blue § of california

Summary of Benefits and Coverage: What This Plan Covers & What You Pay For Covered Services

CalPERS Access + EPO

Coverage Period: Beginning On or After 01/01/2020
Coverage for: Individual + Family| Plan Type: EPO

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 aboutthe cost of this plan (called the premium) will be provided separately.
Thisis onlya summary. For more information about your coverage, or to geta copy of the complete terms of coverage, visit
www.blueshieldca.com/sites/calpersmember/plans-benefits/documents.sp orcall 1-800-334-5847. For general definitions of common terms, such as allowed

amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at

healthcare.govisbc-glossary or call 1-866-444-3272 to request a copy.

ImportantQuestions ~ |Answers | Why This Matters:

What is the overall
deductible?

Are there services
covered before you meet
yourdeductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limitfor this plan?

What is notincludedin
the out-of-pocket limit?

Willyou pay less ifyou
use a network provider?

Do you need a referral to
see a specialist?

$0.

Yes. Preventive care and other
services listed in your complete
terms of coverage.

No.

For participating providers:
Medical: $1,500 per individual /
$3,000 per family.

Pharmacy: $6,650 per individual /
$13,300 per family. Includes
$1,000 for mail-service formulary
prescription drugs per member.

Copayments for certain services,
premiums, balance-billing charges,
and health care this plan doesn’t
cover.

Yes. See
www.blueshieldca.com/calpers
or call 1-800-334-5847 for a list of
network providers.

No.

See the Common Medical Events chart below for your costs for services this plan covers.

Thisplan covers someitems 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
senvices without cost-sharing and before you meet your deductible. See a list of covered
preventive services at healthcare.govicoverage/preventive-care-benefits/.

You don't have to meet deductibles for specific senvices.

The out-of-pocket limitis the most you could pay in a year for covered senices. If you have other
family membersinthis plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limithas been met.

Even though you pay these expenses, they don’t counttoward the out-of-pocket limit.

Thisplan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a
provider for the difference between the provider's charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Checkwith your provider before you get senvices.

You can see the specialistyou choose without a referral.

Blue Shield of California is an independent member of the Blue Shield Association.
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u All copayment and coinsurance costs shownin this chart are after your deductible hasbeen met, if a deductible applies.

 WhatYouWillPay
Common Services You May Plan Pro _deYVhat ULRAL I:l?)n Plan Provider Limitations, Exceptions, & Other Important
Medical Event Need —an TToVicer Vi Information
You will pay the least You will pay the most

Enimiary Gare nsitiojtreat $15Nisit Not Covered None
aninjury orillness
If youvisita health Specialist visit $15/isit Not Covered None
care.pr.ovider’s office Preventive care/ You may have to pay for services that aren’t
or clinic screeningl No Charge Not Covered preventive. Ask your provider if the senices
4gimmunization needed are preventive. Thencheckwhat your
plan will pay for.
Diagnostic test X-Ray & Imaging: No Charge Covei/e d ging: The services listed are at a freestanding
(x-ray, blood work) Other Diagnostic Other Di fi location.
Examination: No Charge o 1agnostic
If you have a test Examination: Not Covered
e ﬁgtgﬁifgéRad/ology G Sgttp gcz;lj:rz;lgad/ology G Preauthorization is required. Failure to obtain
(CT/PET scans,MRIs) Outpatient Hospital: No Outpatient Hospital: Not p—b;ael]ittz SlzteEA I P e
Charge Covered
gff:g&iglgszzzftlgp Retail: Covers up to a 30-day supply; 50%
e e s Maintenance Drug s at Select coinsurance of Blue Shield contracted rate for
treat yourillness or Generic drugs Retail Pharmacies: Not Covered drugs to treat erectile dysfunction.
condition $10/prescription . .
O Do
ggﬁig p:'i: r;s;illle%ble at gj::g&zioggae;;g/pg?n day supply. Alist of select retail pharmacies
blueshieldca.com/ Maintenance Drugs at Select can be obtained by going to the Pharmacy
Brand Formulary Drugs ) e Not Covered Resources page at
formulary Retail Pharmacies:

www.blueshieldca.com/calpers.

$40/prescription
Mail Order: $40/prescription

Blue Shield of California is an independent member of the Blue Shield Association.
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Services You May
Need

Plan Provider
You will

Common
Medical Event

If you have outpatient
surgery

If you need immediate
medical attention

Brand Non-Formulary
Drugs

Specialty drugs

Facilityfee (e.g.,
ambulatory surgery
center)

Physician/surgeon fees

Emergencyroom care

Emergency medical
transportation

Urgent care

Retail: $50/prescription
Extended Quantity of
Maintenance Drugs at Select
Retail Pharmacies:
$100/prescription

Mail Order. $100/prescription

$30/prescription

Ambulatory Surgery Center:
No Charge

Outpatient Hospital: No
Charge

No Charge

Facility Fee: $50Nisit
Physician Fee: No Charge

No Charge

$15Misit

Not Covered

Not Covered

Ambulatory Surgery Center:
Not Covered

Outpatient Hospital: Not
Covered

Not Covered

Facility Fee: $50Misit
Physician Fee: No Charge

No Charge

Within Plan Service Area:
Not Covered

Outside Plan Service Area:
$15Misit

Limitations, Exceptions, & Other Important
Information

Mail Order. Covers up to a 90-day supply.
Failure to obtain preauthorization may resultin
denial of coverage.

Select formulary and non-formulary drugs
require preauthorization.

Covers up to a 30-day supply. Coverage
limited to drugs dispensed by Network
Specialty Pharmacies unless medically
necessary for a covered emergency.
Preauthorization is required. Failure to obtain
pre authorization may result non-payment of
benefits.

None

None

Emergency senices copayment does not
apply if Memberis admitted directly to hospital
as an inpatientfrom emergency room or kept
for observation and hospital bills for an
emergencyroom observation visit.
Thispaymentis for emergency or authorized
transport.

None

Blue Shield of California is an independent member of the Blue Shield Association.
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Services You May
Need

Plan Provider
You will

Common
Medical Event

If you have a hospital
stay

If you need mental
health,behavioral
health,or substance
abuse services

If you are pregnant

Facility fee (e.g., hospital
room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery
professional services

Childbirth/delivery facility
senices

No Charge

No Charge

Office Visit: $15Nisit
Outpatient Services: No
Charge

Partial Hospitalization: No
Charge

Psychological Testing: No
Charge

Physician Inpatient Services:
No Charge

Hospital Services: No
Charge

Residential Care: No Charge

No Charge

No Charge

No Charge

Not Covered

Not Covered

Office Visit. Not Covered
Outpatient Services: Not
Covered

Partial Hospitalization: Not
Covered

Psychological Testing: Not
Covered

Physician Inpatient Services:
Not Covered

Hospital Services: Not
Covered

Residential Care: Not
Covered

Not Covered

Not Covered

Not Covered

Limitations, Exceptions, & Other Important
Information

Preauthorization is required. Failure to obtain
preauthorization may result in non-payment of
benefits.

None

Preauthorization is required except for office
visits. Failure to obtain preauthorization may
result in non-payment of benefits.

None

None

None

Blue Shield of California is an independent member of the Blue Shield Association.
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Common Services You May Plan Provider . Limitations, Exceptions, & Other Important
Medical Event Need You% e Information

Preauthorization is required. Failure to obtain

Home health care $15Nisit Not Covered preauthorization may result or non-payment of
benefits.
Office Visit:
I : Office Visit: $15Misit Not Covered
Relielol o esiioe Outpatient Hospital: $15Nisit | Outpatient Hospital:
Not Covered None

Office Visit; Not Covered

Office Visit. $15Nsit Outpatient Hospital: Not

Habilitation senvices Outpatient Hospital: $15Misit

If you need help Covered
recovering or have Freestanding Skilled Nursing | Freestanding Skilled Nursing e , : :
other special health Facility (SNF):No Charge | Facility (SNF): Not Covered % :z;e‘js;ﬁfl:ig:ref Ozt:t':f
needs Skilled nursing care Hospital-based Skilled Hospital-based Skilled Eeneﬁts—Covera o Iiymited 0100 dg m er
Nursing Facility (SNF): No Nursing Facility (SNF): Not ' 9 P
member calendaryear
Charge Covered

Durable medical Preauthorization is required. Failure to obtain

cquioment No Charge Not Covered preauthorization may result non-payment of
benefits.

Preauthorization is required except for pre-
hospice consultation. Failure to obtain

Hospice senvices No Charge Not Covered preauthorization may result non-payment of
benefits.
Children’seye exam No Charge Not Covered None
If your child needs Children’s glasses Not Covered Not Covered None
dental oreye care Children’sdental Not Covered Not Covered None
check-up

Blue Shield of California is an independent member of the Blue Shield Association.
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Excluded Services & Other Covered Services:

Services Your Plan GenerallyDoes NOT Cover (Check your policy or plan documentfor more information and alist of any other excluded services.)

. e Long-termcare . .
: ggigfg:;u(%e% ¢ Non-emergencycare when : ;gﬁ:r?édfztgt errzmg o \Weight loss programs
traveling outside the U.S.

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

e Acupuncture e Chiropractic care e Infertility treatment
e Bariatric surgery e Hearingaids e Routine eye care (Adult)

YourRightsto Continue Coverage: There are agencies that can help if you wantto continue your coverage after it ends. The contactinformation for those agencies
is: Departmentof Health and Human Seniices, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323 x61565 or cciio.cms.gov. 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 HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agenciesthat can help if you have a complaintagainstyour plan for a denial of a claim. Thiscomplaintiscalleda
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information 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: 1-800-334-5847 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or dol.goviebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

If you don’thave Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirementthat you have health coverage for that month.

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

Blue Shield of California is an independent member of the Blue Shield Association.
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Language Access Services

Enalish: For assistance in Enalish ot no cost, call 1-8446-344-7198

Spanizh {Espancol): Para obtener asistencia en Espancl sin cargo, llome al
1-844-344-71%8.

Tagalog (Tagalog!: Kung kalangonninye ang libreng tulongsa Tagalog
tumawaog sa 1-8446-3446-7 178,

Chinese (F30): MRT[EFOATRBFLD - HEETE -5 1-866-346-7198.

Mavajo [Dine): Diné k'ehji doe baah ilinigé shika' at'oowol ninizinge, kewiji' hediilnih
1-844-346-7198.

Vietnamese (Tigng Vidt): Béduoc ha tro mién phi tifng Vigt, vui ldng goi dén 58
1-G65-344-T198.

Forsan (220 ) SF2HE S0 ZE5HA| M, 1-886-344-7198 EEF S =FSIaHA A2,

Armenian (Zugbpkh): 2agkpkigkgin]uin]dmpeginipnibunmbo ndhu lnpabngponl
Eipqubgmbwmply 1-9646-3446-7178.

Fussian [Fyccemi): ecam HywHo DECcnAQTHOR NOAMOLLE HO DYCCKOM 83bIKE,
o noipoHKTE |-8646-344-7198.

Jopanese (BAREE): BERERENGEGRE, 1 8643467198 IZEEE T T 122y,

mETEHLEY.
Persian (u—8): o fs ol 1-866-346-7198 calie sy iih'n._.,—ﬂﬁ a3 Rl S a1 g e
PRkl i) S U Cis % 1-BA4-344-7198 £ £ s M onez s o

Fhmer ':F'ﬂ' b EF% i':] * muigmhmenni @usssteie guniobumun 1-B&4-3446-7198.

Arabic(iz=l): 1-844-346-7198 &40 5 Jo Sl Jomits Ul d pall Sl Adielocall Jo Jpemal

Hmong (Hhoob): Xov tau kev pab dawb lub Hmoolb, thov hu rau 1-8656-346-7178.

Hindi [T&=eT): BeerATaaT B9 SHgTIaaT, 1-544-345-7 198 T 1]

Thigi (e defurmesnesfodune e inelddn dheTomies 1-866-346-7178.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

Blue Shield of California is an independent member of the Blue Shield Association.
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Aboutthese Coverage Examples:

i i

Thisis 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 senvices under the plan. Use this informationto 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 Plan pre-natal care

Managing Joe’s Type 2 Diabetes
(a year of routine Plan care

Mia’s Simple Fracture
(Plan emergencyroom visit

and a hospital delivery)

M The plan’s overall deductible $0
M Specialist copayment $15
W Hospital (facility) copayment $0
® Other copayment $0
This EXAMPLE eventincludes services like:
Specialistoffice visits (prenatal care)
Childbirth/Delivery Professional Senices
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialistvisit (anesthesia)
Total Example Cost $12,800
Inthis example, Peg would pay:
Cost Sharing

Deductibles $0
Copayments $180
Coinsurance $1,792

Whatisn’t covered
Limits or exclusions $60
The total Peg would pay is $2,032

The plan would be responsible for the other costs of these EXAMPLE covered senvices.

of a well-controlled condition)

M The plan’s overall deductible $0
M Specialist copayment $15
W Hospital (facility) copayment $0
® Other copayment $0

This EXAMPLE eventincludes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

and follow up care)

M The plan’s overall deductible $0
M Specialist copayment $15
W Hospital (facility) copayment $0
® Other copayment $0

This EXAMPLE eventincludes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost $7,400  Total Example Cost $2,500
In this example, Joe would pay: In this example, Miawould pay:
Cost Sharing Cost Sharing

Deductibles $0  Deductibles $0
Copayments $835  Copayments $140
Coinsurance $0  Coinsurance $169

What isn’t covered What isn’t covered
Limits or exclusions $1,783  Limits or exclusions $37
The total Joe would pay is $2,618  Thetotal Miawould payis $346

Blue Shield of California is an independent member of the Blue Shield Association. 80f8




