Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Setvices Coverage Period: 01/01/2027 - 12/31/2027

Anthem® Blue Cross Life and Health Insurance Company

Coverage for: Individual + Family | Plan Type: PPO

University of San Francisco: Custom Premier PPO 250/20/10

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the

plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will

be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of
coverage, https://eoc.anthem.com/eocdps/ca/aso. For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other undetlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbe-glossary/ or call (855)

333-5730 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

$250/person or $750/ family for
In-Network Providets.
$250/person or $750/ family for
Out-of-Network Providers.

Yes. Primary Care. Specialist
Visit. Preventive Care. Certain

Prescription Drugs. For more

Are there other
deductibles for
specific services?

What is the out-of-

pocket limit for this
plan?

What is not included
in the out-of-pocket

limit?

information see below.

Yes. $50/visit for Emergency
room and physician services
(waived if

admitted directly from ER).
There are no other specific
deductibles

$889/person or $2,667/family for
In-Network Providets.
$889/person or $2,667/ family for
Out-of-Network Providers
Pre-Authorization Penalties,

Premiums, balance-billing charges
(unless balanced billing is
prohibited), and health care this
plan doesn't cover.

Generally, you must pay all of the costs from providers up to the deductible amount before
this plan begins to pay. If you have other family members on the plan, each family member
must meet their own individual deductible until the total amount of deductible expenses paid
by all family members meets the overall family deductible.

This plan covers some items and services even if you haven’t yet met the deductible amount.

But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost sharing and before you meet your deductible. See a list of covered
preventive services at https://www.healthcare.gov/coverage/preventive-care-benefits/.

You must pay all of the costs for these services up to the specific deductible amount before
this plan begins to pay for these services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have

other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
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Will you pay less if Yes. See www.anthem.com/find- | This plan uses a provider network. You will pay less if you use a provider in the plan’s

you use a network care/?alphaprefix=]PU or call network. You will pay the most if you use an Out-of-Network Provider, and you might
provider? (855) 333-5730 for a list of receive a bill from a provider for the difference between the provider’s charge and what your

network providers. Benefits and | plan pays (balance billing). Be aware, your network provider might use an Out-of-Network
costs may vary by site of service | Provider for some services (such as lab work). Check with your provider before you get
and how the provider bills. services.

Do you need a referral | No. You can see the specialist you choose without a referral.
to see a specialist?

#A Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Me(c:l(i)cr:r;rllé)\rrlent Services You May Need In-Network Provider Out-of-Network Provider Olt‘ilnc:t;rtrllor(l)i,ti)t“i;%:::rﬁz’tifn
(You will pay the least) (You will pay the most) P

Primary care visit to treat an $20/visit, deductible does not . Virtual visits (Telehealth)
.. . 30% coinsurance .
injury or illness apply benefits available.
o o Specialist visit $20/visit, deductible does not 30% coinsurance Virtual visits (Telehealth)
k apply benefits available.
health care :
rovider’s office You may have to pay for services
provicers . . . that aren't preventive. Ask your
or clinic Preventive care/screening/ No chatge, deductible does . . )
. - 30% coinsurance provider if the services needed
immunization not apply .
are preventive. Then check what
your plan will pay for.
Diagnostic test (x-ray, blood . .
work) 10% coinsurance 30% coinsurance none
If you have a test $800 ) / e for Out
. o) o) maximum/service for Out-
Imaging (CT/PET scans, MRIs) 10% coinsurance 30% coinsurance of-Network Providers.
If you need drugs $10/prescription, deductible 50% coinsurance, deductible
to treat your Typically Generic (Tier 1) does not apply (retail and does not apply (retail) and Not | Most home delivery is 90-day
illness or home delivery) covered (home delivery) supply. For more information,
condition Typically Preferred Brand & $20/prescription, deductible 50% coinsurance, deductible | refer to “National Drug List” at
More information = Non-Preferred Generic Drugs does not apply (retail and does not apply (retail) and Not | https://www.anthem.com/ca/p
about prescription = (Tier 2) home delivery) covered (home delivery) harmacy-information/.
drug coverage is *See Prescription Drug section
available at Typically Non-Preferred Brand $25/prescription, deducuble 50% coinsurance, deducnble of the p lan or policy document
https://www.anthe nd Genetic drugs (Tier 3 does not apply (retail and does not apply (retail) and Not | (e.g. evidence of coverage or
m.com/ca/pharma a eneric drugs (Tier 3) home delivery) covered (home delivery) certificate).
cy-information/.
Facility fee (e.g., ambulatory 10% coinsurance 30% coinsurance $350 maximum/admission for

surgery center) Out-of-Network Providers.

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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What You Will Pay

C(.)mmon Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exceptions, .&
Medical Event . . Other Important Information
(You will pay the least) (You will pay the most)
If you have
outpatient Physician/sutgeon fees 10% coinsurance 30% coinsurance none
surgery
ER deductible waived if
10% coinsurance, Emergency admitted directly from ER. 10%
Emergency room care room services deductible Covered as In-Network coinsurance, for Emergency
If you need applies Room Physician Fee deductible
immediate applies.
medical attention Ernergencvi il 10% coinsurance Covered as In-Network none
transportation
Urgent care §20/visit, % does nor 30% coinsurance none
If you have a Facility fee (e.g., hospital room) 10% coinsurance 30% coinsurance $250 pena.lty %f O.u t—of—Netxyork
hospital sta preauthorization is not obtained.
P y Physician/surgeon fees 10% coinsurance 30% coinsurance none
Office Visit
Office Visit Office Visit 988 lifeline/mobile crisis team
$20/visit, deductible does not ce Vs covered as In-Network. Virtual
. : 30% coinsurance .
Outpatient services apply . visits (Telehealth) benefits
If you need . Other Outpatient .
Other Outpatient . available.
mental health, . 30% coinsurance .
. 10% coinsurance Other Outpatient
behavioral health, none

or substance

. 10% coinsurance for Inpatient
abuse services

Physician Fee In-Network
Inpatient services 10% coinsurance 30% coinsurance Providers. 30% coinsurance for
Inpatient Physician Fee Out-of-
Network Providets.

20/visit, deductible does not . Maternity care may include tests
$20/ o 30% coinsurance ty Y

e apply and services described elsewhere

If you are Childbirth /delivery professional . . in the SBC (i.e., ultrasound).
Y . / RAY 10% coinsurance 30% coinsurance ( > . )
pregnant services - - *Coverage includes fertility

Childbirth /delivery facili . . reservation services, see

. / y ty 10% coinsurance 30% coinsurance p . L .

services - = Fertility Preservation section.
If you need help Home health care 10% coinsurance 30% coinsurance 120 visits/benefit petiod.
recovering or Rehabilitation services 10% coinsurance 30% coinsurance %See Therapy Services section
have other Habilitation services 10% coinsurance 30% coinsurance Py ’

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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Common
Medical Event

Services You May Need

What You Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

(You will pay the least)

(You will pay the most)

Eoecalicay Skilled nutsing care 10% coinsurance 30% coinsurance 10.0 dhags) b_eneﬁt P ?rlOd e
needs skilled nursing services.
- .
Durable medical equipment 10% coinsurance 30% coinsurance See. Durable Medmal
i Equipment section.
Hospice services No charge 30% coinsurance none
If your child Children’s eye exam Not covered Not covered non
needs dental or Children’s glasses Not covered Not covered one
eye care Children’s dental check-up Not covered Not covered none

Excluded Services & Other Covered Services:

excluded services.)

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other

e Children’s dental check-up
e Eye exams for a child
e Long-term care

e Routine foot care unless you have been
diagnosed with diabetes

Cosmetic surgery
Glasses for a child

Non-emergency care when traveling outside °

the U.S.
Weight loss programs

e Dental care (Adult)

e Infertility treatment

Routine eye care (Adult)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupunctute 20 visits/benefit period e Bariatric surgery (In-Network) e Chiropractic cate 30 visits/benefit period

e Hearing aids e Private-duty nursing in a Home Setting only

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those

agencies is: California Department of Insurance, Consumer Services Division, 300 South Spring Street, South Tower, Los Angeles, CA 90013, (800) 927-
HELP (4357) , Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform, or contact

Anthem at the number on the back of your ID card. Other coverage options may be available to you, too, including buying individual insurance coverage
through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan

* For more information about limitations and exceptions, see the plan or policy document at https://eoc.anthem.com/eocdps/ca/aso.
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documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your
rights, this notice, or assistance, contact:

ATTN: Grievances and Appeals, P.O. Box 4310, Woodland Hills, CA 91365-4310

Department of Labor, Employee Benefits Security Administration, (866) 444-EBSA (3272), www.dol.gov/ebsa/healthreform

Additionally, a consumer assistance program can help you file your appeal. Contact California Department of Insurance, 300 South Spring Street, 14th Floor,
Los Angeles, CA 90013, 800-927-4357, 800-482-4833 (T'TY), https://www.insurance.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the
premium tax credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

‘ To see examples of how this plan might cover costs for a sample medical situation, see the next section. ‘
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of
costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)

B The plan’s overall deductible $250
B Specialist copayment $20
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%
This EXAMPLE event includes services
like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Setvices
Childbirth/Delivery Facility Services
Diagnostic tests (#/trasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,700
In this example, Peg would pay:

Cost Sharing

Deductibles $250

Copayments $0

Coinsurance $600

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $910

B The plan’s overall deductible $250
B Specialist copayment $20
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services

like:

Primary care physician office visits (#ncluding disease
edncation)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (g/ucose meter)

Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $100
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $909

B The plan’s overall deductible $250
B Specialist copayment $20
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services
like:

Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $250
Copayments $70
Coinsurance $200
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $520

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Get help in your language

Language Assistance Services

Curious to know what all this says? We would be too. Here’s the
English version: IMPORTANT: Can you read this letter? If not, we
can have somebody help you read it. You may also be able to get
this letter written in your language. For free help with translations or
interpreter services, in a timely manner, please call the telephone
number on the back of your ID card. (TTY/TDD: 711). For more
help call the CA Dept. of Insurance at 1-800-927-4357 (TTY/TDD:
711)

Separate from our language assistance program,
we make documents available in alternative
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

Spanish

IMPORTANTE: ;Puede leer esta carta? Si no puede leerla,
podemos hacer que alguien lo ayude a leerla. También es posible
qgue pueda recibir esta carta escrita en su idioma. Para obtener
ayuda gratuita con traducciones o servicios de interpretacion, de
manera oportuna, llame al nimero de teléfono que figura en el dorso
de su tarjeta de identificacién. (TTY/TDD: 711). Para obtener mas
ayuda llame al Departamento de Seguros de California al
1-800-927-4357 (TTY/TDD: 711)

Arabic
oo el Lo Lasd lf i of LiSar vl 2liSes Y IS 13/ Falhasd) Jda se ) 2liSer o cala
sacbuall o Joanll olish U piSe bl fis o Jpeand/ L] oliSe: 4] 4 =
il a8 o Juai¥) o csalid] gl g A ail] g L gSall lan il ol duilaal
o L el Ao Jpasd] (TTY/TDD: 711) .k dalsll D 4lhs ob o o piSal
1-800-927-4357 (TTY/TDD: a8 4l Ao CA & colil 5 )10) e Jeail 502 Lsal)
711)

Armenian
bwidwlyp: Gt ns, Ubn dwuliwgbunubnhg UGyn upnn E oqub) d6q
Yuwipnwy wyl: ncp Guwnpnn Gp Lwle wyu bwdwlyp unwlivig d6n

1Gquyny: Rwpqgdwlncgntllbph ud pwpquwlswluwl
Swinwynipnliubph wliddwn b dwdwlwypl oglincsywl hwdwp
fulinpned BUp quiliquwhwnb) d6n ID pwpunh hwlwewl Ynndnod
lodwé hErwpunuwhwdwpny: (TTY/TDD* 711): Uybih pwwn
oqUnipywl hwdwn qulquhwnpbp CA-hwwwhnywgpniejuwl
pwahl® 1-800-927-4357 hEnwpunuwhwdwpny (TTY/TDD* 711):

Chinese

BT HEEEIETE P ANEFEE - RFTELUEAEEE - T8
B LIERZ LUTE YRR S RETIHLIS A - M RIFER BB I
REZE) » FRTTANID REEF &z 9t6% < (TTY/TDD: 711) - Zf57
EE MLy - 52572 1-800-927-4357 (TTY/TDD: 711) £Z CA FiEE

Farsi
) S AS (2080 ol 5 i o w8 S g |y el ) 2l L g
L 8y s [y ol Sl il s ] (K ae prined i€ S8 Lok A f il g3
(AT g S e 5 s o al gt g ARy K8 ol i€ il g0 s
(TTY/TDD: 711) 24K oles 263 D IS a0 tia i o jlat L [k
1-800-927-4357 2 jlad L CA ez o ol L ile KaS s o o) o
v oK Lt (TTY/TDD: 711)
Hindi
HEea Ul T HTT IF 77 92 TP 87 HRX g, Al §H e & 56 9877
T AT HET FIaT TFa 31 HTT 5F T & HTA1 3797 H 31 forear g
81 siegarer a7 GHTRAT Hars # Fwd e # 167, FIIT GHT T H9
UgeT 97 & N8 2T T BT 77 97 Fler F/ (TTY/TDD: 711) | iferF
TETIET 3 fore farwifaar A fasmer &1 CA 1-800-927-4357
(TTY/TDD: 711) 9T &TeT F31

Hmong

TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog nyeem tsis
tau, peb muaj neeg los pab koj nyeem nws. Koj los yeej tuaj yeem
tau txais daim ntawv no ua koj yam lus. Kom tau txais kev pab txhais
ntaub ntawv los sis cov kev pab cuam txhais lus pab dawb, kom
raws sif hawm, thov hu tus npawb xov tooj nyob sab nraum qab
ntawm koj daim npawv ID. (TTY/TDD: 711). Rau kev pab ntxiv hu
lub CA Lub Tuam Tsev Hauj Lwm ntsig txog Kev Tuav Pov Hwm
ntawm 1-800-927-4357 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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Japanese
EF CDFREFOIIFTEXZT P 2O LF0OL0ESE 7
&@%555;27:? CTos7l,ATEFT - 20 COFR-BELD
EETAFTEZESEH VT - FFT0iET0 — EXDER S F
— N E At B LDID 41— FEFICHESH TIWEE
HEEIT TEBLEITEBEEZ/AESL - (TTY/TDD: 711) &
ICFFL OV — PR BB S CA 7 U 7 4= TR
X TTEEZE 70 - B = 1-800-927-4357 (TTY/TDD:
711)

Khmer

CONGHIENS: ISESHGRISHUISIS: [5I11S?

JIES TS 1N: B NG SIS UM GIES NSNS
EISFRNG SR It 1S P A T SN T
AR S IS S A NS S SN ran

LLNUENS ISV S0 1FIMSIVEISTIE P EH M
ID &Is1Ui i8S (TTY/TDD: 711) 1 adfsni i St iiss

QIS SIAI ST SR HmSINUINISIE CA FSHUS 1-800-927-
4357 (TTY/TDD: 711)

Korean

F8: o] NS ol gy TFA FOH AL S T
A =S EF F g A E
Sl yojolu) B ABj2E FEE FA]o o] &5FA & H ID
FFE FH s A HoE A T4
Egol 8 of-/*fﬂ?? CA E & Ej 1-800-927-4357 (TTY/TDD:

711) o2 FHals] FHA 2.

Punjabi

HIFEYTE & FA 6T YFT UF Fae I? Aad 391, 7T WH [BAS 45
E5 FTs1 Hew a9 Fae I IH 8T YaT wEl 575 eg & Byer
Fare 1 WaeTE 7T EFTHIE Ree eT HET Hew BT AH IHT, faeur
Faa Wz ID aaw & Kig 185 28ids 3553 & &3 (TTY/TDD:
711). Jg Hee BECA E?J-F'.?%'?’ETEF 1-800-927-4357 (TTY/TDD: 711)
'FFE T

ololz of S ol =

(TTY/TDD: 711). &7}

Russian

BAXHASA MHPOPMALWA: Moxeme nu esl npodumams daHHoe
nucbMo? Ecriu Hem, Haw compydHUK NoMoxem sam & 3mom. Bel
makxe Moxeme nomny4Yums 0aHHoOe MUCbMO Ha 6aleM A3biKe.
Umobbi ceoespemeHHo nonyyYume becnnamHbie ycnyau
MUCbMEHHO20 Unu YyCmHoz20 nepesoda, Mo3soHUmMe no Homepy
meneghoHa, ykazaHHoMy Ha obopomHol cmopoHe sawiel
udeHmucbukayuoHHol Kapmel ydacmHuka (TTY/TDD: 711). 4ns
nonyyeHus dononHuUmMenbHoU NoOMOLU Mo3soHUMe &

Henapmamenm cmpaxosaHus wmama CA no Homepy 1-800-927-
4357 (TTY/TDD: 711)

Tagalog

MAHALAGA: Puwede mo bang basahin ang sulat na ito? Kung
hindi, puwede tayong humanap ng tacng tutulong sa iyo na basahin
ito. Maaaring matanggap mo rin ang sulat na ito sa iyong wika. Para
sa libreng tulong sa pagsasalin-wika o mga serbisyo ng interpreter,
na napapanahon, mangyaring tawagan ang numero ng telepono sa
likod ng iyong card ng ID. (TTY/TDD: 711). Para sa higit pang tulong
tawagan ang Departamentol ng Insurance ng CA sa 1-800-927-4357
(TTY/TDD: 711)

Thai

voa18a: aaaruaavuedlanialy winlyla .
(s1dauzhaarulvaansaaiuisaya lvavaavuiaididuniw1viaaaava
5 2aa1uEeinaanu 3 .
Asulaniavinsauinins lasdananuaiay Insawia1unaotas
is¥3163289A0 ( TTY/TDD: 711). maanuiaivfaiiuaun lnadaana

CA shatlssauaaivuiaiaz
1-800-927-4357 (TTY/TDD: 711).

Viethnamese ] ]
QUAN TRONG: Quy vi c6 thé doc duwoc la thuw nay khéng? Néu
khong, chung t6i c6 thé bd trf nguoi gfup quy vi doc. Quy Vi cung co
thé yéu cau nhén la thw nay duwoc viét bang ngén ngir cua quy vi. Dé
duoc 'ha tro mién phi vé dich vu bién dich hoéac théng dich, vui long
goi sé dién thoai & mét sau thé ID cua quy vj dé duoc ho tro kip
thoi. (TTY/TDD: 711). Bé duoc giup dé thém, héy goi S6 Bao hiém
CA theo s6

1-800-927-4357 (TTY/TDD: 711).

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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It’s important we treat you fairly

We follow state and federal civil rights laws in our health programs and activities. Members can get reasonable modifications as well as
free auxiliary aids and services if you have a disability. We don’t discriminate on the basis of race, color, national origin, ancestry,
religion, sex, marital status, gender, gender identity, sexual orientation, age or disability. For people whose primary language isn’'t English
(or have limited proficiency), we offer free language assistance services, in a timely manner, like interpreters and other written languages.
Interested in these services? Call the Member Services number on your ID card for help (TTY/TDD: 711) or visit our website. |f you think
we failed in any areas or to learn more about grievance procedures, you can mail a complaint to: Compliance Coordinator, P.O. Box
27401, Richmond, VA 23279, or if you think you were discriminated against based on race, color, national origin, age, disability, or sex,
you can mail a complaint directly to 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. You can also call 1-800- 368-1019 (TDD: 1-800-537-7697) or visit
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. #CA-CDI-001#
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