blue @ of california

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

Platinum Access+ HMO 0/25 OffEx

Coverage Period: Beginning On or After 01/01/2017
Coverage for: Individual + Family | Plan Type: HMO

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

r oy

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

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://www.bscabook.com/\WW0028144
or call 1-888-319-5999. 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.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
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.

$2,500 per individual / $5,000 per
family.

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

Yes. See blueshieldca.com/fap or
call 1-888-319-5999 for a list of
network providers.

Yes.

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

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

This plan 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). Check with your provider before you get services.

This plan will pay some or all of the costs to see a specialist for covered services but only if you
have a referral before you see the specialist.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May
Medical Event Need

If you visit a
health care

provider’s office
or clinic

If you have a
test

If you need
drugs to treat
your illness or
condition

More information
about

prescription
drug coverage is

Primary care visit to

treat an injury or illness

Specialist visit

Preventive care/

screening/
immunization

Diagnostic test
(x-ray, blood work)

Imaging
(CT/PET scans, MRIs)

Tier 1

Tier 2

Tier 3

What You Will Pay

Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

$25/visit

$50/visit

No charge

Lab & Path: $20/visit
X-Ray & Imaging: $50/visit

Other Diagnostic Examination:

$50/visit

Outpatient Radiology Center:

$50/visit

Outpatient Hospital: $200/visit
Retail: $5/prescription

Mail Service: $10/prescription

Retail: $15/prescription
Mail Service: $30/prescription

Retail: $25/prescription
Mail Service: $50/prescription

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions,
& Other Important Information

None

You may have to pay for services that aren’t
preventive. Ask your provider if the services needed
are preventive. Then check what your plan will pay
for. Preauthorization is required. Failure to obtain
preauthorization may result in reduction or non-
payment of benefits.

The services listed are at a free standing location.
Preauthorization is required. Failure to obtain
preauthorization may result in reduction or non-
payment of benefits.

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

Retail: Covers up to a 30-day supply;

Mail Service: Covers up to a 90-day supply.
Preauthorization is required for select drugs. Failure
to obtain preauthorization may result in reduction or
non-payment of benefits.

Blue Shield of California is an independent 20f9
member of the Blue Shield Association.




Common Services You May
Medical Event Need

available at

blueshieldca.com/ ' Tier 4 (excluding

formulary

If you have
outpatient

surgery

If you need
immediate
medical
attention

If you have a
hospital stay

If you need

mental health,

behavioral
health, or

Specialty drugs)

Facility fee

(e.g., ambulatory

surgery center)
Physician/
surgeon fees

Emergency room care

Emergency medical

transportation

Urgent care

Facility fee

(e.g., hospital room)

Physician/surgeon fees

Outpatient services

(You will pay the least) (You WI|| pay the most)
Retail: 20% coinsurance up to
$250 maximum/prescription

Mail Service: 20% coinsurance
up to $500 maximum/prescription

$100/surgery

No charge

Facility Fee: $250/visit
Physician Fee: No charge

$100/transport

$25/visit

$250/day for up to a max of
3 days/admission

No charge

Office Visit: $25/visit

Outpatient Services: No charge
Partial Hospitalization: No charge
Psychological Testing: No charge

Not covered

Not covered

Not covered

Facility Fee:
$250/visit
Physician Fee:
No charge

$100/transport

Within Plan Service
Area: Not covered
Outside of Plan Service

Area: $25/visit

Not covered

Not covered

Not covered

Limitations, Exceptions,
& Other Important Information

None

None

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

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

None

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

Blue Shield of California is an independent 3 0f9
member of the Blue Shield Association.
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Common Services You May
Medical Event Need

substance
abuse services

If you are
pregnant

If you need help
recovering or
have other
special health
needs

If your child

Inpatient services

Office visits
Childbirth/delivery
professional services

Childbirth/delivery
facility services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical
equipment

Hospice services

Children’s eye exam

What You Will Pay

Plan Provider Non-Plan Provider
(You will pay the least) (You will pay the most)

Physician Inpatient Services:

No charge

Hospital Services: $250/day for
up to a max of 3 days/admission
Residential Care: $250/day for up
to a max of 3 days/admission

No charge

No charge

$250/day for up to a max of
3 days/admission

$25/visit
$25/visit

$25/visit

$100/day

50% coinsurance

No charge

No charge

Not covered

Not covered

Not covered

Not covered

Not covered
Not covered

Not covered

Not covered

Not covered

Not covered

No charge

Limitations, Exceptions,
& Other Important Information

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

None

Coverage is limited to 100 visits per member per
calendar year.

None

Coverage is limited to 100 days per member per
benefit period. Preauthorization is required. Failure to
obtain preauthorization may result in reduction or non-
payment of benefits.

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

None

Blue Shield of California is an independent 40f9
member of the Blue Shield Association.




Common Services You May | S .(\jNhat You Will Pay : Limitations, Exceptions,
Medical Event Need (You#meast) — & Other Important Information

needs dental or o407 glasses No charge No charge

eye care
Children’s dental
check-up

No charge No charge

Blue Shield of California is an independent 50f 9
member of the Blue Shield Association.




Excluded Services & Other Covered Services:

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

: gOST?tIC surgzryllt * Il:long-term care h e Private-duty nursing ¢ Routine foot care
en'al care (Adult * lon-emergency care wnen e Routine eye care (Adult) e Weight loss programs
e Hearing aids traveling outside the U.S.

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

e Acupuncture e Chiropractic care o Infertility treatment
e Bariatric surgery e Dental care (Child) e Routine eye care (Child)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, 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 agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan 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: 1-888-319-5999 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have 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
requirement that you have health coverage for that month.

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

Blue Shield of California is an independent 6 of 9
member of the Blue Shield Association.
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Language Access Services

English: For assistance in English at no cost, call 1-846-348-7198

Sparnish (Espanol): Faro obtener asistencia en Esparnicl sin cargo, llame al
1-G44-344-7 198,

Togalog (Tagalog): Kung kolonganninyo ang libreng fulongsa Tagalog
tumowag sa 1-8466-3446-7 178,

Chinese (30): MFRMECIATRIMATLD - HITE -5 1-866-346-7198.

Mavajo [Dinel: Diné kK'ehji doo baah ilinigd shika' at'cowol ninizinge, kowiji' hediilnih
1-B&4-346-7198.

Vietnamess [Tiéng Vigt): Bédugc hd tro mién phi tiéng Viét, vui ldng goi dén s
1-B64-344-7198.

Korean (201 SF2{E S 0| L QLA D, 1-844-344-7195 ZETS! 2 FSISIAAL.

Armmsnian [Zugbpkh): Zugkpkiykgdnwindumpeqim pncbunm b ndonlop g pond
Eupqmbguhwmpk) 1-56&6-3446-7 178,

Fussian (Pyccrmia): ecam HymHa DECNAQTHOR NOMOLLL HO DYCCKOM B3BIKE,
TO No3poHMTE 1-866-346-7 178,

Jopanese (BFEE): BEREZEAFAGETRES, 1 866345671908 IZERFEE T T L 1221y,

WMETRELES.

Persian (w—e): 28 oli 1-866-346-7198 calis jas Lkl s o3 1 5 (SLg iy 1 gl e
Punjobi{ sau)- s 8 J8 e 5 1-8646-3446-7198 = & Jljee Jlimgy b

Khmer (&1 I-.."f'%ﬁ]: st steiey guntsbuman 1-8&8-346-7 198,

Arabic{izl): 1-866-346-7198 (A4 1 Jo =l Ll Ulsw d alldalll 23l do Jpaal
Hmong (Hnook): Xav tau kev pab dowb lub Hmool, thov hu rou 1-864-3446-7 198,
Hingi [TEeer): BreaTaaT @Y SHeTaarhaT, 1-8464-344-7 198 Tieh ofehi |

Thia (1nw): dwfunessfdunetninelyde S lunies 1-865-3446-7 198,

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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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

Pl

different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg Is Having A Baby

(9 months of participating pre-natal care

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

Mia’s Simple Fracture
(participating emergency room visit

and a hospital delivery)

M The plan’s overall deductible $0
W Specialist copayment $50
® Hospital (facility) copayment $250
m Other copayment $20
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $710
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $770

of a well-controlled condition)

and follow up care)

M The plan’s overall deductible $0 M The plan’s overall deductible $0
W Specialist copayment $50 W Specialist copayment $50
m Hospital (facility) copayment $250 m Hospital (facility) copayment $250
M Other copayment $20 B Other copayment $50
This EXAMPLE event includes services like: This EXAMPLE event includes services
Primary care physician office visits (including like:
disease education) Emergency room care (including medical
Diagnostic tests (blood work) supplies)
Prescription drugs Diagnostic test (x-ray)
Durable medical equipment (glucose meter) 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, Mia would pay:
Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0
Copayments $905 Copayments $600
Coinsurance $0 Coinsurance $18
What isn’t covered What isn’t covered
Limits or exclusions $1,783 Limits or exclusions $37
The total Joe would pay is $2,688 The total Mia would pay is $655
Blue Shield of California is an independent
member of the Blue Shield Association. 8of9

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




pblue @ of california

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of Cdlifornia complies with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disakility or sex. Blue Shield of California dees not exclude people or treat them differently because of race,

color, national crigin, age, disability or sex.

Blue Shield of California:

+ Provides aids and services at no cost to people with disabilities
to communicate effectively with us such as:
- Qualified sign language inferpreters
- Written information in other formats (including large print,

audio, accessible electronic formats and other formats)

+ Provides language services at no cost fo people whaose primary
language is not English such as:
- Qualified inferpreters
- 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, age, disability or sex, you canfile a
grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 957462-2007

Blue Shleld of Calliornla
50 Beale Street, San Francisco, CA 24105

Phone: (844) 831-4133 (TTY: 711)
Fax: (916) 350-7405
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax or email. If
vou need help filing o grievance, our Civil Rights Coordinator is
avdilable fo help you,

You can alse 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:/focrportal.hhs.gov/ocr/portal/lobby.jst
or by mail or phone at:

U.5. Department of Health and Human Services
200 Independence Avenue SW.,

Room 50%F HHH Building

Washington, DC 20201

(800) 368-1019; TTY: [800) 537-7497

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

Elueshigldca.com

Blue Shield of California is an independent

member of the Blue Shield Association. 9 of 9




blue § of california

Summary of Benefits and Coverage: What This Plan Covers & What You Pay For Covered Services
Platinum Full PPO 0/10 OffEx

Coverage Period: Beginning On or After 01/01/2017
Coverage for: Individual + Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit blueshieldca.com/nolicies
or call 1-888-319-5999. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, cop http:/www.bscabook.com/W0028144
underlined terms see the Glossary. You can view the Glossary at healthcare.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions

What is the overall
deductible?

Are there services
covered before you meet
your deductible?

Are there other
deductibles for specific
services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

Will you pay less if you
use a participating
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.

$2,500 per individual / $5,000 per
family for participating providers.
$5,000 per individual / $10,000
per family for non-participating
providers.

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

Yes. See blueshieldca.com/fap or
call 1-888-319-5999 for a list of
participating providers.

No.

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

This plan covers some items and services even if you haven't yet met the deductible amount. But
a copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost-sharing and before you meet your deductible. See a list of covered preventive
services at healthcare.gov/coverage/preventive-care-benefits/.

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

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

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

This plan 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). Check with your provider before you get services.

You can see the specialist you choose without a referral.

10f8
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u All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You May T V}I:at You Will Pay T E———— . Limitations, Exceptions,
Medical Event Need w 2 FETAT 0 | A & Other Important Information
(You will pay the least) (You will pay the most)

Primary care visit

to treat an injury or | $10/visit 40% coinsurance

ilness | NONE.....oveeeeeie
Ifyou visita health | gpeciajist visit $251visit 40% coinsurance
care provider’s . ,
office or clinic Preventive You may have to pay for services that aren t

care/screening/ No charae Not covered preventive. Ask your provider if the services

care/screening g needed are preventive. Then check what

immunization ;

your plan will pay for.

Diagnostic test 10% coinsurance 40% coinsurance The services listed are at a free standing

(x-ray, blood work) —— - location.
If you have a test Imaging

(CT/PET scans, 10% coinsurance 40% coinsurance | e NONE......ovvvieveeiiien

MRIs)

, Retail: $5/prescription

Tier Mail Service:$10/prescription Not covered
If you need drugsto Retail: $30/prescription ,
treat your illness or | Tier 2 Mail Service: $60/prescription Not covered Retail: Covers up to a 30-day supply;
condition ' - Mail Service: Covers up to a 90-day supply.
More information Tier 3 Retail: §50/prescription Not covered Preauthorization is required for select drugs.
about prescription Mail Service: $100/prescription Failure to obtain preauthorization may result
drug coverage is in reduction or non-payment of benefits.
avallaple at Retail: 30% coinsurance up
blueshieldca.com/ Tier 4 (excluding | to $250 maximum/prescription Not covered
formulary Specialty drugs) Mail Service: 30% coinsurance up

to $500 maximum/prescription

Facility fee Preauthorization is required. Failure to obtain

If vou have (e.g., ambulatory | 10% coinsurance 40% coinsurance preauthorization may result in reduction or
your surgery center) non-payment of benefits.
outpatient surgery Phvsician
ysician 10% coinsurance 40% coinsurance | e NONE...oovvieeeeeeeiee,
surgeon fees
Blue Shield of California is an independent member of 2of 8

the Blue Shield Association.



http://blueshieldca.com/formulary
http://blueshieldca.com/formulary

What You Will Pay

Common Services You May Particinating Provider Non-Particioating Provider Limitations, Exceptions,
. icipating Provi -Participating Provi .
Medical Event Need (You will pay the least) (You will pay the most) & Other Important Information
Facility Fee: Facility Fee:
Emergency room | $100/visit + 10% coinsurance $100/visit + 10% coinsurance
care Physician Fee: Physician Fee:
If you need 10% coinsurance 10% coinsurance
immegiiate medical Emergency | NONE....oovviieeeeeiee,
attention medical 10% coinsurance 10% coinsurance
transportation
Urgent care $10/visit Not covered
Facility fee Preauthorization is required. Failure to obtain
If vou have a (e.g., hospital 10% coinsurance 40% coinsurance preauthorization may result in reduction or
you room) non-payment of benefits.
hospital stay -
Physician/ 10% coinsurance 40% coinsurance | e, NONE....oooeeeeeeeiie,
surgeon fees
Office Visit: Preauthorization is required except for office
Outpatient $10/visit o i visits. Failure to obtain preauthorization may
: ) o 40% coinsurance , :
services Outpatient Services: result in reduction or non-payment of

10% coinsurance benefits.

If you need mental
health, behavioral
health, or substance

abuse services Preauthorization is required. Failure to obtain

Inpatient services | 10% coinsurance 40% coinsurance preauthorization may result in reduction or
non-payment of benefits.

Office visits $10/visit 40% coinsurance
Chillcdbir_th/ dclalivery 10% coi 40% co Calendar year medical deductible does not
If you are pregnant gg?v?(f:;ona o coinsurance o coInsurance apply when you access participating
providers.

Childbirth/delivery P o

. . 10% coinsurance 40% coinsurance
facility services = -

Blue Shield of California is an independent member of 30f8

the Blue Shield Association.




Common Services You May Particinating P VY:atYou Wil F;‘lay Particinating Provid Limitations, Exceptions,
Medical Event Need raruicipating rovicer ron-rarticipating Froviaer & Other Important Information
(You will pay the least) (You will pay the most)

Home health care

Rehabilitation
services
Habilitation

If you need help services

recovering or have

other special health | Skilled nursing
needs care

Durable medical

10% coinsurance

10% coinsurance

10% coinsurance

10% coinsurance

50% coinsurance

Not covered

40% coinsurance

40% coinsurance

10% coinsurance

Not covered

Coverage limited to 100 visits per member
per calendar year. Preauthorization is
required. Failure to obtain preauthorization
may result in reduction or non-payment of
benefits.

Coverage limited to 100 days per member
per calendar year. Preauthorization is
required. Failure to obtain preauthorization
may result in reduction or non-payment of
benefits.

Preauthorization is required. Failure to obtain
preauthorization may result in reduction or

equipment non-payment of benefits.
Preauthorization is required. Failure to obtain
: , preauthorization may result in reduction or
Hospice services | No charge Not covered ,
non-payment of benefits. Calendar year
medical deductible does not apply.
Children’s eye No charae Coverage up to a maximum Coverage limited to one exam per member
exam g allowance of $30 per calendar year.
) The cost listed is for Single Vision. Coverage
If your child needs  cpjjgren's glasses | No charge $25 limited to one pair of eyeglasses or contact
dental or eye care lenses per member per calendar year.
Children’s dental No charge 10% coinsurance Coverage limited to 2 visits per member per

check-up

calendar year.

Blue Shield of California is an independent member of 4 of 8
the Blue Shield Association.




Excluded Services & Other Covered Services:

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

e Cosmetic surgery o Infertility treatment (unless for : h%?g:;rg: Zanrs care when ¢ Routine eye care (Adult)
e Dental care (Adult) diagnosis and treatment of cause iravelin o%tsi d}:e the U.S ¢ Routine foot care
e Hearing aids of infertility) g s o Weight loss programs

e Private-duty nursing

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

e Acupuncture e Chiropractic care e Routine eye care (Child)

o Bariatric surgery o Dental care (Child)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, 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 agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan 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: 1-888-319-5999 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

If you don’t have 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
requirement that you have health coverage for that month.

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

Blue Shield of California is an independent member of 50of 8
the Blue Shield Association.
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Language Access Services

English: For assistance in English at no cost, call 1-8846-344-7 178

Spanish (Espaficl]: Para obtener asistencia en Espafol sin cargo, llame al
1-864-3446-7 198,

Tagalog (Tagalog): Kung kalanganninyo ang libreng tulongsa Tagalog
tumawag sa 1-8646-346-7 178,

Chinese (P30): MFEBED AR - HHFTE -5 1-866-346-7178.

Mavajo [Dine]: Diné kK'ehji doo baah ilinigéd shika' at'oowel ninizinge, kwiji' hodiilnih
1-B86-344-7198.

Vietnamese (Tigng Vidt): Béduroc ki tro mién phi tiéng Viét, vui lang goi dén s
1-864-3446-7 198,

Korean [2t20): SFH2HE S0 ZE A M, 1-844-344-7196 EET S S FSIGHA A2

Arrnenian (Zugbpkh): Sugkpkiykgun]win fmpeqhnupnciunm b nohalopfabgpod
Eipquigmbmphby 1-965-3446-7 178,

Fuzsian (Pyccemial: ecam HywHO BECnAQTHOR NOMOLLL HO DYCCEOM 83bIKS,
T No3BoHKTE [-B66-344-T 198,

Japanese (BFE) BEEFTEABEDRES, 18663467198 IZEEE M HT {21
METEHSLET.

Persian (w—): 18 ol 1-B64-346-7198 cab e jaz Ulikl o 8 oy i, S 2l 1 4
Punjobi{ lei)-a8 J8 ohe 3 1-866-346-7198 = & i Minzy dab

Khmer (F7 H‘i’%i%]: wudimmmennimusereit munasnuman 1-886-346-7 198,

Arabic(iyal): 1-844-3446-71%8 A0 G Jo Juafly foaii Ulos dp pall falll ddocloall o Jpaal
Hmong (Hhook): Xav tau kev pab dowb lub Hmoob, thov hu rau 1-84656-344-7 198,
Hingi [TEw2T): BeaATaeT @Y FEaarniay, 1-5464-344-7198 T0a =l |

Thiai [we): dmivmesaefaddune eI bidno e T mtes 1-865-3446-7 198,

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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About these Coverage Examples:

!

8 This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg Is Having A Baby

(9 months of participating pre-natal care

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

Mia’s Simple Fracture
(participating emergency room visit

and a hospital delivery)

of a well-controlled condition)

and follow up care)

M The plan’s overall deductible $0 M The plan’s overall deductible $0 B The plan’s overall deductible $0
M Specialist copayment $25 M Specialist copayment $25 M Specialist copayment $25
M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10% M Hospital (facility) coinsurance 10%
B Other coinsurance 10% B Other coinsurance 10% B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

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

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

This EXAMPLE event includes services like:

Emergency room care (including medical

supplies)

Diagnostic test (x-ray)

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

Total Example Cost $12,800 Total Example Cost $7,400 Total Example Cost $2,500

In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $40 Copayments $675 Copayments $75

Coinsurance $1,240 Coinsurance $13 Coinsurance $188
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $1,783 Limits or exclusions $37

The total Peg would pay is $1,340 The total Joe would pay is $2,472 The total Mia would pay is $300

The plan would be responsible for the other costs of these EXAMPLE covered services. Blue Shield of California is an independent member of
the Blue Shield Association. 7 of 8




blue @ of california

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

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 does not exclude pecople or treat them differently because of race,

color, national crigin, age, disability or sex.

Blue Shield of California:

+ Provides aids and services at no cost to people with disakilities
to communicate effectively with us such as:
- Qualified sign language inferpreters
- 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:
- Quualified 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, age, disakility or sex, you canfile 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: (916) 350-7405
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in persen or by mail, fax or email. If
yvou need help filing a grievance, cur 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 https://focrportal.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 is an independent member
of the Blue Shield Association.
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blue @ of california
Summary of Benefits and Coverage: What This Plan Covers & What You Pay For Covered Services Coverage Period: Beginning On or After 01/01/2017
Platinum Full PPO 150/15 OffEx Coverage for: Individual + Family | Plan Type: PPO

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
M  share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit http://www.bscabook.com/\WW0028144
or call 1-888-319-5999. 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.gov/sbc-glossary or call 1-866-444-3272 to request a copy.

Important Questions _ Why This Matters:

$150 per individual / $300 per family for | Generally, you must pay all of the costs from providers up to the deductible amount before

What is the overall participating providers $300 per this plan begins to pay. If you have other family members on the plan each family member
deductible? individual / $600 per family for non- must meet their own individual deductible until the total amount of deductible expenses paid
participating providers. by all family members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the deductible amount.
But a copayment or coinsurance may apply. For example, this plan covers certain preventive
services without cost-sharing and before you meet your deductible. See a list of covered
preventive services at healthcare.gov/coverage/preventive-care-benefits/.

Are there services Yes. Preventive care and other services
covered before you listed in your complete terms of
meet your deductible? | coverage.

Are there other
deductibles for specific | No. You don’t have to meet deductibles for specific services.
services?

$3,000 per individual / $6,000 per family
for participating providers.

$8,000 per individual / $16,000 per
family for non-participating providers.

What is the out-of-

pocket limit for this
plan?

The out-of-pocket limit is the most you could pay in a year for covered services. If you have
other family members in this plan, they have to meet their own out-of-pocket limits until the
overall family out-of-pocket limit has been met.

Copayments for certain services,
premiums, balance billing charges, and | Even though you pay these expenses, they don’t count toward the out-of-pocket limit.
health care this plan doesn’t cover.

What is not included in
the out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the plan’s

Will you pay less if you | Yes. See blueshieldca.com/fap or call network. You will pay the most if you use an out-of-network provider, and you might receive a
use a participating 1-888-319-5999 for a list of participating | bill from a provider for the difference between the provider's charge and what your plan pays
provider? providers. (balance billing). Be aware your network provider might use an out-of-network provider for

some services (such as lab work). Check with your provider before you get services.

Do you need a referral

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

10f8
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‘ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Services You Particioatin Prow:::You Wi:::);an'c' ~fina Provider Limitations, Exceptions, & Other Important
icipating Provi -Participating Provi .
e W70 (You will pay the least) (You will pay the most) [IETEIE

Primary care visit

to treat an injury | $15/visit 40% coinsurance v
orilness | L e, (0] [
If you visit a health Specialist visi 30Misi 40% coi
care provider's pecialist visit $30/visit % coinsurance
office or clinic SR ) You may have to pay for services that aren t
— preventive. Ask your provider if the services needed
screening/ No charge Not covered ve. Then check wh lan will
mmunization ?re preventive. Then check what your plan will pay
or.
Diagnostic test
(x-ray, blood 10% coinsurance 40% coinsurance The services listed are at a free standing location.
If you have a test work).
Imaging
(CT/PET scans, | 10% coinsurance 40% coinsurance | NONE....ooovveieeieiii,
MRIs)
. Retail: $5/prescription
If you need drugs fer Mail Service: $10/prescription Not covered Retail: Covers up to a 30-day supply;
to treat your illness Tier 2 Retail: $30/prescription Not covered Mail Serv Ice: .Cov.ers UP_tO a 90-day supply. .
or condition Mail Service: $60/prescription Preauthorization is required for select drugs. Failure
More information : — to obtain preauthorization may result in reduction or
rug coverage is :
available at . :
; Retail: 30% coinsurance up to
blueshieldca.com/ Tier 4 (excluding | $250 maximum/prescription Preauthorization is required. Failure to obtain
formulary . . MO Not covered preauthorization may result in reduction or non-
Specialty drugs) | Mail Service:30% coinsurance up
; — payment of benefits.
to $500 maximum/prescription
Facility fee Preauthorization is required. Failure to
If you have
. (e.g., ambulatory | 10% coinsurance 40% coinsurance obtain preauthorization may result in reduction or
outpatient surgery .
surgery center) non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association. 20f8
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Common Services You
Medical Event May Need

If you need
immediate medical
attention

If you have a
hospital stay

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

If you are pregnant

If you need help
recovering or have
other special
health needs

Physician/
surgeon fees

Emergency room
care

Emergency
medical

transportation
Urgent care
Facility fee
(e.g., hospital
room)
Physician/
surgeon fees

Outpatient
services

Inpatient services

Office visits

Childbirth/delivery
professional
services
Childbirth/delivery
facility services

Home health care

What You Will Pay

Participating Provider Non-Participating Provider
(You will pay the least) (You will pay the most)

10% coinsurance

Facility Fee:

$100/visit + 10% coinsurance

Physician Fee:
10% coinsurance

10% coinsurance

$15/visit

10% coinsurance

10% coinsurance

Office Visit: $15/visit
Outpatient Services:
10% coinsurance

10% coinsurance

No charge

10% coinsurance

10% coinsurance

10% coinsurance

40% coinsurance

Facility Fee:

$100/visit + 10% coinsurance

Physician Fee:

10% coinsurance

10% coinsurance

Not covered

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Not covered

Limitations, Exceptions, & Other Important
Information

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

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

obtain preauthorization may result in reduction or
non-payment of benefits.

Calendar year medical deductible does not apply
when you access participating providers.

Coverage limited to 100 visits per member per
calendar year. Preauthorization is required. Failure
to obtain preauthorization may result in reduction or
non-payment of benefits.

Blue Shield of California is an independent member of the Blue Shield Association. 3of8




Common Services You
Medical Event May Need

Rehabllltatlon
services

What You Will Pay

Participating Provider Non-Participating Provider
| (You will pay the least) | (You will pay the most)

10% coinsurance

40% coinsurance

services

10% coinsurance

40% coinsurance

Limitations, Exceptions, & Other Important
Information

Skilled nursing
care

10% coinsurance

10% coinsurance

Coverage limited to 100 days per member per
calendar year. Preauthorization is required. Failure
to obtain preauthorization may result in reduction or
non-payment of benefits.

Durable medical

50% coinsurance

Not covered

Preauthorization is required. Failure to
obtain preauthorization may result in reduction or

check-up

equipment non-payment of benefits.
Preauthorization is required. Failure to
. : obtain preauthorization may result in reduction or
Hospice services | No charge Not covered . .
non-payment of benefits. Calendar year medical
deductible does not apply.
Children’s eye N Coverage up to a maximum | Coverage limited to one exam per member per
o0 charge
exam allowance of $30 calendar year.
If your child needs | Children's The cost |.|sted is for Single Vision. Coverage limited
No charge $25 to one pair of eyeglasses or contact lenses per
dental or eye care | glasses
member per calendar year.
Children’s dental 0 Coverage limited to 2 visits per member per calendar
No charge 10% coinsurance

year.

Blue Shield of California is an independent member of the Blue Shield Association. 4 of 8




Excluded Services & Other Covered Services:

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

o Infertility treatment (unless for

e Cosmetic surgery di i< and ¢ Non-emergency care when e Routine eye care (Adult)
e Dental care (Adult) :ﬁgporf.'l.st and treatment of cause traveling outside the U.S. ¢ Routine foot care
e Hearing aids ofinfertiity) e Private-duty nursing e Weight loss programs

e Long-term care

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

e Acupuncture e Chiropractic care

e Bariatric surgery e Dental care (Child) ¢ Routine eye care (Child)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Department of Health and Human Services, 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 agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan 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: 1-888-319-5999 or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have 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
requirement that you have health coverage for that month.

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

Blue Shield of California is an independent member of the Blue Shield Association. 50f8
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Language Access Services

English: For assistance in English at no cost, call 1-844-3448-7198

Spanizh (Espaficl): Paro obtener asistencia en Espafiol sin cargo, lome al
1-8464-3446-T158.

Togalog (Tagalog): Kung kolonganninyo ang libreng tulongsa Tagalog
tumowag sa 1-8446-3446-7178.

Chinese (h37): MBEMBPCATRAEL) - WHITESD 1-866-346-7198.

Mavajo [Dine): Diné k'ehji doe baah ilinigd shilea' at'oowoel ninizingo, kewiji' hodiilnih
1-846-344-T 198,

Vietnameass (Tigng Vist): Dédwoc hi tro mién phi tigng Viét, vui laéng goi dén sd
1-G68-344-7178.

Kaorsan (SHEM): St H S0 ZESHA| M, 1-844-344-7198 EEHE 2 HIISHL A2,

Armmenian (Zukpkh): Zugkpkinkgyn]windmpeqinipniiunmbuynihulapabn ol
Elipqubigubmpk) 1-8466-345-71%8.

Fussian (Fyccrmi): ecam HywHO BECNAQTHOR NOMOLLL HO DYCCEOM 83BIKES,
TO NozpoHKTe [ -846-3446-F 198,

Jopansse (BFREE): BEERIENPGETRE, 16463457198 IZERBEMFT { =1Ly,
mETREELET.,

Persian (i) 1 by o 1-866-346-7198 cali e jlas Llakh o s g a8, s ey 1 ) e
Punjabil slai). 8 JE Che 5 1-866-344-7198 £ & e Mow gy dan

Ehmer (& H"i'.’%l’%]: wudimmmssnimsre stk gunisbiman | -846-346-7 198,

Arabic(iz ) 1-566-346-7198 A0 15 Jo Jualy fuafi s Ulas d jall dalll| Sizcloal) o Jpaal
Hmong (Hnoob): Xov tau kev poo dowb lub Hmook, thov hu rou 1-54646-3446-7 198,
Hingi (TG BradiaeT @0 HEEaaeh T, 1-864-344-7 198 T ookl |

Thic (we): dfumushosfiadun s inelddn e Tumtes 1-864-346-7 198,

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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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be

Pl

different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing

amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion

of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg Is Having A Baby

(9 months of participating pre-natal care

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

Mia’s Simple Fracture
(participating emergency room visit

and a hospital delivery)

M The plan’s overall deductible $150
M Specialist copayment $30
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost $12,800

In this example, Peg would pay:
Cost Sharing

Deductibles $150

Copayments $50

Coinsurance $1,240
What isn’t covered

Limits or exclusions $60

The total Peg would pay is $1,500

of a well-controlled condition)

M The plan’s overall deductible $150
M Specialist copayment $30
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes 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)

B The plan’s overall deductible $150
M Specialist copayment $30
M Hospital (facility) coinsurance 10%
B Other coinsurance 10%

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

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

Total Example Cost $7,400 Total Example Cost $2,500

In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing

Deductibles $150 Deductibles $150

Copayments $725 Copayments $90

Coinsurance $13 Coinsurance $188
What isn’t covered What isn’t covered

Limits or exclusions $1,783 Limits or exclusions $37

The total Joe would pay is $2,672 The total Mia would pay is $465

7of 8

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

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




blue @ of california

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

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 does not exclude pecple or freat them differently because of race,

color, national origin, age, disability or sex.

Blue Shield of California:
» Provides qids and services aft no cost to people with disabilities
to communicate effectively with us such as:
- Qualified sign language inferpreters
- Written information in other formats (including large print,
audio, accessible electronic formarts 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 vou 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, age, disakility or sex, you can file a
grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA $5762-2007

Phone: (844) 831-4133 (TTY: 711)
Fax: (916) 350-7405
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax or email. If
vou heed help filing a grievance, our Civil Rights Coordinator is
avdilable 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 https://ocrportal.hhs.gov/ocr/portal/lobby.jst
or by mail or phone at:

U.5. Department of Health and Hurman Services
200 Independence Avenue SW.

Room 509F HHH Building

Washington, DC 20201

(800) 348-1019: TTY: (800) 537-7497

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

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