Your Summary of Benefits
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Diocese of Covington
Blue Access®(PPO)
Effective 07/01/2023

Covered Benefits
Deductible (Single/Family)

Network
$400/$800

Non-network
$800/$1,600

Out-of-Pocket Maximum (Single/Family)

$3,000/$6,000

$6,000/$12,000

Physician Home and Office Services (PCP/SCP)
Primary Care Physician (PCP)/
Specialty Care Physician (SCP)
Including Office Surgeries and allergy serum:
o allergy injections (PCP and SCP)
o allergy testing
o MRAs, MRIs, PETS, C-Scans, Nuclear
Cardiology Imaging Studies,
and non-maternity related Ultrasounds

$25/$25

No copayment/coinsurance
20%
20%

40%

40%
40%
40%

Preventive Care Services
Services include but are not limited to:
Routine Exams, Pelvic Exams, Pap testing, PSA tests,
Immunizations', Annual diabetic
eye exam, Vision and Hearing screenings
o Physician Home and Office Visits (PCP/SCP)
o Other Outpatient Services @
Hospital/Alternative Care Facility

No copayment/coinsurance
No copayment/coinsurance

40%
40%

Emergency and Urgent Care

Emergency Room Services

o facility/other covered services
(copayment waived if admitted)

Urgent Care Center Services

o MRAs, MRIs, PETS, C-Scans, Nuclear
Cardiology Imaging Studies,

o Allergy injections

o Allergy testing

$100

$35

$100

$35

Inpatient and Outpatient Professional Services
Include but are not limited to:

o Medical Care visits (1 per day), Intensive
Medical Care, Concurrent Care, Consultations,
Surgery and administration of general
anesthesia and Newborn exams

20%

40%
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Covered Benefits
Inpatient Facility Services
Unlimited days except for:
o 60 days Network/Non-Network combined

o

for physical medicine/rehab (limitincludes
Day Rehabilitation Therapy Services on
an outpatient basis)

90 days Network/Non-Network combined
for skilled nursing facility

Network

20%

Non-network
40%

Outpatient Surgery Hospital/Alternative Care Facility

o

Surgery and administration of general
anesthesia

20%

40%

Other Outpatient Services (Combined Network & Non-
Network limits) including but not limited to:

o Non Surgical Outpatient Services for example:
MRIs, C-Scans, Chemotherapy, Ultrasounds,
and other diagnostic outpatient services.

o Home Care Services 90 visits(excludes IV
Therapy)

o Durable Medical Equipment and Orthotics
(excluding Prosthetic Devices, Limbs and Medical
Supplies)

o Prosthetic Devices

o Prosthetic Limbs

o Physical Medicine Therapy Day
Rehabilitation programs

o Hospice Care

o Ambulance Services

20%

No copayment/coinsurance
20%

40%

No copayment/coinsurance
20%

Outpatient Therapy Services
(Combined Network & Non-Network limits apply)

o Physician Home and Office Visits (PCP/SCP) $25/$25 40%
o Other Outpatient Services @ 20% 40%
Hospital/Alternative Care Facility
Limits apply to:
o Cardiac Rehabilitation
o Pulmonary Rehabilitation
o Physical Therapy: 20 visits
o Occupational Therapy: 20 visits
o Manipulation Therapy: 12 visits
o Speechtherapy: 20 visits
Accidental Dental: Copayments/Coinsurance 40%

based on setting where
covered services are
received
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Covered Benefits Network Non-network

Behavioral Health:
Mental lliness and Substance Abuse?

o Inpatient Facility Services 20% 40%

o Inpatient Professional Services 20%

o Physician Home and Office Visits (PCP/SCP) No copayment/coinsurance

o Other Outpatient Services. Outpatient Facility No copayment/coinsurance
@ Hospital/Alternative Care Facility,
Outpatient Professional

Human Organ and Tissue Transplants? No copayment/coinsurance 50%

o Acquisition and transplant procedures,
harvest and storage

Prescription Drug Options:
Network Tier structure equals 1/2/3
National Formulary

Medicare Rx - Wrap

Specialty Medications must be obtained via our
Specialty Pharmacy network in order to receive network
level benefits.

o Network Retail Pharmacies:

(30-day supply) $10/$30/50% min. $50/ 50%, min $60
Includes diabetic test strip max. $100

o Anthem Rx Direct Mail Service:
(90-day supply) $20/$70/$125 Not covered

Includes diabetic test strip

Lifetime Maximum

Unlimited Unlimited

Notes:

o

o

Flatdollar copayments are excluded from the out-of-pocket limits. Also Prescription Drug d eductibles/copayments/coinsurance and Non-network
Human Organand Tissue Transplants are excluded from the out-of-pocket limits.

Deductible(s) apply only to covered medical services listed with a percentage (%) coinsurance. However, the deductible does not apply to
Emergency Room Services where a copayment and percentage (%) coinsurance appliesand may not apply to some Behavioral Health services
where coinsurance applies.

Network and Non-network deductibles, copayments, coinsurance and out-of-pocket maximums are separate and do not accumulate toward

each other.

Dependent Age: to end of the monthhich the child attains age 26

Specialist copaymentis applicable to all Specialists e xcluding General P hysicians, Internist, P ediatricians, OB/GYNs and Geriatrics or any other
Network Providerasallowed by the plan.

When allergy injections are rendered with a P hysicians Home and Office Visit, only the Office Visit costshare applies. When the Office Visit cost
shareis a % coinsurance,deductible and coinsurance apply to allergy injections.

No copayment/coinsurance meansno deductible/copayment/coinsurance up to the maximum allowable amount. 0% meansno coinsurance up

to the maximum allowable amount. However, when choosing a Non-network provider, the memberis responsible forany balance due afterthe
plan payment.

PCP is a Network Provider who is a practitioner that specializes in family practice, general practice, internal medicine, pediatrics,
obstetrics/gynecology, geriatricsorany other Network provideras allowed bythe plan.

SCP is a Network Provider,otherthan a Primary Care Physician, who provides services within a designated specialty area of practice.

Certain diabetic and asthmaticsupplieshave no deductible/copayment/coinsurance up to the maximum allowable amountat network pharmacies
exceptdiabetictest strips.

Autism Spectrum Disorder iscovered based on the state law for members age 1 through 21

Benefit period = calendar year
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O Mammograms (Routine), Diabetic Education and Medical Nutritional Therapy areno copayment/coinsuranoeNetwork office and outpatient
facility settings.

O Behavioral Health Services: Mental Health and Substance Abuse benefits provided in accordance with Federal Mental Health P arity.

O Preventive Care Services that meet the requirements of federal and state law, including certain screenings, immunizationsand p hysician visits are
covered.

O Physical and Occupational Therapy in the office setting are subject to the PCP cost share.

1 These covered services are not subject to the deductible/copayment if you have a flat dollar copayment and if rendered without an office visit.
2 We encourage you to refer to the Schedule of Benefits for limitations.
3 Kidney and Comea are treated the same as any otheriliness and subject to the medical benefits.

5 Rx non-network diabetic/asthmatic supplies not covered except diabetic test strips.

Precertification:
Members are encouraged to always obtain prior approvalwhen using non-network providers. Precettification will help avoid any unnecessary reduction in benefits for
non-covered or non-medically necessary semices.

Grandfathered Health Plan

Anthem Blue Cross and Blue Shield believes this plan is a “grandfathered health plan” under the Patient Protection and Affordable Care Act (the Affordable Care Act). As
permitted by the Affordable Care Act, a grandfathered health plan can preserve certain basic health coverage that was already in effect when that law

was enacted. Being agrandfathered health plan means that this plan may notinclude certain consumer protections of the Affordable Care Actthatapply to other plans,
for example, the requirement for the provision of preventive health services without any cost sharing. However, grandfathered health plans must comply with

certain other consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on benefits.

Questions regarding which protections of the Affordable Care Act apply and which protections do notapply to a grandfathered health planand what might cause a plan to
change from grandfathered health planstatus can be directed to Anthem Blue Cross and Blue Shield at the telephone number printed on the back of your member
identification card, or contact your group benefits adminstrator if you donot have anidentifiication card. For ERISA plans, you may also contact the Employee Benefits
Security Administration, U.S. Department of Labor at 1-866-444-3272 or www.dol. gov/ebsa/healthreform. This Web site has a table summarizing which protections
do and do not apply to grandfathered health plans. For nonfederal governmental plans, you may also contact the U.S. Department of Health and Human

Services at www. healthcare.gov.

This summary of benefits has been updated to comply with federal and state requirements, including applicable provisions of the recently enacted federal health care reform
laws. As we receive additional guidance and clarfication on the new heatth care reformlaws from the U.S. Department of Health and Human Services, Department of Labor
and Internal Revenue Service, we may be required to make additional changes to this summary of benefits.

This summary of benefits is intended to be a brief outline of coverage. The entire provisions of benefits and exclusions are contained in the Group Contract, Certificate
and Schedule of Benefits. In the eventof a conflict between the Group Contract and this description, the tems of the Group Contract will prevail.




Blue View VisionSM
MO.B.20.130.130

Welcome to your Blue View Vision plan!

Anthem &9

You have many choices when it comes to using your benefits. As a Blue View Vision plan member, you have access to one of the nation’s largest
vision networks. You may choose from many private practice doctors, local optical stores, and national retail stores including LensCrafters®, Target
Optical®, and most Pearle Vision® locations. You may also use your in-network benefits to order eyewear online at Glasses.com and
ContactsDirect.com. To locate a participating network eye care doctor or location, log in at anthem.com, or from the home page menu under Care,
select Find a Doctor. You may also call member services for assistance at 1-866-723-0515.

Out-of-Network - If you choose to, you may instead receive covered benefits outside of the Blue View Vision network. Just pay in full at the time of

service, obtain an itemized receipt, and file a claim for reimbursement up to your maximum out-of-network allowance.

YOUR BLUE VIEW VISION PLAN BENEFITS
Eyeglass Frames

IN-NETWORK

OUT-OF-NETWORK

FREQUENCY

One pair of eyeglass frames

$130 Allowance, then 20%
off any remaining balance

Reimbursed Up To $45

Once every other calendar
year

Eyeglass Lenses (instead of contact lenses)

One pair of standard plastic prescription lenses
o  Single vision lenses

o Bifocal lenses

o Trifocal lenses

$20 Copay
$20 Copay
$20 Copay

Reimbursed Up To $40
Reimbursed Up To $60
Reimbursed Up To $80

Once every calendar year

Eyeglass Lens Enhancements

at no extra cost

When obtaining covered eyewear from a Blue View Vision provider, you may choose to add any of the following lens enhancements

o  Trensitians | enses (for a child under age 21)
o Standard polycarbonate (for a child under age 21)
o Factory Scratch Coating

$0 Copay
$0 Copay
$0 Copay

No allowance when
obtained out-of-network

Same as covered eyeglass
lenses

Contact Lenses (instead of eyeglass lenses)

Contact lens allowance will only be applied toward the first purchase of contacts made during a benefit period. Any unused amount remaining
cannot be used for subsequent purchases in the same benefit period, nor can any unused amount be carried over to the following benefit period.

o Elective conventional (non-disposable)
OR

o Elective disposable
OR

o Non-elective (medically necessary)

$130 Allowance, then 15%
off any remaining balance

$130 Allowance
(no additional discount)

Covered in full

Reimbursed Up To $105

Reimbursed Up To $105

Reimbursed Up To $210

Once every calendar year

This is a primary vision plan with benefits intended to cover only corrective eyewear. If you need medical treatment for your eyes, visit a participating eye care doctor from your
medical network. Benefits are payable only for expenses incurred while the group and insured person’s coverage is in force. This information is intended to be a brief outline of
coverage. All terms and conditions of coverage, including benefits and exclusions, are contained in the member’s policy, which shall control in the event of a conflict with this overview.

This benefit overview is only one piece of your entire enrollment package.

EXCLUSIONS & LIMITATIONS (not a comprehensive list - please refer to the member Certificate of Coverage for a complete list)

Combined Offers. Not to be combined with any offer, coupon, or in-store

advertisement.

Excess Amounts. Amounts in excess of covered vision expense.
Sunglasses. Plano sunglasses and accompanying frames.
Safety Glasses. Safety glasses and accompanying frames.

Not Specifically Listed. Services not specifically listed in this plan as covered services.

Lost or Broken Lenses or Frames. Any lost or broken lenses or frames are not eligible

for replacement unless the insured person has reached his or her normal service interval
as indicated in the plan design.
Non-Prescription Lenses. Any non-prescription lenses, eyeglasses or contacts. Plano
lenses or lenses that have no refractive power.

Orthoptics. Orthoptics or vision training and any associated supplemental testing

Contract code: 4U3D




OPTIONAL SAVINGS AVAILABLE FROM BLUE VIEW VISION IN-NETWORK PROVIDERS ONLY in-Network Member Cost
(after any applicable copay)
Eyeglass lens upgrades o  TManslians onses (Adults) $75
When obtaining eyewear from a Blue View Vision o Standard Polycarbonate (Adults) $40
provider, you may choose to upgrade your new eyeglass o Tint(Solid and Gradient) $15
lenses at a discounted cost. Eyeglass lens copayment o UV Coating $15
applies. o Progressive Lenses!
o Standard $55
o  Premium Tier 1 $85
o  Premium Tier 2 $95
o  Premium Tier 3 $110
o Premium Tier 4 $175
o Anti-Reflective Coating?
o Standard $45
o  Premium Tier 1 $57
o  Premium Tier 2 $68
o  Premium Tier 3 $85
o  Other Add-ons 20% off retail price
Additional Pairs of Eyeglasses o Complete Pair 40% off retail price
Anytime from any Blue View Vision network provider o Eyeglass materials purchased separately 20% off retail price
Eyewear Accessories Items such as non-prescription sunglasses, lens cleaning 209% .
: . o off retail
supplies, contact lens solutions, eyeglass cases, etc.
gmz:‘-l;:::::aaglgggt:)d RS o Discount applies to materials only 15% off retail price

" Please ask your provider for his/her recommendation as well as the available progressive brands by tier.
2 please ask your provider for histher recommendation as well as the available anti-reflective brands by tier.

Cannot be combined with any other offer. Discounts are subject to change without notice. Discounts are not covered benefits under your vision plan and will not be
listed in your certificate of coverage. Discounts will be offered from in-network providers except where State law prevents discounting of products and services that
are not covered benefits under this plan. Discounts on frames will not apply if the manufacturer has imposed a no discount on sales at retail and independent
provider locations.

Some of our in-network providers include:
INDEPENDENT PEARLE

PROVIDER 4  LENSCRAFTERS (®oPTICAL
NETWORK VISION
Onling stores:
GLASSES?s contactsdirect 1800contacts  LENSCRAFTERS @ & (&) OPTICAL fpﬁ.ﬁw
glagses com contactsdirect.caom 1800conacts. com lenscrafters.com targetoptical.com  ray-ban.com/insurance

ADDITIONAL SAVINGS AVAILABLE THROUGH ANTHEM’S SPECIAL OFFERS PROGRAM
Savings on items like additional eyewear after your benefits have been used, non-prescription sunglasses, hearing aids and even LASIK laser vision
correction surgery are available through a variety of vendors. Just log in at anthem.com, select discounts, then Vision, Hearing & Dental.

* Discounts cannot be used in conjunction with your covered benefits.

OUT-OF-NETWORK

If you choose to receive covered services or purchase covered eyewear from an out-of-network provider, network discounts will not apply and you will be responsible for payment of
services and/or eyewear materials at the time of service. Please complete an out-of-network claim form and submit it along with your itemized receipt to the fax number, email address, or
mailing address below. To download a claim form, log in at anthem.com, or from the home page menu under Support select Forms, click Change State to choose your state, and then

scroll down to Claims and select the Blue View Vision Out-of-Network Claim Form. You may instead call member services at 1-866-723-0515 .to request a claim form.

TO FAX: 866-293-7373
TO EMAIL:  oonclaims@eyewearspecialoffers.com
TO MAIL: Blue View Vision

Attn: OON Claims

P.O. Box 8504

Mason, OH 45040-7111

Transitions are registered trademarks of Transitions Optical, Inc. Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Kentucky, Inc. Independent licensee of
the Blue Cross and Blue Shield Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross and Blue Shield Names and symbols are
registered marks of the Blue Cross and Blue Shield Association.
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Get Help in Your Language

Curious to know what all this says? We would be too. Here’s the English version:
You have the right to get this information and help in your language for free. Call the Member Services number on your ID
card for help. (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
Tiene el derecho de obtener esta informacién y ayuda en su idioma en forma gratuita. Llame al numero de Servicios para
Miembros que figura en su tarjeta de identificacion para obtener ayuda. (TTY/TDD: 711)

Arabic
(TTY/TDD:711 Y2 lsall &l sl iy pil iy e 3 g sall slime 91 ciladss 8 5y Joail Ulae lialy e Lsall 5 e gleal) 02 e J gl ll 3oy

Chinese
CEEFEREMESABESZREANRE - FBTEM ID £ LYK ERFERIES KB - (TTY/TDD: 711)

French
Vous avez le droit d’accéder gratuitement a ces informations et a une aide dans votre langue. Pour cela, veuillez appeler
le numéro des Services destinés aux membres qui figure sur votre carte d’identification. (TTY/TDD: 711)

German
Sie haben das Recht, diese Informationen und Unterstitzung kostenlos in lhrer Sprache zu erhalten. Rufen Sie die auf
Ihrer ID-Karte angegebene Servicenummer fir Mitglieder an, um Hilfe anzufordern. (TTY/TDD: 711)

Japanese
CORBBEXBEER LTI ETHENTRIZIENTEET, XBEZFBICE. IDI— RCEBENTNIAY - —L 2B SCEE
LTS, (TTY/TDD: 711)

Kirundi
Ufise uburenganzira bwo gufashwa mu rurimi rwawe ku buntu. Akura umunywanyi abikora |karatakarangamuntu yawe
kugira ufashwe. (TTY/TDD: 711)

Korean

HetoA= RFEE 0| EE Y1 Aot A2 =22 WE He|7t ASUCHL =22 Y™ 512 ID 7L=0)| /=
3| MH[A H 2 MOSHA| 2. (TTY/TDD: 711)

Nepali

qUIEA A TSGR AT TEART STHAT HTSTHT AR[ee® R TR dUTs ! iR 811 Tgrdid! anl dursd! 1D SRS
Sf3UH! TaHy Hal THERAT & IR (TTY/TDD: 711)

Oromo
Odeeffanoo kana fi gargaarsa afaan keetiin kaffaltii malee argachuuf mirga qabda. Gargaarsa argachuuf lakkoofsa
bilbilaa tajaajila miseensaa (Member Services) waragaa enyummaa kee irratti argamu irratti bilbili. (TTY/TDD: 711)

Pennsylvania Dutch
Du hoscht die Recht selle Information un Helfe in dei Schprooch mitaus Koscht griege. Ruf die Member Services Nummer
uff dei ID Kaarte fer Helfe aa. (TTY/TDD: 711)



Russian

Bbl MeeTe npaBo Nony4YnTb AaHHYK MHOPMAaLMIO U NMOMOLLB Ha BalleM A3bike becnnatHo. [nsa nonyyeHms noMoLLm
3BOHUTE B OTAEN 06CNY>XMBaHMST Y4aCTHUKOB MO HOMEpPY, YKa3aHHOMY Ha Ballen nageHtudpukaumoHHon kapte. (TTY/TDD:
711)

Serbian
Imate pravo da dobijete sve informacije i pomo¢ na vasem jeziku, i to potpuno besplatno. Pozovite broj Centra za podrsku
¢lanovima koji se nalazi na vasoj identifikacionoj kartici. (TTY/TDD: 711)

Tagalog
May karapatan kayong makuha ang impormasyon at tulong na ito sa ginagamit ninyong wika nang walang bayad.
Tumawag sa numero ng Member Services na nasa inyong ID card para sa tulong. (TTY/TDD: 711)

Vietnamese B ‘ )
Quy vi c6 quyén nhan mién phi thong tin nay va sw tro' gidp bang ngén nglr cula quy vi. Hay goi cho s6 Dich Vu Thanh
Vién trén thé ID cla quy vi dé dwoc giup d&. (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.
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