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This Summary of Benefits shows the amount you will pay for Cov ered Services under this Blue Shield of California benefit
Plan. Itis only a summary and it is part of the contract for health care coverage, called the Evidence of Coverage

(EOC).1 Please read both documents carefully for details.

Provider Network:

Full PPO Network

This benefit Plan uses a specific network of Health Care Providers, called the Full PPO providernetwork. Providersin
this network are called Participating Providers. You pay less for Cov ered Services when you use a Participating
Providerthan whenyou use a Non-Participating Provider. You can find Participating Providers in this network at

blueshieldca.com.

Calendar Year Deductibles (CYD)2

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for
Covered Services under the benefit Plan. Blue Shield pays for some Covered Services before the Calendar Year

Deductible is met, as noted in the Benefits chart below.

When using a Participating3 or Non-

Participating4 Provider

Calendar Year medical Deductible Individual coverage $100

Family coverage $100: individual
$200: Family

Calendar Year Out-of-Pocket Maximums

An Out-of-Pocket Maximum is the most a Member will pay for Cov ered Services
each Calendar Year. Any exceptions are listed in the Notes section at the end
of this Summary of Benefits.

No Lifetime Benefit Maximum

When using any combination Underthis benefit Plan there is no
When using a of Participating3 or Non- dollar limit on the total amount
Participating Provider3 Participating? Providers Blue Shield will pay for Cov ered
Individualcoverage $750 $1,500 Servicesin a Member's lifetime.
Family coverage $750: individual $1,500: individual
$1,500: Family $3,000: Family
A17265 (1/19) Plan ID: 7397 1 blueshieldca.com

Blue Shield of California is an independent member of the Blue Shield Association



Benefitsé Your payment

When using a When using a
Participating CYD2 Non-Participating CYD?
Provider3 applies Provider4 applies
Preventive Health Services”
Callifornia Prenatal Screening Program $0 $0
Annual routine physical examination office visit $10/visit 30% v
Colorectal cancer screening 10% 30% v
Osteoporosis screening 10% 30% v
Routine laboratory services $10/ v isit 30% v
Vision and hearing screening $10/v isit 30% v
ZI ge;isi?llgdnj;essary immunizations (according to $10/v isit 30% y
Well Baby office visits $10/v isit 30% v
er?nHuBrizgyiiganitine laboratory services and $10/visit 30% y
Well Baby vision and hearing screening $10/visit 30% v
Physician services
Primary care office v isit $20/ v isit 30% v
Specialist care office visit $20/v isit 30% v
Physician home v isit 10% 30% v
Physician or surgeon services in an Outpatient
Facility $0 Y 30% Y
Physician or surgeon services in an inpatient facility $0 v 30% v
Other professional services
Other practitioner office visit $20/v isit 30% v
Includes nurse practitioners, physician assistants,
and therapists.
Acupuncture services $10/v isit v $10/v isit v
Up to 24 visitsper Member, per Calendar Year.
Chiropractic services $10/visit v 30% v
Up to 24 visitsper Member, per Calendar Year.
Teladoc consultation $5/consult Not cov ered
Family planning
« Counseling, consulting, and education $10/v isit Not cov ered
. Injectable contraceptive $25/injection Not cov ered
« Diaphragm fitting 10% v Not cov ered
. Intrauterine device (IUD) 50% v Not cov ered
« Insertion and/or remov al of intrauterine device 10% v Not cov ered
« Implantable contraceptive 10% Not cov ered
. Tuballigation 10% v Not cov ered




Benefitseé

Your payment

When using a

When using a

Participating CYD2 Non-Participating CYD?
Provider3 applies Provider4 applies
. Vasectomy 10% v Not cov ered
« Infertility services Not cov ered Not cov ered

Podiatric services $20/v isit 30% v
Pregnancy and maternity care

Physician office visits: prenatal and postnatal $0 v 30% v

Physician services for pregnancy termination 10% v 30% v
Emergency services

Emergency room services $20/v isit $20/v isit

Ifadmitted tothe Hospital, this payment for
emergency room services does not apply.
Instead, you pay the Participating Provider
payment under Inpatient facility services/ Hospital
services and stay.

Emergency room Physician services $100/v isit v $100/v isit v
Urgent care center services $20/v isit 30% v
Ambulance services $50/transport v $50/transport v

This payment is for emergency or authorized transport.
Outpatient Facility services
30% up to
$350/day

Ambulatory Surgery Center $35/surgery v plus 100% of v

additional
charges

30% up to
$350/day

Outpatient department of a Hospital: surgery $35/surgery v plus 100% of v

additional
charges
30% up to

Outpatient department of a Hospital: treatment of $350/day

ilness or injury, radiation therapy, chemotherapy, 10% v plus 100% of v

and necessary supplies additional

charges

Inpatient facility services
30% up to
$600/day

Hospital services and stay $150/admission v plus 100% of v

additional

charges




Benefit

S6

Your payment

When using a
Participating
Provider3

CYD?
applies

When using a
Non-Participating
Provider4

CYD?
applies

Transplant services

This payment is for all covered transplantsexcept
tissue and kidney. For tissue and kidney transplant
services, the payment for Inpatient facility
services/ Hospitalservices and stay applies.

Special transplant facility inpatient services

Physician inpatient services

$150/admission
$0

Not cov ered

Not cov ered

Bariatric surgery services, designated California

counties

This payment is for bariatric surgery services for
residents of designated California counties. For
bariatric surgery services for residents of non-
designated California counties, the payments for
Inpatientfacility services/ Hospital services and stay
and Physicianinpatient and surgery services apply for
inpatientservices; or, if provided on an outpatient
basis, the Outpatient Facility services and Outpatient

Physician services paymentsapply.

Inpatient facility services

Outpatient Facility services

Phys

ician services

$150/admission
$35/surgery
$0

Not cov ered
Not cov ered

Not cov ered

Diagnostic x-ray, imaging, pathology, and laboratory

services

This payment is for Covered Services that are
diagnostic, non-Preventive Health Services, and
diagnosticradiological procedures, such as CT scans,
MRIs, MRAs, and PETscans. For the payments for
Covered Services that are considered Preventive
Health Services, see Preventive Health Services.

Laboratory services

Includes diagnostic Papanicolaou (Pap)test.

Laboratory center

Outpatientdepartment of a Hospital

X-ray and imaging services

Includes diagnostic mammography.

Outpatientradiology center

$20/v isit

$20/v isit

$20/ v isit

30%

30% up to
$350/day
plus 100% of
additional
charges

30%




Benefitseé

Your payment

When using a

When using a

Participating CYD2 Non-Participating CYD?
Provider3 applies Provider4 applies
30% up to
$350/day
. Outpatientdepartment of a Hospital $20/ v isit v plus 100% of v
additional
charges
Other outpatient diagnostic testing
Testingtodiagnoseiliness or injury such as
vestibular function tests, EKG, ECG, cardiac
monitoring, non-invasive vascular studies, sleep
medicine testing, muscle and range of motion
tests, EEG, and EMG.
. Office location $20/ v isit v 30% v
30% up to
$350/day
. Outpatientdepartment of a Hospital $20/v isit v plus 100% of v
additional
charges
Radiological and nuclear imaging services
. Outpatientradiology center $0 v 30% v
30% up to
$350/day
. Outpatientdepartment of a Hospital $0 v plus 100% of v
additional
charges
Rehabilitative and Habilitative Services
Includes Physical Therapy, Occupational Therapy, and
Respiratory Therapy.
Office location $20/ v isit v 30% v
30% up to
$350/day
Outpatientdepartment of a Hospital $20/v isit v plus 100% of v
additional
charges
Speech Therapy services
Office location $20/v isit v $20/v isit v
30% up to
$350/day
Outpatientdepartment of a Hospital $20/v isit v plus 100% of v
additional
charges
Durable medical equipment (DME)
DME 10% v 30% v




Benefitseé

Your payment

When using a
Participating
Provider3

CYD?
applies

When using a
Non-Participating
Provider4

CYD?
applies

Breast pump

Not cov ered

Not cov ered

Orthotic equipment and devices 10% v 30% v
Prosthetic equipment and devices 10% v 30% v
Home health services
Up t0 100 visits per Member, per Calendar Year, by a
home health care agency. All visitscount towardsthe
limit, includingvisits during any applicable Deductible
period, except hemophilia and home infusion nursing
visits.
Home health agency services 10% v Not cov ered
Includes home visits by a nurse, Home Health
Aide, medical socialworker, physicaltherapist,
speech therapist, or occupationaltherapist.
Home visits by an infusion nurse 10% v Not cov ered
Home health medical supplies 10% v Not cov ered
Home infusion agency services 10% v Not cov ered
Hemophilia home infusion services 10% v Not cov ered
Includes blood factor products.
Skilled Nursing Facility (SNF) services
Up to 100 days per Member, per Benefit Period,
except when provided as part of a Hospice program.
All days count towards thelimit, including days during
any applicable Deductible period and daysin
different SNFs duringthe Calendar Year.
Freestanding SNF 10% v 10% v
30% up to
$600/day
Hospital-based SNF $150/admission v plus 100% of v
additional
charges
Hospice program services
Pre-Hospice consultation $0 Not cov ered
Routine home care $0 Not cov ered
24-hour continuous home care 10% v Not cov ered
Short-term inpatient care for pain and symptom 10% y Not cov ered
management
Inpatient respite care $0 Not cov ered




Benefitseé

Your payment

When using a

When using a

Participating CYD? Non-Participating CYD?
Provider3 applies Provider4 applies
Other services and supplies
Diabetes care services
. Devices, equipment, and supplies 10% v 30% v
. Sel-management training $20/v isit 30% v
30% up to
$300/day
Dialysis services 10% v plus 100% of v
additional
charges
PKU product formulas and Special Food Products 10% v 10% v
Allergy serum 10% v 30% v
Mental Health Benefits Your payment
When using a When using a
Mentalhealth Benefits are provided through Blue MHSA MHSA Non-
Shield's MentalHealth Services Administrator (MHSA). Participating CYD? Participating CYD?
Provider3 applies Provider4 applies
Outpatient services
Office visit, including physician office visit $10/v isit 30% v
Other outpatient services, including intensive
i $0 30% v
outpatient care
Behavioral health treatment in an office setting $0 v 30% v
Behavioral health treatment in home or other non-
o i, $0 v 30% v
institutional facility
30% up to
$350/day
Partial hospitalization program $0 v plus 100% of v
additional
charges
Psychological testing $0 v 30% v
Inpatient services
Physician inpatient services $0 v 30% v
30% up to
$600/day
Hospital services $150/admission v plus 100% of v
additional

charges




Mental Health Benefits

Your payment

When using a When using a
Mentalhealth Benefits are provided through Blue MHSA MHSA Non-
Shield's Mental Health Services Administrator (MHSA). Participating CYD? Participating CYD?2
Provider3 applies Provider4 applies
30% up to
$600/day
Residential care for mental health condition $150/admission v plus 100% of v
additional
charges
Substance Use Disorder Benefits Your payment
. i When using a When using a
S:Jbst;\hcl:e'usedlsolr:er Ibsneﬁt.sare prowaedthrough MHSA MHSA non-
Blue Shield's mentalhealth services administrator participating CcYD? participating CYD?
(MHSA). provider3 applies provider4 applies
Outpatient services
Office visit,including physician office v isit $10/v isit 30% v
Other outpatient services, including intensive 0 30% y
outpatient care and office-based opioid treatment
Behav ioral health treatment in an office setting $0 v 30% v
!Beh.av.loral hea.IFh treatment in home or other non- $0 y 30% v
institutional facility
30% up to
$350/day
Partial hospitalization program $0 v plus 100% of v
additional
charges
Psychological testing $0 v 30% v
Inpatient services
Physician inpatient services $0 v 30% v
30% up to
$600/day
Hospital services $0 v plus 100% of v
additional
charges
30% up to
Residential care for substance use disorder $600/day
o $0 v plus 100% of v
condition .
additional
charges




Prior Authorization

The following are some frequently-utilized Benefits that require prior authorization:

e Radiological and nuclear imaging services ¢ Mentalhealth services, except outpatient office
V isits
e Inpatientfacility services e Hospice program services

¢ Home health services from Non-Participating
Providers

Please review the Evidence of Cov erage for more about Benefits that require prior authorization.

Notes

1

Evidence of Coverage (EOC):

The Evidence of Cov erage (EOC) describes the Benefits, limitations, and exclusions that apply to cov erage under this
benefit Plan. Please review the EOC for more details of cov erage outlined in this Summary of Benefits. You can request
a copy of the EOC at any time.

Defined terms arein the EOC. Refer to the EOC for an explanation of the terms used in this Summary of Benefits.

Calendar Year Deductible (CYD):

Calendar Year Deductible explained. A CalendarYear Deductible is the amount you pay each Calendar Year before
Blue Shield pays for Cov ered Services under the benefit Plan.

If this benefit Plan has any Calendar Year Deductible(s), Cov ered Services subject to that Deductible are identified
with a check mark (v) in the Benefits chart above.

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These
Cov ered Servicesdo not hav e a check mark (v ) nexttothem in the"CYD applies” column in the Benefits chartabove.

Family coverage has anindividual Deductible within the Family Deductible. Thismeans that the Deductible willbe met
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family
Deductible within a Calendar Year.

Using Participating Providers:

Participating Providers have a contract to provide health care services to Members. When you receive Cov ered
Servicesfrom a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar
Year Deductible has been met.

Your payment for services from “Other Providers.” You wil pay the Copayment or Coinsurance applicable to
Participating Providers for Cov ered Services received from Other Providers. Howev er, Other Providers do not have a
contract to provide health care services to Members and so are not Participating Providers. Therefore, you will also
pay all charges abov e the Allowable Amount. This out-of-pocket expense can be significant.

Using Non-Participating Providers:

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive
Cov ered Servicesfrom a Non-Participating Provider, you are responsible for both:

. the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and

. any charges abovethe Alowable Amount (which can be significant).



Notes

“Allowable Amount” is defined inthe EOC. In addition:

« Any Coinsurance is determined from the Allowable Amount.

. Any charges above the Alowable Amount are not covered, do not count towards the Out-of-Pocket

Maximum, and are your responsibility for payment to the provider. This out-of-pocket expense can be
significant.

« Some Benefits from Non-Participating Providers hav e the Alowable Amount listed in the Benefits chart as a
specific dollar ($) amount. You are responsible for any charges abov e the Alowable Amount, whether or not
an amount is listed in the Benefits chart.

5 Calendar Year Out-of-Pocket Maximum (OOPM):

Your payment after you reach the Calendar Year OOPM. You wil continue to pay all charges above a Benefit
maximum.

Essentialhealth benefits count towardsthe OOPM.

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year
Deductible also count towards the Calendar Year Out-of-Pocket Maximum.

This benefit Plan has a Participating Provider OOPM as wellas a combined Participating Provider and Non-Participating

Provider OOPM. This means that any amounts you pay towards your Participating Provider OOPM also count towards
your combined Participating and Non-Participating Provider OOPM.

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an
individualwith Family cov erage who meets the individual OOPM prior to the Family meeting the Family OOPM within
a Calendar Year.

6 Separate Member Payments When Multiple Covered Services are Received:

Each time you receive multiple Cov ered Services, you might hav e separate payments (Copayment or Coinsurance)
for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example,
you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an
allergy shot.

7 Preventive Health Services:

If you only receiv e Prev entiv e Health Servicesduring a physician office visit,a Copayment or Coinsurance may apply
for the visit. If you receiv e both Prev entiv e Health Servicesand other Cov ered Services during the physician office visi,
you may hav e a Copayment or Coinsurance for the visit.

Benefit Plans may be modified to ensure compliance with State and Federal requirements.

10



Northern California Pipe Trades H&W

THIS DRUG COVERAGE SUMMARY IS ADDED TO BE

TrustFund COMBINED WITH PPO PLANS UNIFORM HEALTH PLAN
BENEFITS AND COVERAGE MATRIX. THE EVIDENCE OF

CUStOm PPO Pla_m_ COVERAGE AND PLAN CONTRACT SHOULD BE

Outpatient Prescription Drug Coverage CONSULTED FOR A DETAILED DESCRIPTION OF

(For groups of 300 and above) COVERAGE BENEFITS AND LIMITATIONS.

Blue Shield of California

Highlight: ~ $0 Calendar Year Pharmacy Deductible
$10 Formulary Generic/$20 Formulary Brand/$35 Non-Formulary Brand Drug - Retail Pharmacy
$20 Formulary Generic/$40 Formulary Brand/$70 Non-Formulary Brand Drug - Mail Service

Covered Services Member Copayment

DEDUCTIBL ES (Prescription drug coverage benefits are not subject to the medical plan deductible.)

Calendar Year Pharmacy Deductible None

PRESCRIPTION DRUG COVERAGE! Participating Pharmacy Non-Participating Pharmacy”®

Retail Prescriptions (up to a30-day supply)

e Contraceptive Drugs and Devices? $0 per prescription Applicable Generic, Brand or
Non-Formulary Copayment®

e Formulary Generic Drugs $10 per prescription 25% + $10 per prescription

e  Formulary Brand Drugs® 4 $20 per prescription 25% + $20 per prescription

e Non-Formulary Brand Drugs® 4 $35 per prescription 25% + $35 per prescription

Mail Service Prescriptions (up to a 90-day supply)

e Contraceptive Drugs and Devices? $0 per prescription Not Covered
e Formulary Generic Drugs $20 per prescription Not Covered
e  Formulary Brand Drugs® 4 $40 per prescription Not Covered
e Non-Formulary Brand Drugs® 4 $70 per prescription Not Covered

Specialty Pharmacies (up to a30-day supply)®
e  Specialty Drugs® 30% Not Covered
(Up to $150 copay ment
maximum per prescription)

1 Amounts paid through copayments and any applicable pharamcy deductible do not accrue to the member's medical calendar year out-of-pocket maximum. Please
refer to the Evidence of Coverage and Plan Contract for exactterms and conditions of coverage. Please note that if you switch from another plan, your prescription
drug deductible credit, if applicable, fromthe previous plan during the calendar year will not carry forward to your new plan.

2 Contraceptive Drugs and Devices covered under the outpatient prescription drug benefits will not be subject to the applicable calendar year pharmacy deductble
when obtained from a participating pharmacy. If a brand contraceptive is requested when a generic equivalentis available, the member will be responsible for
pay ing the difference between the cost to Blue Shield for the brand contraceptive and its generic drug equivalent. In addition, select contraceptives may need prior
authorization to be covered without a copayment.

3 Select formulary and non-formulary drugs require prior authorization by Blue Shield for Medical Necessity, or when effective, lower cost alternatives are available.

4 If the member requests a brand drug and a generic drug equivalent is available, the member is responsible for paying the generic drugcopayment plus the
differencein costto Blue Shield between the branddrug and its generic drug equivalent.

5 Specialty Drugs are Drugs requiring coordination of care, close monitoring, or extensive patient training for sef-administrationthat generally cannotbe metby a
retail pharmacy and are available at a Network Specialty Pharmacy. Specialty Drugs may also require special handling or manufacturing processes (such as
biotechnology), restriction tocertain Physicians or pharmacies, or reporting of certain clinical events to the FDA. Specidty Drugs are generally high cost.

6 Specialty drugs are available from a Network Specialty Phamacy. A Network Specialty Pharmacy provides specialty drugs by mail or upon member request, at an
associated retail store for pickup.

7 To obtain prescription drugs, including contraceptive drugs and devices at a non-participating pharmacy, the member must first pay all charges for the prescription
and submit a completed Prescription Drug Claim Form for reimbursement. The memberwill be reimbursedthe price paid for the drug less any applicable
deductible, copayment or coinsurance (Generic, Formulary Brand, or Non+ormulary Brand) and any applicable out of network charge.

8 Outpatient prescription drug copayments for covered drugs obtained from non-participating pharmacies will accrue to the participating provider maximum calendar
y ear out-of-pocket maximum.

blue @ of california blueshieldca.com

An independent member of the Blue Shield Association



Note: This plan's prescription drugcoverage is on average equivalentto or better thanthe standard benefit set by the Federal government for Medicare Part D (also called
creditable coverage). Because this plan's prescription drug coverage is creditable, youdo not have to enroll in a Medicare prescription drug plan while you maintain this

cov erage. However, you should be aware thatif you have a subsequent break in this coverage of 63 days or more anytime after you were first eligible to enroll in a Medicare
prescription drug plan, you couldbe subject to a late enroliment penaly in addition to your Part D premium.

Important Prescription Drug Information

You can find details about your drug coverage three w ays:
1. Check your Evidence of Coverage.
2. Go to https://lwww.blueshieldca.com/bsca/pharmacy/home.sp andlog onto My Health Plan from the home page.
3. Call Member Services at the number listed on your Blue Shield member ID card.

At Blue Shield of California, w e're dedicated to providing you with valuable resources for managing your drug coverage. Go online to
the Pharmacy section of https://www.blueshieldca.com/bsca/pharmacy/home.sp and select the Drug Database and Formulary to
access a variety of useful drug information that can affectyour out-of-pocket expenses, such as:

e Look up non-formulary drugs withformulary or generic equivalents;

e Look up drugs that require step therapy or prior authorization;

e Find specifics about your prescription copayments;

e Find local netw ork pharmacies to fill your prescriptions.

TIPS!

Using the convenient mail service pharmacy can save you time and money. If you take a consistent dose of a covered
maintenance drug for a chronic condition, such as diabetes or high blood pressure, you can receive up to a 90-day supply through the
mail service pharmacy witha reduced copayment. Call the mail service pharmacy at (866) 346-7200. Members using TTY equipment
cancall TTY/TDD 866-346-7197.

Plan designs may be modified to ensure compliance with State and Federal requirements.
A16154-c(01/19) M S040519;061419 GF
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Northern California Pipe Trades H & W Trust Fund
Additional Hearing Aid and Ancillary Equipment
Benefit

Attachment to Benefit Summary (Uniform Benefits and Coverage Matrix)

Additional cov erage forPPO plans

How the Plan W orks

In addition to the benefits set forth in the Benefit Summary (Uniform Benefitsand Coverage Matrix), your group hasadded hearing aid
benefitsto your benefit plan. Coverage includes hearing aid services, subject to the conditions and limitations listed below.Thisrider
providesa $2,000 allowance every 24 monthstowards the purchase of hearing aids and ancillary equipment. The calendaryear
deductible doesnot apply to the services provided in this hearing aid services benefit and hearing aid expensesin excess ofthe
maximum allowance are notincludedin the calendar year out-of-pocket maximum amount.

Coverage Details

The hearing aid allowance includes:
¢ A hearingaid instrument, monaural or binaural, including ear mold(s) and the initial battery and cords
¢ Hearing aid examination (for ev aluation and/or fitting, counseling, and adjustments)
¢ Hearingaid device checks

e Electroacoustic evaluationsfor hearing aids

Benefit Plan Design

Plan Options Benefit Allowance

PPO Plans $2,000 allow ance every 24 months

The following services are not cov ered:
e« Purchase of batteries orotherancilary equipment, exceptthose covered underthe terms of the initial hearing aid purchase
¢ Chargesfor a hearing aid which exceed specifications prescribed for correction of a hearing loss

¢ Replacement partsforhearing aids, repair of hearing aid afterthe cov ered warranty period and replacement of a hearing
aid more than oncein any period of 24 months

e Surgicallyimplanted hearing devices

All benefits are subject to the general provisions, limitations and ex clusions listed iny our Evidence of Coverage.

An independent member of the Blue Shield Association A19528 (01/19)_



Northern California Pipe Trades H & W Trust Fund
Additional Blue Shield Infertility Benefits

How the Plan W orks

Your health plan includesinfertility benefitsin addition to those listed in the Benefit Summary (Uniform Benefitsand Coverage Matrix?).
Cov erage includes authorized professional, hospital, ambulatory surgery center, and ancillary services, aswell asinjectable drugs.
Benefits are provided fora medically ap proptriate diagnostic work-up and ART (Assisted Reproductive Technology) procedures?.

Coverage Details

The following ART procedures and associated services are limited, per lifetime asshown.
e Six (6) natural (withoutovum/egg [oocyte or ov ariantissue] stimulation) artificialinseminations and;
e Three (3) stimulated (with ovum/egg [oocyte or ov arian tissue] stimulation) artificialinseminations and,;
¢ One (1) gameteintrafallopian transfer (GIFT)3

¢ Cryopreserv ationof sperm/ oocytes/ embryoswhen retrieved from a cov ered subscriber, spouse ordomestic partner. Benefits
include cryopreservation services for a condition whichthe treating physician anticipates will cause infertility in the future
(except whenthe infertile condition is caused by elective chemical or surgical sterilization procedures). Benefits are limited to
oneretriev aland one year ofstorage per person perlifetime

EXCLUDED: in-vitro fertilization (IVF), intracytoplasmic sperminjection (ICSl), and zygote intrafallopian transfer (ZIFT).

All benefits are subject to a lifetime benefit maximum+*and copayment.

Health Plans Copayment
HMO plans** 50% of the allow able amount
PPO Plans** 50% of the allow able amount

1 If youare an HMO member, sewvicesthat diagnose and treat the cause of infettility are included in your basic plan benefits. For PPO, members, diagnosis and treatment for the
cause of infertility are only covered when the groupadds "Additional Blue Shield Infettility Benefits" tothe Plan.

2 These services are coveredonly when authorized by Blue Shield and provided by a Participating Provider (Shield Spectrum PPO Savings Plus Plans and Active Choice Plans).
Procedures mustbe consistentwith established medical practicein treatment of infertility and induced fertiization.

3 This procedure is covered only when performed on a subscriber or covered spouse/ domestic partner.
4 The lif etime benefit maximums for the above described procedures apply to all services related toor performed in conjunction with such procedures.

** Services provided under this benefit are not subject to any applicable calendar year medical deductible and do not accrue to the calendar year out-of-pocket
maximum. Services continue to be the membersresponsibility after the calendar year out-of-pocket maximum s reached.

Thisis only a summaury for informational purposes. It isnot a contract. Please referto the plan contract and Evidence of Coverage fora
detailed description of cov ered benefits and limitations.



Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:

e Provides aids and services at no cost o people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Written information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.

Blue Shield of California b | U e
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Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able fo get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: sPuede leer esta carta?¢ Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identfificacion de Blue Shield o al (866) 346-7198. (Spanish)

EEEA : CEEEEEHER ? MRARE - RMILUBAEREE - SHE0I ATMENESER
- MEBRBEE - A BRI ESIEEABlue Shield IDFEE LX) E8/ZEREINVES - UERBIT
&4 (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc I& thu nay khéng? Néu khong, chung t6i co thé nho _nguoi giup quy
vi doc thuw. Quy vi cling c6 thé nhan la thw nay dwoc viét badng ngdn nglr cua quy vi. Pé dwoc hé tro
mién phi, vui Idng goi ngay dén Ban Dich vu Hdi vién/Khach hang theo sé & mat sau thé ID Blue Shield
cla quy vi hoac theo sé (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
0 (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahgd6 éi, naaltsoos nich’{’
yiidoottahigii ta’ nihee hol¢. Dii naaltsoos ald6’ t"aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikd’ adoowot ninizingd nihich’i” béésh bee hodiilnih d66 namboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodagé éi (866) 346-7198 ji” hodiilnih. (Navajo)

ol0|2 S48l of AAIZ
3|91/ 22 MH|A HSHHS =

YUCBINC B Gupnpubnud &p Juppuy wyu iudwlp: Gph ny, wuyw dkip Yoqukip dkq: dnip whnp &
twl jupnnutup unwbug wyu twdwlp dkp 1Eqny: Ownwynipmniiut widdwn k: vugpnud Bup
wiudhowy bu quiuquhwpt] Zwdwnpyubnh vywuwpdwt pwduh hkpwinuwhwdwpny, npp wyyws &
Akin Blue Shield ID pupwnp knlh dwund, Jud (866) 346-7198 hwidwipny: (Armenian)

BAXHO: He morkeTe npoyecTb gaHHOe NMcbMo? Mbl MOMOXKeM BaM, eC/i HeobxoAMMO. Bbl TaKyKe MoxKeTe
MOYYMTb 3TO MMCbMO HaNMcaHHOE Ha BalleM POAHOM fA3blKe. Mo3BoHUTE B CNy3K6Y KANEHTCKOWM/UneHCKoM
noAAepXKu nNpsamo cekyac no TenedoHy, ykasaHHoOMy c3aau naeHTMdUKaLMoHHoM KapToel Blue Shield, nam no
TenedpoHy (866) 346-7198, 1 Bam nomoryT coseplueHHo BecnnatHo. (Russian)

HE . i:%% COFMEFBLZENTEETN? b LA Z &R TERWEGEES, LD, BEEk
R @“6)%@%%@&\711,2@“ Fo. BEKROBEE TENMNTEFREBEYV T2 L B
ECTY, BEOVR—FE2RLELINDEAL. BlueShield DV — FOERICEHINTWILE/BE
B — B ADOEFEES. £720%. (866)346-7198IZBEFE A BT < 2 &V, (Japanese)
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2l e (i a8 LR 50 Ladi 4y S () ) (ous e ctand e lly R €l g 1) 4l Cpl il i T zpgn
Cudiy 548 il o jladd 3yl 3 85 <gh (g adal (&G CSaS iy 0 gy aS il 5 A b A | el Gl o 5K 43

A8 il (6 jilie/lae ] Cledd L (866) 346-7198 Gilio jlad 35k 3 L 5 Cal o252 (U Blue Shield (oulid <\
(Persian)

HIZRYTS: ot A A U39 § Ug Aee I A odl 3T oA § ugs feg Hee Seh wil iR fonast e ydu 59
Ao ' | 3HI fag U39 wre! 97 <o B fmr It & Y3 59 Hee J1 He3 <9 Hee Yu3 996 8¢ 3d3
Blue Shield ID aJ3 © filg i3 Heg/acHd AJfeA 28Ida 59 3, 7 (866) 346-7198 3 'S aJ| (Punjabi)

EJFTII!‘JB’IS'% IBEAGUEsIS: sizigis? iW0SsSMoGis IR MAGEIANHAS M ST
E/M1S1Y RAHGSSUTSTEMSINMUNIUIESRRTEN U USSWIsNUSSSSIY
uygiuTigiinamugisimsiuasgiuninnueSs/Ha SN sTzueSI1STUTSRUMN IEN N Blue Shield
JUﬁ.ﬁjﬁ YUMBiwiiiue (866) 346-7198 (Khmer)

138 e Jgeanll ) Ll 2liad 8 4l i 8 doclid Lo (add juaa WiSe i) i adaiasd al of Solaall 138 8¢ )8 aulainds Ja: agal)

cilall e o saall glac Y1 an/eDaall daxd Caila a8 5 e oY) Juai¥) Al g saeluall Lo Jgeanll dlialy L i< (iladl)

(Arabic).(866) 346-7198 &l e i Blue Shield 4 s¢l) 48ay (0 il

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib
tug neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau
kev pab txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau

sab nraum nrob gqaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198.
(Hmong)

dhdny: anusuavansaduillswae i vnlile TWsawemnuvhsandewls

At lssuasminuavuililumunwasans wndosmsanushowds lay ldden Toane
TusasinsiarnsusmMeand/aungnmauss Insdnw lutnsus:ansh Blue Shield vainas niolns
(866) 346-7198 (Thai)

HECAYOT: AT 31T $H T 1 UG Hehl 82 UG 81, ol H 38 UG H AT Heg o [T Fore safered st yaer
Y Hehcl & | 31T S8 T T HTAT 3157 3 3 ITec T Hehed & | To¥:9[eh Heg ITocl $¥et o foIT 3791 Blue Shield
ID TS & NS T I Fa/FEcHT AfaT Sl AeT, IT (866) 346-7198 TWHIT Y| (Hindi)

S9S9en: Ui‘)l)ﬁmmémﬁomgeiﬁﬁﬁ? Hr8900ld, woncSazavrolivrgdugoesulitanyld.
m")1)&3’35‘)nﬁoé?ﬁccuﬁomﬁeﬁcﬁnw‘):’5‘)2831;)")1)26.2"5‘)51)90‘)uéoec@accuuécs&)m, NEQVI
twmcBlngey&reu3nInsrnIgn/anen wnhHcBlnsrSuegdIwdvosrw98n Blue Shield 2o9uaw,
DnlumacD(866) 346-7198. (Laotian)
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Have questions? Get answers.

If you have any questions about the health plans described
in this brochure, call Member Services at (855) 256-9404,
7 a.m. to 7 p.m. PST, Monday through Friday.

Take us with you anywhere

Log in fo our mobile app and keep your health plan at your fingertips.
Our mobile app is available on the App StoreSMand Google Play™.

GETITON #Z Download on the
‘ »’ Google Play ‘ o App Store

Find us on social media

Follow us on Facebook at facebook.com/BlueShieldCA, Twitter
@BlueShieldCA and Instagram @BlueShieldofCA for healthy tips, daily
inspiration, member info and support. It's an easy way to stay connected.

Member confidentiality

Blue Shield protects the confidentiality and privacy of your personal and health information, including medical
information and individually identifiable information such as your name, address, telephone number and
Social Security number. To ensure this, Blue Shield requires a signed authorization form for you to access health
information for your spouse or dependents over the age of 18.

To request an authorization form, call Blue Shield Member Services. Or, you can also download the form by going
to blueshieldca.com. Just log in, select Family Members under “Who's Covered” and then choose Manage Family.
Scroll to the bottom of the page to download the Authorization for Release of PHI form.

If you don't have access to the Internet, or you have questions about how Blue Shield protects your privacy and
confidentiality, please call our Privacy Office directly at (888) 266-8080.

Apple and the Apple logo are trademarks of Apple Inc. App Store is a service mark of Apple Inc.
Google Play is a trademark of Google Inc.

Blue Shield and the Shield symbol are registered tfrademarks of the BlueCross BlueShield Association, an
association of independent Blue Cross and Blue Shield plans .

Blue Shield of California complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability or sex.

Blue Shield of California cumple con las leyes federales de derechos civiles aplicables y
no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Blue Shield of California :&=r#& AR M RIEEZERE, FREK. E€. Rkn#K. &
Bh. BEREE R M RERT A
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