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Notice

This disclosure form is only a summary. Consult the Evidence of Coverage and the
Group Health Service Contract to determine the governing contractual provisions.

The Evidence of Coverage (EOC) and the Group Health Service Contract (Contract)
disclose the terms and conditions of your coverage. You should read this disclosure form
and the EOC completely and carefully. If you or a covered family member have
special health care needs, you should read any relevant sections closely.

Consult the health plan benefits and coverage matrix for
additional information.
d o)

)

Applicants for coverage under this plan have a right to view, OC pirior to
enrollment. Applicants may contact Blue Shield for addifi nformation about this
plan’s Benefits. Call Customer Service at (888) 256-191 @

Blue Shield will furnish a copy of the EOC upon reﬁr.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General disclosures

Principal Benefits and coverages

Your plan includes certain Benefits and coverages, including coverage for acute and
subacute care. Blue Shield provides coverage for Medically Necessary services and
supplies only. Experimental or Investigational services and supplies are not covered.

All Benefits are subject to:

e Your Cost Share;

e Any Benefit maximums;

e The provisions of the Medical Management Programs; and
e The terms, conditions, limitations, and exclusions of this EOC.

a Physician’s office, an urgent care center, an Ambulatory Sur enter, or a

Hospital. Blue Shield’'s Medical Management Programs work our provider to

ensure that your care is provided safely and effectively in ting that is appropriate
IVSQO

You can receive many outpatient Benefits in a variety of settings, i;@ding your home,

to your needs. Your Cost Share for outpatient Benefits depending on where
you receive them.

Review your Summary of Benefits and your EOC Tc%; erstand the specifics and costs
associated with your principal Benefits and co@ es.

Principal Benefits and Coverages

N
Ambulance services .\Q&b
N\

Bariatric surgery Benefi

O Al
Clinical trials for@ ent of cancer or Life-Threatening diseases or conditions
Benefits

Diabetes care services

Diagnostic X-ray, imaging, pathology, laboratory, and other testing services

Dialysis Benefits

Durable medical equipment

Emergency Benefits

Family planning and Infertility Benefits

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Principal Benefits and Coverages

Home health services

Hospice program services

Hospital services

Medical treatment of the teeth, gums, jaw joints, and jaw bones

Mental Health or Substance Use Disorder Benefits

Physician and other professional services \
Vo N

4
PKU formulas and special food products r\Ao

\J
Podiatric services K

O
Pregnancy and maternity care v&

v
Preventive Health Services (ﬁ

" g

Reconstructive Surgery Benefits ’\S)
h

s s s . N\
Rehabilitative and habilitative services
r\0

Skilled Nursing Facility (SNF) sewk@p\o

Transplant services

. IS (\ 4
Urgent care services é\

Principal exc@ions and limitations on Benefits

Review your EOC to learn more about this plan’s general exclusions and limitations.

The Plan does not cover the services or supplies listed below that are excluded from
coverage or exceed limitations as described in the Evidence of Coverage (EOC).

These exclusions and limitations do not apply to Medically Necessary basic health care
services required to be covered under California or federal law, including but not
limited to Medically Necessary treatment of a Mental Health or Substance Use Disorder,
as well as preventive services required to be covered under California or federal law.

These exclusions and limitations do not apply when covered by the Plan or required by
law.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General exclusions and limitations

Acupuncture Services. This Plan does not cover acupuncture services, except
1 as described in the Acupuncture and Chiropractic services rider if selected by
your Employer as an optional Benefit, or as required by law.

Chiropractic Services. This Plan does not cover chiropractic services, except as
2 described in the Acupuncture and Chiropractic services or Chiropractic
services rider if selected by your Employer as an optional Benefit, or as required
by law.

Clinical Trials.

This Plan does not cover clinical trials, except Approved Clir@ﬂriols as
described in the EOC in the Clinical trials for treatment o cer or Life-
Threatening diseases or conditions Benefits section or qU|red by law.

Coverage of Approved Clinical Trials does not mc@’rhe following:

e The investigational drug, item, or service

e Drugs, items, devices, and services d solely to satisfy data
collection and analysis needs tha o’r used in the direct clinical
management of the Member.

e Drugs, items, devices, and 5\'6 s specifically excluded from coverage
in the EOC, except for dru ms, devices, and services required to be
covered pursuant to sta d federal law.

e Drugs, items, devic rvices customarily provided free of charge
to a clinical trial p pant by the research sponsor.

This exclusion does no |’r prohibit, or modify a Member's rights to the
Experimental or Irw oncl services independent review process as
described in the |n the Independent Medical Review section, or to the
Independen’r cal Review (IMR) from the Department of Managed Health
Care (D described in the EOC in the California Department of
Monoge eolfh Care review section.

Cosmetic Services, Supplies, or Surgeries. This Plan does not cover cosmetic
services, supplies, or surgeries that slow down or reverse the effects of aging, or
alter or reshape normal structures of the body in order to improve appearance
rather than function except as described in the EOC in the Reconstructive
Surgery Benefits section, or as required by law. The Plan does not cover any

4 services, supplies, or surgeries for the promotion, prevention, or other tfreatment
of hair loss or hair growth except as described in the EOC in the Reconsfructive
Surgery Benefits section,or as required by law.

This exclusion does not apply to the following:

e Medically Necessary treatment of complications resulting from cosmetic
surgery, such as infections or hemorrhages.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General exclusions and limitations

e Reconstructive surgery as described in the EOC in the Reconstructive
Surgery Benefits section.

e For gender dysphoria, reconstructive surgery of primary and secondary
sex characteristics fo improve function, or create a normal appearance
to the extent possible, for the gender with which a Member identifies, in
accordance with the standard of care as practiced by physicians
specializing in reconstructive surgery who are competent to evaluate
the specific clinical issues involved in the care requested as described in
the EOC in the Reconstructive Surgery Benefits section.

Custodial or Domiciliary Care. This Plan does not cover cus’r@ care, which
involves assistance with activities of daily living, including ot limited to, help
in walking, getting in and out of bed, bathing, dressi@@eporoﬂon and

feeding of special diets, and supervision of medicati that are ordinarily self-
administered as required by law. Q

S This exclusion does not apply to the following:

e Assistance with activities of daily livi
of or is regularly provided by trai
e Assistance with activities of dagij
covered hospice, skilled nurdi
e Custodial care provided i

hat requires the regular services
dical or health professionails.

g that is provided as part of
acility, or inpatient hospital care.
ealthcare facility.

Dental Services. This Plan @\é)cover dental services or supplies, except as
6 described in the EOC in edical freatment of the teeth, gums, or jaw joints
and jaw bones and HWOI services sections or as required by law.

. , o

G&pplemen’rs. This Plan does not cover dietary or nutritional
t as described in the EOC in the PKU formulas and special

tion or as required by law.

Dietary or Nutritio

food produ

Disposabl& Supplies for Home Use. This Plan does not cover disposable supplies
for home use, such as bandages, gauze, tape, antiseptics, dressings, diapers,
8 and incontinence supplies, except as described in the EOC in the Durable
medical equipment, Home health services, and Hospice program services
sections or as required by law.

Experimental or Investigational services.

This Plan does not cover Experimental Services or Investigational Services,
9 except as required by law.

Experimental Services means drugs, equipment, procedures or services that are
in a testing phase undergoing laboratory and/or animal studies prior to testing
in humans. Experimental Services are not undergoing a clinical investigation.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General exclusions and limitations

Investigational Services means those drugs, equipment, procedures or services
for which laboratory and/or animal studies have been completed and for
which human studies are in progress but:

J Testing is not complete; and

. The efficacy and safety of such services in human subjects are not
yet established; and

. The service is not in wide usage.

The determination that a service is an Experimental Service or Investigational
Service is based on:

. Reference to relevant federal regulations, such &s those
contained in Title 42, Code of Federal Regulations, @ er IV (Health
Care Financing Administration) and Title 21, Cod ederal

Regulations, Chapter | (Food and Drug Adminis% n);
. Consultation with provider organizati cademic and
professional specialists pertinent to the ervice;
. Reference to current medical mé%’o .
However, if the Plan denies or delays cov e for your requested service on
the basis that it is an Experimental Servi Investigational Service and you

meet all the qualifications set out be@g e Plan must provide an opportunity
for you to request an external, ind ent review.

Qualifications %
1. You must have a Life-T c@w g or Seriously Debilitating condition.
2. Your Health Care Provi must certify to the Plan that you have a Life

Threatening or Seriousl bilitating condition for which standard therapies
have not been e Iwe=th improving your condition, or are otherwise medically
inappropriate, or; € is no more beneficial standard therapy covered by the

Plan. Q

3. Either r Health Care Provider, who has a contract with oris employed
by the PIQ has recommended a drug, device, procedure, or other therapy
that the Health Care Provider certifies in writing is likely fo be more beneficial to
you than any available standard therapies, or (b) you or your Health Care
Provider, who is a licensed, board-certified, or board-eligible physician qualified
fo practice in the area of practice appropriate to treat your condition, has
requested a therapy that, based on two documents from acceptable medical
and scientific evidence, is likely to be more beneficial for you than any
available standard therapy.

4. You have been denied coverage by the Plan for the recommended or
requested service.

5. If not for the Plan’s determination that the recommended or requested
service is an Experimental Service or Investigational Service, it would be
covered.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General exclusions and limitations

External, Independent Review Process

If the Plan denies coverage of the recommended or requested therapy and
you meet all of the qualifications, the Plan will notify you within five business
days of its decision and your opportunity to request external review of the Plan’s
decision. If your Health Care Provider determines that the proposed service
would be significantly less effective if not promptly initiated, you may request
expedited review and the experts on the external review panel will render a
decision within seven days of your request. If the external review panel
recommends that the Plan cover the recommended or requested service,
coverage for the services will be subject to the terms and conditions generally
applicable to other benefits to which you are entitled. &

Q

DMHC'’s Independent Medical Review (IMR)

This exclusion does not limit, prohibit, or modify a MemQ@s rights fo an IMR
from the DMHC as described in the EOC in the Ind dent Medical Review
section. In certain circumstances, you do not arficipate in the Plan’s
grievance or appeals process before reques’n% IMR of denials for
Experimental Services or Investigational Ser es. In such cases you may
immediately contact the DMHC to requ IMR of this denial. See the
California Department of Managed t|\ Care review section.

L]
10 | Vision Care. This Plan does notf cq \q;ion Services, except as described in the
EOC in the Prosthetic equipme@\ﬁ}d devices section or as required by law.

Hearing Aids. This Plan d@& cover hearing aids, except as described in the
11 Hearing aid services rid lected by your Employer as an optional Benefit, or
as required by law. 6)

N
Immunizations. T n does not cover non-Medically Necessary or non-

12| preventive im
except CI}KG@ d by law.

Non—licen\sgd or Non-certified Providers. This Plan does not cover tfreatments or
services rendered by a non-licensed or non-certified Health Care Provider,
except as described in the EOC in the Mental Health or Substance Use Disorder
13 | Benefits section or as required by law. This exclusion does not apply to
Medically Necessary tfreatment of a Mental Health or Substance Use Disorder
furnished or delivered by, or under the direction of, a Health Care Provider
acting within the scope of practice of the provider’s license or certification
under applicable state law.

Private Duty Nursing. This Plan does not cover private duty nursing in the home,
14| hospital, or long-term care facility, except as described in the EOC in the
Hospice program services section or as required by law.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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General exclusions and limitations

Personal or Comfort Items. This Plan does not cover personal or comfort items,
15 | such as interet, telephones, personal hygiene items, food delivery services, or
services to help with personal care, except as required by law.

Reversal of Voluntary Sterilization. This Plan does not cover reversal of voluntary
16 | sterilization, except for Medically Necessary treatment of medicall
complications, except as required by law.

Surrogate Pregnancy. This Plan does not cover testing, services, or supplies for a
17 person who is not covered under this Plan for a surrogate pregnancy, except as
required by law.

A

- - -
Therapies. This Plan does not cover the following physicolqhg)ccupoﬂonol
therapies, except as described in the EOC in the Reh five and habilitative
services section or as required by law:

e Massage therapy, unless it is a compon nQ treatment plan;
e Training or therapy for the treatment of&h g disabilities or behavioral

problems; %
e Social skills fraining or therapy; an K
e Vocational, educational, recreh@ol, art, dance, music, or reading
therapy. \®.

&
hd
%n does not cover physical examinations
nce, licensing, employment, school, camp,
e-participation examination for athletic
entive purpose, except as required by law.

Routine Physical Examination. T,
19 | for the sole purpose of trayel
court-ordered examinati
programs, or other noN:Qr

Travel and Lodgi Mcm does not cover transportation, mileage, lodging,

meals, and othe ber-related travel costs, except for licensed ambulance
20 or psychiatric sport as described in the EOC in the Ambulance services
section, rwise described in the EOC in the Transplant services sections, or

as required by law.

Weight Control Programs and Exercise Programs. This Plan does not cover
21 weight control programs and exercise programs, except as described in the
EOC in the Diabetes care services section or as required by law.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Prepayments fees

Your Employer is responsible for a monthly payment to Blue Shield for health care
coverage for the Subscriber and any enrolled Dependents. This monthly payment is a
Premium. Any amount the Subscriber must contribute to the Premium is set by your
Employer.

The conftract states the monthly Premiums for this plan for the Subscriber and any
enrolled Dependents. Blue Shield will give your Employer written notice of Premium or
coverage changes. We will send this notice at least 60 days prior to plan renewal or the
effective date of the Benefit change. Your Employer is responsible for letting you know
of any changes. Benefits provided after the effective date of any change will be
subject to the change. There is no vested right to obtain the original Benefits.

Other charges

Your Cost Share is the amount you pay for Covered Benefits. It is %orfion of the Blue
Shield Allowed Charges or Allowable Amount. K

Your Cost Share includes any:

o Deductible; ?9

e Copayment amount; and
e Coinsurance amount. 6

Allowed Charges and capitation (5&0

Participating Providers agree to acceptlie Allowed Charges as payment in full for
Covered Benefits provided or arranded by Blue Shield, except as stated in the
Exception for other coverage c@ ctions — third party liability sections of the
EOC. Covered Benefits provid@m arranged by the Medical Group are paid for by
capitation payments. Everygon h, Blue Shield pays a set dollar amount to the

Medical Group for each d Member. The capitation payments are available to

cover the cost of servi hen you need them.
If there is a payme pute between Blue Shield and a Participating Provider over
Covered Benefi receive, the Participating Provider must resolve that dispute

with Blue Shie ou are not required to pay for Blue Shield’s portion of the Allowed
Charges. You are only required to pay your Cost Share for those services.

When you see a Participating Provider, you are responsible for your Cost Share.

Calendar Year Deductible

The Deductible is the amount you pay each Calendar Year for Covered Benefits
before Blue Shield begins payment. Blue Shield will pay for some Covered Benefits
before you meet your Deductible.

Amounts you pay toward your Deductible count toward your Out-of-Pocket
Maximum.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Some plans do not have a Deductible. For plans that do, there may be separate
Deductibles for an individual Member and an entire Family and for medical and
pharmacy Benefits.

If you have a Family plan, there is an individual Deductible within the Family
Deductible. This means an individual family member can meet the individual
Deductible before the entire Family meets the Family Deductible.

If you have an individual plan and you enroll a Dependent, your plan will become a
Family plan. Any amount you have paid toward the Deductible for your individual
plan will be applied to both the individual Deductible and the Family Deductible for
your new plan.

See the Summary of Benefits for details on which Covered Benefits are subject to the
Deductible and how the Deductible works for your plan.

Prior carrier Deductible credit AQ

If you pay all or part of a Deductible for another Emplo @ponsored health plan

in the same Calendar Year you enroll in this plan, th ount will be applied to
this plan’s Deductible if: 9
e You were enrolled in an Employer—sponscka ealth plan with another

carrier during the same Calendar Year this contract becomes effective
and you enroll as of the original ef ivé date of coverage under this

contract; 5\

e You were enrolled in anothe @' hield plan sponsored by the same
Employer which this plan is cing; or

e You were enrolled in ano lue Shield plan sponsored by the same

Employer and you w rring to this plan during open enrollment.
Copayment and Coinsurgnce
specific dollar amoun pay for a Covered Service. A Coinsurance is a

percentage of the @wed Charges or Allowable Amount you pay for a Covered
Service.

A Covered Service m% Copayment or a Coinsurance. A Copayment is a

Your provider@ ask you to pay your Copayment or Coinsurance at the time of
service. For Covered Benefits that are subject to your plan’s Deductible, you are also
responsible for all costs up to the Allowed Charges or Allowable Amount until you
reach your Deductible.

You will continue to pay the Copayment or Coinsurance for each Covered Service
you receive until you reach your Out-of-Pocket Maximum.

Calendar Year Out-of-Pocket Maximum

The Out-of-Pocket Maximum is the most you are required to pay in Cost Share for
Covered Benefits in a Calendar Year. Your Cost Share includes Deductible,
Copayment, and Coinsurance and these count toward your Out-of-Pocket
Maximum, except as listed below. Once you reach your Out-of-Pocket Maximum,

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Blue Shield will pay 100% of the Allowed Charges or Allowable Amount for Covered
Benefits for the rest of the Calendar Year.

If you have a Family plan, you will have a separate Out-of-Pocket Maximum for each
individual Member and one for the entire Family.

If you have a Family plan, there is an individual Out-of-Pocket Maximum within the
Family Out-of-Pocket Maximum. This means an individual family member can meet
the individual Out-of-Pocket Maximum before the entire Family meets the Family
Out-of-Pocket Maximum.

If you have an individual plan and you enroll a Dependent, your plan will become a
Family plan. Any amount you have paid toward the Out-of-Pocket Maximum for your
individual plan will be applied to both the individual Out-of-Pocket Maximum and
the Family Out-of-Pocket Maximum for your new plan.

The following do not count toward your Out-of-Pocket Moximum@.\

e Charges for services that are not covered; and g
e Charges over the Allowed Charges or Allowable t

You will continue to be responsible for these costs eve r you reach your Out-of-
Pocket Maximum. ?\

See the Summary of Benefits section of the EOC:%de’roils on how the Out-of-Pocket
Maximum works for your plan. &

Accrual balance \(b

crual balances toward your Calendar Year
aximum for every month in which your

Nt has been met. This summary will be mailed to
lectronically or have already opted out of paper

Blue Shield provides a summary of yo
Deductible, if any, and Out-of-Po
Benefits were used until the ful
you unless you opt to receive i

mailings. You can opt bac o receive paper mailings at any time or elect to
receive your balance sy electronically by logging intfo your member portal
online and updating y ommunication preferences, or by calling Customer

Service at the numkfe the back of your ID card. You can also check your accrual
balances at a @ by logging into your member portal online, which is updated
daily, or collinQusTomer Service. Your accrual balance information is updated
once a claim is received and processed and may not reflect recent services.

Choice of Physicians and providers

This plan covers care from Participating Providers within your Medical Group.

Participating Providers

Participating Providers have a contract with Blue Shield and agree to accept
Blue Shield’s Allowed Charges as payment in full for Covered Benefits. With an
HMO plan, there is generally no coverage for services from providers outside of
your Medical Group.

If a provider leaves your Medical Group, you will not have coverage for services
from that provider.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Non-Participating Providers

Non-Participating Providers do not have a contract with Blue Shield to accept
Blue Shield’s Allowed Charges as payment in full for Covered Benefits. Except for
Emergency Services, Urgent Services, services received at a Participating
Provider facility (Hospital, Ambulatory Surgery Center, laboratory, radiology
center, imaging center, or certain other outpatient settings) under certain
condifions, and services provided by a 988 center, Mobile Crisis Team, or other
provider of Behavioral Health Crisis Services, this plan does not cover services
from Non-Participating Providers.

Non-Participating Providers at a Participating Provider facility

When you receive care at a Participating Provider facility, some Covered
Benefits may be provided by a Non-Participating ProviderNf it was not your
choice to see a Non-Participating Provider for these seryig8s, your Cost Share
will be the same as the amount due to a Participatin ﬂ&)vider under similar
circumstances, and you will not be responsible for éﬁonol charges above
the Allowed Charges, unless the Non—Por’ricipo’rir@‘ovider provides you

written notice of what they may charge and \Q nsent to those terms.

If you cannot find a Participating Provide%

Call Customer Service if you need he % ng a Participating Provider who
can provide the care you need cl home. If a Participating Provider is
not available, you can ask to se\f on-Participating Provider at the
Participating Provider Cost S the services cannot reasonably be
obtained from a Por’ricipo’rir@oviden we will approve your request and
you will only be respo@@b he Participating Provider Cost Share.

Second medical opinio

You have questi bout the reasonableness or necessity of the treatment plan;
There are d':éf@ t freatment options for your medical condition;
is

You can seek a second 2’@&1 opinion in situations including but not limited to:

Your dia unclear;

Your condifion has not improved after completing the prescribed course of
treatment;

You need additional information before deciding on a treatment plan; or
You have questions about your diagnosis or freatment plan.

Your Medical Group will work with you to arrange for a second medical opinion.

Who provides your second medical opinion

If you want a second opinion on It will come from

A proposed tfreatment plan from your | Another PCP in your Medical Group
PCP

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-

1915.
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Who provides your second medical opinion

A proposed treatment plan from a A Participating Provider in the same or
Specialist equivalent specialty

Continvity of care

Continuity of care may be available if:

e You are a newly-covered Member whose coverage choices do not include out-
of-network Benefits;

e Blue Shield or the Medical Group no longer contracts with your Former
Participating Provider for the services you are receiving; or

e You are a newly-covered Member whose previous health pI@os withdrawn
from the market.

Continuity of care may also be available to you when your E er terminates its
contract with Blue Shield and contracts with a new health glah(insurer) that does not
include your Blue Shield Participating Provider in its ne’r§ k)

If your Former Participating Provider is no longer og ble to you for one of the reasons
noted above, Blue Shield or the Medical Gro @ otify you of the option to continue
treatment with your Former Participating P@

You can request to continue tfreatment wjthyour Former Participating Provider in the
situations described above if you are c%nﬂy receiving the following care:

&
S
Q@

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Continuity of care with a Former Participating Provider

Qualifying conditions Timeframe
Undergoing a course of institutional or 90 days from the date of receipt of
inpatient care nofice of the termination of the Former

Participating Provider's contract, the
Employer’s contract, or until the
treatment concludes, whichever is sooner

Acute conditions As long as the condition lasts

Maternal mental health condition 12 months after the condlition’s diagnosis
or 12 months after th of the
pregnancy, Whichﬁl is later

Ongoing pregnancy care, including care | Up to 12 mo%@

immediately after giving birth

Recommended surgery or procedure Withi 0 Eoys
documented to occur within 180 days r\\

\J
Ongoing freatment for a child up to 36 \ K‘To 12 months

months old
OO
Serious chronic condition Up to 12 months
A P
Terminal illness A The duration of the terminal iliness

If a condition falls within @olifying condition under federal and state law, the more
generous time frames d be followed.

To request confir@g care, visit blueshieldca.com and fill out the Continuity of Care
Application. Blue Skield will confirm your eligibility and may review your request for
Medical Necessity.

Under Federa law, the Former Participating Provider must accept Blue Shield’s or the
Medical Group'’s Allowed Charges or Allowable Amount as payment in full for the first
90 days of your ongoing care. Once the provider accepts and your request is
authorized, you may continue to see the Former Participating Provider at the
Participating Provider Cost Share.

Care outside of California

If you need urgent or emergency medical care while traveling outside of California,
you're covered. Blue Shield has relationships with health plans in other states, Puerto

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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Rico, and the U.S. Virgin Islands through the Inter-Plan Program. The Blue Cross Blue
Shield Association can help you access care in those geographic areas.

information about receiving care while outside of California.
To find participating providers while outside of California,

' See the Qut-of-area services section of the EOC for more
N visit becbs.com.

Emergency Services

If you have a medical emergency, call 911 or seel@nediate
medical attention at the nearest hospital. A

O
A4

The Benefits of this plan will be provided anywhere in The@/\ for freatment of an
Emergency Medical Condition or a Psychiatric Emerg? edical Condition.
Emergency Services are covered at the Participating Provider Cost Share, even if you
receive treatment from a Non-Participating Provier.

After you receive care, Blue Shield will review, claim for Emergency Services to
determine if your condition was in fact an ency Medical Condition or a
Psychiatric Emergency Medical Conditi 0» ou did not require Emergency Services
and did not reasonably believe an e ncy existed, you will be responsible for the
entire cost of that non—emergean~ .

Reimbursement provisi

If you receive Emergenc ’o@gen’r Services from a Non-Participating Provider, you may
be required to pay the ges in full and submit a claim to Blue Shield to request
reimbursement. Blue Shi will process your claim within 30 calendar days of receipt if it
is not missing an ifed information. If your claim is missing any required information,
you or your provider will be noftified and asked to submit the missing information. Blue
Shield cannot process your claim until we receive the missing information. Once the
missing information is received, Blue Shield will have 30 calendar days to process your
claim. Blue Shield may send the payment to the Subscriber or directly to the Non-
Participating Provider.

Claim forms are available at blueshieldca.com or by contacting the Benefit
Administrator. Please submit your claim form and medical records within one year of
the service date.

Facilities

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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click on Find a Doctor for a list of your plan’s Participating

' Visit blueshieldca.com or use the Blue Shield mobile app and
. Providers.

We update our provider directories periodically to reflect changes in our provider
networks. It is the Member's obligation to verify whether the provider chosen is a
Participating Provider prior to obtaining coverage.

For the most up-to-date listings, check our online directories in the Find a Doctor section
of blueshieldca.com or by calling Customer Service.

Renewal provisions
Blue Shield has the right to change the Benefits and terms of this @s the law

permits. This includes, but is not limited to, changes to: 0
e Terms and conditions; K
e Benefits; QQ
e Cost Shares; ?\
e Premiums; and
e Limitations and exclusions. 6

will send this notice at least 60 days prior t renewal or the effective date of the
Benefit change. Your Employer is responsi or letting you know of any changes.
Benefits provided after the effective d f any change will be subject to the change.
There is no vested right to obtain ihal Benefits.

Blue Shield will give your Employer written no’r'&g Premium or coverage changes. We

Individual continuation enefts

If your employment with current Employer ends, you and any covered
Dependents may quali continued group coverage under the Consolidated
Omnibus Budget Re@ iation Act (COBRA) of 1985. See the Continuation of group

coverage secti e EOC for more information on COBRA continuation coverage.

Termination of Benefits

Your coverage will end if:

e Your Employer cancels or does not renew coverage;
o The Subscriber cancels coverage; or
e Blue Shield cancels or rescinds coverage.

Please refer to the EOC for additional information.

If your Employer cancels coverage

Your Employer may cancel coverage at any time. To cancel coverage, your
Employer must provide written notice to Blue Shield and its Employees.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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If the Subscriber cancels coverage

If the Subscriber decides to cancel coverage, coverage willend at 11:59 p.m.
Pacific Time on a date determined by your Employer.

Reinstatement

If the Subscriber voluntarily cancels coverage, the Subscriber can contact the
Employer for reinstatement options.

If Blue Shield cancels coverage
Blue Shield can cancel coverage if:

e You are no longer eligible for coverage in this plan;

e Your Employer fails to meet Blue Shield’s Employer eligibili’ry\por’ricipoﬁon,
and contribution requirements; @,

e Blue Shield terminates this plan; or

e You or your Employer commit fraud or intentional m'{resen’ro’rion of

to your Employer if your Employer fails to meet Blue 's Employer eligibility,
participation, and conftribution requirements. It ig& mployer’s responsibility to
provide a copy of the notice to its Employee K

material fact. %
Blue Shield will provide 30 days' advance written ncglc% ancellation of coverage
ur E

Cancellation for Employer’s nonpaym s*o Premiums

Blue Shield can cancel coverage if y ployer does not pay the required
Premiums in full and on time. Your E er is responsible for all Premiums during the
term of coverage, including th @ grace period. If Blue Shield cancels
coverage due to nonpoyme%remiums, Blue Shield will send a Notice of End of
Coverage to you and your Emaployer no later than five calendar days after the date
coverage ends. @

>

Cancellation or rescé\wn for fraud or intentional misrepresentation of material

fact Q

Blue Shield m?@cel or rescind your coverage if you, your Dependent, or your
Employer commit fraud or intentional misrepresentation of material fact. It is your
Employer’s responsibility to noftify you if the Conftract is rescinded or canceled.
Rescission voids the Contract as if it never existed. Blue Shield will send the Notice of
Cancellation, Rescission or Nonrenewal to your Employer prior to any rescission. The
Employer must provide enrolled Employees with a copy of the Notice of
Cancellation, Rescission or Nonrenewal and the Notice of End of Coverage.

Questions? Visit blueshieldca.com, use the Blue Shield mobile app, or call Customer Service at (888) 256-
1915.
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NOTICES AVAILABLE ONLINE

Nondiscrimination and Language Assistance Services

Blue Shield complies with applicable state and federal civil rights laws. We also offer language
assistance services at no additional cost.

View our nondiscrimination notice and language assistance notice: blueshieldca.com/notices.

You can also call for language assistance services: (866) 346-7198 (TTY: 711).

If you are unable to access the website above and would like to receive a,copy of the
nondiscrimination notice and language assistance notice, please call C%mer Service at
(888)256-3650 (TTY: 71). N

O

Servicios de asistencia en idiomas y avisos de no di @igacién

Blue Shield cumple con las leyes de derechos civiles fed“‘e y estatales aplicables. También,
ofrecemos servicios de asistencia en idiomas sin costb’&dl ional.

Vea nuestro aviso de no discriminacion y nuestro o de asistencia en idiomas en
blueshieldca.com/notices. Para obtener servici% asistencia en idiomas, también puede llamar al
(866) 346-7198 (TTY: 711). q

Si no puede acceder al sitio web que o%@e arriba y desea recibir una copia del aviso de no
discriminaciéon y del aviso de osiste& n idiomas, llame a Servicio al Cliente al

(888) 256-3650 (TTY: 71). .
N
QO
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U R R F A AR BE A AN EE S B BdE s, F51ERS blueshieldca.com/notices. #51E A 3 /& F K56 5 BN
H¥%: (866)346-7198 (TTY:711).
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&fi: (888)256-3650 (TTY:71).

Blue Shield of California is an independent member of the Blue Shield Association
A52287BSC-DMHC_0525
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