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limitations and exclusions, please review the Benefit Booklet. If there is a difference between this summary and the Benefit
Booklet, the Benefit Booklet will prevall.
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Get help in your language Anthem. VAV

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (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
IMPORTANTE: ;Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic
AL U e el 128 o peaadl Lial i WS et B e daelad e pandody Dolaias ) LiSadh ¢ adaiads o 12) mt...JJim Bel B ey b sage
ATTY/TDD:711) 888-254-272143 L | 58 Juai¥! a3 cdailaali selual o (Jpasll

Armenian

NhgUNCNRESNRL, Yupnnubn Wl kp piphpgh) wu bwdwlp: Gpk ny, Ukup Jupnn kup mpudwnpky hus-np dkhhl, ny
Yoquh 2bq jupnu wyl: Ywpnn Eup bl wyu budwlp 2kq gpudnp wuppkpulng npudungpt): Gidwp oguntpynih
uwnwbwnt hwdwp jupnn bp wihwuwn quiqubwupt) 1-888-254-2721 hknwinuwhwdwpny: (TTY/TDD: 711)

Chinese
%%%IE TREEEE S0 ? MRKENE » BITFES A BRI - AR DESIEHIEESMEN RGN - WFEE
28 > G5 R 1-888-254-2721 - (TTY/TDD: 711)

Farsi
iy Lad 4o 1y ekl opa Sl g e edadlg e 380 Sunilgay Ly deld ol aasteS e Lol :pge
Oygo 4 Py deld Gl da il g5 e Gadaxes L dAS SeS 1y Lad 4l ol Gddt a3y LI o adls
ooled Lo ¥l guae oL ) SeS adloyy ol pm L LdS adloge oLOosd ol 4 oS
(TTY D71 a8 wles 1-888-254-2721

Hindi
HEAUT. FAT HIT I 99 9¢ Hehcl 27 PR g, df 8F HTH 3H Toa 7 Fg e & (v Tt A1 3ueey
T FFd B HT Tg 97 HG=AT 019 H fAgas 7 o @ @ g 81 Py Aeg F v Fr 1-888-
254-2721 9T A il HI (TTY/TDD: 711)

Hmong
TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia lwm tus

pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. 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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EE: COEMZRHFEIN?ILEOHATVGEEICE. NBREZEBTIEODOXEERTSIENTEET, F. COF
HEFLITHIESHTEVELDEAFILLHLTEET . ROBSICLVETCEREL T, BHIEERTTIESL,
1-888-254-2721 (TTY/TDD: 711)

Khmer
h:‘mél tﬁainmmnﬂrﬁﬁms W? :ﬁuemma tmhmﬁfﬂesmnmnmanﬁennﬂ ﬂnnmﬁagmmsma tmmmnm:mmnmumsmumuu 1ﬂﬂJ§Ul’UﬂzEmﬁh ig MsyTig iﬁg@ﬁﬂ!ﬁimﬂ 1'888'254'

2721+ (TTY/TDD: 711)

2102 AT

EF =32 E2 MEO| JASLICL D7t AHEst=
=
=

Al 1-888-254-27212 T 2}SHMA| L. (TTY/TDD: 711)

Punjabl
HII=YI&: of IA g Usguga AaR J? 3 &0 , 3T A for § uzg f¥o ITst Hee & foaR § g8 Ader O 3R T

U39 & wiust s 29 fofsemi Ifenr 2= ugond qond o9 Fele JI He3 Hee B8, fodaur 99a 996 1-888-254-2721 3 58
JI (TTY/TDD: 711)

Russian

BAXXHO. MoxeTe nu Bbl NpounTaTh 4aHHOE NUCbMO? ECnu HeT, Hal cneunanucT NoMoXeT BaMm B 3ToM. Bbl Taioke MoxeTe
nony4nTe JaHHOE NMMCbMO Ha BalleM sA3blke. s nonyyeHms 6ecnnaTtHoOM NOMOoLLM 3BOHUTE No Homepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

wnauadAN: vinugusaaiuaauuaaiuiiniali viavinwligunsasuaanunaaiuil
Ensadan i Ainau ivinuwe'ls vinudearalvidminidmiadauaanunalunszasvinudnes
madasnisauhiamdatanbifald3ne Tusainsdadafivunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khdng? Néu khéng, ching t6i c6 thé b tri nguwi gidp quy vi doc thw nay.
Quy vij ciing c6 thé nhan thw nay badng ngdn ngi¥ cha quy vi. Dé dwoc gitip d& mién phi, vui long goi ngay sb 1-888-254-
2721. (TTY/TDD: 711)

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
Arvimmiin G Danes EAAE LU Buildin~e Aiankin~ia~ [.C. 20201 or by calling 1-800-368-1019 (TDD: 1- 800-537-7697) or
Complaint forms are available at

Anthem Blue Cross is the trade name of Blue Cross of California. 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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Your summary of benefits Anthem &

Anthem® Blue Cross
Your Plan: SISC (Self Insured Schools of California): High Deductible Plan A - Family (HSA Compatible Classic)
Your Network: Prudent Buyer PPO

Costif youusea

CostifyouuseanIn- "\t ork

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $3,000 individual / $3,000 family
Out-of-Pocket Limit $3,000 person / No limit person /
$6,000 family No limit family

The family deductible and out-of-pocket maximum are non-embedded, meaning the cost shares amounts for all covered family
members apply to both the family deductible and family out-of-pocket maximum.

Your copays, coinsurance and deductible count toward your out of pocket amount(s).

In-network and out-of-network deductibles are combined and accumulate toward each other; however, in-network and out-of-
network out-of-pocket maximum amounts accumulate separately and do not accumulate toward each other.

Preventive Care / Screening / Inmunization No charge Not covered

Preventive Care for Chronic Conditions per IRS guidelines No charge Not covered

Virtual Care (Telemedicine / Telehealth Visits)

Virtual Visits - Online visits with Doctors who also provide services in
person

Primary Care (PCP) 10% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount.

(See footnote 1)

Mental Health and Substance Use Disorder care 10% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount.

(See footnote 1)

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: Visit us at www.anthem.com/ca/sisc
CA/LG/ SISC (Self Insured Schools of California): High Deductible Plan A - Family (HSA Compatible
Classic)/2NQZ/01-01-2023
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Specialist

10% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Medical Chats and Virtual (Video) Visits for Primary Care from our
Online Provider K Health, through its affiliated Provider groups

0% coinsurance after deductible is met

Virtual Visits from Online Provider LiveHealth Online via
www.livehealthonline.com; our mobile app, website or Anthem-enabled
device

Primary Care (PCP) and Mental Health and Substance Use Disorder

Specialist Care

0% coinsurance after deductible is met

10% coinsurance after deductible is met

Visits in an Office

Primary Care (PCP)

Specialist Care

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Other Practitioner Visits

Retail Health Clinic

Manipulation Therapy
Pre-authorization review by American Specialty Health (ASH) is required
after the 5t visit).

Acupuncture
Coverage is limited to 12 visits per benefit period.

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Not covered

50% of maximum
allowed amount
(See footnote 1)
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Other Services in an Office

Allergy Testing

Chemo/Radiation Therapy

Dialysis/Hemodialysis
Coverage for a Non-Network Provider is limited to $350 maximum per visit.
(See footnote 2)

Prescription Drugs Dispensed in the office

Surgery

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Not covered

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Diagnostic Services

Lab

Office 10% coinsurance after | Not covered
deductible is met

Freestanding Lab 10% coinsurance after | Not covered
deductible is met

Outpatient Hospital 10% coinsurance after | Not covered
deductible is met

X-Ray

Office 10% coinsurance after | Not covered

Freestanding Radiology Center

deductible is met

10% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Outpatient Hospital

10% coinsurance after
deductible is met

Not covered

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

Office
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 2)

Freestanding Radiology Center
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 2)

Outpatient Hospital
Coverage for a Non-Network Provider is limited to $800 maximum per test.
(See footnote 2)

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

Emergency and Urgent Care

Urgent Care

Emergency Room Facility Services
Copay waived if admitted.

Emergency Room Doctor and Other Services

Ambulance

10% coinsurance after
deductible is met

$100 copay per visit
and then 10%
coinsurance after
deductible is met

10% coinsurance after
deductible is met

$100 copay per trip
and then 10%
coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Covered as In-Network

Covered as In-Network

Covered as In-Network
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Outpatient Mental Health and Substance Use Disorder
Doctor Office Visit

10% coinsurance after
deductible is met

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Facility Visit
Facility Fees 10% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount.
(See footnote 1)
Doctor Services 10% coinsurance after | All billed amounts
deductible is met exceeding the
maximum allowed
amount.
(See footnote 1)
Outpatient Surgery
Facility Fees
Hospital 10% coinsurance after | All billed amounts

Services and supplies for the following outpatient surgeries are subject to
a benefit limit if performed in an outpatient hospital setting. The benefit
limit does not apply if performed in a Freestanding Ambulatory Surgical
Center.

0 Arthroscopy limited to $4,500 per procedure

Cataract surgery limited to $2,000 per procedure

Colonoscopy limited to $1,500 per procedure

Upper GI Endoscopy limited to $1,000 per procedure

Upper GI Endoscopy with biopsy limited to $1,250 per procedure

O O O O

Freestanding Surgical Center
Coverage for a Non-Network Provider is limited to $350 maximum per day.
(See footnote 2)

Doctor and Other Services
Hospital

deductible is met

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

exceeding the
maximum allowed
amount.

(See footnote 1)

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

All billed amounts
exceeding the
maximum allowed
amount.
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

(See footnote 1)

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

Coverage is limited to $600 benefit maximum per day for non-emergency
admission at a Non-Network provider. (See footnote 2)

Facility Fees

Hip/Knee/Spine Surgeries

For inpatient services, this benefit is covered only when performed at a
designated Blue Distinction Plus Center for Specialty Care. Subject to
utilization review.

Doctor and other services

10% coinsurance after
deductible is met

10% coinsurance after
medical deductible is
met

10% coinsurance after
medical deductible is
met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

Not Covered

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 2)

Recovery & Rehabilitation

Home Health Care

Coverage is limited to 100 visits per benefit period.

Coverage for a Non-Network Provider is limited to $150 maximum per day.
(See footnote 2)

10% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

Rehabilitation services

Office
Pre-authorization review by American Specialty Health (ASH) is required
after the 51 visit).

Outpatient Hospital

10% coinsurance after
deductible is met

10% coinsurance after
deductible is met

Not covered

Not covered

Cardiac rehabilitation
Coverage is limited to 36 visits per benefit period.

Office

10% coinsurance after
deductible is met

Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Outpatient Hospital

10% coinsurance after
deductible is met

Not covered

Skilled Nursing Care (facility)

Coverage for Inpatient rehabilitation and skilled nursing services is limited
to 150 days combined per benefit period.

Coverage for a Non-Network Provider is limited to $600 maximum per day.
(See footnote 2)

10% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

Inpatient Hospice

No charge

All billed amounts
exceeding the
maximum allowed
amount.

(See footnote 1)

Durable Medical Equipment

10% coinsurance after
deductible is met

Not covered

Prosthetic Devices

10% coinsurance after
deductible is met

Not covered

Hearing Aids
Benefit is limited to $700 every 24 months. (See footnote 2)

10% coinsurance after
deductible is met

All billed amounts
exceeding the lesser of
the benefit maximum or
maximum allowed
amount.

(See footnote 1 and 2)

Footnote 1: When using Non-Network PPO Providers, members are responsible for any difference between the maximum
allowed amount and actual charges, as well as any deductible & percentage copay.

Footnote 2: The plan may pay for the following services and supplies up to the maximum number of days or visits and/or dollar
maximum shown. When using non-network providers, the plan will pay the lesser of the benefit maximum or the maximum
allowed amount. If the maximum allowed amount is less than the listed benefit maximum, the plan will not exceed the
maximum allowed amount. Likewise, if the listed benefit maximum is less than the maximum allowed amount, the plan will not

exceed the listed benefit maximum.

Notes:

e If you have an office visit with your Primary Care Physician or Specialist 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

Benefit Booklet for details.

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.
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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 that may apply to the coverage. For more details, important
limitations and exclusions, please review the Benefit Booklet. If there is a difference between this summary and the Benefit

Booklet, the Benefit Booklet will prevail.
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Get help in your language Anthem. VAV

BlueCross
Language Assistance Services

Curious to know what all this says? We would be too. Here’s the English version:
IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be able to get this
letter written in your language. For free help, please call right away at 1-888-254-2721. (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
IMPORTANTE: ;Puede leer esta carta? De lo contrario, podemos hacer que alguien lo ayude a leerla. También puede
recibir esta carta escrita en su idioma. Para obtener ayuda gratuita, llame de inmediato al 1-888-254-2721. (TTY/TDD: 711)

Arabic

lindy U eka Gladll 13a e J guaal) Wl i€ WS Lgie) 8 e dielind e padiiy dilaiuy) LiSad ¢ adad s Al 1) ML.UMm Be) 8 ey b 1age
(TTY/TDD:711) 1-888-254-272148 )L 1 & Juas¥) > n ddlaall Baeludl e Jpanll

Armenian

NhTURLNREBNRUL. Yupnnubn 1 bp piplpgh) wyu tudwlp: Gpk ns, Ukip upnn kup npudwngpty his-np Ukljhl, nd
ljoquth 2kq Yupnuy wyl: Yupnn kup twl wyu btudwlp 2kq gpuynp wwppkpulny npudwnpt): Gidgwp ogunipinih
unwiwnt hwdwp jupnn kp withwywn quiuquhwpt) 1-888-254-2721 hknwinuwhwdwpny: (TTY/TDD: 711)

Chinese
%%%IE TREREBEM SIS ? MREERNE > MBS AGBE - BT DESLIEIGESMENAER - WHER
e o 5 izaﬂfégﬁﬂ 888-254-2721 - (TTY/TDD: 711)

Farsi
by Lad 4o 1) akd o paSlgSoe edol g e 381 Sanilgny 1y aels ool auil g5 LT :pgoe
Oygo 4y Py 4eld gl w5 e Gudxea 488 S S 1) Lad 4ol gl gl et 3y L3 paniS
oolad Lo Yle guan glE1 ) SaS abloyy ol c S adlyys glbsesd glo) 40 0sise
(TTY/TDD:711). 00 &y wlas 1-888-254-2721

Hindi

AEcaqul: AT AT T U UG Fehd 27 PR #1¢1, Al & U $H Uga H HAcg = & v ol 1 qerey
T THA g1 3T Tg IF e o A a7 ofr gere & wea §) e Aag F O, Fuar 1-888-
254-2721 X I Fler HLI (TTY/TDD: 711)

Hmong
TSEEM CEEB: Koj puas muaj peev xwm nyeem tau daim ntawv no? Yog hais tias koj nyeem tsis tau, peb muaj peev xwm cia Iwm tus

pab nyeem rau koj mloog. Tsis tas li ntawd tej zaum koj kuj tseem yuav tau txais daim ntawv no sau ua koj hom lus thiab. Txog rau kev
pab dawb, thov hu tam sim no rau tus xov tooj 1-888-254-2721. (TTY/TDD: 711)

Japanese

Anthem Blue Cross is the trade name of Blue Cross of California. 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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BEE . COEBEZEOFIN?L LEOLBEVMEEICZIE, RBEZERBTL-ODOXEERTEENTEET, £, ZDOE
BHEHRLETIHIERBTEVLDEAFTEHIILEELTEFT, ROBEBICLWVETCEEL T, BHIEEZIT TS,
1-888-254-2721 (TTY/TDD: 711)

Khmer
¢ sfininG (Rt fiiasnate stiinmneBies fisn anfinGesRlEme snmnmIMMANRIEARaiN isieontswanAnis mteminmunehue 1-888-254-
B minsineGimene ¢ Wdsnee snnese AMPAINENGBHART 3 g i gritg g rgustmigiada sy

27214 (TTY/TDD: 711)

Korean
SR: 0| MAZ oM = oML god = gi2 42 =32 52 MO JASLICE 57 AH8SH= Q102 A%l
MAE oM =5 QJELICH R85 T2 LOAZ{H FA| 1-888-254-27212 HBISHYA| L. (TTY/TDD: 711)

Punjabl
HIZ2YIS: st AN fog U39 Uza AR I7 A &0, 3T Al fer § uzg 30 30731 Hee &9 fudA § 9% AT of 3AD Hfee

U39 § wiet s fodg fof@emir Ifenr =it ugond cond 99 AeR J) HES Hee 38, fagaur I9d 396 1-888-254-2721 3 5%
FJ1 (TTY/TDD: 711)

Russian

BAXKHO. MoxeTe nn Bbl npodntath AaHHOE NMCbMO? Ecnu HeT, Hal cneunanmcT NoMOoXeT BaM B 3TOM. Bbl Takke MoxeTte
nony4nTb AaHHOE MMCbMO Ha BaweM a3blke. [ins nonyveHns 6ecnnaTtHon NoMoLm 3BoOHMTE No HoMepy 1-888-254-2721.
(TTY/TDD: 711)

Tagalog

MAHALAGA: Nababasa ba ninyo ang liham na ito? Kung hindi, may taong maaaring tumulong sa inyo sa pagbasa nito.
Maaari ninyo ring makuha ang liham na ito nang nakasulat sa ginagamit ninyong wika. Para sa libreng tulong, mangyaring
tumawag kaagad sa 1-888-254-2721. (TTY/TDD: 711)

Thai

wnauadAy: vinugusaaulanunaaiuiivia’lyi mnvinuliguisaauaanunaatiuil
wssadau AN MNa ulivinuie le vinudearalviiamihihadsuaaninaluasnuasvinudnes
mndasnsanuiandaleshifienldane Tusainsdasaiiviunaiay 1-888-254-2721 (TTY/TDD: 711)

Viethamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, chung t6i co thé bb tri ngudi gitip quy vi doc thu nay.
Quy vi ciing c6 thé nhan thw nay bang ngdn ngir cha quy vi. Dé dwoc giup d& mién phi, vui Iong goi ngay s6 1-888-254-
2721. (TTY/TDD: 711)

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 is the trade name of Blue Cross of California. 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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