Your summary of benefits

Anthem® Blue Cross and Blue Shield
Your Plan: Anthem Blue Access PPO Option 5 with Rx Option T1
Your Network: Blue Access

Covered Medical Benefits

Cost if you use an In-

Network Provider

Anthem ©9

Cost if you use a
Non-Network
Provider

Overall Deductible $500 person / $1,500 person /
$1,500 family $3,000 family

Out-of-Pocket Limit $4,000 person / $12,000 person /
$8,000 family $24,000 family

The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied
to both the individual deductible and individual out-of-pocket maximum; in addition, amounts for all covered family members
apply to both the family deductible and family out-of-pocket maximum. No one member will pay more than the individual

deductible and individual out-of-pocket maximum.

Preventive Care / Screening / Inmunization No charge 50% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit $25 copay per visit 50% coinsurance after

When Allergy injections are billed separately by network providers, the
member is responsible for a $10 copay. When billed as part of an office
visit, there is no additional cost to the member for the injection.

Enhanced Personal Healthcare Provider Office Visit

deductible does not
apply

$10 copay per visit
deductible does not
apply

deductible is met

Not Applicable

Specialist Care Visit

When Allergy injections are billed separately by network providers, the
member is responsible for a $10 copay. When billed as part of an office
visit, there is no additional cost to the member for the injection.

$50 copay per visit
deductible does not
apply

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Prenatal and Post-natal Care

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

On-line Visit

Includes Mental/Behavioral Health and Substance Abuse

Manipulation Therapy

Coverage is limited to 12 visits per benefit period.

$25 copay per visit
deductible does not
apply
$25 copay per visit
deductible does not
apply
$25 copay per visit
deductible does not
apply

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Other Services in an Office:

Allergy Testing

Chemo/Radiation Therapy - PCP

Chemo/Radiation Therapy - Specialist

Dialysis/Hemodialysis

Prescription Drugs - Dispensed in the office

20% coinsurance after
deductible is met

$25 copay per visit
deductible does not
apply

$50 copay per visit
deductible does not
apply

$50 copay per visit
deductible does not

apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Diagnostic Services
Lab:

Office

Freestanding Lab/Reference Lab

Outpatient Hospital

No charge

No charge

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

X-Ray:
Office

Outpatient Hospital

No charge

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care

When Allergy injections are billed separately by network providers, the
member is responsible for a $10 copay. When billed as part of an office
visit, there is no additional cost to the member for the injection.

$75 copay per visit
deductible does not
apply

50% coinsurance after
deductible is met

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

$250 copay per visit
and 20% coinsurance
deductible does not

apply

20% coinsurance
deductible does not

apply

Covered as In-Network

Covered as In-Network

Ambulance

20% coinsurance after
deductible is met

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse
Doctor Office Visit

Facility visit:

Facility Fees
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$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Doctor Services

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees:

Hospital

Freestanding Surgical Center

Doctor and Other Services:

Hospital

Freestanding Surgical Center

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Hospital (Including Maternity, Mental / Behavioral Health, Substance

Abuse):

Facility fees

Human Organ and Tissue Transplants
Kidney and Cornea are treated the same as any other illness and subject
to the medical benefits.

Doctor and other services

20% coinsurance after
deductible is met

No charge

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Recovery & Rehabilitation

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Rehabilitation services:

Office

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Outpatient Hospital

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

$25 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Cardiac rehabilitation

Office
Coverage is limited to 36 visits per benefit period.

Outpatient Hospital
Coverage is limited to 36 visits per benefit period.

$50 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Skilled Nursing Care (facility)

Coverage for Skilled Nursing, Outpatient Rehabilitation and Inpatient
Rehabilitation facility settings is limited to 150 days combined per benefit
period.

20% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Hospice

No charge

No charge

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met
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Covered Prescription Drug Benefits

Costif youuse a
Preferred Network
Provider

Cost if you use an In-
Network Provider

Costif youuse a
Non-Network
Provider

Pharmacy Deductible

Not applicable

Not applicable

Not applicable

Pharmacy Out of Pocket

Combined with In-
Network medical

Combined with In-
Network medical

Combined with Non-
Network medical

Prescription Drug Coverage
Rx Choice Tiered Network w/R90

Essential Drug List

This product has a 90-day Retail Pharmacy Network available. No coverage for non-formulary drugs.

Tier 1 - Typically Generic
30 day supply (retail pharmacy). 90 day supply

(home delivery).

$10 copay per
prescription, deductible
does not apply (retail)
and $25 copay per
prescription, deductible
does not apply (home
delivery)

$20 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 2 — Typically Preferred Brand
30 day supply (retail pharmacy). 90 day supply

(home delivery).

$35 copay per
prescription, deductible
does not apply (retail)
and $105 copay per
prescription, deductible
does not apply (home
delivery)

$45 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 3 - Typically Non-Preferred Brand
30 day supply (retail pharmacy). 90 day supply

(home delivery).

$75 copay per
prescription, deductible
does not apply (retail)
and $225 copay per
prescription, deductible
does not apply (home
delivery)

$85 copay per
prescription, deductible
does not apply (retail)
and Not covered (home
delivery)

50% coinsurance,
deductible does not
apply (retail) and Not
covered (home
delivery)

Tier 4 - Typically Specialty (brand and

generic)

30 day supply (retail pharmacy). 30 day supply

25% coinsurance up to
$350 per prescription,
deductible does not

25% coinsurance up to
$450 per prescription,
deductible does not

50% coinsurance,
deductible does not
apply (retail) and Not

(home delivery). apply (retail and home | apply (retail) and Not covered (home
delivery) covered (home delivery)
delivery)
Notes:
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Dependent age: to end of the month in which the child attains age 26.

Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help
the member know if the services are considered not medically necessary.

All medical and prescription drug deductibles, copayments and coinsurance apply toward the out-of-pocket maximum
(excluding Non-Network Human Organ and Tissue Transplant (HOTT) Services).

No charge means no deductible/copayment/coinsurance up to the maximum allowable amount. 0% means no
coinsurance up to the maximum allowable amount. However, when choosing a Non-network provider, the member is
responsible for any balance due after the plan payment.

If your plan includes out-of-network benefits, In-network and out-of-network deductibles, copayments, coinsurance and
out-of-pocket maximum amounts are separate and do not accumulate toward each other.

If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”
which is generally coinsurance or coinsurance after your deductible is met.

If you get Covered Services from a Physical Therapist or Occupational Therapist, you will not have to pay an office
visit or outpatient Facility Copayment or Coinsurance that is higher than what you would pay for a Primary Care
Physician office visit.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EQC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
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Language Access Services:

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your language at no
cost. To talk to an interpreter, call (833) 578-4443

Separate from our language assistance program, we make documents available in
alternate formats for members with visual impairments. If you need a copy of this
document in an alternate format, please call the customer service telephone
number on the back of your ID card.

(T'TY/TDD: 711)

S Laaill e ;o tialy il glaall g Saobiall o J panll Gl Gagh casiiall 13 Ll &l il i @b IS 1Y ;(@ﬁl) Arabic
. (833) 578-4443 e Jasil caa sl

Armenian (huykpkl). Gpt wju hwunwpnph htinn juwydws hupgtp niubkp, nnip hpwyntup niukp

widwnp unnwbw) oginipnit b minkjuwnynipnit dkp (Eqyny: [Fupquwtsh htwn junubjnt hwdwp
quiiquhwpbp htnlyuy hkpwinuwhwiwpny (833) 578-4443:

Chlnese(tlﬂi) WRIEEA AR o AR RRES R EE S FIE R - MFEHEEEE
=5 SEPUEE(833) 578-4443,

2 G 1) SaS y oledbl 48 Lyl 1) G gl cdply Liw o2 el g e 45 (S)Hso o i (,w)L3) Farsi
(833)5784443 sylaw Lo ;u_l'._i_u p s SO Lo 3850088 ¢l o kS ailyyy gLsyole glo) L ¢l Lo
cdo s plas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (833) 578-4443.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (833) 578-4443.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e

informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (833) 578-
4443,

Japanese (HA5E): CO X EC W TBEHNSTEAE shtdE. HBECEHEED SETERTEETTIER
TIRHEFIDHNET, BIREEFETTICE. (833)578-4443  [CHTBEECTEELY,

Korean (3*501)= = 2 MO CHSH oot 2o|AtStO|EtE S AR, HSIO|A = HSHt AFESHE A0 2
FEEZ U EEE 3 A7t JAELICH SYALRL O|0F7|5te{ T (833) 578-4443 2 2|5t A2,
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Language Access Services:

Navajo (Diné): Dii naaltsoos bika’igii iahgo bina’iditkidgo na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k’ehj bee nit
hodoonih t'aadoo bazh ilinig66. Ata® halne’igii 1a’ bich’i’ hadeesdzih ninizingo koj’ hediilnih (833) 578-4443.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiac z tlumaczem, zadzwon pod numer: (833) 578-
4443,

Punjabi (UrTHh): 7 3073 fon e3ew ¥79 aT! HE'S € 96 3T 3073 98 He3 &9 miuet s €8 Hee w3 Freardt
Y3 995 ©F mftarg ger I ffa e9Hie o7 91 J9s B, (833) 578-4443 I I S|

Russian (Pycckuii): ecan v Bac €CTh KAKHE-AHOO BOIIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH MMEETEe IPaBO HA
OECIIAATHOE MOAVIEHHE TOMOIIH U HH(POPMAIIHH HA BAIlleM A3bIKe. UTOOH CBA32THCA C YCTHEIM IIEPEBOATHKOM,

mossoHuTe o Tea. (833) 578-4443.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacion en su
idioma, sin costos. Para hablar con un intérprete, llame al (833) 578-4443.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang
humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag,
tawagan ang (833) 578-4443.

Vietnamese (Ti€ng Viét): Néu quy vi c6 bat ky thdc mac nao ve tai li€u nay, quy vi c6 quyen nhén su trg gitp va
thong tin bng ngdn nglt clia quy vi hoan toan mién phi. D trao d6i voi mdt thong dich vién, hiy goi (833) 578-4443.

I’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free language
assistance services through interpreters and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or
discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O.
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal /lobbyv.jsf. Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.
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Your summary of benefits

Anthem® Blue Cross and Blue Shield

Your Plan; Anthem Blue Access PPO HSA Option E4 with Rx Option TS

Your Network: Blue Access

Covered Medical Benefits

Cost if you use an In-

Network Provider

Anthem 29

Cost if you use a
Non-Network

Provider
Overall Deductible $3,000 person / $9,000 person /
$6,000 family $18,000 family
Out-of-Pocket Limit $4,000 person / $12,000 person /
$8,000 family $24,000 family

The family deductible and out-of-pocket maximum are embedded meaning the cost shares of one family member will be applied
to both the individual deductible and individual out-of-pocket maximum; in addition, amounts for all covered family members
apply to both the family deductible and family out-of-pocket maximum. No one member will pay more than the individual

deductible and individual out-of-pocket maximum.

Preventive Care / Screening / Inmunization

No charge

30% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Specialist Care Visit

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Prenatal and Post-natal Care

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

On-line Visit
Includes Mental/Behavioral Health and Substance Abuse

Manipulation Therapy
Coverage is limited to 12 visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Other Services in an Office:
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Allergy Testing

Chemo/Radiation Therapy

Dialysis/Hemodialysis

Prescription Drugs - Dispensed in the office

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Diagnostic Services
Lab:

Office

Freestanding Lab/Reference Lab

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Outpatient Hospital 0% coinsurance after 30% coinsurance after
deductible is met deductible is met

X-Ray:

Office 0% coinsurance after 30% coinsurance after
deductible is met deductible is met

Outpatient Hospital 0% coinsurance after 30% coinsurance after

deductible is met

deductible is met

Advanced Diagnostic Imaging:
Office

Freestanding Radiology Center

Outpatient Hospital

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Emergency and Urgent Care

Urgent Care

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Emergency Room Facility Services

Emergency Room Doctor and Other Services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Ambulance

0% coinsurance after
deductible is met

Covered as In-Network

Outpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit

Facility visit:

Facility Fees

Doctor Services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees:

Hospital

Freestanding Surgical Center

Doctor and Other Services:

Hospital

Freestanding Surgical Center

23

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Hospital (Including Maternity, Mental / Behavioral Health, Substance
Abuse):

Facility fees

Human Organ and Tissue Transplants
Kidney and Cornea are treated the same as any other illness and subject
to the medical benefits.

Doctor and other services

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Recovery & Rehabilitation

Home Health Care
Coverage is limited to 100 visits per benefit period. Limits are combined for
all home health services.

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Rehabilitation services:

Office

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

Outpatient Hospital

Coverage for rehabilitative and habilitative physical therapy and
occupational therapy combined is limited to 20 visits per benefit period.
Coverage for rehabilitative and habilitative speech therapy is limited to 20
visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Cardiac rehabilitation

Office
Coverage is limited to 36 visits per benefit period.

Outpatient Hospital
Coverage is limited to 36 visits per benefit period.

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Skilled Nursing Care (facility)

Coverage for Skilled Nursing, Outpatient Rehabilitation and Inpatient
Rehabilitation facility settings is limited to 150 days combined per benefit
period.

0% coinsurance after
deductible is met

30% coinsurance after
deductible is met

Hospice

0% coinsurance after
deductible is met

0% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Durable Medical Equipment

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Prosthetic Devices

50% coinsurance after
deductible is met

50% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use a
Preferred Network
Provider

Cost if you use an In-
Network Provider

Cost if you use a
Non-Network
Provider

Pharmacy Deductible Combined with In- Combined with In- Combined with Non-
Network medical Network medical Network medical
deductible deductible deductible

Pharmacy Out of Pocket Combined with In- Combined with In- Combined with Non-

Network medical

Network medical

Network medical

Prescription Drug Coverage
Rx Choice Tiered Network w/R90
Essential Drug List

This product has a 90-day Retail Pharmacy Network available. No coverage for non-formulary drugs.

Tier 1 - Typically Generic
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$10 copay per
prescription after
deductible is met
(retail) and $25 copay
per prescription after
deductible is met
(home delivery)

$20 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 2 - Typically Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$35 copay per
prescription after
deductible is met
(retail) and $105 copay
per prescription after
deductible is met
(home delivery)

$45 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Tier 3 - Typically Non-Preferred Brand
30 day supply (retail pharmacy). 90 day supply
(home delivery).

$75 copay per
prescription after
deductible is met
(retail) and $225 copay
per prescription after

$85 copay per
prescription after
deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)
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Covered Prescription Drug Benefits

Costif youuse a
Preferred Network
Provider

Cost if you use an In-
Network Provider

Costif youuse a
Non-Network
Provider

deductible is met

(home delivery)

Tier 4 - Typically Specialty (brand and
generic)

30 day supply (retail pharmacy). 30 day supply
(home delivery).

25% coinsurance up to
$350 per prescription
after deductible is met
(retail and home
delivery)

25% coinsurance up to
$450 per prescription
after deductible is met
(retail) and Not covered
(home delivery)

50% coinsurance after
deductible is met
(retail) and Not covered
(home delivery)

Notes:

e Dependent age: to end of the month in which the child attains age 26.

e Members are encouraged to always obtain prior approval when using non-network providers. Precertification will help
the member know if the services are considered not medically necessary.
¢ All medical and prescription drug deductibles, copayments and coinsurance apply toward the out-of-pocket maximum
(excluding Non-Network Human Organ and Tissue Transplant (HOTT) Services).
¢ No charge means no deductible/copayment/coinsurance up to the maximum allowable amount. 0% means no
coinsurance up to the maximum allowable amount. However, when choosing a Non-network provider, the member is
responsible for any balance due after the plan payment.
o If your plan includes out-of-network benefits, In-network and out-of-network deductibles, copayments, coinsurance and
out-of-pocket maximum amounts are separate and do not accumulate toward each other.
¢ If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility Services”
which is generally coinsurance or coinsurance after your deductible is met.
o If you get Covered Services from a Physical Therapist or Occupational Therapist, you will not have to pay an office
visit or outpatient Facility Copayment or Coinsurance that is higher than what you would pay for a Primary Care

Physician office visit.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
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Language Access Services:

Get help in your language

Curious to know what all this says? We would be too. Here’s the English version:
If you have any questions about this document, you have the right to get help and information in your language at no
cost. To talk to an interpreter, call (833) 578-4443

Separate from our language assistance program, we make documents available in
alternate formats for members with visual impairments. If you need a copy of this
document in an alternate format, please call the customer service telephone
number on the back of your ID card.

(T'TY/TDD: 711)

S Laaill e ;o tialy il glaall g Saobiall o J panll Gl Gagh casiiall 13 Ll &l il i @b IS 1Y ;(@ﬁl) Arabic
. (833) 578-4443 e Jasil caa sl

Armenian (huykpkl). Gpt wju hwunwpnph htinn juwydws hupgtp niubkp, nnip hpwyntup niukp

widwnp unnwbw) oginipnit b minkjuwnynipnit dkp (Eqyny: [Fupquwtsh htwn junubjnt hwdwp
quiiquhwpbp htnlyuy hkpwinuwhwiwpny (833) 578-4443:

Chlnese(tlﬂi) WRIEEA AR o AR RRES R EE S FIE R - MFEHEEEE
=5 SEPUEE(833) 578-4443,

2 G 1) SaS y oledbl 48 Lyl 1) G gl cdply Liw o2 el g e 45 (S)Hso o i (,w)L3) Farsi
(833)5784443 sylaw Lo ;u_l'._i_u p s SO Lo 3850088 ¢l o kS ailyyy gLsyole glo) L ¢l Lo
cdo s plas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et a une aide dans votre langue. Pour parler a un interprete, appelez le (833) 578-4443.

Haitian Creole (Kreyol Ayisyen): Si ou gen nenpot kesyon sou dokiman sa a, ou gen dwa pou jwenn ed ak
enfomasyon nan lang ou gratis. Pou pale ak yon entepret, rele (833) 578-4443.

Italian (Italiano): In caso di eventuali domande sul presente documento, ha il diritto di ricevere assistenza e

informazioni nella sua lingua senza alcun costo aggiuntivo. Per parlare con un interprete, chiami il numero (833) 578-
4443,

Japanese (HA5E): CO X EC W TBEHNSTEAE shtdE. HBECEHEED SETERTEETTIER
TIRHEFIDHNET, BIREEFETTICE. (833)578-4443  [CHTBEECTEELY,

Korean (3*501)= = 2 MO CHSH oot 2o|AtStO|EtE S AR, HSIO|A = HSHt AFESHE A0 2
FEEZ U EEE 3 A7t JAELICH SYALRL O|0F7|5te{ T (833) 578-4443 2 2|5t A2,
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Language Access Services:

Navajo (Diné): Dii naaltsoos bika’igii iahgo bina’iditkidgo na bohonéedza doo bee ahoot’i’ t'aa ni nizaad k’ehj bee nit
hodoonih t'aadoo bazh ilinig66. Ata® halne’igii 1a’ bich’i’ hadeesdzih ninizingo koj’ hediilnih (833) 578-4443.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezplatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawiac z tlumaczem, zadzwon pod numer: (833) 578-
4443,

Punjabi (UrTHh): 7 3073 fon e3ew ¥79 aT! HE'S € 96 3T 3073 98 He3 &9 miuet s €8 Hee w3 Freardt
Y3 995 ©F mftarg ger I ffa e9Hie o7 91 J9s B, (833) 578-4443 I I S|

Russian (Pycckuii): ecan v Bac €CTh KAKHE-AHOO BOIIPOCH B OTHOIIEHHH AAHHOTO AOKVMEHTA, BH MMEETEe IPaBO HA
OECIIAATHOE MOAVIEHHE TOMOIIH U HH(POPMAIIHH HA BAIlleM A3bIKe. UTOOH CBA32THCA C YCTHEIM IIEPEBOATHKOM,

mossoHuTe o Tea. (833) 578-4443.

Spanish (Espafiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacion en su
idioma, sin costos. Para hablar con un intérprete, llame al (833) 578-4443.

Tagalog (Tagalog): Kung mayroon kang anumang katanungan tungkol sa dokumentong ito, may karapatan kang
humingi ng tulong at impormasyon sa iyong wika nang walang bayad. Makipag-usap sa isang tagapagpaliwanag,
tawagan ang (833) 578-4443.

Vietnamese (Ti€ng Viét): Néu quy vi c6 bat ky thdc mac nao ve tai li€u nay, quy vi c6 quyen nhén su trg gitp va
thong tin bng ngdn nglt clia quy vi hoan toan mién phi. D trao d6i voi mdt thong dich vién, hiy goi (833) 578-4443.

I’s important we treat you fairly

That’s why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude
people, or treat them differently on the basis of race, color, national origin, sex, age or disability. For people with
disabilities, we offer free aids and services. For people whose primary language isn’t English, we offer free language
assistance services through interpreters and other written languages. Interested in these services? Call the Member
Services number on your ID card for help (TTY/TDD: 711). If you think we failed to offer these services or
discriminated based on race, color, national origin, age, disability, or sex, you can file a complaint, also known as a
grievance. You can file a complaint with our Compliance Coordinator in writing to Compliance Coordinator, P.O.
Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you can file a complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights at 200 Independence Avenue, SW; Room 509F, HHH Building;
Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or online at
https://ocrportal.hhs.gov/ocr/portal /lobbyv.jsf. Complaint forms are available at

http://www.hhs.gov/ocr/office/file/index.html.
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Summary of Benefits
Anthem Dental Essential Choice

Ale 8 One
Anthem Dental Complete Network

Anthem.

BlueCross BlueShield

WELCOME TO YOUR DENTAL PLAN!

Regular dental checkups can help find early warning signs of certain health problems, which means you can get the care you need to get healthy. So,
don't skimp on your dental care, good oral care can mean better overall health!

Powerful and easily accessible member tools.

o Ask a Hygienist: Dental members can simply email their dental questions
to a team of licensed dental professionals who in turn will respond in
about 24 hours.

Dentists in your plan network.

« You'll save money when you visit a dentist in your plan
network because Anthem and the dentist have agreed on
pricing for covered services. Dentists who are not in your

o Dental Health Risk Assessment: We want our dental members to better
understand their oral health and their risk factors for tooth decay, gum
disease and oral cancer. This easy to use online tool can help them do this.

plan network have not agreed to pricing, and may bill you for
the difference between what Anthem pays them and what
the dentist usually charges.

« Dental Care Cost Estimator: In order to help our dental member better * To find a dentist by name or location, go to anthem.com or call
understand the cost of their dental care, we offer access to a user-friendly, dental customer service at the number listed on the back of your ID
web-based tool that provides estimates on common dental procedures and card.
treatments when using a network dentist.

« More Capabilities: With our latest mobile application, Anthem Anywhere, Ready to use your dental benefits?
members can find a network dentist as well as view their claims. It's available e Choose a dentist from the network
both for Android and Apple phones. e Make an appointment

e Show the office staff your member ID card
e Pay any deductible or copay that is part of your plan

Need to contact us?
See the back of your ID card for who to call, write or email.

Your dental benefits at a glance
The following benefit summary outlines how your dental plan works and provides you with a quick reference of your dental plan benefits. For complete
coverage details, please refer to your policy.

Annual Benefit Maximum Calendar Year

- Per insured person $1,000 $1,000
D&P applies to Annual Maximum Yes Yes
Annual Maximum Carryover / Carry in Yes/No Yes/No
Orthodontic Lifetime Benefit Maximum

- Per eligible insured person N/A N/A

Annual Deductible
- Per insured person/Family maximum
Deductible Waived for Diagnostic/Preventive Services

Calendar Year

$50/3X Individual
Yes

$100/3X Individual
Yes

Out-of-Network Reimbursement:

Prime (MAC)

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc. Independent licensee of the Blue Cross and Blue
Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols
are registered marks of the Blue Cross and Blue Shield Association.

QuotelD: 23357127
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Diagnostic and Preventive Services
- Periodic oral exam
- Teeth cleaning (prophylaxis)
- Bitewing X-rays:
- Full-mouth or Panoramic X-rays:
- Fluoride application:
- Sealants

2 per 12 months

2 per 12 months; w/periodontal maintenance
1 set per 12 months

1 per 60 months

1 per 12 months through age 18

1 per 60 months; through age 18

100% Coinsurance

90% Coinsurance

No Waiting Period

Basic Services
- Consultation (second opinion)
- Amalgam (silver-colored) Filling
- Composite (tooth-colored) Filling
posterior (back) fillings covered as composites
- Brush Biopsy (cancer test) Covered, 1 per 12 months; all ages
- Space Maintainers 1 per lifetime through age 18; posterior teeth

1 per 12 months
1 per tooth per 24 months
1 per tooth per 24 months

100% Coinsurance

75% Coinsurance

No Waiting Period

Endodontics (Non-Surgical) 60% Coinsurance |40% Coinsurance |12 Month
- Root Canal and retreatments 1 per tooth per lifetime

Endodontics (Surgical) 60% Coinsurance |40% Coinsurance |12 Month
- Apicoectomy and apexification 1 per tooth per lifetime

Periodontics (Non-Surgical) 60% Coinsurance |40% Coinsurance |12 Month
- Periodontal Maintenance 4 per 12 months; w/teeth cleaning
- Scaling and root planing 1 per quadrant per 24 months

Periodontics (Surgical) 1 per quadrant per 36 months|60% Coinsurance |40% Coinsurance |12 Month

- Periodontal Surgery (osseous, gingivectomy, graft procedures)

Oral Surgery (Simple)

- Simple Extractions 1 per tooth per lifetime

100% Coinsurance

75% Coinsurance

No Waiting Period

Oral Surgery (Complex)

- Surgical Extractions 1 per tooth per lifetime

100% Coinsurance

75% Coinsurance

No Waiting Period

Major (Restorative) Services 60% Coinsurance |40% Coinsurance |12 Month
- Crowns, onlays, veneers 1 per tooth per 60 months
- Cosmetic teeth whitening Not Covered

Prosthodontics 60% Coinsurance |40% Coinsurance |12 Month
- Dentures and bridges 1 per tooth per 60 months
- Dental Implants Covered, 1 per tooth per 60 months

Prosthodontic Repairs/Adjustments 60% Coinsurance |40% Coinsurance |12 Month
- Crown, denture, bridge repairs 1 per 12 months; 6 months after placement
- Denture and bridge adjustments: 2 per 12 months; 6 months after placement

Orthodontic Services
-None Not Covered Not Covered N/A

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc. Independent licensee of the Blue Cross and Blue
Shield Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols

are registered marks of the Blue Cross @9 Blue Shield Association.
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Anthem Whole Health Connection -Dental

e For members with certain health conditions, additional dental benefits are available without a deductible or waiting periods.
Eligible services are paid at 100% and won't reduce your coverage year annual maximum (if applicable)

Accidental Dental Injury Benefit

e Provides members 100% coverage for accidental injuries to teeth up to the coverage year annual maximum
(if applicable). No deductibles, member coinsurance, or waiting periods apply

Extension of Benefits
e Following termination of coverage, members are provided up to 60 days to complete treatment started prior to their
termination of coverage under the plan and eligible services will be covered

International Emergency Dental Program

e Provides emergency dental benefits while working or traveling abroad from licensed, English-speaking dentists.
Eligible covered services will be paid 100% with no deductibles, member coinsurance, or waiting periods and won't
reduce the member coverage year annual maximum (if applicable)

Services provided before or after the term of this coverage - Services received before your effective date or after your coverage ends, unless
otherwise specified in the dental plan certificate

Orthodontics (unless included as part of your dental plan benefits) including orthodontic braces, appliances and all related services

Cosmetic dentistry (unless included as part of your dental plan benefits) provided by dentists solely for the purpose of improving the appearance of the
tooth when tooth structure and function are satisfactory and no pathologic conditions (cavities) exist

Drugs and medications including intravenous conscious sedation, |V sedation and general anesthesia when performed with nonsurgical dental care

Analgesia, analgesic agents, and anxiolysis nitrous oxide, therapeutic drug injections, medicines or drugs for nonsurgical or surgical dental care
except that intravenous conscious sedation is eligible as a separate benefit when performed in conjunction with complex surgical services.

Waiting periods for endodontic, periodontic and oral surgery services may differ from other Basic Services or Major Services under the same dental
plan.
There is a waiting period of up to 24 months for replacement of congenitally missing teeth or teeth extracted prior to coverage under this plan.

This is not a contract; it is a partial listing of benefits and services. All covered services are subject to the conditions, limitations, exclusions, terms and provisions of your
certificate of coverage. In the event of a discrepancy between the information in this summary and the certificate of coverage, the certificate will prevail.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc. Independent licensee of the Blue Cross and Blue Shield Association. ® ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield namegﬂd symbols are registered marks of the Blue Cross and Blue Shield Association.
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Blue View Vision®!
Anthem@

BlueCross BlueShield

Plan Option 16

Welcome to your Blue View Vision plan!

You have many choices when it comes to using your benefits. As a Blue View Vision plan member, you have access to one of the
nation’s largest vision networks. You may choose from many private practice doctors, local optical stores, and national retail stores
including LensCrafters®, Target Optical®, Sears Optical®, JCPenney® Optical and most Pearle Vision® locations. You may also use
your in-network benefits to order eyewear online at Glasses.com and ContactsDirect.com. To locate a participating network eye care
doctor or location, log in at anthem.com, or from the home page menu under Care, select Find a Doctor. You may also call member
services for assistance at 1-866-723-0515.

Out-of-Network — If you choose to, you may instead receive covered benefits outside of the Blue View Vision network. Just pay in full at
the time of service, obtain an itemized receipt, and file a claim for reimbursement up to your maximum out-of-network allowance.

YOUR BLUE VIEW VISION PLAN BENEFITS IN-NETWORK OUT-OF-NETWORK FREQUENCY

| Routine Eye Exam

A comprehensive eye examination $10 copay Up to $42 allowance ?gcricfr:/tzrsy
| Eyeglass Frames
$130 allowance, then Once eve
One pair of eyeglass frames 20% off any Up to $45 allowance 12 monthrsy
remaining balance
| Eyeglass Lenses (instead of contact lenses)
One pair of standard plastic prescription lenses:
o1 Single vision lenses $10 copay Up to $40 allowance Once eve
o Bifocal lenses $10 copay Up to $60 allowance 12 monthrg
o1 Trifocal lenses $10 copay Up to $80 allowance
Eyeglass Lens Enhancements
When obtaining covered eyewear from a Blue View Vision provider, you may choose to add any of the following lens enhancements at no extra cost.
o Transili@Gns Lenses (for a child under age 19) $0 copay No allowance
o! Standard polycarbonate (for a child under age 19) $0 copay when obtained Sez;neng::sCIZﬁz:aesd
o1 Factory scratch coating $0 copay out-of-network

Contact Lenses (instead of eyeglass lenses)
Contact lens allowance will only be applied toward the first purchase of contacts made during a benefit period. Any unused amount remaining cannot
be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following benefit period.

o! Elective conventional (non-disposable) $130 allowance, then || Up to $105 allowance
15% off any
OR remaining balance
o Elective disposable $130 allowance Up to $105 allowance Once every
" 12 months
(no additional
OR discount)
o! Non-elective (medically necessary) Covered in full Up to $210 allowance

This is a primary vision care benefit intended to cover only routine eye examinations and corrective eyewear. Blue View Vision is for routine eye care only. If you need medical
treatment for your eyes, visit a participating eye care doctor from your medical network. Benefits are payable only for expenses incurred while the group and insured person’s

coverage is in force. This information is intended to be a brief outline of coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the
member’s policy, which shall control in the event of a conflict with this overview. This benefit overview is only one piece of your entire enroliment package.

EXCLUSIONS & LIMITATIONS (not a comprehensive list - please refer to the member Certificate of Coverage for a complete list)

Combined Offers. Not to be combined with any offer, coupon, or in-store Lost or Broken Lenses or Frames. Any lost or broken lenses or frames
advertisement. are not eligible for replacement unless the insured person has reached his
Excess Amounts. Amounts in excess of covered vision expense. or her normal service interval as indicated in the plan design.
Sunglasses. Plano sunglasses and accompanying frames. Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or
Safety Glasses. Safety glasses and accompanying frames. contacts. Plano lenses or lenses that have no refractive power.

Not Specifically Listed. Services not specifically listed in this plan as Orthoptics. Orthoptics or vision training and any associated supplemental

covered services. 31 testing.



In-network Member Cost

OPTIONAL SAVINGS AVAILABLE FROM BLUE VIEW VISION IN-NETWORK PROVIDERS ONLY )
(after any applicable copay)

Retinal Imaging - at member’s option can be performed at time of eye exam Not more than $39
Eyeglass lens upgrades
When obtaining eyewear from a Blue View Vision o Transili@Gns |enses (Adults) $75
provider, you may choose to upgrade your new o! Standard Polycarbonate (Adults) $40
eyeglass lenses at a discounted cost. Eyeglasslens o Tint (Solid and Gradient) $15
copayment applies. o! UV Coating $15
o! Progressive Lenses!
o Standard $65
o!  Premium Tier 1 $85
o! Premium Tier 2 $95
o! Premium Tier 3 $110
o! Anti-Reflective Coating?
o! Standard $45
o!  Premium Tier 1 $57
o!  Premium Tier 2 $68
o! Other Add-ons 20% off retail price
Additional Pairs of Eyeglasses
Anytime from any Blue View Vision network provider. o1 Complete Pair 40% off retail price
o! Eyeglass materials purchased separately 20% off retail price
Eyewear Accessories o! ltems such as non-prescription sunglasses, 20% off retail price

lens cleaning supplies, contact lens
solutions, eyeglass cases, efc.

Contact lens fit and follow-up

A contact lens fitting and up to two follow-up visits are o1 Standard contact lens fitting? Up to $55
available to you once a comprehensive eye examhas o1 Premium contact lens fitting* 10% off retail price
been completed.

Conventional Contact Lenses o! Discount applies to materials only 15% off retail price

" Please ask your provider for his/her recommendation as well as the available progressive brands by tier.

2 Please ask your provider for his/her recommendation as well as the available coating brands by tier.

3 Standard fitting includes spherical clear lenses for conventional wear and planned replacement. Examples include but are not limited to disposable and frequent replacement.
4 Premium fitting includes all lens designs, materials and specialty fittings other than standard contact lenses. Examples include but are not limited to toric and multifocal.

Discounts are subject to change without notice. Discounts are not ‘covered benefits’ under your vision plan and will not be listed in your certificate of coverage. Discounts will
be offered from in-network providers except where state law prevents discounting of products and services that are not covered benefits under the plan. Discounts on frames
will not apply if the manufacturer has imposed a no discount policy on sales at retail and independent provider locations. Some of our in-network providers include:

: s PEARLE .
GLASSESSs.  contactsdirect 0 w0 ®© oPTICAL @ JCPenney | optical

ADDITIONAL SAVINGS AVAILABLE THROUGH ANTHEM’S SPECIAL OFFERS PROGRAM *

Savings on items like additional eyewear after your benefits have been used, non-prescription sunglasses, hearing aids and even LASIK laser vision
correction surgery are available through a variety of vendors. Just log in at anthem.com, select discounts, then Vision, Hearing & Dental.

* Discounts cannot be used in conjunction with your covered benefits.

OUT-OF-NETWORK

If you choose to receive covered services or purchase covered eyewear from an out-of-network provider, network discounts will not apply and you will be
responsible for payment of services and/or eyewear materials at the time of service. Please complete an out-of-network claim form and submit it along with
your itemized receipt to the fax number, email address, or mailing address below. To download a claim form, log in at anthem.com, or from the home page
menu under Support select Forms, click Change State to choose your state, and then scroll down to Claims and select the Blue View Vision Out-of-Network
Claim Form. You may instead call member services at 1-866-723-0515 to request a claim form.

To Fax: 866-293-7373
To Email: oonclaims@eyewearspecialoffers.com
To Mail:  Blue View Vision

Attn: OON Claims

P.O. Box 8504

Mason, OH 45040-7111

|

Transitions and the swirl are registered trademarks of Transitions Optical, Inc. «
Anthem Blue Cross and Blue Shield is the trade name of: In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE®
Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri,
Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Ohio: Community Insurance Company. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWi),
underwrites or administers PPO and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation (Compcare) or Wisconsin Collaborative Insurance
Company (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority AMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. ANTHEM is a
registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association. CRFSLG (2017)
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Lincoln

Financial Group®

The resources

you need to meet

life’s challenges

Employee Assistance Program

EmployeeConnectSM offers professional, confidential services to help you and your
loved ones improve your quality of life.

()

@

In-person
guidance

.24

Unlimited
24/7 assistance

L1

Online
resources

Some matters are best
resolved by meeting with

a professional in person. With
EmployeeConnects™, you and
your family get:

= In-person help for
short-term issues (up
to five sessions with
a counselor per person,
per issue, per year)

= |n-person consultations
with network lawyers,
including one free
30-minute in-person

and 25% off subsequent
meetings

consultation per legal issue,

You and your family can
access the following services
anytime — online, on the mobile
app or with a toll-free call:

= Information and referrals
on family matters, such as
child and elder care, pet
care, vacation planning,
moving, car buying, college
planning and more

= Legal information and
referrals for family law,
estate planning, consumer
and civil law

= Financial guidance on
household budgeting
and short- and long-term
planning

EmployeeConnect™ offers

a wide range of information
and resources you can
research and access on

your own. Expert advice

and support tools are just

a click away when you visit
GuidanceResources.com or
download the GuidanceNows™
mobile app. You'll find:

= Articles and tutorials
= Videos

= |nteractive tools,
including financial
calculators, budgeting
worksheets and more

EmployeeConnect™
EMPLOYEE ASSISTANCE PROGRAM SERVICES

Confidential help 24 hours a day, seven days a week for
employees and their family members. Get help with:

= Family
= Parenting
= Addictions

Emotional = Relationships
Legal = Stress
Financial

Insurance products issued by:

The Lincoln National Life Insurance Company
Lincoln Life & Annuity Company of New York

Lincoln Life Assurance Company of Boston

LTD-EAPEE-FLIO01_Z02



We partner with your EmployeeConnect™ counselors are experienced
employer to offer this

service at no additional and credentialed.
cost to you! When you call the toll-free line, you'll talk to an experienced professional who will provide
EEE counseling, work-life advice and referrals. All counselors hold master's degrees, with

broad-based clinical skills and at least three years of experience in counseling on a variety of
issues. For face-to-face sessions, you'll meet with a credentialed, state-licensed counselor.

You'll receive customized information for each work-life
service you use.

Take advantage of EmployeeConnect™

For more information about the program, visit GuidanceResources.com,
download the GuidanceNows™ mobile app or call 888-628-4824.

GuidanceResources.com login credentials:
Username: LFGSupport  Password: LFGSupport1

©2020 Lincoln National Corporation

LincolnFinancial.com EmployeeConnect™ services are provided by ComPsych® Corporation, Chicago, IL. ComPsych® and GuidanceResources®
’ are registered trademarks of ComPsych® Corporation. ComPsych® is not a Lincoln Financial Group® company. Coverage

LCN-2836182-112019 is subject to actual contract language. Each independent company is solely responsible for its own obligations.

MAP 2/20 Z02 ) ) ) ) ) : .

Order code: LTD-EAPEE-FLI001 Insurance products are issued by The Lincoln National Life Insurance Company, Fort Wayne, IN, Lincoln Life & Annuity

Company of New York, Syracuse, NY, and Lincoln Life Assurance Company of Boston, Dover, NH. The Lincoln National
Life Insurance Company does not solicit business in New York, nor is it licensed to do so. Product availability and/or
features may vary by state. Limitations and exclusions apply.

I ' LlnCOh’l Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Affiliates are separately

Financial Group*® responsible for their own financial and contractual obligations.

EmployeeConnect™

EMPLOYEE ASSISTANCE PROGRAM SERVICES
To find out more:

= Visit GuidanceResources.com

username: LFGSupport password: LFGSupport1
= Download the GuidanceNow* mobile app
= C(Call 888-628-4824
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A Winning Partnership!

Starting November 28, 2020, Fifth Third Bank will partner with
Empower Retirement. The recordkeeping and administrative services
for your retirement plan will transition to Empower Retirement.

You’ll still be using the same site, just with a different address. Lots
of the same features will remain, plus some enhanced ones will be
available to you.

To Access your Account:

Website: empowermyretirement.com

App: Empower Retirement
Log in with the same username and password you used with Fifth Third.

Phone: 1-800-338-4015

Retirement representatives are available to assist you weekdays from 8:00 a.m. to 10:00 p.m. ET and
Saturdays from 9:00 a.m. to 5:30 p.m. ET (exclusions may apply).

The Fifth Third transaction is expected to close during the fourth quarter, subject to required regulatory approvals and other
customary closing conditions. References in this document constitute forward-looking statements, representing management's
current view of future events based on reasonable assumptions. These statements are not guarantees of future performance, as
actual results may differ depending on the development and completion of these business combinations. Consider these and other
factors, uncertainties and potential events carefully and do not place undue reliance on forward-looking information. Other than as
specifically required by applicable law, forward-looking information as a result of new information, future events or otherwise will
not be updated.

Investments and investment services are offered through or are made available by one or more of Fifth Third Bancorp’s indirect
subsidiaries. Investments and Investment Services are not FDIC insured, offer no bank guarantee, may lose value, are not insured by any
federal government agency, and are not a deposit. © 2020 Fifth Third Bank, National Association

Securities offered and/or distributed by GWFS Equities, Inc., Member FINRA/SIPC. GWFS is an affiliate of Empower Retirement,
LLC; Great-West Funds, Inc,; and registered investment advisers, Advised Assets Group, LLC and Personal Capital. This material is for
informational purposes only and is not intended to provide investment, legal or tax recommendations or advice.

©2020 Empower Retirement, LLC. All rights reserved. RO1419818-1120
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ALE-8-ONE BOTTLING COMPANY EMPLOYEE BENEFIT PLAN
PRIVACY NOTICE — JANUARY 1, 2021

YOUR INFORMATION. YOUR RIGHTS. OUR RESPONSIBILITIES.
This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please review it carefully. This Notice applies to major medical and medical flexible spending account benefits.

Your Rights
You have the right to:
e Get a copy of your health and claims records
e Correct your health and claims records
¢ Request confidential communication
e Ask us to limit the information we share
e Get a list of those with whom we’ve shared your information
e Get a copy of this privacy notice
e Choose someone to act for you
e File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share information as we:

e Answer coverage questions from your family and friends
e Provide disaster relief
e Market our services and sell your information, which we will never do without your written permission

Our Uses and Disclosures
We may use and share your information as we:

e  Help manage the health care treatment you receive

e Run our organization

e Pay for your health services

e Administer your health plan

e Help with public health and safety issues

e Do research

e Comply with the law

e Respond to organ and tissue donation requests and work with a medical examiner or funeral director
e Address workers’ compensation, law enforcement, and other government requests

e Respond to lawsuits and legal actions

Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of our
responsibilities to help you.

Get a copy of health and claims records
e You can ask to see or get a copy of your health and claims records and other health information we have about you. Ask us
how to do this.
e We will provide a copy or a summary of your health and claims records, usually within 30 days of your request. We may
charge a reasonable, cost-based fee.

Ask us to correct health and claims records
*  You can ask us to correct your health and claims records if you think they are incorrect or incomplete. Ask us how to do
this.
¢ We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications
¢  You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.
e We will consider all reasonable requests, and must say “yes” if you tell us you would be in danger if we do not.

Ask us to limit what we use or share
*  You can ask us not to use or share certain health information for treatment, payment, or our operations.
e  We are not required to agree to your request, and if we do agree to your request, we may still use or disclose the information
if it would affect your care.



Get a list of those with whom we’ve shared information
e You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask,
who we shared it with, and why.
e We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other
disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide
you with a paper copy promptly.

Choose someone to act for you
e Ifyou have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your
rights and make choices about your health information.
e We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

e You can complain if you feel we have violated your rights by contacting us using the information on page 1.

e You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a
letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

e We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we
share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your
instructions.

In these cases, you have both the right and choice to tell us to:

e Share information with your family, close friends, or others involved in payment for your care

e Share information in a disaster relief situation
If you are not able to tell us your preference, for example if you are not present, or are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to lessen a serious and
imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:
e  Marketing purposes
e  Sale of your information

Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Help manage the health care treatment you receive
We can use your health information and share it with professionals who are treating you.
Example: A doctor sends us information about your diagnosis and treatment plan so we can arrange additional services.

Run our organization
e We can use and disclose your information to run our organization and contact you when necessary.
e We are not allowed to use genetic information to decide whether we will give you coverage and the price of that coverage.
This does not apply to long term care plans.
Example: We use health information about you to develop better services for you.

Pay for your health services
We can use and disclose your health information as we pay for your health services.
Example: We share information about you with your dental plan to coordinate payment for your dental work.



Administer your plan

We may disclose your health information to your health plan sponsor for plan administration.
Example: Your company maintains the health plan, and the health plan provides your company (employer) with certain statistics
to determine costs and the portion of the premiums (costs) participants pay, as well as plan design changes.

How else can we use or share your health information?
We are allowed or required to share your information in other ways — usually in ways that contribute to the public good, such as

public health and research. We have to meet many conditions in the law before we can share your information for these purposes.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues
We can share health information about you for certain situations such as:
e Preventing disease
e Helping with product recalls
e Reporting adverse reactions to medications
e Reporting suspected abuse, neglect, or domestic violence
e Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can use or share your information for health research.

Comply with the law
We will share information about you if state or federal laws require it, including with the Department of Health and Human Services
if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests and work with a medical examiner or funeral director
e We can share health information about you with organ procurement organizations.
e  We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
e For workers’ compensation claims
e For law enforcement purposes or with a law enforcement official
e With health oversight agencies for activities authorized by law
e For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions
We can share health information about you in response to a court or administrative order, or in response to a subpoena.

Our Responsibilities
e We are required by law to maintain the privacy and security of your protected health information.
e We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
e We must follow the duties and privacy practices described in this notice and give you a copy of it.
e We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us
we can, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be
available upon request, on our web site, and we will mail a copy to you.

Other Instructions for Notice

e  Human Resources, 25 Carol Road, Winchester, KY 40392, 859-744-3484


http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html

Important Notice from Ale-8-One Bottling Company About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with Ale-8-One Bottling Company and about your options under
Medicare’s prescription drug coverage. This information can help you decide whether or not you want to
join a Medicare drug plan. If you are considering joining, you should compare your current coverage,
including which drugs are covered at what cost, with the coverage and costs of the plans offering
Medicare prescription drug coverage in your area. Information about where you can get help to make
decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You
can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage
Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide
at least a standard level of coverage set by Medicare. Some plans may also offer more coverage
for a higher monthly premium.

PPO and HDHP Plans

2. Anthem has determined that the prescription drug coverage offered by the Ale-8-One Bottling
Company PPO and HDHP plans are, on average for all plan participants, expected to pay out as
much as standard Medicare prescription drug coverage pays and is therefore considered
Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug
plan.

When Can You Join A Medicare Drug Plan?
You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15t
to December 7.

However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will also
be eligible for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join A Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current Ale-8-One Bottling Company coverage may be affected.

You can retain your existing coverage and choose not to enroll in a Part D plan or you can also enroll in a Part D
plan as a supplement to the coverage you have with Ale-8-One Bottling Company. Your current coverage pays
for other health expenses in addition to prescription drugs. If you enroll in a Medicare prescription drug plan, you
and your dependents will still be eligible to receive all of your current health and prescription drug benefits.

If you do decide to join a Medicare drug plan and drop your current coverage, you or your dependent may enroll
back into the benefit plan during an open enroliment period under the Ale-8-One Bottling Company benefit plan as
long as you are eligible for coverage.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

You should also know that if you drop or lose your current coverage with Ale-8-One Bottling Company and don't
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher
premium (a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may
go up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have

CMS Form 10182-CC Updated April 1, 2011

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-0990. The time required to complete this information collection is estimated
to average 8 hours per response initially, including the time to review instructions, search existing data resources, gather the data needed, and complete and
review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write
to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.



that coverage. For example, if you go nineteen months without creditable coverage, your premium may
consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher
premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait
until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage...

Contact the person listed below for further information. NOTE: You'll get this notice each year. You will also get it
before the next period you can join a Medicare drug plan, and if this coverage through Ale-8-One Bottling
Company changes. You also may request a copy of this notice at any time.

For More Information About Your Options Under Medicare Prescription Drug Coverage...
More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You”
handbook. You'll get a copy of the handbook in the mail every year from Medicare. You may also be contacted
directly by Medicare drug plans. For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov

e Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the

“Medicare & You” handbook for their telephone number) for personalized help
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available.
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call them at
1-800-772-1213 (TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare
drug plans, you may be required to provide a copy of this notice when you join to show whether
or not you have maintained creditable coverage and, therefore, whether or not you are required
to pay a higher premium (a penalty).

Date: December 1, 2020
Name of Entity/Sender: Ale-8-One Bottling Company
Contact--Position/Office:  Human Resources
Address: 25 Carol Road, Winchester, KY 40391
Phone Number: 859-744-3484
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