Your summary of benefits

Trumbull County Schools Insurance Benefits Consortium
Anthem® Blue Cross and Blue Shield
Your Plan: Anthem Blue Access PPO HSA

Your Network: Blue Access
Effective: January 1, 2021

Covered Medical Benefits

Anthem %9

Cost if you use an In-

Network Provider

Costif you use a
Non-Network
Provider

Overall Deductible $1,500 person / $3,000 person /
$3,000 family $6,000 family

Out-of-Pocket Limit $3,000 person / $6,000 person /
$6,000 family $12,000 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

40% coinsurance after
deductible is met

Doctor Home and Office Services

Primary Care Visit

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Specialist Care Visit

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits:
Retail Health Clinic

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

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

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Manipulation Therapy
Coverage is limited to 60 visits per benefit period.
Limit combined with Physical Therapy

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office:

Allergy Testing

Chemo/Radiation Therapy - Performed by a Primary Care Physician

Chemo/Radiation Therapy — Performed by a Specialist

Dialysis/Hemodialysis

Prescription Drugs - Dispensed in the office

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Diagnostic Services

Lab:

Office 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Outpatient Hospital 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

X-Ray:

Office 20% coinsurance after | 40% coinsurance after
deductible is met deductible is met

Outpatient Hospital 20% coinsurance after | 40% coinsurance after

deductible is met

deductible is met

Advanced Diagnostic Imaging:
Office

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Outpatient Hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Emergency Room Facility Services

Emergency Room Doctor and Other Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Ambulance

20% coinsurance after
deductible is met

Covered as In-Network

QOutpatient Mental/Behavioral Health and Substance Abuse

Doctor Office Visit

Facility Visit:

Facility Fees

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees:

Hospital

Doctor and Other Services:

Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

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

Facility Fees
Coverage for Inpatient Rehabilitation Facility) and Skilled Nursing is limited
to 180 days combined per benefit period.

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

Doctor and other services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Recovery & Rehabilitation

Home Health Care & Private Duty Nursing
Coverage is limited to 180 visits per benefit period. Limits are combined for
all home health services.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Rehabilitation services:

Office

Coverage for Occupational Therapy is limited to 25 visits per benefit
period, Physical Therapy is limited to 60 visits per benefit period and
Speech Therapy is limited to 25 visits per benefit period. Limit is combined
for rehabilitative and habilitative services.

Outpatient Hospital

Coverage for Occupational Therapy is limited to 25 visits per benefit
period, Physical Therapy is limited to 60 visits per benefit period and
Speech Therapy is limited to 25 visits per benefit period. Limit is combined
for rehabilitative and habilitative services.

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation
Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Skilled Nursing Care (facility)
Coverage for Skilled Nursing and Inpatient Rehabilitation facility is limited
to 180 days combined per benefit period.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Hospice

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Prescription Drug Benefits Carved Out
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Your summary of benefits Anthem £

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.

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

e 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 accumulate toward each other.

o Benefit Period: Calendar Year

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.

Anthem Blue Cross and Blue Shield is the trade name of Community Insurance Company. 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.

OH/LG/Anthem Blue Access PPO HSA
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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) 639-1634

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.

(TTY/TDD: 711)

S Lol (Lo g lialy il dadll g baoloall Jo ) paall ol gad coriiall 138 oy ol il gl il IS 13 ;(Eﬁfj) Arabic
. (833) 639-1634 Ao st can e
Armenian (hwytptl). Gt wju hwuwnwpnreh htn yuwywd hwpgtn nlutp, nnip hpwyniLup nlutp
wlydbdwn unwlw oqunrpyntt W tnbtnGYwwnynie)niu étn |Gayny: Bwnpgdwush htwn funutint hwdwn
quuquwhwptp hGunljw| htnwhunuwhwdJdwnny' (833) 639-1634:
Chinese(PX) : IRMHANHBHIEE - BHEECRATNESEEEGHINEN - WHREZFSIBRE
75 2 E6(833) 639-1634,

2 Osd 1) KaS y oledbl 45 Lyl 1y G gl edanlo e () gaal 3y Jlde S SHse 30 1 () L3) Farsi
(833)6391634 sylas Lo o oalio papie SO Lo o85008 ol 3 cani€adlyyy gloegyals glod 4o gl 4
cd b wlas

French (Frangais) : Si vous avez des questions sur ce document, vous avez la possibilité d’accéder gratuitement a ces
informations et & une aide dans votre langue. Pour parler a un interpréte, appelez le (833) 639-1634.

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 entépret, rele (833) 639-1634.

Italian (ltaliano): 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) 639-1634.

Japanese (HAEE): COXEL DN TRENS-TEIE OB NE. dEECERBLO SHETENTEFRTIER
wRSENNBNET. BERCFETICE. (833)639-1634 (B TIEELY,

Korean (2t=0{): = 2 A1 0f Cli3l oft{ ot oAt O[2tE S BF, FSHO A= k7t AFESHE 202
TR EF A YES ®s Ha7t UG L E SHALRL O[0F7[ 5121 (833) 63916342 22| S A 2.
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Language Access Services:

Navajo (Diné€): Dii naaltsoos bika'igii Iahgo bina‘iditkidgo na bohdénéedza doo bee ahoot’i’ t'aa ni nizaad k'ehj bee nit
hodoonih t'aadoo baah ilinigoo. Ata® halne’igii 1a® bich’{® hadeesdzih ninizingo koj’ hodiilnih (833) 639-1634.

Polish (polski): W przypadku jakichkolwiek pytan zwigzanych z niniejszym dokumentem masz prawo do bezptatnego
uzyskania pomocy oraz informacji w swoim jezyku. Aby porozmawia¢ z ttumaczem, zadzwor pod numer: (833) 639-1634.

Punjabi (UATHh: 7 3773 fon enz=a 99 3dl 7e® J€ I8 3T 3973 I8 W3 €8 wiust s 28 wee w3 Treardt
Y3 FI5 T wifaarg der 31 B e9Hie &% 318 I96 B, (833) 639-1634 ITH I3

Russian (Pycckuii): ecAH 7 BaC €CTh KAKHE-AHOO BOIPOCH B OTHOINEHHH AAHHOTO AOKVMEHTA, B HMEETe IIPaBo Ha
OECTIAATHOE HOAVIEHHE TOMOIIH H HH(POPMAIIHH Ha BAIIEM A3HKe. YTOOR CBA3ATHCA C TCTHRIM IIEPEBOATHKOM,

mossoHuTe 10 Tea (833) 639-1634.

Spanish (Espaiiol): Si tiene preguntas acerca de este documento, tiene derecho a recibir ayuda e informacién en su idioma,
sin costos. Para hablar con un intérprete, llame al (833) 639-1634.

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) 639-
1634.

Vietnamese (Tiéng Viét): Néu quy vi co bat ky thac mac nao vé tai liéu nay, quy vi cd quyén nhan sy tro gilip va thong tin
bang ngdn ngir cda quy vi hoan toan mién phi. D& trao déi véi mét thdng dich vién, hay goi (833) 639-1634.

It'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/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html
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