Your summary of benefits

Anthem® Blue Cross Life and Health Insurance Company
Your Plan: 2024 Advantage PPO Plan (S828) (ZOKC)
Your Network: Prudent Buyer PPO

Anthem &

ACWA JPIA - C00361

Visits with Virtual Care-Only Providers

Primary Care, and medical services for urgent/acute care | No charge

Cost through our mobile app and website

Mental Health & Substance Use Disorder Services No charge

Specialist care

$20 copay per visit deductible does not apply

Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif you use a
Non-Network

Provider
Overall Deductible $500 person / $500 person /
$1,000 family $1,000 family
Overall Out-of-Pocket Limit $3,000 person / $10,000 person
$6,000 family

The family deductible and out-of-pocket limit are embedded, meaning the cost shares of one family member will be applied to
the per person deductible and per person out-of-pocket limit; in addition, amounts for all covered family members apply to both
the family deductible and family out-of-pocket limit. No one member will pay more than the per person deductible or per person

out-of-pocket limit.

All medical and prescription drug deductibles, copayments and coinsurance apply to the out-of-pocket limit.

In-Network and Non-Network deductibles are combined and accumulate toward each other; however In-Network and Non-

Network out-of-pocket limit amounts accumulate separately and do not accumulate toward each other.

Doctor Visits (virtual and office) You are encouraged to select a Primary Care Physician (PCP).

Primary Care (PCP) and Mental Health and Substance Use Disorder
Services virtual and office

Specialist Care virtual and office

$20 copay per visit
deductible does not
apply

$20 copay per visit
deductible does not
apply

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal)

CA/LG/Advantage PPO Plan/S828/01-01-2024

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Retail Health Clinic for routine care and treatment of common illnesses;
usually found in major pharmacies or retail stores.

Manipulation Therapy (Chiropractic Services)

Coverage for In-Network Provider and Non-Network Provider combined is
limited to 30 visits per benefit period for Physical Therapy, Physical
Medicine, Occupational Therapy, and Chiropractor Services. Additional
visits may be authorized.

Acupuncture
Coverage is limited to 12 visits per benefit period.

$20 copay per visit
deductible does not
apply

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Other Services in an Office

Allergy Testing

Prescription Drugs Dispensed in the office
Maximum of $250 member cost share per drug.

Surgery

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Preventive care / screenings / immunizations No charge 40% coinsurance after
deductible is met
Preventive Care for Chronic Conditions per IRS guidelines No charge 40% coinsurance after

deductible is met

Diagnostic Services
Lab

Office

Freestanding Lab
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

X-Ray
Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Advanced Diagnostic Imaging for example: MRI, PET and CAT scans
Office

Freestanding Radiology Center
Coverage for Out-of-Network Provider is limited to $800 maximum per test

Outpatient Hospital
Coverage for Out-of-Network Provider is limited to $800 maximum per test

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Emergency and Urgent Care

Urgent Care includes doctor services. Additional charges may apply
depending on the care provided.

Emergency Room Facility Services
Your copay will be waived if admitted.

Emergency Room Doctor and Other Services

Ambulance
Authorized Non-Network non-emergency ambulance services are limited
to an Anthem maximum payment of $50,000 per trip.

$20 copay per visit
deductible does not
apply

$50 copay per visit and

then 20% coinsurance
after deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered as In-Network

Covered as In-Network

Covered as In-Network

Outpatient Mental Health and Substance Use Disorder Services at a
Facility

Facility Fees

Doctor Services

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Outpatient Surgery
Facility Fees

Hospital
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Ambulatory Surgical Center
Coverage for Out-of-Network Provider is limited to $350 maximum per visit

Physician and other services including surgeon fees
Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Hospital (Including Maternity, Mental Health and Substance Use
Disorder Services)

Member is responsible for an additional 10% coinsurance if prior
authorization is not obtained from Anthem for non-emergency Inpatient
admissions to non-network providers. Anthem’s maximum payment is up
to $600 per day for non-emergency Inpatient admissions to non-network
providers.

Facility Fees

Physician and other services including surgeon fees

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Home Health Care
Coverage is limited to 100 visits per benefit period.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Rehabilitation and Habilitation services including physical, occupational
and speech therapies.

Coverage for In-Network Provider and Non-Network Provider combined is
limited to 30 visits per benefit period for Physical Therapy, Physical
Medicine, Occupational Therapy, and Chiropractor Services. Additional
visits may be authorized.

Office

Outpatient Hospital

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Pulmonary rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Cardiac rehabilitation office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Dialysis/Hemodialysis office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Chemo/Radiation Therapy office and outpatient hospital

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Skilled Nursing Care (facility)
Coverage is limited to 100 days per benefit period.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Inpatient Hospice

20% coinsurance after
deductible is met

20% coinsurance after
deductible is met

Durable Medical Equipment

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Cost if you use a
Non-Network
Provider

Prosthetic Devices

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Hearing Aids

Coverage is limited to 1 item per ear every 3 years.

20% coinsurance after
deductible is met

40% coinsurance after
deductible is met

Covered Prescription Drug Benefits

Cost if you use an In-
Network Pharmacy

Cost if you use a
Non-Network

Pharmacy Deductible

Not applicable

Pharmacy

Not applicable

Pharmacy Out-of-Pocket Limit

$3,600 member /
$7,200 family

Not applicable

Prescription Drug Coverage
Network: Base Network

Drug List: National Certain drugs require pre-authorization approval to obtain coverage and/or completion of step-therapy.
Supply limits for certain drugs may be different.

Preferred Generics: If a member requests a brand name drug when a generic drug version exists, the member pays the
generic drug copay plus the difference in cost between the prescription drug maximum allowed amount for the generic drug and
the brand name drug dispensed. This does not apply when the physician has specified "dispense as written" (DAW) or when it
has been determined that the brand name drug is medically necessary for the member. In such case, the applicable copay for
the dispensed drug will apply.

Day Supply Limits:

Retail Pharmacy 30 day supply (cost shares noted below)

Home Delivery Pharmacy 90-day supply (maximum cost shares noted below) of medications are available through CarelonRx
Mail for 2 X the retail copay. You will need to call us on the number on your ID card to sign up when you first use the service.
Please note that maintenance medications are subject to mandatory home delivery services through CarelonRx Mail after two
retail fills have been dispensed at a retail pharmacy. Maintenance medications may also be filled at Walmart, Costco, Sam’s
Club, Albertsons, Vons, Pavilions, Safeway, and Ralphs.

Specialty Pharmacy 30-day supply (cost shares noted below for retail and home delivery apply). We may require certain drugs
with special handling, provider coordination or patient education be filled by our designated specialty pharmacy.

Preventive Drugs No deductible, copayment or coinsurance applies to prescription drugs on the PreventiveRX Plus drug list
when you use an In-Network Pharmacy.

Tier 1 - Typically Generic $5 copay per $5 copay + 50%
prescription (retail) and | coinsurance up to $250
$10 copay per per prescription (retail
prescription (home only), plus costs in
delivery) excess of the max

allowed amount
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Cost if you use a

Cost if you use an In- Non-Network

Network Pharmacy

Covered Prescription Drug Benefits

Pharmacy
Tier 2 — Typically Preferred Brand $20 copay per $20 copay + 50%
prescription (retail) and | coinsurance up to $250
$40 copay per per prescription (retail
prescription (home only), plus costs in
delivery) excess of the max

allowed amount

Tier 3 - Typically Non-Preferred Brand $50 copay per $50 copay + 50%
prescription (retail) and | coinsurance up to $250
$100 copay per per prescription (retail
prescription (home only), plus costs in
delivery) excess of the

maximum allowed
amount

Tier 4 - Typically Specialty (brand and generic) $5 copay per Not covered
prescription (Generic
Specialty) 20%

coinsurance up to $100
per prescription (Brand
Specialty)

Notes:

e If you have an office visit with your Primary Care Physician, Specialist or Urgent Care at an Outpatient Facility (e.g.,
Hospital or Ambulatory Surgical Facility), benefits for Covered Services will be paid under “Outpatient Facility
Services”.

o Costs may vary by the site of service. Other cost shares may apply depending on services provided. Check your
Certificate of Coverage for details.

e Qutpatient Facility tests and treatments are limited to $350 per admission for Non-Network Providers. Includes:
Diagnostic Services; X-ray; Surgery; Rehabilitation; Habilitation; Cardiac Therapy; Surgery at Hospital and Ambulatory
Surgical Centers.

e Advanced Diagnostic Imaging is limited to $800 per service for Non-Network Providers.

e Coverage includes standard fertility preservation services as a basic healthcare service including but are not limited to,
injections, cryopreservation and storage for both male and female members when a medically necessary treatment
may cause iatrogenic infertility. Member cost share for fertility preservation services is based on provider type and
service rendered.

e Additional family building and fertility benefits are available through Progyny. Call Progyny at 866-461-4990 to learn
more.

e Certain surgeries, including knee replacement, hip replacement, lumbar fusion, cardiac bypass, and bariatric surgery,
may be covered at no cost through Carrum Health. Call 1-888-855-7806 or visit my.carrumhealth.com/acwajpia to
learn more.

e Hinge Health is a virtual physical therapy benefit in addition to this plan’s physical therapy benefits. To learn more, go
to www.hingehealth.com/acwajpia.

e When using a non-network pharmacy; members are responsible for the in-network pharmacy copay plus 50% of the
remaining prescription drug maximum allowed amount up to $250 per prescription, and costs in excess of the
prescription drug maximum allowed amount. Members will pay upfront and submit a claim form.
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o Preferred Generics: If a member requests a brand name drug when a generic drug version exists, the member pays
the generic drug copay plus the difference in cost between the prescription drug maximum allowed amount for the
generic drug and the brand name drug dispensed. This does not apply when the physician has specified "dispense as
written" (DAW) or when it has been determined that the brand name drug is medically necessary for the member. In
such case, the applicable copay for the dispensed drug will apply.

e Certain drugs require pre-authorization approval to obtain coverage.

e Supply limits for certain drugs may be different

e Maintenance medications are subject to mandatory home delivery services after two retail fills have been dispensed at
a retail pharmacy. Maintenance medications may also be filled at Walmart, Costco, Sam’s Club, Albertsons, Vons,
Pavilions, Safeway and Ralphs. You pay additional copays or coinsurance on all tiers for retail fills that exceed 30
days.

e For additional information on this plan, please visit www.acwajpia.com/member-agency-benefits to obtain a Summary
of Benefit Coverage or Evidence of Coverage.

e The representations of benefits in this document are subject to California Department of Insurance (DOI) approval and
are subject to change.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EQC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.

Anthem Blue Cross is the trade name of Blue Cross of California. Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent
licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered
marks of the Blue Cross Association.

Questions: (855) 333-5730 or visit us at www.anthem.com/ca
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Anthem. VAV

Get help in your language BlueCross
Notice of Language Assistance

Curious to know what all this says? We would be too. Here’s the English version:

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your
language. For help, call us at the number listed on your ID card or 1-888-254-2721. For more help call the CA Dept. of
Insurance at 1-800-927-4357. (TTY/TDD: 711)

Separate from our language assistance program, we make documents
available in alternate formats for members with visual impairments. If you
need a copy of this document in an alternate format, please call the customer
service telephone number on the back of your ID card.

Spanish

Servicios linguisticos sin costo. Puede tener un intérprete. Puede solicitar que le lean los documentos y algunos puede
recibirlos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de identificacion o al 1-888-254-
2721. Para obtener ayuda adicional, llame al Departamento de Seguros de California al 1-800-927-4357. (TTY/TDD: 711)

Arabic
‘.':_E-L;.._ahu_].o dL...ﬂ;\Jj L_LI_LILi_._a:_J.;...)_ u‘jl_ﬂ_l_u_&]l _a:__ﬁi)s_dl_ﬁuil_a&iidﬁm F:.).LL-‘._IL:_H.YII»_LSL J_ls..ndjjél_m uL.:_‘r_x[:_l 'E::g
1-888-254-2721 a8 1 e i ol dalall Cay ) 38y e 3sm sall o8 1 e Uy Jo
(TTY/TDD: 711) .1-800-927-4357 i 1 e il U S 5 51l Jesi¥1 a5 322 bl (o 230 o gomal

Armenian

Pupquubyuljut widdup Swunwynipmniuibp: Ukup Jupnn tup Qbkq pupguuiish swnwynipmniuubp wowewplity Ywupnn Lup
npwdwnpl) hs-np Uk, nd hwunwpnpbpp jiupgu 2kq hwdwp b niquplh gpuip 2bnp (Eqyny: Oqunipnil
unwbwnt hwdwp quiuquhwptp dkq Qkq ID pupnp dpu ipws hkpwpinuwhwdwpny jud 1-888-254-2721 hwdwpny:
Lpwgnighs ogunipjut hmdwp quiaquhwpbp Ywih$nnhwyh wywhnjugpnipjut twpjpwpwpnipnit hbnlbyug
htnwunuwhuwdwpny 1-800-927-4357: (TTY/TDD: 711)

Chinese

% SRS RS o CEE R RENEES - f‘rﬁéﬁ%ﬂwﬁ”ms%;naﬁEﬁjzﬁﬁW%t W HESERS DUERAYEE S T B AR 7y S - A1Es BN
 SHRSFTIRAY ID -F _EAYSREEEE 1-888-254-2T21 (k48 TR AM - ANFEHE 251078 - 55841 1-800-927-4357 Hi#4&CA Dept. of Insurance °
(TTY/TDD. 711)

ia'ril—r by oliwl waalasy wudlgSee cunpa8y aldd payis SO W Slg S o Loy gLy oleas
P eSS adloys ¢l sose Jleyl gLl o oo ool 4o a0 sl S a0 WSl Ry Laa
1-888-254-2721 du,b §1 Lu 5 oLoumlwlid oyls 52 oud cwsgd oy lad dob

polad o Lol das oplol Lo pddos slesSas adloyo ol po caafo wlbad Lo Lo
(TTY/TDD:711) . a8y wlas 1-800-927-4357

Hindi
foretr wmeTer St T |ATC) 3T GAIRAT 9Ieq R Hhd &1 39 S 9T Hehd @ AR $T GEAES 9
ITPT SIT9T H A ST THA & AGE B T, §H WIS D FE W FIAEE F9% W AT 1-888-254-2721 W HieT
#Y| 3T+ AgE & oIT 1-800-927-4357 WX CA AT 1T *iepier {1 (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

MCASH4788CML 06/16 CDI3 CDIW1 #CA-CDI-001
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Hmong

Tsis Xam Tus Ngi Cov Kev Pab Cuam Ntsig Txog Hom Lus. Koj muaj peev xwm tau txais ib tus neeg txhais lus. Koj muaj peev xwm
tau txais cov ntaub ntawv nyeem ua koj hom lus rau koj mloog thiab yuav xa ib co ntaub ntawv sau ua koj hom lus tuaj rau koj. Txog rau
kev pab, hu rau peb tus nab npawb xov tooj teev tseg cia nyob rau ntawm koj daim ID los sis 1-888-254-2721. Txog rau kev pab ntxiv,
hu xov tooj rau Pab Kas Phais Lub Chaw Ua Hauj Lwm CA tus xov tooj 1-800-927-4357. (TTY/TDD: 711)

Japanese

BHEZEY—EX, BRRY—EREZZIToNFET, FETIEBTNELHRALIFLY. XEZEDLIY—EXLAEETY,
ZEEZITHICIE. IDA—FIZEREBE SNBSS, F7IE 1-888-254-2721 [THBEC SV, XEDQFHMIL. hU T+
TINRIZR (1-800-927-4357) IZHEEEL FZE LY, (TTY/TDD: 711)

Khmer
SRINMANARARIGY HANEEQUHALATINAY arnaRimnansandfagens Budusanmegrmmrnainy dfogadan awn granuniamesaeisnmantmeidion ID swriun giwre 1-
g1 4 g L | Had L Hed il PURGH A §inre ) i

888-254-2721- ufegnidguuigy asmstmgiminsel CA Dept. of Insurance msss 1-800-927-4357%(TTYJ’TDD2 71 1)

Korean
T2 Q0] MH|A, HAAE 0|2t = YSLICEH Hotel A2 53|06 2 HE EME HOIEY 5= JYSLICH =22
O A2 ®H ID ZtE0| 7|XHEl HS EE= 1-888-254-27212 HSISIMA|Q CHE = 20| ZQSIA|H 1-800-927-43572 E&

CA M0 2 =HAIL. (TTY/TDD: 711)

Punjabi
foge fodn B3 @ 37 ATl IAD ffF g Ugdon oond 99 AaT J1 I8 3976 THISH UFJ d BE' Ader I W3 J% IJ31

I {39 3T$ 31 AT AR IS HEE B, A'G 33 WEIS! 98 QU3 HoT &9 HF 1-888-254-2721 3 IS I furmier
Hee &g, Ae figurdeHie wie fesianH § 1-800-927-4357 3 & 31 (TTY/TDD: 711)

Russian

BecnnaTHble A3bIkoBble yCryri. Bel MOXxeTe nony4mTb yCnyrn yCTHOro nepesogyvka. Bam MoryT npounTtatbe JOKYMEHTbI UIn
HanpaBUTb HEKOTOPbIE U3 HUX Ha BaweM s3blke. [Insg nony4yeHnss NOMoLLM 3BOHUTE Ham Mo TenedoHy, ykasaHHOMY Ha
BaLlen naeHTMdrKaLMoOHHOW kapTe, unu no Homepy 1-888-254-2721. [ins nony4yeHns 4ONOMHUTENbHOW NOMOLLN 3BOHUTE B
HenaptameHT cTpaxoBaHus wrata KanndopHua no Homepy 1-800-927-4357. (TTY/TDD: 711)

Tagalog

Mga Libreng Serbisyo para sa Wika. Maaari kayong kumuha ng interpreter. Maaari ninyong ipabasa ang mga dokumento at
ipadala ang ilan sa mga ito sa inyo sa wikang ginagamit ninyo. Para sa tulong, tawagan kami sa humerong nakalista sa
inyong ID card o sa 1-888-254-2721. Para sa higit pang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357.
(TTY/TDD: 711)

Thai

Lifidu3nsiAenAuaien vinugunsazalauiaisaiy'le
mummmﬂa‘lmLammmmul,anms"l,mmuﬁma”l,anmsmoamaa“aommuimﬂ‘ta.ima:rwaamu mﬂmaomsmmmﬂmaa
‘Iﬂsmimsmmmnums;lLawmsuuaﬂnunmsﬂsummwaomumamummaw 1-888-254-2721 windadn1sanuiadatinLéiy
Tsainsfinauunun CA Dept. of Insurance Mivsnaiaa 1-800-927-4357 (TTY/TDD: 711)

Vietnamese

Cac Dich Vu Ngon Ngt» Mién Phi. Quy vi c6 thé c6 thdng dich vién. Quy vi c6 thé yéu ciu doc tai liéu cho quy vi nghe vayéu
cau g mot so tai liéu bang ngon nglr ctia quy vi cho quy vi. D& dwoc tro glup, hay goi cho sé dwoc ghi trén thé ID cla quy
vi hodc sb 1-888-254-2721. Bé duwoc gilp d& thém, hay goi cho S& Bao Hiém California (California Department of
Insurance) theo sb 1-800-927-4357. (TTY/TDD: 711)

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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It's important we treat you fairly

That's why we follow federal civil rights laws in our health programs and activities. We don’t discriminate, exclude people, or
treat them differently on the basis of race, color, national origin, sex, age or disability. For people with disabilities, we offer
free aids and services. For people whose primary language isn’t English, we offer free language assistance services through
interpreters and other written languages. Interested in these services? Call the Member Services number on your ID card for
help (TTY/TDD: 711). If you think we failed to offer these services or discriminated based on race, color, national origin, age,
disability, or sex, you can file a complaint, also known as a grievance. You can file a complaint with our Compliance
Coordinator in writing to Compliance Coordinator, P.O. Box 27401, Mail Drop VA2002-N160, Richmond, VA 23279. Or you
can file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights at 200 Independence
Avenue, SW; Room 509F, HHH Building; Washington, D.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
online at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. ANTHEM is a registered trademark of
Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.
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