Glendale Unified School District
Custom PPO 350 90/70

Benefit Summary (For groups of 101 and above)
(Uniform Health Plan Benefits and Coverage Matrix)

Blue Shield of California

Effective: October 1, 2017 through September 30, 2018

THIS MATRIX IS INTENDED TO BE USED TO HELP YOU COMPARE COVERAGE BENEFITS AND IS A SUMMARY
ONLY. THE EVIDENCE OF COVERAGE AND PLAN CONTRACT SHOULD BE CONSULTED FOR A DETAILED
DESCRIPTION OF COVERAGE BENEFITS AND LIMITATIONS.

Highlights: A description of the prescription drug coverage is provided separately

Participating Providers ! ‘ Non-Participating Providers 2

Plan Year Medical Deductible (all providers combined) $350 per individual / $700 per family
Plan Year Out-of-Pocket Maximum (includes the Plan Year medical deductible. $1,500 per individual / $4,500 per individual /
Copayments or coinsurance for covered services from participating providers accrue to both the : . ; .
participating and non-participating provider Plan Year out-of-pocket maximum amount) $3’000 per fam”y $9’000 per fam”y
Lifetime Benefit Maximum None
Covered Services Member Copayment
OUTPATIENT PROFESSIONAL SERVICES Participating Providers 1 |Non-Participating Providers 2
Professional (Physician) Benefits

Physician and specialist office visits 10% 30%

Teladoc consultation $5 per consultation Not Covered

(not subject to the Plan Year
medical deductible)

Outpatient diagnostic x-ray, imaging, pathology, laboratory and other 10% 30%
testing services
Radiological and nuclear imaging (CT scans, MRIs, MRAs, PET scans and 10% 30%

cardiac diagnostic procedures utilizing nuclear medicine)
Allergy Testing and Treatment Benefits
Allergy testing, treatment and serum injections (separate office visit 10% 30%
copayment may apply)
Preventive Health Benefits 4
Preventive health services (as required by applicable Federal and California law) No Charge 30%

(not subject to the Plan Year
medical deductible)

OUTPATIENT FACILITY SERVICES

Outpatient surgery performed at a free-standing ambulatory surgery 10% 30%
center

Outpatient surgery performed in a hospital or a hospital affiliated 10% 30%
ambulatory surgery center

Outpatient services for treatment of iliness or injury and necessary 10% 30%
supplies (except as described under "Rehabilitation Benefits" and "Speech Therapy

Benefits")

Outpatient diagnostic x-ray, imaging, pathology, laboratory and other 10% 30%
testing services

Radiological and nuclear imaging (CT scans, MRIs, MRAs, PET scans and 10% 30%
cardiac diagnostic procedures utilizing nuclear medicine)

Bariatric surgery 3 (prior authorization is required; medically necessary surgery for 10% 30%

weight loss, for morbid obesity only)
HOSPITALIZATION SERVICES
Hospital Benefits (Facility Services)

Inpatient physician services 10% 30%
Inpatient non-emergency facility services (semi-private room and board, and 10% 30%
medically necessary services and supplies, including subacute care)

Bariatric surgery 2 (prior authorization is required; medically necessary surgery for 10% 30%

weight loss is for morbid obesity only)
Inpatient Skilled Nursing Benefits &
Coverage limited to 100 days per member per benefit period combined with hospital/free-standing skilled nursing facility.

Free-standing skilled nursing facility 10% 10%°

Skilled nursing unit of a hospital 10% 30%
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EMERGENCY HEALTH COVERAGE

Emergency room services not resulting in admission (copayment does
not apply if the member is directly admitted to the hospital for inpatient services)

$100 per visit + 10%
(not subject to the Plan Year
medical deductible)

$100 per visit + 10%
(not subject to the Plan Year
medical deductible)

Emergency room services resulting in admission (when the member is 10% 10%

admitted directly from the ER)

Emergency room physician services 10% 10%
AMBULANCE SERVICES

Emergency or authorized transport (ground or air) \ 10% 10%

PRESCRIPTION DRUG COVERAGE
Outpatient Prescription Drug Benefits
PROSTHETICS/ORTHOTICS

I

Administered by Medimpact 1-844-863-0356

Prosthetic equipment and devices (separate office visit copayment may apply) 10% 30%

Orthotic equipment and devices (separate office visit copayment may apply) 10% 30%
DURABLE MEDICAL EQUIPMENT

Breast pump No Charge Not Covered

(not subject to the Plan Year
medical deductible)

Other durable medical equipment 10% 30%
MENTAL HEALTH AND SUBSTANCE USE DISORDER SERVICES":8 MHSA Participating MHSA Non-Participating
Providers?* Providers 2

Inpatient hospital services 10% 30%
Residential care 10% 30%
Inpatient physician services 10% 30%
Routine outpatient mental health and substance use disorder 10% 30%
SErvVices (includes professional/physician visits)

Non-routine outpatient mental health and substance use disorder 10% 30%

services (includes behavioral health treatment, electroconvulsive therapy, intensive
outpatient programs, office-based opioid treatment, partial hospitalization programs,
psychological testing and transcranial magnetic stimulation)

HOME HEALTH SERVICES

Participating Providers*

Non-Participating Providers 2

Home health care agency services ° Coverage limited to 100 visits per 10% Not Covered °
member per Plan Year.
Home infusion/home injectable therapy and infusion nursing visits 10% Not Covered °
provided by a home infusion agency

HOSPICE PROGRAM BENEFITS
Routine home care No Charge Not Covered °

(not subject to the Plan Year
medical deductible)

Inpatient respite care

No Charge
(not subject to the Plan Year
medical deductible)

Not Covered ®

24-hour continuous home care 10% Not Covered °

Short-term inpatient care for pain and symptom management 10% Not Covered °
CHIROPRACTIC BENEFITS®

Chiropractic spinal manipulation Coverage limited to 20 visits per Plan Year. 10% 30%
ACUPUNCTURE BENEFITS®

Acupuncture services Coverage limited to 20 visits per Plan Year. $25 per visit $25 per visit

(not subject to the Plan Year
medical deductible)

(not subject to the Plan Year
medical deductible)

REHABILITATION AND HABILITATION BENEFITS (Physical, Occupational

and Respiratory Therapy)

Office location (an additional facility copayment may apply when services are
rendered in a hospital or skilled nursing facility)

10%

30%

SPEECH THERAPY BENEFITS

Office location (an additional facility copayment may apply when services are
rendered in a hospital or skilled nursing facility)

PREGNANCY AND MATERNITY CARE BENEFITS

Prenatal and postnatal physician office visits (may be billed as part of global
maternity fee including hospital inpatient delivery services)

10%

10%

30%

30%

Abortion services (an additional facility copayment may apply when services are
rendered in a hospital or outpatient surgery center)

10%

30%

FAMILY PLANNING BENEFITS

Counseling, consulting, and education (includes insertion of IUD, as well as
injectable and implantable contraceptives for women)

No Charge
(not subject to the Plan Year
medical deductible)

30%

Contraceptive drugs and devices

No Charge?®
(not subject to the Plan Year
medical deductible)

Not Covered

Tubal ligation No Charge 30%
(not subject to the Plan Year
medical deductible)
Vasectomy (an additional facility copayment may apply when services are rendered 10% 30%

in a hospital or outpatient surgery center)




DIABETES CARE BENEFITS

Devices, equipment, and non-testing supplies (for testing supplies see 10% 30%

Outpatient Prescription Drug Benefits)

Diabetes self-management training 10% 30%
HEARING AID BENEFITS

Hearing aid and ancillary equipment \ 10% 10%

CARE OUTSIDE OF CALIFORNIA
Benefits provided through the BlueCard® Program are paid at the participating level. Member's cost share will be either a copayment or coinsurance based on the lower of billed
charges or the negotiated allowable amount for participating providers as agreed upon with the local Blue's Plan.

Within US: BlueCard Program See Applicable Benefit See Applicable Benefit

Outside of US: BlueCard Worldwide See Applicable Benefit See Applicable Benefit

OPTIONAL BENEFITS oOptional dental, vision, infertility, and hearing aid benefits are available. If your employer purchased any of these benefits, a description of the
benefit is provided separately.

1 Unless otherwise specified, copayments/coinsurance are calculated based on allowable amounts. After the Plan Year medical deductible is met, the member is responsible
for copayments/coinsurance for covered services from participating providers. Participating providers agree to accept Blue Shield's allowable amount plus any applicable
member copayment or coinsurance as full payment for covered services.

2 Non-participating providers can charge more than Blue Shield's allowable amounts. When members use non-participating providers, they must pay the applicable
deductibles, copayments or coinsurance plus any amount that exceeds Blue Shield's allowable amount. Charges above the allowable amount do not count toward the Plan
Year deductible or out-of-pocket maximum.

3 Bariatric surgery is covered when prior authorized by Blue Shield; however, for members residing in Imperial, Kern, Los Angeles, Orange, Riverside, San Bernardino, San
Diego, Santa Barbara and Ventura Counties ("Designated Counties"), bariatric surgery services are covered only when performed at designated contracting bariatric surgery
facilities and by designated contracting surgeons; coverage is not available for bariatric services from any other participating provider and there is no coverage for bariatric
services from non-participating providers. In addition, if prior authorized by Blue Shield, a member in a Designated County who is required to travel more than 50 miles to a
designated bariatric surgery facility will be eligible for limited reimbursement for specified travel expenses for the member and one companion. Refer to the Evidence of
Coverage for further details.

4 Preventive Health Services, including an annual preventive care or well-baby care office visit, are not subject to the Plan Year medical deductible. Other covered non-
preventive services received during, or in connection with, the preventive care or well-baby care office visit are subject to the Plan Year medical deductible and applicable
member copayment/coinsurance.

5 For plans with a Plan Year medical deductible amount, services with a day or visit limit accrue to the Plan Year day or visit limit maximum regardless of whether the plan
Plan Year medical deductible has been met.

6 Services may require prior authorization. When services are prior authorized, members pay the participating provider amount.

7 Mental health and substance use disorder services are accessed through Blue Shield's Mental Health Service Administrator (MHSA) - using MHSA participating and MHSA
non-participating providers. Only mental health and substance use disorder services rendered by MHSA participating providers are administered by the MHSA. Mental
health and substance use disorder services rendered by non-MHSA participating providers are administered by Blue Shield.

8 Inpatient services for acute detoxification are covered under the medical benefit; see the Hospital Benefits (Facility Services) section of the Evidence of Coverage for benefit
details. Services for acute medical detoxification are accessed through Blue Shield using Blue Shield's participating providers or non-participating providers.

9 Services from non-participating providers for home health care and hospice services are not covered unless prior authorized. When these services are prior authorized, the
member’s copayment or coinsurance will be calculated at the participating provider level, based upon the agreed upon rate between Blue Shield and the agency.

10.Coverage for contraceptive drugs and devices may be provided under your employer’s separate prescription drug plan. To obtain contraceptive drugs and devices through
the Blue Shield medical Plan, you must first pay all charges for the prescription and submit a completed Subscriber’s Statement of Claim Form for reimbursement at 100%.

Plan designs may be modified to ensure compliance with state and Federal requirements.
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Notice of the Availability of Language Assistance Services
Blue Shield of California

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 help at no cost, please call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ; Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla. También puede recibir esta carta en
su idioma. Para ayuda sin cargo, por favor llame inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al
reverso de su tarjeta de identificacién de Blue Shield o al (866) 346-7198. (Spanish)

EEEAM  CAcBEEIEN ? WRARE  RALBARGERE - SEN L REMRRENFESER UFERRER B
BFTESELH Blue Shield ID FEE LW €8/ZFRISEIRVERE - s EEEFTERE (866) 346-7198 ¢ (Chinese)

QUAN TRONG: Quy vi c6 thé doc la thu nay khéng? Néu khong, chung t6i co thé nhér ngwoi gitp quy vi doc thw. Quy vi cling c6 thé
nhan la thw nay dwoc viét bang ngdn ngir ctia quy vi. D& dwoc hd tro' mién phi, vui Iong goi ngay dén Ban Dich vu Hai vién/Khach
hang theo sé & mét sau thé ID Blue Shield cla quy vi hodc theo sb (866) 346-7198. (Vietnamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? Kung hindi, maari kaming kumuha ng isang tao upang matulungan ka upang
mabasa ito. Maari ka ring makakuha ng sulat na ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag
kaagad sa numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard, o (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg66 éi, naaltsoos nich’y’ yiidoottahigii ta’ nihee hol¢. Dii
naaltsoos atd®’ t’aa Diné k’ehji adoolniil ninizingo biighah. Doo baah ilinigd shika’ adoowot ninizing6 nihich’y’ béésh bee hodiilnih d66 ndmboo
éi dif Blue Shield bee néiho’dilzinigi bine’déé’ bikaa’ éi doodagé éi (866) 346-7198 ji” hodiilnih. (Navajo)

TR: 0| MUZE 812 5 AMR? 8i12d = 8%, =S 52 5 AUs MEO| USUCE £t CHE 20{2 HgE O] AilS 2ol =
AULLICL B2 T288 oAl Blue Shield ID FtE SIHO| 3| Ql/D74 MH|A FSIHS = (866) 346-71982 X2 HBHSHA|R. (Korean)

YULBINN . Gupnquibimd Ep Yupnu) wyu budwlp: Gpb ns, wuyw dkip Joqukip dkq: Hnip whwnp E iwl jupnquiup uinwbug wyu
twdwlyp &t Eqny: Ownwynipniit widdwp b vugpnud Bup widhpwybu quuqubwpt) Zudwpunppubph vyuuwpydwt puduh
htnwhunuwhwudwpny, npp tpyws k dtp Blue Shield ID puipunh tunnlth dwuntd, Yud (866) 346-7198 hwidwipny: (Armenian)

BAXHO: He morkeTe npoyecTb AaHHOEe NMCbMO? Mbl MOMOXKEM Bam, eC/IM HE0HXOAMMO. Bbl TaKKe MOoXKeTe NoyYnTb 3TO NMMCbMO
HanMcaHHOe Ha Ballem poaHOM s3biKe. Mo3BoHMTe B CyKOY KIMEHTCKON/YIeHCKON NOAAEP KM NPAMO ceryac rno tesiepoHy, yKkazaHHOMY
c3aam naeHTuduKaumoHHom kapTbl Blue Shield, unu no tenedony (866) 346-7198, u Bam nomoryT coBepLUeHHO HbecnnaTHo. (Russian)

BE: bEEQE. COFHEFTOENTEEIN? BUHROUNTERVEE. BN BEFEY MR- N2 AMZFERVLET, T BEFEOBEETEN
NIEFRESEDIZEEAIRETY, ERIOYR-MAEEINBIH 53 Blue Shield IDA—ROEMAICEHINTVEZRE/BEFRY-LADEFEES. Tt
(£, (866)346-7198 [CHEFFEZHNITZE, (Japanese)

Ol dsly dals oy uyin EEDRINVRI N g BEN L3 Ol )0 leds ds S 8lya |y S (m.:jlsiun RGP -5 9 Qllﬁulf_g S Sdailgsxs )y dals () Uislgl e l.{T 040
oylads 3,k L 9 Cawl 00 zo° 0L Blue Shield Gwlis Oyl Sy )0 45 Lxals o)lads 3oy 3l Gy Digd Hous (BN Ol SaS Cdlyyd Gl auaiS Sl s Glisgs
(Persian) .uas,.8s pwle3 g riw/las) Oleas b (866) 346-7198 als

HI3TYI®: St gH oA U39 § ug AT 97 A odl 37 fon § ugs feg Hee 38 wil fan fena3t T ydu a9 Aae 37 gt feg U39 vzt o feg
fBfemr Ifenr & yruz 39 AIR J1 Ue3 fe9 HEe YU3 996 B8 3I7F Blue Shield ID I793 © fifE i3 Ag3/dIAeHT ASfer S8es 699 3, A
(866) 346-7198 3 'S | (Punjabi)

umIIens: IS gAruisSaisonsiziygls? i0Ssmois ulnmoepagwAaHmimsdsmis: gasmosguonsmGSaishmaniy
NHAREIEN UEUSSUIEUSSASIE guiurgiinmugisimsSiuagiainiuhueSs/aSSesizumsisiuligruanauwn Blue Shield
TURIHM UMMUIiue (866) 346-7198% (Khmer)

s Jsaml) ezl [siSe Glasdl lin Gle Jsaasdl ) Loyl plios 48 dsel,d (3 daslucd Lo pasd Jlas] LiSas iel,d ghitud o o SOUasl i 6,8 gahiud Jor cgal]
(866) 346-7198 ‘0.5)” L,J._C 5] Blue Shield d..)s.gﬂ d.sUa.) O u_c.lpdl quaJl ul_c Qg.)..oJl ;La.cw A;V;}Lo.x)‘ dads alla (gs) UJ..C- u}” Jlasyl (gt REILS] UjJJ Sasluwol!
(Arabic)

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug neeg los pab
nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab txhais dawb, thov hu kiag rau
tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob gaum ntawm koj daim npav Blue Shield ID, los
yog hu rau tus xov tooj (866) 346-7198. (Hmong)

aeny: amewenanaaut ldndala winlale Tdseveanutsnndgsnld anansldsieannsatulifunwvesnm mndesmnmianutiomd alag il alran
lsadadarnaus magndvaund nmawed Insdwi luiiasiszd1d Blue Shield va3nm ni'alns (866) 346-7198 (Thai)

AFATIIOT: FIT 31T 3 TeR &1 I¢ Fhd & 72 &I A8), A §H 8 UG A 3HIHT AGE $ off U i A qURAT HT WY FY Hha & |
3T 3F TX FT AT H19T A HY WIT FT TFhd 8 | A7 R[elH AGE WA HI & AT € 379 Blue Shield ID X5 & o gf v 7
ATYFHeAT T@T T SATHIA T3, IT (866) 346-7198 9T &iel w3 | (Hindi)

blue @ of california blueshieldca.com
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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 people or

treat them differently because of race, color, national origin, 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 interpreters

- Written information in other formats (including large print, audio, accessible electronic formats and
other formats)

« Provideslanguage services at no cost to people whose primary language is not English such as:
- Qualified interpreters

- Information written in otherlanguages

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 can file 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 person or by mail, fax or email. If you need help filing a grievance, our 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://ocrportal.nhs.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


http://www.hhs.gov/ocr/office/file/index.html
mailto:BlueShieldCivilRightsCoordinator@blueshieldca.com
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