescription drug only if we 
agree that it is medically necessary and appropriate over the clinically 
equivalent drug. We will review benefits for the prescription drug from 
time to time to make sure the drug is still medically necessary. 

• Compound Drugs. Compound drugs unless all of the ingredients are 
FDA-approved in the form in which they are used in the compound 
drug and as designated in the FDA's Orange Book: Approved Drug 
Products with Therapeutic Equivalence Evaluations, require a 
prescription to dispense, and the compound drug is not essentially the 
same as an FDA-approved product from a drug manufacturer. 
Exceptions to non-FDA approved compound ingredients may include 
multi-source, non-proprietary vehicles and/or pharmaceutical 
adjuvants. 

• Drugs Contrary to Approved Medical and Professional 
Standards. Drugs given to you or prescribed in a way that is against 
approved medical and professional standards of practice. 

• Drugs Over Quantity or Age limits. Drugs which are over any 
quantity or age limits set by the plan or us. 

• Drugs Over the Quantity Prescribed or Refills After One Year. 
Drugs in amounts over the quantity prescribed or for any refill given 
more than one year after the date of the original prescription. 

• Drugs Prescribed by Providers lacking Qualifications, 
Registrations and/or Certifications. Prescription drugs prescribed 
by a provider that does not have the necessary qualifications, 
registrations and/or certifications as determined by us. 

• Drugs That Do Not Need a Prescription. Drugs that do not need a 
prescription by federal law (including drugs that need a prescription by 
state law, but not by federal law), except for injectable insulin. This 
exclusion does not apply to over-the-counter drugs that we must cover 
under state law, or federal law when recommended by the U.S. 
Preventive Services Task Force, and prescribed by a physician. 

• lost or Stolen Drugs. Refills of lost or stolen drugs. 

• Non-Approved Drugs. Drugs not approved by the FDA. 
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Educational or Academic Services. Services, supplies or room and 
board for teaching, vocational, or self-training purposes. This includes, 
but is not limited to boarding schools and/or the room and board and 
educational components of a residential program where the primary focus 
of the program is educational in nature rather than treatment based. 

This exclusion does not apply to the medically necessary treatment of 
pervasive developmental disorder or autism, to the extent stated in the 
section BENEFITS FOR PERVASIVE DEVELOPMENTAL DISORDER OR AUTISM. 
Additionally, this exclusion does not apply to the medically necessary 
services to treat severe mental disorders or serious emotional 
disturbances of a child as required by state law. 

Excess Amounts. Any amounts in excess of maximum allowed amounts 
or any Medical Benefit Maximum. 

Experimental or Investigative. Any experimental or investigative 
procedure or medication. But, if you are denied benefits because it is 
determined that the requested treatment is experimental or investigative, 
you may request an independent medical review as described in 
GRIEVANCE PROCEDURES. 

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. 

Family Members. Services prescribed, ordered, referred by or given by 
a member of your immediate family, including your spouse, child, brother, 
sister, parent, in-law or self. 

Food or Dietary Supplements. Nutritional and/or dietary supplements 
and counseling, 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. This exclusion does not apply to the medically necessary 
services to treat severe mental disorders or serious emotional 
disturbances of a child as required by state law. 

Foot Orthotics. Foot orthotics, orthopedic shoes or footwear or support 
items unless used for a systemic illness affecting the lower limbs, such as 
severe diabetes. 

Gambling. Services for pathological gambling or codependency. 
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Government Treatment. Any services you actually received that were 
provided by a local, state, or federal government agency, or by a public 
school system or school district, except when payment under this plan is 
expressly required by federal or state law. We will not cover payment for 
these services if you are not required to pay for them or they are given to 
you for free. You are not required to seek any such services prior to 
receiving medically necessary health care services that are covered by 
this plan. 

Growth Hormone Treatment. Any treatment, device, drug, service or 
supply (including surgical procedures, devices to stimulate growth and 
growth hormones), solely to increase or decrease height or alter the rate 
of growth. 

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. 

Hearing Aids or Tests. Hearing aids, including bone-anchored hearing 
aids, except as specifically stated in the "Hearing Aid Services" provision 
of MEDICAL CARE THAT IS COVERED. Routine hearing tests, except as 
specifically provided under the "Preventive Care Services" and "Hearing 
Aid Services" provisions of MEDICAL CARE THAT IS COVERED. This exclusion 
does not apply to cochlear implants. 

Hospital Services Billed Separately. Services rendered by hospital 
resident physicians or interns that are billed separately. This includes 
separately billed charges for services rendered by employees of hospitals, 
labs or other institutions, and charges included in other duplicate billings. 

Hyperhidrosis Treatment. Medical and surgical treatment of excessive 
sweating (hyperhidrosis). 

Incarceration. For care required while incarcerated in a federal, state or 
local penal institution or required while in custody of federal, state or local 
law enforcement authorities, including work release programs, unless 
otherwise required by law or regulation. 

Infertility Treatment. Any services or supplies furnished in connection 
with the diagnosis and treatment of infertility, except as specifically stated 
in the "Infertility Treatment" and "Fertility Preservation Services" provisions 
of YOUR MEDICAL BENEFITS: MEDICAL CARE THAT IS COVERED. Laboratory 
procedures related to artificial insemination or in vitro fertilization are not 
covered. 
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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. 

In-vitro Fertilization. Services or supplies for in-vitro fertilization (IVF) for 
purposes of pre-implant genetic diagnosis (PGD) of embryos, regardless 
of whether they are provided in connection with infertility treatment. 

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. 

Medical Equipment, Devices and Supplies. This plan does not cover 
the following: 

• Replacement or repair of purchased or rental equipment because of 
misuse, abuse, or loss/theft. 

• Surgical supports, corsets, or articles of clothing unless needed to 
recover from surgery or injury. 

• Enhancements to standard equipment and devices that is not 
medically necessary. 

• Supplies, equipment and appliances that include comfort, luxury, or 
convenience items or features that exceed what is medically 
necessary in your situation. 

• Disposable supplies for use in the home such as bandages, gauze, 
tape, antiseptics, dressings, ace-type bandages, and any other 
supplies, dressings, appliances or devices that are not specifically 
listed as covered under the "Durable Medical Equipment" provision of 
MEDICAL CARE THAT IS COVERED. 

This exclusion does not apply to medically necessary treatment as 
specifically stated in "Durable Medical Equipment" provision of MEDICAL 
CARE THAT IS COVERED. 

Medicare. For which benefits are payable under Medicare Parts A and/or 
B, or would have been payable if you had applied for Parts A and/or B, 
except as listed in this booklet or as required by federal law, as described 
in the section titled "BENEFITS FOR MEDICARE ELIGIBLE MEMBERS: 
Coordinating Benefits With Medicare". If you do not enroll in Medicare 
Part B when you are eligible, you may have large out-of-pocket costs. 
Please refer to Medicare.gov for more details on when you should enroll 
and when you are allowed to delay enrollment without penalties. 

Mobile/Wearable Devices. Consumer wearable / personal mobile 
devices such as a smart phone, smart watch, or other personal tracking 
devices), including any software or applications. 
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Non-Approved Facility. Services from a physician that does not meet the 
definition of facility. 

Non-licensed Providers. Treatment or services rendered by non­
licensed health care providers and treatment or services for which the 
provider of services is not required to be licensed. This includes treatment 
or services from a non-licensed provider under the supervision of a 
licensed physician, except as specifically provided or arranged by us. This 
exclusion does not apply to the medically necessary treatment of 
pervasive developmental disorder or autism, to the extent stated in the 
section BENEFITS FOR PERVASIVE DEVELOPMENTAL DISORDER OR AUTISM. 
Additionally, this exclusion does not apply to the medically necessary 
services to treat severe mental disorders or serious emotional 
disturbances of a child as required by state law. 

Not Covered. Services received before your effective date or after your 
coverage ends, except as specifically stated under EXTENSION OF BENEFITS. 

Not Medically Necessary. Services or supplies that are not medically 
necessary, as defined. 

This exclusion does not apply to services that are mandated by state or 
federal law, or listed as covered under "YOUR MEDICAL BENEFITS", 
"Prescription Drugs Obtained from or Administered by a Medical Provider'' 
and/or "Your Prescription Drug Benefits". 

Optometric Services or Supplies. Optometric services, eye exercises 
including orthoptics. Routine eye exams and routine eye refractions, 
except when provided under the "Preventive Care Services" provision of 
MEDICAL CARE THAT IS COVERED. Eyeglasses or contact lenses, except 
as specifically stated in the "Prosthetic Devices" provision of MEDICAL 

CARE THAT IS COVERED. 

Orthodontia. Braces and other orthodontic appliances or services, 
except as specifically stated in the "Reconstructive Surgery" or "Dental 
Care" provisions of MEDICAL CARE THAT IS COVERED. 

Outpatient Occupational Therapy. Outpatient occupational therapy, 
except as specifically stated in the "Infusion Therapy" provision of MEDICAL 

CARE THAT IS COVERED, or when provided by a home health agency or 
hospice, as specifically stated in the "Home Health Care", "Hospice Care" 
or "Physical Therapy, Physical Medicine, Occupational Therapy and 
Chiropractic Care" provisions of that section. This exclusion also does not 
apply to the medically necessary treatment of severe mental disorders, or 
to the medically necessary treatment of pervasive developmental disorder 
or autism, to the extent stated in the section BENEFITS FOR PERVASIVE 

DEVELOPMENTAL DISORDER OR AUTISM. 
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Outpatient Prescription Drugs and Medications. Outpatient 
prescription drugs or medications and insulin, except as specifically stated 
in the "Infusion Therapy" or "Home Infusion Therapy," "Prescription Drug 
for Abortion," or "Preventive Care Services" provisions of MEDICAL CARE 

THAT IS COVERED or under YOUR PRESCRIPTION DRUG BENEFITS section of 
this booklet. Non-prescription, over-the-counter patent or proprietary 
drugs or medicines, except as specified in "Preventive Prescription Drugs 
and Other Items" covered under YOUR PRESCRIPTION DRUG BENEFITS. 
Cosmetics, health or beauty aids. However, health aids that are medically 
necessary and meet the requirements for durable medical equipment as 
specified under the "Durable Medical Equipment" provision of MEDICAL 
CARE THAT 1s COVERED, are covered, subject to all terms of this plan that 
apply to that benefit. 

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

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 specifically stated in the "Home 
Health Care", "Hospice Care", "Infusion Therapy" or "Physical Therapy, 
Physical Medicine, Occupational Therapy and Chiropractic Care" 
provisions of MEDICAL CARE THAT IS COVERED. This exclusion also does 
not apply to the medically necessary treatment of severe mental disorders, 
or to the medically necessary treatment of pervasive developmental 
disorder or autism, to the extent stated in the section BENEFITS FOR 

PERVASIVE DEVELOPMENTAL DISORDER OR AUTISM. 

Private Duty Nursing. Private duty nursing services given in a hospital 
or skilled nursing facility. Private duty nursing services are a covered 
service only when given as part of the "Home Health Care" benefit. 

Residential accommodations. Residential accommodations to treat 
medical or behavioral health conditions, except when provided in a 
hospital, hospice, skilled nursing facility or residential treatment center. 
This exclusion includes procedures, equipment, services, supplies or 
charges for the following: 

• Domiciliary care provided in a residential institution, treatment center, 
halfway house, or school because a member's own home 
arrangements are not available or are unsuitable, and consisting 
chiefly of room and board, even if therapy is included. 

• Care provided or billed by a hotel, health resort, convalescent home, 
rest home, nursing home or other extended care facility home for the 
aged, infirmary, school infirmary, institution providing education in 
special environments, supervised living or halfway house, or any 
similar facility or institution. 
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• Services or care provided or billed by a school, custodial care center 
for the developmentally disabled, or outward bound programs, even if 
psychotherapy is included. 

This exclusion does not apply to the medically necessary services to treat 
severe mental disorders or serious emotional disturbances of a child as 
required by state law. 

Routine Physicals and Immunizations. Physical exams and 
immunizations required for travel, enrollment in any insurance program, 
as a condition of employment, for licensing, sports programs, or for other 
purposes, which are not required by law under the "Preventive Care 
Services" provision of MEDICAL CARE THAT IS COVERED. This exclusion 
does not apply to the medically necessary services to treat severe mental 
disorders or serious emotional disturbances of a child as required by state 
law. 

Services Received Outside of the United States Services rendered by 
providers located outside the United States, unless the services are for an 
emergency, or emergency ambulance. 

Speech Therapy. Speech therapy except as stated in the "Speech 
Therapy and speech-language pathology (SLP) services" provision of 
MEDICAL CARE THAT IS COVERED. This exclusion also does not apply to 
the medically necessary treatment of severe mental disorders, or to the 
medically necessary treatment of pervasive developmental disorder or 
autism, to the extent stated in the section BENEFITS FOR PERVASIVE 

DEVELOPMENTAL DISORDER OR AUTISM. 

Spiritual Refreshment. 

Sterilization Reversal. Reversal of an elective 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). 

Telephone, Facsimile Machine, and Electronic Mail Consultations. 
Consultations provided using telephone, facsimile machine, or electronic 
mail. This exclusion does not apply to the medically necessary services 
to treat severe mental disorders or serious emotional disturbances of a 
child as required by state law. 

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. 
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Voluntary Payment. Services for which you have 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. 

Waived Cost-Shares Non-Participating Provider. For any service for 
which you are responsible under the terms of this plan to pay a co-payment 
or deductible, and the co-payment or deductible is waived by a non­
participating provider. 

Wilderness. Wilderness or other outdoor camps and/or programs. This 
exclusion does not apply to medically necessary services to treat severe 
mental disorders or serious emotional disturbances of a child as required 
by state law. 

Work-Related. Any injury, condition or disease arising out of employment 
for which benefits or payments are covered by any worker's compensation 
law or similar law. If we provide benefits for such injuries, conditions or 
diseases we shall be entitled to establish a lien or other recovery under 
section 4903 of the California Labor Code or any other applicable law, and 
as described in REIMBURSEMENT FOR ACTS OF THIRD PARTIES. 
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Applicable to Retired California Residents with Medicare Part D: 
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MEDICAL CARE THAT IS NOT COVERED 

No payment will be made under this plan for expenses incurred for or in 
connection with any of the items below. (The titles given to these 
exclusions and limitations are for ease of reference only; they are not 
meant to be an integral part of the exclusions and limitations and do not 
modify their meaning.) 

Acupuncture. Acupuncture treatment except as specifically stated in the 
"Acupuncture" provision of MEDICAL CARE THAT IS COVERED. 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. 

Aids for Non-verbal Communication. Devices and computers to assist 
in communication and speech except for speech aid devices and 
tracheoesophageal voice devices approved by Anthem. 

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

Autopsies. Autopsies and post-mortem testing. 

Body Scan. Services and supplies in connection with a body scan, except 
as specifically stated in the "Body Scan" provision under the section 
MEDICAL CARE THAT IS COVERED. 

This exclusion does not apply to medically necessary services received as 
part of the "Diagnostic Services" provision under the section MEDICAL 

CARE THAT IS COVERED. 

Clinical Trials. Any investigational drugs or devices, non-health services 
required for you to receive the treatment, the costs of managing the 
research, or costs that would not be a covered service under this plan for 
non-Investigative treatments, except as specifically stated in the "Clinical 
Trials" provision under the section MEDICAL CARE THAT IS COVERED. 

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 will be covered only when 
criteria are met as recommended by our Medical Policy. 
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