Your summary of benefits Anthem &

Anthem® Blue Cross
Your Plan: REEP — Combined: Custom Premier HMO 20/100
Your Network: California Care HMO

Costif youusea

CostifyouuseanIn- "\t ork

Network Provider

Covered Medical Benefits

Provider
Overall Deductible $0 person Not covered
Out-of-Pocket Limit $500 single / Not covered
$1,500 family

The family out-of-pocket maximum is embedded, meaning the cost shares of one family member will be applied to the per
single out-of-pocket maximum; in addition, amounts for all covered family members apply to the family out-of-pocket maximum.
No one member will pay more than the per single out-of-pocket maximum.

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

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) $20 copay per visit Not covered
Mental Health and Substance Use Disorder care No charge Not covered
Specialist $20 copay per visit Not covered

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 No charge Not covered
Specialist Care $20 copay per visit Not covered

Visits in an Office

Primary Care (PCP) $20 copay per visit Not covered

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
Insutance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Questions: (833) 913-2236 or visit us at www.anthem.com/ca
CA/LG/REEP — Combined: Custom Premier HMO 20/100/09BK/07-01-2022
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea

Non-Network
Provider

Specialist Care $20 copay per visit Not covered
Other Practitioner Visits

Routine Maternity Care (Prenatal and Postnatal) $20 copay per visit Not covered
Retail Health Clinic $20 copay per visit Not covered
Chiropractic Care Rider $10 copay per visit Not covered
Coverage is limited to 30 visits per benefit period. Benefit limit is for office

and outpatient combined.

Acupuncture $20 copay per visit Not covered
Other Services in an Office

Allergy Testing No charge Not covered
Chemo/Radiation Therapy No charge Not covered
Dialysis/Hemodialysis No charge Not covered
Prescription Drugs Dispensed in the office No charge Not covered
Surgery $20 copay per surgery | Not covered
Diagnostic Services

Lab

Office No charge Not covered
Freestanding Lab No charge Not covered
Outpatient Hospital No charge Not covered
X-Ray

Office No charge Not covered
Freestanding Radiology Center No charge Not covered
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Costif youusea
Non-Network
Provider

Cost if you use an In-

Covered Medical Benefits Network Provider

Outpatient Hospital No charge Not covered

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

Office $20 copay per service | Not covered
Freestanding Radiology Center $20 copay per service | Not covered
Outpatient Hospital $20 copay per service | Not covered

Emergency and Urgent Care

Urgent Care $20 copay per visit Covered as In-Network
Copay waived if admitted.

Emergency Room Facility Services $100 copay per visit Covered as In-Network
Copay waived if admitted.

Emergency Room Doctor and Other Services No charge Covered as In-Network

Ambulance No charge Covered as In-Network

Outpatient Mental Health and Substance Use Disorder

Doctor Office Visit No charge Not covered
Facility Visit

Facility Fees No charge Not covered
Doctor Services No charge Not covered
Outpatient Surgery

Facility Fees

Hospital No charge Not covered
Freestanding Surgical Center No charge Not covered

Doctor and Other Services
Hospital No charge Not covered
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Covered Medical Benefits

Cost if you use an In-

Network Provider

Costif youusea
Non-Network
Provider

Hospital (Including Maternity, Mental Health and Substance Use

Disorder)

Facility Fees No charge Not covered
Doctor and other services No charge Not covered
Recovery & Rehabilitation

Home Health Care No charge Not covered
Coverage is limited to 100 visits per benefit period.

Rehabilitation services

Coverage for rehabilitative and habilitative physical therapy, occupational

therapy and speech combined is limited to 60 day per benefit period.

Office No charge Not covered
Outpatient Hospital No charge Not covered
Cardiac rehabilitation

Coverage is limited to 36 visits per benefit period.

Office $20 copay per visit Not covered
Outpatient Hospital $20 copay per visit Not covered
Skilled Nursing Care (facility) No charge Not covered
Coverage is limited to 100 days per benefit period.

Inpatient Hospice No charge Not covered
Durable Medical Equipment No charge Not covered
Prosthetic Devices No charge Not covered

Covered Prescription Drug Benefits

Cost if you use an In-
Network Pharmacy

Costif youusea
Non-Network
Pharmacy

Pharmacy Deductible

Not covered

Not covered
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Costif youusea
Non-Network
Pharmacy

Cost if you use an In-
Network Pharmacy

Covered Prescription Drug Benefits

Pharmacy Out-of-Pocket Limit Not covered Not covered

Prescription Drug Coverage

Home Delivery Pharmacy

Tier 1 - Typically Generic Not covered (retail and | Not covered (retail and
home delivery) home delivery)

Tier 2 - Typically Preferred Brand Not covered (retailand | Not covered (retail and
home delivery) home delivery)

Tier 3 - Typically Non-Preferred Brand Not covered (retail and | Not covered (retail and
home delivery) home delivery)

Tier 4 - Typically Specialty (brand and generic) Not covered (retail and | Not covered (retail and
home delivery) home delivery)

Notes:

e Your plan requires the selection of a Primary Care Physician (PCP). Choosing a PCP is an important decision. Call us
at the number on your ID card and we'll help you pick a doctor. Additionally, a referral from your Primary Care
Physician (PCP) is required for Specialist care and most other providers for select covered services.

¢ 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
Certificate of Coverage 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.

This summary of benefits is a brief outline of coverage, designed to help you with the selection process. This summary
does not reflect each and every benefit, exclusion and limitation which may apply to the coverage. For more details,
important limitations and exclusions, please review the formal Evidence of Coverage (EOC). If there is a difference
between this summary and the Evidence of Coverage (EOC), the Evidence of Coverage (EOC), will prevail.
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Anthem Blue Cross HMO benefits are covered only when services are provided or coordinated by the primary care
physician and authorized by the participating medical group or independent practice association (IPA); except OB/GYN
services received within the member's medical group/IPA, and services for mental and nervous disorders and
substance abuse. Benefits are subject to all terms, conditions, limitations, and exclusions of the EOC.

Page 6 of 9



Get help in your language Anthem. g

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
L i bl 138 e J sanl) Wil i€ LS e | 8 e dlielund Lo (adid Ailai) Wiad bt ol 13) S0 ) oda Be) 3 oliSas Ja 1pge
(TTY/TDD:711) 1-888-254-272148 )1 15 & Juai¥l (o2 50 cdailaall sacbiall o J peanll

Armenian

NhTUALNPEBARL. Yupnnubn i kp phphkpgh] wyu tudwlp: Gph ns, Ukip Jupnn kup npudwnpby hias-np dkhi, nd
ljoquth 2kq Yupnuy wyl: Yupnn kup twl wyu btudwlp 2kq gpuynp wwppbpulny npudwnpt): Giddwp oqunipynih
unwiwnt hwdwp jupnn kp withwywn quiuquhwpt) 1-888-254-2721 hknwinuwhwdwpny: (TTY/TDD: 711)

Chinese
HEERIE - TREBEREEEEHTS ? WREENE - ISR A MBI - B5 0T8E 0] DUES UEHEES MEINAEMK - TR
ZEipBh o SEIr BT 1-888-254-2721 - (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

Agcaqul: AT AT T U UG Fehd 87 PR 161, Al & U FH Uga H HAcg I & v Rl 1 qerey
T THA g1 3T TF IF 3= o A a7 ofr gerA & wea §) e Aag F fow, 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
Insutance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue Cross Association.

Questions: (833) 913-2236 or visit us at www.anthem.com/ca
CA/LG/Custom Premier HMO 20/100/09BK/07-01-2022
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BEE . COEBEZEOFIN?L LEOLBEVMEEICIE, RBEZERBTL-ODOXEEZRTEENTEET, -, ZOE
BHEHRLETIHERBTEVLDEAFTLHILELETEFT, ROBEICLWVETCEEL T, BHIEEZITTLESLY,
1-888-254-2721 (TTY/TDD: 711)

Khmer
[SEE msmsnmnsmsme W? mﬁsmmg m‘smnﬁs BINMINAMNBAL BHAY :mﬁsm;9s;mrﬁﬁme:;mmmnm:mmm:ucﬁsmﬁufuw SHH"QQmﬁBmﬂﬁﬁﬁfﬁ mmuﬂqaf&nmanmsms 1'888'254'
i LA g i grung § nuiLTigInng

27214 (TTY/TDD: 711)

2 =25 EE AMEO| JASULE H5H7E AHE5H= 210z 40T
Al 1-888-254-2721 = T 2o A| 2. (TTY/TDD: 711)

M on

Punjabl
HIZ2YIS: it IAD fog U39 uzg AR I7 A &0, 3P wAD for § uzg 38 393t Hee sd fudn § g8 AT of 3AD Jfee

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

Russian

BAXKHO. MoxeTe nn Bbl npountath AaHHOE NMCbMO? Ecnu HeT, Hal cneunanmcT NoMOoXeT BaM B 3TOM. Bbl Takke MoxeTte
nony4nTb AaHHOE MMCbMO Ha BaweM a3blke. [ins nonyveHns 6ecnnaTtHon NoMoLLm 3BOHMTE 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

winaadAy: vinugusaatulanungaduiivia’lai mavinuliauisaauaanunaatiuil
wssadau AN MNa ulivinuiele vinudeanalviiinmihihadsuaaninaluasnuasvinudnes
mndasnsaNnuiandalashifienldane Tusainsdasafivunaiay 1-888-254-2721 (TTY/TDD: 711)

Vietnamese

QUAN TRONG: Quy vi c6 thé doc thw nay hay khong? Néu khong, chung t6i co thé bo tri ngwoi gidp quy vi doc thu nay.
Quy vi ciing c6 thé nhan thw nay bang ngdn ngir cta quy vi. Pé dwoc giup d& mién phi, vui Idng 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

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.

MCASH4644CML 06/16 DMHC3 DMHCW #CA-DMHC-001#
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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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Anthem Chiropractic Rider Plan 10/30

Blue Cross

The benefits described in this Rider are provided through an agreement between Anthem Blue Cross and American Specialty Health
Plans of California (ASH Plans). The services listed below are covered only if provided by an ASH Plans Chiropractor. These
benefits are provided in addition to the benefits described in the Anthem Blue Cross HMO Evidence of Coverage (EOC) document.
However, when expenses are incurred for treatment received from an ASH Plans Chiropractor, no other benefits other than the
benefits described in this Rider will be paid.

sHjaudg OWH

Covered Services Member’s Copayment

Office Visit $10/visit

Maximum Benefits
Office Visits to a Chiropractor 30 visits per calendar year

Chiropractic appliances $50 per calendar year

Covered Services

Chiropractor Services. Member has up to 30 visits per calendar year for chiropractor care services that are determined by ASH Plans to be

medically/clinically necessary. All visits to an ASH Plans chiropractor will be applied towards the maximum number of visits in a calendar
year. The ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for prior approval.

Covered services include:
> Aninitial new patient exam by an ASH Plans chiropractor to determine the appropriateness of chiropractic services.
»  Follow-up office visits as set forth in a treatment plan approved by ASH Plans and provided by an ASH Plans chiropractor.

» An established patient exam performed by an ASH Plans chiropractor to assess the need to continue, extend or change a treatment
plan approved by ASH Plans.

»  Adjunctive physiotherapy modalities and procedures as set forth in a treatment plan approved by ASH Plans and provided by ASH
Plans chiropractor.

» Radiological x-rays and laboratory tests when prescribed by an ASH Plans chiropractor and approved by ASH Plans. Covered services

include radiological consultations when determined by ASH Plans to be medically/clinically necessary and provided by a licensed

chiropractic radiologist, medical radiologist, radiology group or hospital which has contracted with ASH Plans to provide those services.

»  Chiropractic Appliances. Up to $50 per calendar year when prescribed by an ASH Plans chiropractor and approved by ASH Plans.
Covered chiropractic appliances are limited to:

— elbow supports, back supports (thoracic), lumbar braces and supports, rib supports, or wrist supports;
— cervical collars or cervical pillows;

— ankle braces, knee braces, or wrist braces;

- heel lifts;

— hot or cold packs;

— lumbar cushions;

— rib belts or orthotics; and

— home traction units for treatment of the cervical or lumbar regions.

anthem.com/ca Anthem Blue Cross SM7265 Effective 07/01/22 Printed 05/05/2022



Chiropractic Rider Exclusions & Limitations

Care Not Approved: Any services provided by an ASH Plans chiropractor that are not
approved by ASH Plans, except as specified as covered in the Evidence of Coverage (EOC).
An ASH Plans chiropractor is responsible for submitting a treatment plan to ASH Plans for
prior approval.

Care Not Covered: In addition to any service or supply specifically excluded in the EOC,
no benefits will be provided for chiropractic services or supplies in connection with:

» Diagnostic scanning, such as magnetic resonance imaging (MRI) or computerized axial
tomography (CAT) scans.

Thermography.
Hypnotherapy.
Behavior training
Sleep therapy
Weight programs.

Y V V

Any non-medical program or service.

Y V V V

Pre-employment exams, any chiropractic services required by an employer that are not
medically/clinically necessary, or vocational rehabilitation.

Services and/or treatments which are not documented as medically/clinically necessary.
Massage therapy.

» Any service or supply for the exam and/or treatment by an ASH Plans chiropractor for
conditions other than those related to neuromusculoskeletal disorders.

v Vv

» Transportation costs including local ambulance charges.

» Education programs, non-medical self-care or self-help, or any self-help physical exercise
training or any related diagnostic testing.

» Hospitalization, surgical procedures, anesthesia, manipulation under anesthesia, proctology,
colonic irrigation, injections and injection services, or other related services.

» All auxiliary aids and services, including, but not limited to, interpreters, transcription services;
written materials, telecommunications devices, telephone handset amplifiers, television
decoders and telephone compatible with hearing aids;

» Adjunctive therapy not associated with spinal, muscle or joint manipulation.

> Laboratory and diagnostic x-ray studies, except as specified as covered in the EOC.

Non-ASH Plans Chiropractors: Services and supplies provided by a chiropractor who does not
have an agreement with ASH Plans to provide covered services under this plan.

Work Related: Care for health problems that are work-related if such health problems are covered
by workers’ compensation, an employer’s liability law or similar law. We will provide care for a
work-related health problem, but we have the right to be paid back for that care as described

in the EOC.

Government Treatment: Any services actually given to the member by a local, state or federal
government agency, except when this plan’s benefits, must be provided by law. We will not cover
payment for these services if the member is not required to pay for them or they are given to the
member for free.

Drugs: Prescription drugs or medicines, including a non-legend or proprietary medicine or
medication not requiring a prescription.

Supplements: Vitamins, minerals, dietary and nutritional supplements or other similar products,
and any herbal supplements.

Air Conditioners: Air purifiers, air conditioners, humidifiers, supplies or any other similar devices
or appliances. All appliances or durable medical equipment, except as specified as covered
in the EOC.

Personal Items: Any supplies for comfort, hygiene or beauty purposes, including therapeutic
mattresses.

Out-Of-Area and Emergency Care: Out-of-area care is not covered under this Chiropractic Care
benefit, except for emergency services. The member should follow the procedures specified by their
Anthem Blue Cross HMO plan to obtain emergency or out-of-area care.

Third Party Liability
Anthem Blue Cross is entitled to reimbursement of benefits paid if the member recovers damages
from a legally liable third party.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent Licensee of
the Blue Cross Association. ® ANTHEM is a registered trademark. ® The Blue Cross name
and symbol are registered marks of the Blue Cross Association.
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REEP Benefits — HMO Rx Plan 3

The following outline of your group’s outpatient prescription drug benefit is provided for your information. This document
contains specific coverage and exclusion information related to your prescription benefit provided by REEP and
administered by Express Scripts, Inc. For more information about these drugs or others, you can reach us by calling 1-888-
806-4969 or by going to express-scripts.com. Just click on “Member Services” and login using your member ID. For more
general information about drugs, vitamins and your health conditions, log on to express-scripts.com and select “Drug
Digest”.

Benefit Design
Retail Copayments -30 Day Supply
Generic $15
Formulary Brand $40
Non Formulary Brand $80
Mail Service Copayments — 90 Day Supply

Generic $30
Formulary Brand $80
Non Formulary Brand $160

** Healthcare Reform preventative items will be covered for a SO copay.
** Claims for Out-of-Network purchases will be reimbursed at 50%.
** Annual Out of Pocket $1000 Individual / $3000 Family

Select Home Delivery Program — This Home Delivery program will encourage you to take action about where you
purchase your maintenance medications. If you don’t take any action, your copayment may increase. The program is
designed to remind you of the benefits and potential savings through the Express Home Delivery pharmacy. You can call
Express Scripts’ Member Choice Center at 877/603-1032 to review your options with a specialist; 1) You can either
transfer your prescriptions to Home Delivery, or 2) opt out of the program.

Express Advantage Network - Certain pharmacies in the Express Scripts Network are identified as preferred pharmacies
(Tier 1). Non-preferred pharmacies are in Tier 2. When you fill your prescriptions at a preferred Tier 1 pharmacy, you will
pay the copay as outlined for your plan. But, if you choose to use a Tier 2 pharmacy, you may pay up to an additional $15
plus your copay for each prescription you fill at a non-preferred pharmacy. Some examples of preferred Tier 1 pharmacies
include (but are not limited to) Rite Aid, Stater Bros., Albertsons, Vons, Costco, Target, Sam’s Club and Walmart.

Other Programs will remain in place and include;

Generics Preferred - If you - OR - Doctor select a brand drug when a generic drug is available you will pay the brand copay
plus the difference in cost between the brand and generic. Your doctor must provide medical necessity to override the
additional cost.

Accredo Exclusive Specialty Program - All specialty medications must go through the Accredo Pharmacy after one fill at
retail. Please call 1-800-922-8279 if you are on a specialty injectable medication or specialty drug.

HMO Rx Plan 3 - (Anthem) Page 1
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All prescription medications are covered by your plan. However some prescription products are excluded under your
plan and are noted below.

= All over-the-counter products & drugs, and over the = Homeopathic Medications and Medical Foods
counter equivalents** = Fertility Agents

= Serums, Toxoids, Vaccines = Hair Growth Agents

= Depigmentation agents and Injectable Cosmetic = Contraceptive Devices, Implants, and IUDs
agents = Injectable Drugs to treat impotency (Yohimbine)

= Durable Medical Equipment = Allergens

= Drugs used for investigational purposes, of for off- = Unit dose packaging, or repackaged products
label use

= Diagnostic, Testing and Imaging Supplies

The following OTC drugs are covered: Diabetic Supplies, Peak Flow Meters, Non Insulin Syringes, and Respiratory Therapy Supplies
*Certain Injectable medications are not covered. ** Please call 1-888-806-4969 if you have a question on a drug that is not outlined
or visit our website at express-scripts.com.

Prior Authorization & Step Therapy

Prior authorization is needed for certain medications. If you have questions on a particular drug, please contact Customer
Service or visit express-scripts.com to perform a coverage check. Please have your doctor call Express Scripts at 1-800-
753-2851 to go through a clinical review on your medication if it is subject to prior authorization.

Prior Authorization is a program that helps you get the prescription drugs you need with safety, savings and — most
importantly — your good health in mind. 1t helps you get the most from your healthcare dollars with prescription drugs
that work well for you and that are covered by your pharmacy benefit. |t also helps control the rising cost of prescription
drugs for everyone in your plan.

The program monitors certain prescription drugs to ensure that you are getting the appropriate drugs for your disease
state. It works much like healthcare plans that approve certain medical procedures before they’re done, to make sure
you’re getting tests you need: If you’re prescribed a certain medication, that drug may need a “prior authorization.” It
makes sure you’re getting a cost-effective drug that works for you. For instance, prior authorization ensures that covered
drugs are used for treating medical problems rather than for other purposes.

Drug Quantity Limits

The Drug Quantity Management program manages prescription costs by ensuring that the quantity of units supplied for
each copayment are consistent with clinical dosing guidelines as recommended by the Food & Drug Administration (FDA).
The program is designed to support safe, effective, and economic use of drugs while giving patients access to quality care.
Express Scripts clinicians maintain a list of quantity limit drugs, which is based upon manufacturer-recommended
guidelines and medical literature. Online edits help make sure optimal quantities of medication are dispensed per
copayment and per days’ supply.

Express Scripts Home Delivery Pharmacy Express Scripts Customer Express Scripts Website
PO Box 66567 Service WWW.express-scripts.com
St Louis, Mo 1-888-806-4969

Open 24 hours, 365 days a year
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