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PLAN BENEFITS GUIDE

Calendar-year deductible

Out-of-Pocket Maximum (including deductible)

Physician Office Services
Prescription Drugs

Retail: 30-day supply. Mail service: 80-day supply
Preventive Care
Well Child Care
Diagnostic Services
Inpatient Hospital Services
Outpatient Services
Emergency Room
Urgent Care
Ambulance (includes air)
Maternity Services

Optional Maternity Rider
Subject to a 270 day waiting period

Outpatient Therapy Services
Maximum visits per benefit period for network and non-network combined:
- Physical Therapy - 20 visits maximum
- Speech Therapy - 20 visits maximum
- Occupational Therapy - 20 visits maximum
- Spinal Manipulation - 12 visits maximum

Mental Health and Substance Abuse
Inpatient - 10 days maximum network and non-network combined
Outpatient - 10 visits maximum network and non-network combined
$550 combined maximum for non-network inpatient and outpatient
substance abuse.
Inpatient and outpatient substance abuse is limited to 2 rehabilitation programs
per lifetime
Home Health Care (Maximum visits per benefit period - 60 visits)
Hospice
Durable Medical Equipment

Human Organ and Tissue Transplant Services
$1,000,000 Lifetime maximum combined network and non-network transplant
provider services. (Kidney and cornea transplants services covered same as any
other illness under medical)

Transportation, Lodging and Meals

Lifetime Maximum
Pre-existing Waiting Period
Blue Preferred Term Life Option Available

Dental Blue Option Available



PLAN 1 PLAN 2
| WETWORKYOUPAY  NONNETWORKYOUPAY  WETWORKYOUPAY  NONNETWIRKYOUPAY

1,500 individual / $3,000 family? 3,000 individual / $6,000 family? - . o §
gs,ouuinuiviuual/ga,nnnfamiﬁ;Z §6,000individuall$$12,0[]0famiag/z $1,500 individual / $3,000 family’ 3,000 indivicual / §6,000 family’

$5,000 individual / $10,000 family?  $10000 individual/ $26,000 familyz  $3,000 individual / $6,000 family”  $6,000 individual / $12,000 family’

i . i .
53000 il $9000 iy’ 350 e/ SI6000 iy SSUUD il SIDO00 iy $15000 i $90000 iy
$5,000 individual/ $10,000 famiy*  $15,000 individual/ $30,000 familye $5000 individual / $10,000 family® - $15,000 ncivicual / $30,000 family*

0% 30%* 20%* 40%"

0% 30%* 20%" 40%"

0% not subject to deductible 30%"* 0% not subject to deductible 40%*

0% not subject to deductible 30%* 0% not subject to deductible 40%"

0% 30%* 20%" 40%"

0% 30%" 20%:! 40%!

0% 30%* 20%’ 40%"

0% 0% 20%:! 20%"

0% 0% 20%* 20%*

0% 0% 20%! 20%"

Not Covered Not Covered Not Covered Not Covered

0%’ 30%" 20%* 40%!

0% 30%* 20%* 40%"

0% 30%* 20%* 40%"

0% 30%* 20%* 40%"

0% 0% 20%’ 20%*

0% 30%* 20%* 40%"

0% 30%" (Non-network transplant 20%* 40%" (Non-network transplant
facility) facility)

0%’ 30%" 20%* 40%*

Unlimited Unlimited Unlimited Unlimited

12 months 12 months 12 months 12 months

YES YES YES YES

YES YES YES YES



These plans are available with the Blue
Access PPO network. To find a doctor
or local hospital, visit www.anthem.com
and select the “Find a Doctor” button for
a complete list of providers within the
network.
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In Ohio, Anthem Blue Cross and
Blue Shield is the trade name of
Community Insurance Company.
Life and disability products are
underwritten by Anthem Life
Insurance Company. Independent
licensees of the Blue Cross and
Blue Shield Association. ®Anthem
is a registered trademark. The
Blue Cross and Blue Shield names
and symbols are registered marks
of the Blue Cross and Blue Shield
Association. ®LUMENOS is a
registered trademark.
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